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

· Female condoms

· Natural Family Planning (safe period) 

· The contraceptive pill (Combined or Progestogen-only)

· Contraceptive implants* 

· Contraceptive injections*

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

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

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

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

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

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

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

In relation to all of the above, the Department of Health needed to fully understand knowledge, attitudes and perceptions in relation to a range of contraceptive choices which are available to women in England, in order to develop marketing programmes which will improve uptake.
More specifically, high value insights (into what affects selection and choice of contraceptive methods) needed to be clearly identified, in order to have an effect on uptake of methods, and to drive marketing planning and the creative development process.
In order to obtain a detailed picture, research was conducted with two audiences:
· Stakeholders(healthcare providers)

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

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

The overall objective of the research with users was to understand the myths, knowledge and attitudes held by 16+ women (and males who influence their decisions) in relation to every form of contraception, identifying gaps or inaccuracies in their knowledge and seeking potential ways to motivate usage; in addition, to explore the acceptability amongst this audience of “double Dutch” as a method of protecting against pregnancy and STIs.

Within this core objective, the research also needed to address the following areas:
Audience Context
· Examining the extent of the basic biological knowledge amongst the audience in relation  to their understanding of how pregnancy occurs

· Exploring current use of contraception (if any)

· Identifying the factors affecting consideration of contraception generally

· Understanding partner perspectives and the extent and nature of any dialogue in relation to contraception, and choice of contraceptive method
· Exploring perceptions of risk in relation to pregnancy generally

Detail for Each Contraceptive and Birth Control Option
· Exploring spontaneous awareness and identifying language used

· Examining levels of  experience and use

· Exploring levels of genuine knowledge

· Identifying misconceptions, misperceptions, myths and rumours

· Across the above, identifying the perceived benefits and barriers in relation to use (and understanding which are primary and which are supporting)

· Exploring perceived personal relevance and suitability
· Examining the impact of ‘new’, accurate information about the method as appropriate (for example, the potential side effects of not using, the benefits conferred by different types of contraceptive pill versus using a homogenous form of contraception, etc)
Audience Differentiation
· Exploring whether any audience clusters exist, and how these clusters might affect communication needs

For Considering Communications and Service Delivery

· Examining tone and language considerations when ‘discussing’ sexual health

· Identifying the main and preferred sources of information about contraception generally 

· Identifying information needs in relation to the facilitation of service use 

C.  
Method and Sample 
The sample for the project was as follows:
Women

· 18 extended mini-groups (4-5 respondents per group) lasting 120 minutes with currently sexually active females (18-46 yrs)

[image: image33.emf]WHAT IS IT:



Sterilisation works by stopping the egg and the sperm 

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

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

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

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

POSITIVES:



Suitable for those who are sure they never want children or 

do not want more children. 



It does not interrupt sex and one never needs to do 

anything about contraception ever again.

NEGATIVES: 



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

the eggs in women to rejoin after sterilisation – immediately 

or some years after. 



Requires a surgical procedure, cannot be easily reversed. 



Takes at least two months for a vasectomy (male 

sterilisation) to become effective



No protection against STIs



Less widely available for women than men

Sterilisation 

‘Vasectomy’ for men, 

‘Tubal occlusion’ for 

women

How effective?

About 1 in 2000 male 

sterilisations fail

For female sterilisation 

the failure rate is around 

1 in 200 (with some 

methods over time the 

failure rather decreases 

to 1 in every 333-500)


Further criteria:

· All were sexually active

· All were heterosexual or bisexual 

· Spread of age within age break

· Mix of users and non-users of services within each age break and SEG

· Mix of ethnicity and religion as appropriate to area

· where ethnic minority respondents were present no more than one within a group

· 15 ethnic minority respondents were included across the sample as a whole covering a spread of different ethnicities across the groups (including min 4 African, 4 Afro-Caribbean, 4 South Asian)

· a spread of religions across the groups (including no religion, Christian, Muslim, Hindu, Sikh and Jewish)

· Broadly even mix across the sample as a whole, and thoroughly represented in each age break:

· those in established relationships (>3 months)

· those in fledgling relationships (<3 months)

· those with no current long term/established partner but who undertake occasional one-night stands

· those with multiple or concurrent partners 

· those who have ‘on-off’ relationships with a ‘long-term’ partner who has multiple other partners 

· 9 depth interviews with non-sexually active females (18-46 yrs)
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Further Criteria
· None were sexually active

· All were heterosexual or bisexual 

· Spread of age within age break

· Broadly even mix across the sample as a whole, and thoroughly represented in each age break:

· those in established relationships (>3 months)

· those in fledgling relationships (<3 months)

· those with no current long term/established partner 

· 4 close friendship pairs lasting 90 minutes with currently sexually active females (16-17 yrs)
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Further Criteria

· All were sexually active

· All were heterosexual or bisexual 

· Spread of age within age break

· Mix of users and non-users of services within each age break and SEG

· Broadly even mix across the sample as a whole, and thoroughly represented in each age break:

· those in established relationships (>3 months)

· those in fledgling relationships (<3 months)

· those with no current long term/established partner but who undertake occasional one night stands

· those with multiple or concurrent partners 

· and those have ‘on-off’ relationships with a ‘long-term’ partner who has multiple other partners 

· 2 close friendship pairs lasting 45 minutes with currently non-sexually active females (16-17 yrs) 
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Further Criteria
· None were sexually active

· All were heterosexual or bisexual 

· Spread of age within age break

· Broadly even mix across the sample as a whole, and thoroughly represented in each age break:

· those in established relationships (>3 months)

· those in fledgling relationships (<3 months)

· those with no current long term/established partner 

Men

· 9 extended mini-groups (4-5 respondents per group) lasting 120 minutes with sexually active males (18-46 yrs)
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Further Criteria
· All were sexually active

· All were heterosexual

· All were willing to discuss contraception within a group discussion

· Spread of age within age break

· Mix of users and non-users of services within sample

· Mix of ethnicity as appropriate to area

· no more than one within a group, 

· 12 ethnic minority respondents were included across the sample as a whole and ensure a spread of different ethnicities across the groups (including 4 African, 4 Afro-Caribbean, 4 South Asian)

· ensure a spread of religions across the groups (including no religion, Christian, Muslim, Hindu, Sikh and Jewish)

· Broadly even mix across the sample as a whole, and thoroughly represented in each age break:

· those in established relationships (>3 months)

· those in fledgling relationships (<3 months)

· those with no current long term/established partner but who undertake occasional one night stands 

· those who have sex with friends but would not consider themselves to be either single or partnered

· those with multiple or concurrent partners 

· those who have ‘on-off’ relationships with a ‘long-term’ partner who has multiple other partners 

The research was conducted in London, Berkshire, Hertfordshire, Bristol, Gloucestershire, Birmingham, Coventry, Loughborough, Oldham, Sheffield, Wirral, Liverpool, Leeds, Yorkshire (across urban, suburban and rural locations).
Fieldwork was conducted in February 2009.
The research team comprised Joceline Jones, Clare Vernon, Claire Byrne, Lizzie Horton, Jules Kelly and Patrick Ell.
*  *  *  *

II
Conclusions & Recommendations        
1. Various opportunities exist to increase the take-up of LARCs in particular via a public campaign, given the lower familiarity of these methods with users, and a corresponding lower awareness of their potential benefits.  Any campaign would need to address overcoming key barriers around trust and around concerns about use (and fitting in particular) amongst users, which currently prevent take-up, especially for younger women and teenagers.  For these groups (and for all users), it will be important to provide education at a detailed level, and in the right context (ideally face-to-face with a healthcare provider), so that appropriate attention can be given to overcoming concerns.

[image: image1]The following chart summarises the key benefits to highlight in relation to LARCs, the barriers which need to be overcome, and ways in which messaging can provide encouragement and reassurances for users.
2. Other (current) contraceptive methods which had relatively high levels of appeal for users, and which therefore still merit being promoted, are outlined in the chart below, again with indications of the key benefits to highlight, the barriers to overcome, and the ways in which messaging can be useful in relation to these areas.
[image: image6.png]
3. Some contraceptive methods had very low appeal for users, and were rarely, if ever, considered, so are not worthy of the same level of  focus and attention; these include the diaphragm (except for Hormone Avoiders), natural family planning, the female condom and sterilisation.
4. An array of triggers and barriers impacted on initial take-up and on-going use of a particular method of contraception. These clustered into themes, and had more or less relevance for users, depending on age and audiences type. Four main themes were identified in the research, as follows:
· Trust (familiarity, efficacy, control, visibility of action, visibility of method, relevance and suitability)

· Practicality (ease of initial and on-going use, accessibility, away from or at sexual moment, long acting or ad hoc)

· Health-related Issues (perceived negative impact on fertility or general harm or side effects (short and long term)

· Other benefits (STI protection and hormonal control/ regulation) and  other barriers (physical impact – invasive, painful, de-sensitises sex)

In overall terms, however, the two main factors driving method of take- up amongst users currently were trust (with familiarity in particular) and practicality (with perceived ease of use in particular).
5. Familiarity (awareness and knowledge) of the range of contraceptive choices varies, with different age groups being aware of different methods, although none being aware of the full range of methods available. Men in the research sample had the lowest awareness and knowledge of the range of methods, with teenagers and Risk Deniers (see below for a fuller description of this user type) having a fairly low awareness of what was available, and a patchy understanding of those methods of which they were aware. 
Older women (35+ years) demonstrated mixed levels of awareness of the range of methods, but were generally less aware of, and knowledgeable about, the newer LARCs (implant and injection). Women in their twenties appeared to have the highest levels of awareness, although even they tended to be less aware of and knowledgeable about certain methods, including some LARCs.
Overall awareness and/or usage of each contraceptive method across the research sample, was summarised as follows:
· Greatest levels of awareness/usage:  combined pill, EHC and condoms
· Medium levels of awareness/usage: progesterone-only pill, IUD, injection and implant
· Lowest levels of awareness/usage: patch, IUS, diaphragm, female condoms, sterilisation, natural family planning

6. Efficacy was perceived as important, but for many this was assumed to be a ‘given’, at least in relation to the most familiar and established methods of contraception such as the combined pill. Perceived efficacy varied by level of knowledge, and – critically for many – the combined pill was rated as being as, or almost as, effective as LARCs. In overall terms, perceptions of efficacy levels were as follows:
· Most effective forms – sterilisation, implant, injection, combined pill (and IUD/(IUS) for those with some knowledge typically older females)
· Medium/variable efficacy – condoms (male and female), Progesterone-only pill, patch
· Least effective – natural family planning, diaphragm

Although there was an awareness that efficacy is affected by user error, this was not top-of-mind for some of the user audience, and so needs to be spelled out as a clear benefit of LARCs.
7. Consideration of contraception followed a fairly typical ‘journey’, with low/ad hoc use for the first sexual encounters, followed by a more considered decision about using a more reliable method of contraception.
In general, women were typically making decisions about which contraceptive method they will use in the absence of any discussion or consultation with their sexual partners, not least because both men and women largely regard contraception as the woman's responsibility, (except in the case of carrying and using a condom).

The main driver to consideration of contraception was, unsurprisingly, avoidance of pregnancy, but the degree of perceived risk which drove this behaviour (that is, to use contraception at all, the choice of method, and compliance with the method) varied across the user audience.
This lack of homogeneity across the user audience means that there are different needs to be considered in moving some users towards usage of contraception generally, and in and moving others towards usage of LARCs in particular.
8. Four main audience types emerged from the research:
· Risk Deniers: the youngest (teenage) users, often in denial about the associated risks of pregnancy and were therefore using no, or ad hoc, contraception having given it low, or no, consideration 
· Risk Challengers: younger (typically 18-25 years) users, trying more actively to avoid pregnancy and therefore using more reliable methods of contraception; however, their lifestyles can mean that compliance is variable, and greater risks are taken in certain circumstances, for example, when drunk
· Hormone Avoiders: this group was driven by a preference for avoiding the effects of hormonal methods because of concerns about the impact these might have on their fertility levels, and/or on their longer-term health
· Risk Avoiders: these users were very cautious, and were driven by a strong desire to avoid pregnancy, focusing on the risks which this involved; as a result, they were likely to select the most reliable methods of contraception and use them appropriately
9. Current usage of contraception by audience type was largely as follows:
· Risk Deniers – none, withdrawal, condoms (usage varied), EHC
· Risk Challengers – none, combined pill, condoms, EHC; some were using LARCs, especially the injection, and some usage of the implant
· Hormone Avoiders – condoms and IUD with minority use of natural family planning and diaphragm
· Risk Avoiders – combined pill, EHC, and some injection, implant, IUD, and the most cautious using Double Dutch 

10. In aiming to move audiences towards using more effective methods of contraception, the types of method each audience appeared to be warmest towards were as follows:
· Risk Deniers were more likely to consider the contraceptive pill, since this was the most familiar and trusted method; the patch, the injection and possibly the implant were also considered by some
· Risk Challengers were open to consideration of LARCs (mostly the implant and the injection, unless they already had children, in which case the IUS was a candidate for consideration); those who struggled, or had issues, with contraceptive pill usage were especially likely to consider LARCs because of their ‘fit and forget’ aspect

· Hormone Avoiders were likely to find the IUD of most appeal (of the LARC methods), although the diaphragm could appeal to some; there was also some possibility that the IUS and the progesterone-only pill might also be considered by some of these users, given the lower levels of hormone (and therefore being seen as lower risk) which they contained (in comparison with other methods)
· Risk Avoiders were open to LARCs,  given their high levels of efficacy (although preferences for individual methods differed by age and lifestage); at present, however, many were wedded to CCP, and perceived little or no reason to convert to a LARC method
11.
Messages around the concept of ‘choice’ appeared likely to appeal across the target audience groups.  
Messages with most appeal (covering top level benefits) were as follows:
· A large range of choices (15)
· Choices to suit individual needs (emotional, physiological, biological)

· There are improvements in terms of ease and simplicity of methods (so you don’t have to have the hassle of remembering to take a pill everyday)
· Along with highly effective methods (that don’t depend on you having to remember when and how to use them)
For example, a communication along the lines of: ‘You don’t know how good contraceptive options are these days – so easy and simple – with choices so you can find the right one to suit you’, supported by a message about having the opportunity to take advantage of expert advice (about the best option for you), and reinforced by the message that this is ‘what everybody else is doing’.
However, although there is a benefit in communicating that there are about 15 types of contraceptive method (since this is markedly different from user expectations), there would be little point in communicating (in a face-to-face consultation) about some of the set to some users, since they are likely to be perceived as of very low interest or relevance; for example females condoms, the diaphragm, or sterilisation.

12. In considering ‘double Dutch’, users understood the rationale for this method, but it was of extremely low salience. The clear link with STIs makes ‘double Dutch’ very difficult to discuss alongside contraception (especially with users who are in what they consider to be a ‘stable’ relationship, regardless of how short-term this is).  Whilst the message about ‘double Dutch’ should be retained in any campaign, as omitting it altogether, could be interpreted by the audience as a licence not to use condoms; this would work better in the form of a low level communication or reminder. 
13. Specific messages by audience type to prompt them to consider moving towards LARCs were as follows:
· Risk Avoiders and Hormone Avoiders 

These groups had minimal issues about using contraception, since they were committed and reliable users.  The main task here is to broaden their perceptions of choice, and a general campaign is highly likely to achieve this.  Some are likely to continue using CCP but others are very likely to take up a LARC method, given the high levels of efficacy.
· Risk Challengers 
The requirement would be to readjust the way in which they consider relative risks.  This group of users responded to messages about the benefits of ease, simplicity, and a ‘no hassle’ (fit and forget’) element (in relation to the combined pill which demands user compliance).  These messages, alongside the message about choice, are likely to be very compelling for these users. In addition these users have minimal service delivery issues compared to Risk Deniers.
· Risk Deniers 
The need with this group was to focus them on the uptake of contraception at all, as opposed to encouraging the use of LARCs specifically. These users need an ‘education’ message in order to challenge their current mindset of denial by focusing them on relative risk, and to convert them into becoming ‘planners’ where contraception is concerned. This requires legitimising becoming sexual for them, so that this can be admitted, not least to themselves, as the first step on a journey to encourage a transition from stage one (none/ad hoc use of contraception as experimentation) to stage two (proper use, as a ‘real’ user, not an experimenter), emphasising along the way that contraception is a ‘normal’ thing to do (‘everyone does this’). These users also have key service delivery needs around the following areas:
· anonymity and confidentiality
· easy access, but brought to them, since they are not proactive
· friendly, informal and accessible tone of approach, in order not to alienate users
*  *  *  *

III
Detailed Findings
1.  
Context Factors

1.1
Factors Affecting Use of Contraception per se
A number of general factors affected use of contraception, as follows:

· Culture and age
There was a perception amongst some audiences that it is wrong to be sexually active, this was largely an issue for those under 18 years, some ethnic minorities, and some with strong religious beliefs.

At the age of 16-17 years, confusion and conflicting messages about the acceptability of early sexual activity for this age group often make it easier for users not to consider contraception at all, for a variety of reasons (this attitude, and the reasons for holding it, has been confirmed in previous research).  For some, there is a complete denial of the risks of pregnancy, with a perception that ‘it can’t/won’t happen to me’ which can persist in the face of widespread evidence to the contrary amongst their peer group. For others, although pregnancy is seen as to be avoided, there is an awareness that, should it occur, the problem is ‘solvable’ (by termination, or, in some cases, by family acceptance). In a minority of cases, pregnancy can actually be seen as conferring benefits (perceived status, help from parents, receipt of benefits, being able to leave school/full-time study, having a role and responsibility which does not involve needing to find a job).

STIs are seen as unpleasant and stigmatising, but treatable (cumulative adverse effects from repeat infection are not considered – when an STI is ‘cured’ the individual no longer has the infection and is therefore ‘better’).

A major attitudinal shift was apparent amongst users at the age of about 18 years, relating to both cultural norms and perceptions of ‘maturity’ (reaching adult status), especially amongst those who had taken greater risks (using no, or less effective, contraception) in the early stages of sexual activity. By the age of 18 years, sexual activity is largely legitimised (these young people are, after all, now adults), and sex is a more broadly socially acceptable behaviour at this age. This increases the confidence of young people, and enables them to accept the concept of personal responsibility in relation to their sexual behaviour and its possible consequences. Taking contraception is ‘normal – it is what women do to avoid pregnancy.
Individual behaviour and use of contraception, however, varied significantly based on a number of different factors.
· Risk to Body

Perceptions about the presumed ill effects of taking ‘hormones’ (and any medication) were a concern for many younger users at a subconscious level, prior to uptake of contraception; this issue existed at a conscious level for relatively few in this sample, typically those from a relatively tight demographic, and with a relatively low risk of termination if pregnancy ensued.
· Risk of Pregnancy

The degree of perceived personal risk (physical, social, emotional, economic) from becoming pregnant was a further consideration. It is worth noting that the sample was recruited to reflect a spread of risk of pregnancy currently, that is the extent to which respondents were planning to become pregnant.
Notwithstanding these general factors, however, in terms of connection to contraception per se, the sample divided primarily in terms of attitudes towards, and perceptions of, personal risk.

1.2
Overview of Risk

Some variation arose across the sample in terms of what risk was specifically attached to, and how it was evaluated. The following risk areas were identified:

· Unprotected sex itself

The risk in this instance was primarily considered to be exposure to a potential pregnancy, and was most relevant for those wishing to avoid the need to take EHC or to seek a termination.

“I don’t think I would be able to have a baby in the position I am in at the moment. I would probably have to abort, but with the views I have, I would not do it...I can not put myself in that situation...so that’s why I am so careful” 
 [Females, 16-17, C2DE, sexually active, avoiding pregnancy, London]
“If I got pregnant now I wouldn’t be that fussed as I’ve brought up my 5 year old son on my own, it would be nothing new, whereas for someone else it would be a big shock to them…”  
[Females, 18-25, BC1, not planning or rejecting pregnancy within next 2 years, Coventry]
· Risk of unwanted pregnancy

Others focused more on the consequences of an unwanted pregnancy (and therefore the perceived degree of risk) varied by audience. Consequences varied, and could be practical and rational (for example, for those who were not yet financially secure, who had not yet finished their education, or were in the early stages of establishing a career), or social and emotional (the risk of being stigmatised by peers or rejected by family). The perceived risk of unwanted pregnancy was reduced in some users by a (higher) acceptance of the possibility of needing to use EHC, or seek a termination, although there was still a recognition that both these routes would involve significant personal effort.

“If you have a kid then you kind of shoot yourself in the foot – it’s gonna cost you so much money and time” 
[Males, Sexually Active, C2DE, 18-25, wishing to avoid pregnancy, Liverpool]
· Risk from contraception itself
The level of perceived risk here was also variable, with barriers being more prevalent amongst younger uses with lower levels of knowledge about contraceptive methods. In overall terms, the majority of users tended to consider any risks associated with contraception as worth taking when compared with the risks of becoming pregnant. In this respect, the non-use of contraception was usually a mistake or an oversight, and not a considered decision not to use it. Choice of specific method, however, was obviously dependent on the level of perceived risk versus perceived benefits.

“My partner, I wouldn’t want her to go on the pill, it’s purely the biological damage it does, or can do to your body” 
[Males, sexually active, C2DE, 26-35, wishing to avoid pregnancy, London]
“With the implant and injection you can get allergic reactions to them and the injection is harder to reverse” 
[Males, 18-25, not planning but not rejecting the idea of pregnancy, Bristol]
Whilst there was some degree of correlation between the type of risk focus and audience types, many users also appeared to ‘trade off’ relative risks of taking contraception, as evidenced by their preferred method.
1.3
Biological Knowledge of Pregnancy
Levels of awareness and understanding of the biology of pregnancy varied across the sample. All were aware that pregnancy can occur from penetrative sexual intercourse, and there was a fairly high awareness of the dangers of what users commonly term ‘pre-cum’. However in the overwhelming majority of cases understanding of the specific detail of human reproductive biology and physiology was minimal or patchy. 
Levels of knowledge about the cycle of ovulation and the actual fertilisation process (where this happens, and how soon after intercourse, for example, as well as how long the egg and the sperm remain viable) varied across the sample. In particular, a good proportion of users were uncertain about when in the female cycle a woman is more or less at risk of becoming pregnant.
 “I think women ovulate just after their periods, day 14 of the cycle is it?” 
[Females, sexually active, BC1, aged 18-25, avoiding pregnancy, London]

Myths about protection were widely dismissed however (for example, the myth about preventing pregnancy by washing afterwards).
Those with little awareness and minimal levels of knowledge about the biological detail of pregnancy were in the minority, and tended to be younger and male. This group of users had little or no knowledge about where fertilisation occurs; how long sperm remain viable; that female fertility varies at all (either that, or they believed that fertility is highest is just before or just after a period); details of female reproductive anatomy; and the nature and role of female reproductive hormones.

“I didn’t know about the ovulation and the cycle, I reckon I could be one of those who would not even know they have been pregnant for 5-6 months!!!’’
[Females, sexually active, BC1 aged 18-25, avoiding pregnancy, London]

“I heard, don’t know if it’s true, but apparently a woman is born with all her eggs and then they just get released” 
[Males, BC1C2D, 26-35 yrs, not planning but not rejecting pregnancy, Loughborough] 

Those with some degree of awareness and low to medium levels of knowledge were in the general majority, and were evident amongst all age groups (and included some men). Knowledge levels varied both generally, and in relation to specific detail; for example, knowing that fertilisation is likely to occur whilst a woman is ovulating, but not being sure where this happens; not knowing when in the female cycle ovulation occurs versus knowing that this was around mid-cycle; not knowing how long a woman remained fertile; and being uncertain about the role of female reproductive hormones.

Those who were more aware of, and knowledgeable about, the biology of pregnancy were again in the minority, and tended to be female, to have borne children, and/or to be from higher SEG, usually ABC1. These users were more likely to know when ovulation occurred in the female cycle, where fertilisation occurs, how long sperm remain viable, and the nature and role of female reproductive hormones.
“You’re most fertile around the middle of your cycle, so day 14 is when the egg is released but you can get pregnant a few days either side of that because sperm survives for a number of days in side you” 
[Females, sexually active, BC1 aged 26-35, not rejecting or 
avoiding pregnancy, Berkshire]

Given these generally low levels of knowledge about the biology of pregnancy, there was, unsurprisingly, minimal understanding of how most contraceptives work for many users, apart from barrier methods. This lack of knowledge amongst the least aware users served to reduce their perceptions of the need for, and benefits of, contraceptives. Their reduced understanding can also increase misconceptions about ease of use and safety of contraception for many; increasing this understanding will therefore be critical for uptake.

1.4
Biology: Fertility
Fertility was an important issue for women in the sample; even those who were avoiding pregnancy at the moment usually expressed the desire to have children in the future. As a consequence, there was a strong need to protect long-term fertility. Although this tended to be less top-of-mind for younger women (under 21 years) and teenagers, when the issue was considered, protecting fertility was seen as desirable.
“I would not use the implant because I would like to have children soon and I think it would impact my likelihood to get pregnant in the short term” 
[Females, not sexually active, BC1C2D, aged 26-35, considering pregnancy, London]

Fertility was not seen to be a personal issue by men in the sample, and was only viewed as relevant when in a stable relationship and considering children, and where a partner might raise it in terms of a possible problem in this respect.
All the users in the sample were aware to some degree that the individual’s ability to have children could vary and that a number of factors can impact on fertility. Perceptions of the impact of contraception on fertility varied, but typically this was not considered by many users when starting to use a method, and if it was, was likely to be seen as the price to be paid for avoiding pregnancy.
More concern was evident amongst women who had started to consider planning for a baby, at least in terms of the effect of a contraceptive method on fertility in the short-term, and their ability to become pregnant.
There were relatively low levels of knowledge about the negative impact of STIs on fertility, although this also a concern for users.
As was evident from previous research, it would appear that there is room to draw attention to the relative risk between protected and unprotected sex in terms of fertility for women. There is potential to position contraception as an important part of maintaining and protecting fertility.

2. 
Audience Differentiation

2.1   Audience Types

2.1.1 Overview
[image: image7.png]Four categories of user were identified, as shown in the diagram below. Of these, potential is considered to exist amongst Risk Deniers for increasing interest in contraception per se, and amongst other categories for increasing interest in LARCs specifically. Of these, Risk Challengers would appear to be the most likely candidates for promoting these methods, at least in the first instance, since Risk Avoiders and Hormone Avoiders are currently reliable users of contraception, and usually have a firmly-established preference.  
2.1.2
Audience Types: Risk Avoiders
This group included women of all ages and SEG, typically in stable relationships. Men in this category were more likely to be older, and out of a long-term relationship, although it did contain a small number of younger men.

Risk Avoiders wanted to avoid pregnancy at this stage in their lives/relationships, and were highly aware and conscious of the risk of becoming pregnant.  This could be reinforced by lower knowledge levels of the biology of pregnancy, since not being sure when risk is highest, they tended to take no risk at all.

“I made my boyfriend wait 6 months before having sex for the first time. I wanted to get the pill before because I was so worried to fall pregnant”  
[Females, not sexually active, BC1C2D, 26-35 
avoiding pregnancy, Birmingham]

They also had a strong perception of the high risks of unplanned pregnancy in terms of the emotional, social and practical issues.

“I couldn’t have an abortion so it really makes you think about what having a baby would mean and how it would effect you, I might have it now but a few years ago I really wouldn’t have been in the right situation so that makes you very careful”  
[Females, not sexually active BC1C2D, 18-25, not rejecting or planning pregnancy, Marlow]

In terms of contraceptive use, Risk Avoiders tended to develop low-risk behaviours by using preventative, reliable forms of contraception and were more organised, effective users of their chosen method. Efficacy was important to this user group as opposed to other groups (who were more likely to assume efficacy), and they were typically likely to use the combined pill, but some were using LARCs (the implant, the injection, the IUS or IUD), where the benefits were better known.

Men in this user group were much more likely to use a condom as an additional precaution (against both pregnancy and STIs). Those at the extreme end of the Risk Avoider spectrum – who were extra cautious – used double Dutch (largely for extra protection against pregnancy).

“You’d use a condom and make sure that she’s on the pill” 
[Males, sexually active, BC1C2D, 26-35, wishing to avoid pregnancy, Loughborough]
“I say at the start of a relationship (even though I’m on the pill) if they don’t use a condom then we’re not having sex”  
[Females, not sexually active, BC1C2D, 18-25, not rejecting or planning pregnancy, Marlow]

Risk Avoiders were open to the idea of using LARCs because of the high efficacy levels of this group of contraceptives. However their perceived need for a LARC method was low, because their current method (usually the combined pill) was viewed as highly effective, and many preferred the element of personal control and cycle regulation which it offered.
Use of the combined pill was high use amongst Risk Avoiders, and effective use of this method (or of the chosen method) made them a lower risk group.  However greater familiarity with LARCs is likely to increase take-up in this group.

2.1.3 Audience Types: Hormone Avoiders
The bias within this category was towards higher SEG (ABC1) and those in established relationships (although some younger users in this group may be single, or in a fledgling relationship). Younger women (25-35 years) in this category were likely to be planning to have children in the next two years, and older women (35-45 years) had generally completed their family. The category contained a minority of men, typically older (over 30 years).

“My wife doesn’t like putting chemicals in her body, so I have to use condoms” 
[Males, BC1C2D, 36-46yrs, not planning but not rejecting the idea of pregnancy, Bristol]
Attitudinally, this user group had a relatively good knowledge of the cycle of ovulation, being aware of times when a woman is more or less likely to become pregnant. In terms of wanting to avoid hormonal contraception, two ‘sub-types’ emerged amongst female users:
· Younger pre-children -  those concerned about fertility since they were considering pregnancy in the near future

· Older post-children – more concerned about the longer-term health effects of extended use of hormonal contraception, and the potential risk factors involved
Male users in this category reflected these types, and were more likely to be interested in information about contraceptive methods and their side effects.
“I don’t think the pill is suitable for someone who is not in a relationship because they don’t necessarily have to put up with the side effects.  I mean all these hormones you put in your body are messing around with your body. There is something not right for your body” 
[Females, sexually active, BC1, aged 18-25, avoiding pregnancy, London]
In terms of contraceptive usage, the majority of Hormone Avoiders had previously used hormonal contraception but now wished or preferred not to use it, either wanting to allow their body to revert to a more ‘natural’ state for pregnancy, or to avoid the (perceived) health risks. Only a minority in this category claimed that they have and would never consider hormonal contraception.

Those who were planning to have children in the next two years were typically using condoms (and a few were using natural family planning, although more to assist with conception than to prevent it). Those who had completed their family were typically using condoms or an IUD, although some were also using the diaphragm or natural family planning. Many Hormone Avoiders would have unprotected sex, but typically at ‘safer’ times of the month. 
For this group of users when considering the wider range of contraceptives, the IUD held most appeal.  Some were prepared to consider some hormonal options, if these were positioned as lower risk; this was especially the case post-children, where the progesterone-only pill or the IUS might be considered. Some opportunity exists, then,  to convert post-children users amongst this group to more effective methods of contraception, but an element of lower risk in relation to pregnancy (since an unplanned pregnancy is likely to be continued to term) means that the need to switch methods is not perceived as particularly strong. There may be room to target men here, since they have greater levels of interest in alternative methods with high levels of efficacy, although only small number of men fall within this type.  
2.1.4  Audience Types: Risk Challengers
These were typically younger (18-25/30 years), and found across a spread of SEG. They also tended to move in and out of relationships (with relative frequency), as well as having one-night stands, and levels of sexual activity were higher amongst this group than in other groups. Men tended to reflect the female attitudes and mindsets.
Attitudinally, Risk Challengers wanted to avoid pregnancy, and believed that they were at risk of becoming pregnant if they failed to use contraception. However, they had a somewhat lower perception of risk of unplanned pregnancy than Risk Avoiders and Hormone Avoiders, and were prepared for the possibility of needing to use EHC, and to seeking a termination (or persuading their partner to seek one, if male) if a pregnancy occurred.

Their highly social lifestyles meant that, when drunk, Risk Challengers were much more likely to take the risk of not using contraception, especially when not in a relationship.
“I’d like to say that I always use condoms…but sometimes I don’t in the heat of the moment” 
[Females, 36-46, not sexually active, wishing to avoid pregnancy, Leeds]

Use of contraception was less considered by this category, particularly men.

“I hate condoms if she doesn’t ask me to use a condom then I think yes I’ve got away with it!”
 [Males, 18-25, sexually active, London]
Women were typically using the pill, although with reduced compliancy, often forgetting to take it, or to take it at the right time. Some were more likely to stop taking the pill when out of a relationship, and although they might use a condom when not in a relationship, this was not always the case (especially on one-night stands and/or when drunk); after such encounters, they would typically use EHC.

Those who did continue to take the pill when not in a relationship were less likely to use condoms with new partners and on one-night stands, although they were aware of putting themselves at risk of contracting an STI; some females did have sexual health checks, although with varying degrees of frequency, but certainly not all.
Men in the category preferred women to be ‘on the pill’, since they perceived that they would not need to use a condom, but as in the case of female Risk Challengers, use of condoms by these men was haphazard even when no other contraceptive was being used. 
“You tend to just get lazy, either you don’t have one or you might be a bit drunk....you think, well, she’s probably on the pill, she’s not gonna get pregnant we’re both in the mood. Once you’ve made a mistake you think, I’ve done it now might as well carry on” 

[Males, 26-35 yrs, BC1C2D, not planning but not rejecting pregnancy, Loughborough]
Women in the Risk Challenger category were open to using LARCs because of their high efficacy levels and ease of use (versus the pill). However lack of familiarity for some, plus the barriers which arose around the initial stages of using some of these methods (when an additional method of contraception was advised), allied to concerns about their (perceived) invasive nature, could prevent consideration. LARCs did, however, have a strong appeal for men.

This category were at risk of both pregnancy and contracting STIs, and knew it. Women commonly used EHC to rectify matters, and had reservations about this, although these did not prevent them from repeat behaviour. LARCs, especially the implant and the injection did appeal, but some reassurances would be needed in relation to fitting and potential risks and about a method being a ‘normal’ contraceptive solution (that is, ‘lots of people (like me) use this’). There may be some room for men to influence consideration and usage where their partners are concerned.
2.1.5  Audience Types: Risk Deniers
These were typically younger users, often teenagers, with a bias towards a lower SEG (C2DE). Attitudinally, the risk of becoming pregnant was not top-of-mind, and low levels of knowledge about the biology of pregnancy fuelled their denial of risks. Risk Deniers did not feel directly exposed to the risk of pregnancy (females were in denial about risks and consequences, and males minimised these by placing full responsibility for these on the females).

Female Risk Deniers did express some concern about contracting STIs, but tended to trust that partners would use, or had used, condoms with other sexual partners who were likely to have STIs, so that their perceived risk in this respect was minimised. Men in this category showed minimal concern about STIs. Discussion of this area did, however, tend to expose concern.

“We use withdrawal, he doesn’t like condoms and says he has used them with any dirty slappers, so doesn’t need them with me”
[Females, 16-17, C2DE, rejecting pregnancy within the next 2 years, London]

There was low or no use of contraception by users in this category, and some were relying on withdrawal. Ad hoc usage of condoms was apparent by some users, but this was not based on any perception of risk; for example, these were not used at what were considered to be the more fertile point of the cycle. Women were sometimes strongly influenced by partners not to use condoms.
Within this group, those who had experienced an unwanted pregnancy demonstrated, not surprisingly, a shift in attitude and behaviour, with many wanting to take steps to avoid repeating the experience. Some had taken up LARCs post termination or after the birth of a child, typically on the advice (and often encouragement) of a health professional. Men who had experienced a partner becoming pregnant were subsequently more likely to use condoms. Having said that, there was also evidence that risks were still taken by others following an unwanted pregnancy.
“I had sex for one year without using anything. I thought I could never fall pregnant because I was doing for one year and nothing happened to me. I thought I was fine until I got pregnant”
[Females, sexually active, C2DE, aged 18-25, avoiding pregnancy, Leeds]
The key issue for Risk Deniers will be in encouraging greater consideration of contraception per se, with a need to normalise both planning and use. Take-up of LARCs was seen as a big step: although these types were open in principle to the benefits of these methods (efficacy and ease of on-going use), the barriers to take-up could be overwhelming.  
Female Risk Deniers would need easier access to contraception in order to overcome the practical barriers of starting any method, coupled with both reassurance and evidence which would minimise the fear of the physical impact of fitting a LARC (due to the greater or lesser degree of invasiveness of these methods, as well as their effect once fitted, including discomfort, pain and possible side-effects). Some users also expressed a preference for a method which would be invisible to others, making the injection more appropriate than other methods. 
Offering the opportunity to test or trial contraception in some way may assist these users in terms of reassurances about ease of fitting and individual suitability;  either this, or the reassurance that the LARC can be removed if found not to suit the user (although without making this sound too easy). 

The fact that Risk Deniers are currently the least aware group (in terms of knowledge levels, potential risk, and contraceptive methods), as well as being in denial, makes them a hard audience to target. The focus needs to be on take-up of contraception at all, and starting off with LARCs can be perceived as too big a commitment for many.
2.1.6 Overall Role of Men
There was an assumption from both men and women that ensuring protection against pregnancy was the woman’s responsibility, largely because the woman is the one who will become pregnant and potentially have to give birth to and bring up the baby. Whilst there was a degree of resentment about this situation amongst women generally, most accepted that this situation was inevitable, and a number welcomed being in control of contraceptive use.
 “It’s your body, you’re the one dealing with the side effects I don’t see why men should have an influence on deciding which one I should have”
 [Females, not sexually active, C2DE, 18-25, not planning/
not rejecting pregnancy, Birmingham]
“She had to come off the pill to have an operation so we had to use condoms. But I made her go and get them. A bit embarrassing maybe, but I thought, she can take care of the contraception, she’s the one whose supposed to be responsible...you provide it and I’ll do it” 
[Males, sexually active, BC1C2DE, 26-35, wishing to avoid pregnancy, Loughborough]
As a result of this attitude, minimal interest was expressed by the majority of men in discussing contraceptive options, or even the use of contraception per se. Very often (particularly out or at the start of a relationship), they would simply assume that a woman was ‘on the pill’.  There was also a presumption that all contraceptive options were sufficiently effective and reliable (as well as being used correctly by the woman by many), so that men rarely if ever initiated a discussion about contraceptive use. Even when they did, the discussion was likely to be fairly limited, apart from ascertaining that there was no need/expectation for them to use a condom.
In relation to discussions which did occur around condom usage, whilst men are the actual users of this method of contraception, women are frequently the ultimate arbiters of whether or not a condom is used (although not all women perceive themselves as holding the upper hand).  Condom usage necessitates a discussion just before, or actually in, the sexual moment, and there was evidence in the research that a number of negotiating tactics and trade-offs were employed.  More confident women would insist on, or require condom use (requesting or demanding it, claiming not to be using the combined pill when in fact they were, or that they had forgotten to take their pill when they had actually remembered to do so).  Less confident women, however, could be persuaded or pressured not to use a condom by a male partner who was unwilling to wear a condom.
Some men were keen to use a condom, in order to protect themselves from both STIs and an unwanted pregnancy.
“I think a bloke is more worried about getting a disease than he is necessarily about getting a girl pregnant” 
[Males, sexually active, BC1C2DE, 26-35, wishing to avoid pregnancy, Loughborough]
Very often, usage would not be raised or discussed at all, typically on a one-night stand, when both parties were drunk, because of embarrassment, or because of a disinclination to interrupt the moment of sexual passion.
Men were therefore influencing use or non-use of condoms but this depended on individual attitudes to personal use of contraception. All the men in the sample indicated that they would wear one, however reluctantly, if a female partner insisted on this, and the alternative was to forgo intercourse altogether.  Women used a variety of strategies to persuade a partner to use a condom, from straightforward demands, to subterfuge.
Typically then, men were passive supporters of female choice, with minimal involvement in the choice of contraceptive method.  Even in an established relationship, they were unlikely to attend appointments with health professionals to discuss contraceptive methods, although a very few had looked at information if a partner gave this to them and invited their opinion.  Only men in the Hormone Avoider category were at all interested in the potential side effects of a contraceptive method. Some Risk Avoiders, however, had concerns about their partner’s contraceptive use in terms of levels of compliance (and therefore about the risk of pregnancy occurring), so had checked whether or not they had taken their pill, or used a condom themselves, as long as this was not a source of contention (by implying a lack of trust in the woman, and at a number of levels, including intention to deceive, suspicion of a sexual infection or suspected infidelity).
 “It’s her body and she knows what’s best for it, she probably gets recommendations” 

[Males, BC1C2D, 36-46yrs, planning/considering pregnancy, Bristol]

On the evidence of this research, men appeared to be exerting little influence overall on the choice of contraceptive method used by a partner, and to have minimal interest in that choice. They did, however, have a vested interest in encouraging their partner to use some form of contraception in order to avoid having to use a condom. This would indicate that possible PR opportunities exist to communicate new ‘simpler and easier’ options to men to enlist their advocacy. 
2.2
The Contraceptive Journey 

For most users, the ‘contraceptive journey’ involved three distinct stages, although the timing of each stage (age started and time spent in that stage) and the exact behaviour whilst in each stage varied by audience type.
· Stage 1
This stage marks the start of sexual activity, and typically happened from about 15 to 18 years in this sample. It was marked by trial and experimentation, and was a time of greater risk for users. The main mode of behaviour was the use of ad hoc contraception (condom, withdrawal) to a greater or lesser extent (varying by attitudinal type). This was generally because first-time and early sexual activity was usually not planned in advance, and/or because users were not ready to make a long-term contraceptive choice or commitment at that point. Ad hoc contraception was typically used in this stage, in the form of condoms, as these were seen as accessible, easy, immediate, cheap, and without side effects, as well as offering protection against contracting STIs. 
For a number of users in the research sample, the perception of the risk of pregnancy was fairly low, and usually not top-of-mind. This stage fits with the Risk Denier mindset of “I am young and having fun - I shouldn’t have to worry about getting pregnant and stuff like that”.
Some users got stuck for longer periods in this stage, and were unable to make the transition to stage two. This was more likely for users of lower SEG, and with lower levels of knowledge about the biology of pregnancy and contraception.
“The first time I had sex I didn’t plan it. It just happened. It’s easier t
o get hold of condoms, so we used condoms” 

[Females, sexually active, BC1, aged 18-25, avoiding pregnancy, London]

At this initial stage of the contraceptive journey there was little if any recognition by users of actually being on a journey, and it may be that  pointing this out may help them to connect with considering, planning and using contraception.
· Stage 2
This stage was marked by a greater consideration of risks, and a desire to avoid pregnancy by users. Any decision about using contraception became more specifically focused, at this point, on efficacy levels so that this risk was minimised. Some Risk Avoiders may miss Stage 1, and start their contraceptive journey here.
The main behaviour of note was the move towards selecting a more reliable form of contraception (than ad hoc methods), usually the contraceptive pill, although the implant or the injection may also be chosen by some users. Seeking out this type of contraception was typical because of the raised awareness of the risk of becoming pregnant, and the various implications of this. Users felt more comfortable about actively seeking out and requesting contraception on prescription since they were older and more confident (than in stage one), and were less likely to feel concern about being stigmatised because of being sexually active (something which users in stage one did feel anxious about).
Stage two users were more likely to be in a relatively stable relationship, and therefore felt more inclined to commit to a method of contraception, the desire to do this being reinforced by the desire to stop using condoms (which were seen as desensitising), and, for some, the experience of an unplanned pregnancy.
This more considered frame of mind meant that users were more likely to seek advice and information at this stage, in order to assist their decision making (although the pill was still the default choice for many).  The source of this information varied (see Section 2.3).
“I went on the pill at 17 after a few years of not really using contraception or sometimes condoms, I was so stupid when I look back on it, at 17 I thought I want to make sure I don’t get pregnant”
[Females, sexually active, C2DE, aged 18-25, avoiding pregnancy, Berks]
The general mindset at this stage was: “I need to avoid getting pregnant, I don’t want to have to worry about it, so I’ll get myself sorted”
A greater awareness about, and connection to the benefits of, contraception drives acceptance of, and desire for, a more reliable method at this stage.
· Stage 3

This stage involved a reconsideration of an established method of contraception, and was marked by switching to a different form of contraception for various reasons, including: 

· a bad experience with the side effects of the contraception being used
· the hormonally-induced side effects of the combined pill, such as mood swings, weight gain and migraines; this usually involved switching to a different type/brand of pill, or to the progesterone-only pill
· heavy periods and/or pain from and IUD – again this usually involved switching to some form of pill
· lack of efficacy of previous methods of contraception; for example, becoming pregnant whilst using the contraceptive pill may prompt the suggestion of switching to a LARC such as the injection or the implant (or the IUS for a minority) 

“I’ve had an abortion in the past...that’s why I’ve had the injection to make sure that it doesn’t happen again” 

[Females, BC1, 26-35, considering pregnancy within next 2 years, Birmingham]

· considering pregnancy in the short-to-medium term, when some users preferred to stop using a hormonal method in order to ‘give my body a break’, and return to a ‘natural’ cycle; this often involved a switch to using condoms

· perception of risk associated with hormonal methods (Hormone Avoiders), especially in some who had used such a method for a sustained period of time - 10-15+ years, for example (particularly if they had already had children, and were concerned about long-term health risks); this may also occur in women who have not yet had children, but are planning to do so in the short-to-medium term, and are concerned about their fertility levels; women of either status may switch to using an IUD, condoms, or a diaphragm
“I don’t want to be on the pill now because I am 33 and if I meet the right person, I don’t want to wait before being able to conceive” 

[Females, not sexually active, BC1C2D, 26-35, considering pregnancy, London]
A range of factors can stimulate reconsideration of contraceptive method at this stage of the journey, and in some cases may cause a move from one audience type to another.
2.3 Influencers
Contraception and choice of contraceptive method was discussed or raised by users with a range of people, including health professionals, but whose opinions and experiences they valued or trusted. Conversations with these ‘influencers’ were likely to have varying degrees of impact on their decisions about choice of contraceptive. The following categories of ‘influencer’ were noted, in descending order of importance:
· Friends/Peers

This group tended to be most influential on consideration of a particular type of method – at least, this was the area around which most of the discussion occurred. Discussions focused on what are they using, what have been their experiences, and what is the overall opinion of the method in question.  Friends and the peer groups were noted as allowing for a more open and uninhibited discussion and sharing of individual experiences, as well as knowledge about both sex in general, and contraception in particular. Such discussion contributed to the perceptions and beliefs held by users, and could be valuable in terms of positive word-of-mouth testimonials for some newer contraceptive methods, particularly LARCs.

The level of information which was obtained can be high, but was of necessity idiosyncratic, and some (or even much) of it may be inaccurate. Incorrect information spreads quickly, especially amongst younger women and teenage girls, and particularly where it involves negative word-of-mouth and ‘scare stories’. This was seen in the research to often overwhelm any positive testimonials, especially since those who were satisfied with a method of contraception are not particularly motivated to ‘spread the word’ about its benefits.  As a result, concerns can be artificially heightened, and barriers exacerbated.
 “I have a much older friend I talk to – when the condom split at 2 in the morning, I rang her” 
[Females, C2DE, 18-25, not planning but not rejecting the idea of pregnancy within the next 2 years, Slough]
“One of my friends had the injection, so I chose that one as the best one for me” 

[Females, BC1, 16-17, sexually active, not rejecting the idea of pregnancy within the next 2 years, Oldham] 
· Mother/Sister

Many users preferred not to discuss contraception with a female family member seeing information about their sexual activity as too intimate to be disclosed within the family circle. However, those users who did consult mothers and/or sister(s) tended to be highly influenced by their advice and opinions about contraception and contraceptive methods. Some  - particularly teenage girls – received assistance in their choice of contraception, to the extent that a mother would make an appointment with the family GP for her daughter to discuss this, accompanying her to the surgery, and often requesting (sometimes insisting) on the combined pill being prescribed, perceiving this method to be familiar and effective.
 “My mum marched me to the GP at 16 when she knew I was having sex and said I should go on the pill”
[Females, sexually active, C2DE, aged 18-25, avoiding pregnancy, Berks]
· Health Professionals

The information likely to be provided, and the degree of influence on the user’s decision, varied in terms of type of health professional consulted (GP versus Family Planning nurse, for example). Some health professionals were seen as being more knowledgeable, and able to provide a better – and even a more objective – perspective; for example, some felt that staff at a Family Planning clinic might, by virtue of their role, have a wider range of user experiences on which to base their advice.  Health professionals appeared to have more influence on decision-making at specific stages on the contraceptive journey for users, such as in response to a direct request for advice or in response to particular events such as an unwanted pregnancy, or when experiencing unacceptable side-effects with a particular method.



“She tried the coil because it was recommended by the doctor” 

 [Males, BC1C2D, 36-46yrs, not planning but not rejecting the idea of pregnancy, Dulwich] 

However, some barriers existed in relation to consulting health professionals; for example, visiting a Family Planning (or Sexual Health) clinic was perceived by some (especially teenagers) as somewhere where they ran the ‘risk’ of being seen by a friend, neighbour or relative; for some, there was a fear of being stigmatised (or be reported to a parent, in the case of teenagers), whilst for others, not using a clinic could just be a case of ‘not wanting everyone to know my business’. For a few older women (25-30+ years), the clinic environment was seen to be dominated by much younger women and teenagers, making them feel that its services were for the less mature, or even the sexually promiscuous. This led to some low-level concerns about anticipated staff attitude to users, and fears that they would be patronising and/or judgemental about user behaviour and requests. 
Clinics were, however, seen as providing a greater level of good and useful advice by the majority of those who had used these services, as they spent more time discussing a wider range of options, and provided more detail about these, both in face-to-face consultation, and in the provision of leaflets.

GPs were generally seen as providing the minimum amount of basic information about contraceptive methods, but were often preferred by users because of the reassurance of confidentiality.

Many users felt, however, that their GP was not especially interested in discussing and managing contraceptive needs, and reported that there was little if any pro-active consultation about the wider range of options available, especially when users presented with a request for a specific method.

“I went in and asked for the pill and they never suggested anything else” 

    [Females, BC1, 18-25, sexually active, rejecting the idea of pregnancy within the next 2 years, London] 
“My first time was with a male doctor and it was very quick, with no questions and answers type thing.  This time when I went after having a baby, I saw a lady and she asked me loads of different questions, and she wondered why he didn’t put me on this pill to start off with as it’s a lower one to start off with…[less risky].  Talking to the lady doctor, it is a lot more better for me” 
[Females, 18-25, BC1, planning pregnancy within next 2 years, Coventry]

Some users did report having been given leaflets by their GP, but these were perceived as having been of little use in the absence of any discussion, especially where younger women and teenagers were concerned.



“You just feel like they [GP] should ask you more” 
 [Females, C2DE, aged 18-25, planning/considering pregnancy within the next 2 years, North London]
GPs did, however, have more influence on decision-making where they were considered to be both experienced in, and knowledgeable about, contraception and contraceptive methods (as well as sympathetic and not censorious).
· Schools

The levels of sex education provided to students in school settings emerged as being highly inconsistent. Information about contraception was felt by many users (both those who were still at, or had relatively recently left school, and those who were looking back from a distance at what had been provided) to be singularly lacking, and often focused almost exclusively on condoms (sometimes in intimate detail, where students would be shown how to use a condom correctly, with a demonstration on a plastic model, or even on a banana), without covering other methods in any detail, or even at all. Certainly, very little if any information on the benefits of, or reasons to consider, different methods appeared to be provided by schools.
“Sex education at school is not great. It’s more about STIs and how to put a condom on’’ 

 [Females, sexually active, BC1, aged 18-25, not planning but not rejecting the idea of pregnancy, London] 
“I only had one sex education class in my entire life’’

 [Females, sexually active, C2DE, aged 16-17, avoiding pregnancy, London]

“They just talk about the women’s periods but nothing else really”

[Females, sexually active, C2DE, aged 18-25, not planning but not rejecting the idea of pregnancy, Birmingham]

There was some mention of better coverage in single sex schools –information provision in a mixed sex setting was often fraught with difficulty, since it tended to be treated as a joke by pupils. A minority did recall a number of options being discussed at school, but retention of detail and key issues was low. To a large extent, discussion of contraception focused on protection against STIs rather than on protection from unwanted pregnancy.

· Partners

As previously mentioned (in role of men), discussions with, and influence from, partners emerged as fairly limited, given that contraception was generally seen by both men and women as female territory. Discussions were largely restricted to male condom usage- that is, ‘do I need to use a condom?’ – although some users in longer-term relationships would discuss contraceptive method together, especially where a change was being considered, or proved necessary.
· Youth Services
A minority of users in the younger audience groups commented that youth clubs/services were a useful source of information. These services were seen by these users as more accessible, and with less likelihood of stigmatisation than clinics and GPs. As an information source, youth services were seen as particularly helpful when sex and contraception were not discussed at home.
· Internet
The internet was not widely used by respondents as a source of information about contraception, unless they were interested in learning more about a specific contraceptive method, or had concerns about a method which they were using or considering.  However users did see the internet as easily accessible, and as a source which they could use in their own time, without the need to involve or make an appointment with a third party. It also offered a high degree of privacy.  Whilst the internet can provide a wealth of information, users also found it difficult to filter this information in terms of what was relevant and trustworthy.

There is certainly more room here for more work with those who influence user decisions, with Sex and Relationship Education perhaps offering the greatest opportunity, particularly prior to Stage 1 of the contraception journey. Risk Deniers in particular would benefit, since this group are the difficult to convert to the idea of using more effective contraception if they cannot be encouraged over the initial hurdle of using it all.
3.    Factors Driving Levels of Appeal for Different  

       Methods of Contraception
3.1 
Overview: Factors Influencing Choice of Method
All respondents were aware of the existence of contraception, but the range and levels of knowledge about different types of contraceptive varied significantly, as well as definitions of what contraception encompasses (for example, it included withdrawal or termination for some).
 A vast range of triggers and barriers were evident in relation to selection of contraceptive method, with the choice of a specific method obviously dependent on the level of perceived risk versus perceived benefits.
3.2 
Overview of Awareness of Methods of Contraception 

The chart below illustrates awareness of contraceptive methods by age and gender, and demonstrates that women in their twenties and early thirties had greatest awareness of contraceptive options overall, with younger women being more aware of the implant and injection, and older women of the IUD, with the IUS having the lowest awareness of LARC methods.  Perhaps unsurprisingly, men’s awareness of options was lowest overall, especially of LARCs.
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3.3 
Current Usage and Appeal of Options by Age and Gender 
The chart below summarises current usage, and potential appeal of the different contraceptive options by age and gender of audience, and demonstrates that usage of the combined pill and condoms was greatest across all audiences, but that potential exists to drive usage of both the injection and the implant across all groups, and of the IUS and IUD in particular amongst older women.
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3.4
Current Usage and Appeal of Options by Audience Type 

The following chart demonstrates usage and potential appeal by audience type, and indicates that the greatest need would be to target Risk Deniers to take up contraception at all and Risk Challengers to switch to a non-user- dependent form of contraception. 
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3.5
Overview of Triggers and Barriers 
The following chart summarises the different categories of triggers and barriers which existed in relation to take-up of any contraceptive method.
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Of the triggers to usage, ease of use, familiarity and accessibility were usually top for women, especially for initial use (amongst younger women). Over time, these priorities could change, and ease of ongoing use, reliability/efficacy and lack of impact upon fertility could rise to the top. However, this change in priorities was rarely acted upon in terms of switching method of contraception, due to a combination of lack of awareness and knowledge, inertia, perceptions that there is no need to consider a change of method, and lack of ‘push’ from medical professionals. 

Barriers to initial use of some methods were evident, especially in relation to LARCs, given that these methods were perceived by users as being invasive and painful to fit.
Efficacy of method was important to users, but frequently assumed as a ‘given’. 
Individual preferences, experiences, circumstances and situations all impacted strongly on changing the relative importance of different triggers and barriers; for example, whilst hormonal regulation might be a key consideration for one woman, it might be not at all important for another; personal experience (of pregnancy, for example) may mean that  efficacy was a higher priority; for users in a stable relationship, protection against STIs was not an issue, but following a change in relationship status (divorce, separation, breaking up), this may become the most important consideration in a new sexual relationship.

Individual priorities for contraception were therefore constantly in flux for users, although some constants did apply for all, with familiarity, ease of use, and use away from sex remaining important for all wherever possible.
3.6  User Mapping: Familiarity and Ease of Use in Relation to Current Usage  
The diagram below illustrates the relative degree of ease of use and familiarity of different methods of contraception in terms of user perceptions.
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Unsurprisingly, the most popular methods of contraception (that is, those used most widely) were also the most familiar and those considered most easy to use. The IUD emerged as the most familiar LARC, although users generally considered it to be hard to use.  Other LARCS did not yet appear to have broken through into general awareness and familiarity to a level where usage was especially high in this sample.
3.7   Factors Upon Which Appeal is Based: Triggers
As outlined in the summary table a range of triggers were identified in the research and below we describe each of these in turn.

3.7.1 Trusted
A range of factors impacted on level of trust with a particular method, and were fundamental in selection of contraceptive method. Familiarity was a critical trigger in driving perceptions in many other areas, including efficacy, personal suitability and perceptions of side effects. 
Familiarity
Familiarity arose from personal user awareness and experience, or from that of their peer group, as well as from perceptions of popularity. Since the effects of some forms of contraception were otherwise hard to gauge, familiarity played a major role in reassuring users about using a particular method (the combined pill, for example), although it could also give rise to concerns (as in the case of the IUD). Familiarity tended to be the most important trigger to usage amongst 16-20 year olds who were new to contraceptive use; amongst this audience, peer group word-of-mouth was most influential.
Efficacy

Efficacy was an important trigger for all users, but tended to be assumed for most methods, especially hormonal methods. Men were more strongly influenced by level of efficacy (once they were aware of what these were for each method) than other factors, principally because, since they were generally obliged to relinquish control over choice of contraceptive method to women, efficacy was their only reassurance that the method is satisfactory. Although efficacy was important to women, other triggers could have a comparable influence, particularly where efficacy levels were similar in different methods. However, efficacy was of prime importance to Risk Avoiders and to women who had experienced contraceptive failure (an unplanned pregnancy, a pregnancy ‘scare’, or the need for a termination).
“The pill is the most effective in terms of preventing pregnancy, but as we said the condom is the most effective in that it’s got the double whammy of protecting against STIs” 
[Males, sexually active, 26-35, BC1C2D, wishing to avoid, London]
User perceptions around efficacy were often based on word-of-mouth from friends, and stories about unplanned pregnancies, rather than on any statistical evidence.
Personal Control
Women expressed some concern in relation to maintaining day-to-day control over contraception usage, often wanting to be able to stop and start using contraception at will as relationships and circumstances changed (breaking up with a partner, deciding to try for a baby). The facility to stop using a method if any unacceptable side-effects occurred was also seen as important. Some men sought greater control over contraception, but were generally unaware that this was possible via LARC methods.
“I like to be in control as well, like with the pill, I can start and stop when I want, same with condoms, but with other things…like the injection, once you’ve had that…that’s it” 
[Females, 18-25, BC1, planning pregnancy within next 2 years, Coventry]
“I don’t think the implant is for me because you don’t have as much flexibility and control that you have with the pill. You can’t stop taking the pill if you want to and you can keep taking it if you don’t want to have your periods”

[Females, sexually active, C2DE, aged 18-25, avoiding pregnancy, Leeds]

Visibility of action

Visibility and tangibility of method tended to inspire user confidence that contraception was working; for example, taking a pill, seeing a barrier method.
“I like the fact that you’ve taken the pill everyday because you know you’ve taken it and you could see you have done something not to get pregnant”  
[Females, sexually active, C2DE, aged 36-46, avoiding pregnancy, Leeds] 
Invisible/discreet

Being invisible to a third party (or even to a partner) was particularly important to younger women (16-20 years), especially where they did not wish their family or peer group to be aware that they were sexually active.
Personal relevance
The belief that a method of contraception was ’right for someone like me’ (suitable for my age/lifestage and lifestyle) was most important amongst younger females (who were highly influenced by the peer group), whereas older women tended to choose a method based on their individual and personal requirements. 
Personal suitability

A method of contraception which appeared to be ‘personally tailored’ to the user needs inspired greater confidence and perceptions of choice; for example, making a choice from a range of types of method. This perception meant that the method of contraception was given greater consideration than it might otherwise have been if only one option were available.
3.7.2 Practical

Practical factors that make a method easy to obtain and use, enable little thought, and which minimise other negative effects, were more likely to be considered especially by Risk Deniers with their status as non-planners. 
Easy to start using
Ease of starting to use a method of contraception played an important role in consideration and choice, and was particularly important amongst younger women aged 16-20 years and Risk Deniers, many of whom were starting to use contraception for the first time. LARCs were often not perceived as easy to start, given the necessity for some form of fitting procedure.
“Some are easier to use, Condoms and pills are dead easy.  Women just go for a repeat prescription you don’t have to keep going to the doctor and you can get condoms anywhere” 
[Males, BC1C2D, 18-25, not planning but not rejecting the idea of pregnancy, Bristol]

Accessible

This related to when and how easily contraception could be obtained. There were clear indications that medical professionals were more inclined to discuss and prescribe some methods over others (the combined pill, for example). Accessibility was equally important across all audience groups.
Easy use ongoing

Easy ongoing use of contraception was similarly important across all audience groups, but tended to be of greater priority for older women in established relationships, leading busy lives (juggling work, family commitments, childcare, etc.) who wanted not to have to worry about contraception on a day-to-day basis; on this dimension, LARCs tended to perform better than other methods.
Away from sex

The ability to use a contraceptive method away from the sexual moment was an important consideration for users.  Not only does it eliminate the need for discussion, negotiation and agreement with a partner (this remained important whether a relationship is casual or established), but it also reduces the likelihood of omitting to use contraception, whether intentionally or unintentionally (for example as a result of binge drinking or using drugs). In addition, such a facility means that the use of contraception will not detract from the enjoyment, romance, passion and spontaneity of the sexual experience.  This was important across all audiences, but especially for younger women.
Long-acting

Length of cover (longevity) tended to be of greater importance to women in more established relationships who were not considering pregnancy in the next few years, but could therefore be a barrier to consideration amongst those planning pregnancy in the shorter term. 
Ad hoc usage
This was seen as a positive benefit by younger men and women, as well as by older audience groups who were not in an established relationship. Being able to use contraception only when the need arose meant that there was less risk of long-term adverse effects or of the need to tolerate any unpleasant side effects ongoing; being able to procure contraceptive protection at short notice was also seen as useful.

3.7.3 Other Benefits
Other benefits were important factors in the decision to use a particular method, or to switch methods to suit lifestyle requirements.

STI protection

The relevance and importance of STI protection varied greatly, but more by relationship status than demographic. Some users who were out of a relationship, or who had multiple partners concurrently, were more concerned about STIs, and this issue was more top-of-mind for younger men and women.
“Thing is that you’ve got contraception aimed at stopping pregnancy but then you’ve got to think about STIs as well. So condoms are your only option there” 
[Males, 26-35, not planning but not rejecting the idea of pregnancy, Loughborough]
Hormonal regulation

Some hormonal methods of contraception, notably the combined pill, were perceived as offering additional ‘quality of life’ benefits; for example regulating periods, reducing heavy bleeding, and controlling skin conditions (the use of Dianette to alleviate acne, for example). Heavy, painful, or irregular periods were frequently a trigger for some to start using the combined pill, rather than the need for contraceptive protection. Such requirements could also be used to ‘mask’ the need for contraception in instances where users were under the age of consent, or did not wish their parents to know they were sexually active. These benefits were often triggers for younger women to start using contraception, and for current users to continue with a method, as long as it was perceived to be working.
“You know exactly when you’ll have your period” 
[Females, sexually active, BC1, aged 18-25, avoiding pregnancy, London]
“I was going on holidays and did not want to have my periods then, so I went to my GP and asked for it”

[Females, sexually active, BC1, aged 18-25, not planning but not rejecting the idea of pregnancy, London]

No periods

Some users welcomed the removal of periods when using a particular method of contraception.
3.7.4 Health-related
Natural

There was some perception amongst users that non-hormonal forms of contraception may be better (in the long-term), being ‘more natural’, and likely to have no side effects. This was a key issue for Hormone Avoiders but also had some impact for other groups. 

“My wife doesn’t like putting chemicals in her body, so I have to use condoms” 

[Males, BC1C2D, 36-46yrs, not planning but not rejecting the idea of pregnancy, Bristol]
“The whole hormone idea, I think it makes your body do something it is not supposed to do. At least with a condom you are not messing around with your body” 
[Females, sexually active, BC1, aged 18-25, not planning but not rejecting the idea of pregnancy, London] 
A proportion of respondents were concerned about the health-related impact of contraception and therefore preferred methods which did not involve hormones.
3.8    Factors Upon Which Appeal is Based: Barriers
Barriers at the top of the user list mirrored the top triggers to a great extent, namely, lack of familiarity, hard to use, and interference with sex, with the addition of perceived pain. Barriers to use of new and untried methods of contraception were generally driven by fears, concerns and perceived risks (this applied to all LARC methods) and were either mitigated or accentuated by positive or negative word-of-mouth.

3.8.1 Low Trust

Low trust was evident as a barrier to contraception use or selection of a particular method largely due to lack of familiarity, but also other factors of perceptions that a method were ‘not right for me’, lower perceived efficacy and lack of visibility about how the method actually works.

Unfamiliar

Lack of awareness of the range of choices (and lack of prompting of choice from health professionals) certainly influenced selection of method. In addition, unfamiliarity (low knowledge generally and a lack of awareness of benefits) with a method of contraception led to a belief that it is new (untried and untested) and therefore more risky to use. This applied across all audiences, but more to women than to men.

“I didn’t know there was this much stuff at all.  Because they don’t offer you anything like this – you think your choices are just injection and the pill”
[Females, C2DE, 18-25, not planning but not rejecting the idea of pregnancy within the next 2 years, Slough]
‘Not for me’
Perceiving that a method of contraception was old-fashioned or not suitable for one’s age / lifestage could be a barrier to use; this applied particularly to younger women, Risk Deniers and Risk Challengers (and their partners).
Efficacy

Perceiving that a type of contraception was not effective or was unreliable could deter usage, and could also be used as an excuse not to use contraception (for example, ‘condoms can split’). For this reason, most users were not willing to consider a method such as natural family planning or the diaphragm.

Invisible
Lack of visibility was likely to prompt some concerns from some users about efficacy of a method, as well as about sustained effect. Not being able to see, understand, or check how a method worked, especially where there was little understanding of this anyway, tended to make some users nervous. 
“I like the fact that you’ve taken the pill everyday because you know you’ve taken it and you could see you have done something not to get pregnant. The injection is only once a month and then you don’t do anything, but then I would not really believe that I am protected for 3 months”
 [Females, sexually active, C2DE, aged 36-46, avoiding pregnancy, Otley]
3.8.2 Health-related
A proportion of respondents were concerned about the impact of contraception on their general health and wellbeing, and were therefore inclined to avoid certain choices, including LARCs, as a result. 

Impact on fertility

Protecting long-term fertility was an important issue for all women (even those keen to avoid pregnancy at present). However, avoiding the short-term impact was of greater importance to women (and men) when considering or planning pregnancy within the next few years.

 “I would not want to be on the pill again because I have taken it since I am 15. It’s been in my system for so long that I would worry I could not get pregnant if I want to”
 [Females, not sexually active, BC1C2D, aged 26-35, considering pregnancy, London]

“After I had an abortion I was offered the injection. But I did not want to because it makes you infertile” 
[Females, sexually active, C2DE, aged 16-17, avoiding pregnancy, London]
Not natural/fear of harm

A perception that hormonal contraception was in some way ‘not natural’ was prevalent amongst the user audience.  Where this type of contraception removed periods altogether, there was uncertainty – and some concern – as to what was happening to the body, with a typical question being ‘where does all the blood go?’ 
Side effects

Women tended to be less concerned about side effects unless they had experienced them directly. Men were less concerned, except for those who were Hormone Avoiders and some who were in longer-term relationships, who had especially protective instincts towards their partner, or who were simply concerned to some degree about the impact on their own situation.


 
“My only worry is if it’s going to make her fat or more moody” 
[Males, BC1C2D, 36-46yrs, not planning but not rejecting the idea of pregnancy, Dulwich]
“The ones that sit in your body seem to be the ones that have the worst side effects”  
[Females, 18-25, BC1, planning pregnancy within next 2 years, Coventry]
Longer-acting effects

A perception of not being able to (quickly and easily) reverse contraception should this be required, either because of unacceptable side-effects or actual pain and discomfort related to the method itself, or because of the decision to start a family was an important barrier to using a particular method for all users, but especially younger women, and those building a family, or planning to start a family soon.
“The problem with the injection is that if you have very bad side effects you have to put up with them for at least 3 months whereas you can stop taking the pill at anytime if you need to”
[Females, sexually active, C2DE, aged 18-25, avoiding pregnancy, Leeds]

3.8.3 Physical Impact
Invasive

Concerns about the presence of a ‘foreign body’ internally arose for some users, as well as about procedures such as the injection. Although these usually only applied to women, male sterilisation was an exception. Younger women (16-25 years) tended to be more concerned about invasive methods than older women.  The (positive) experiences of peers may be influential in overcoming these concerns.
“I can’t bear the idea of having something placed in my arm”
[Females, not sexually active, BC1C2D, aged 26-35, avoiding pregnancy, Birmingham]
Painful

This was an important consideration across all audiences, but acted as a greater barrier for younger women (who were generally less used to any form of medical procedure). For obvious reasons, this was less of an issue for male partners.
“You just hear the word injection and think I hate those, too painful, no way” 
[Females, sexually active, BC1, aged 18-25, not planning but not rejecting the idea of pregnancy, London] 
Desensitisation of sex

This consideration was important for both men and women, but more likely to apply to men in relation to condom usage. Women were somewhat more likely to be prepared to forgo heightened pleasure in exchange for greater protection.
3.8.4
Practical Issues
Not user-friendly
This might be a general perception about a method, or relate to a particular bad experience with that method (for example, forgetting to take a pill, having a condom split). This barrier applied across all female user audiences.
“If you miss one or 2 pills, then you’re screwed up. Then there is no point keeping taking it every day because it won’t work!”
[Females, sexually active, C2DE, aged 16-17, avoiding pregnancy, London]

Inaccessible
Not being sure how or where to obtain a particular type of contraceptive could be a barrier for young woman especially, for example most were unaware where you could purchase a female condom.
At point of sex

Contraceptives which were used at the point of sex raised some issues for users, since it was perceived to be harder to negotiate contraception at the point of need (where sex was unplanned). This was particularly relevant for younger users, Risk Deniers and Risk Challengers, one-night stands, and for those not in stable relationships. Since use at the point of sex requires the agreement of both parties to ensure that contraception is effective, it was seen as generally harder to achieve such agreement in relation to a more casual relationship, where rapport and trust were likely to be minimal.

3.9    LARCs Terminology
In relation to how LARCs should be described to users in discussions and consultations with health providers, and in any messaging and communications about these methods, lack of user understanding and appreciation of the term ‘long-acting reversible contraceptive’ (and of the acronym LARC) needs to be considered.

Users themselves were unfamiliar with the term LARC, and did not use it in relation to this group of methods. Indeed, it was apparent that they did not even view LARCs as a distinct group with the range of methods available.

When the term was used and explained within the context of the research sessions, and in relation to the research stimulus, most (but not all) users understood the actual meaning, especially when attributed to a more detailed description of one or more of the LARC methods. Some users did raise some issues about the term ‘reversible’ for the injection, in particular, as this was not seen as immediately reversible (given once injected you would have to wait 3 months to reverse the effect) and the fact that the effect on fertility can last longer also exacerbated concerns about the use of this term for this method.

More importantly, however, the term LARC had little resonance for most users, as it failed to capture the key perceived benefits of these methods. This is not to say that long-acting and reversible were not important at all but they were seen as less important than other benefits and that these terms specifically were also less meaningful to many.

Therefore, whilst the acronym LARCs remains valid for health providers, it may be more useful to discuss the individual methods themselves, and to focus particularly on the benefits which each provides (whilst not forgetting to explain any potential negatives). From the point of view of users, the key benefits of LARCs were efficacy and ease of ongoing use as these benefits means that users don’t have to consider their use of contraception on-going and they can be reassured that they are protected from pregnancy. The terms that would best convey ‘efficacy’ to users (as they were familiar words to users) were ‘very effective’, ‘works extremely well’, ‘very good at preventing pregnancy’ or ‘nearly 100% effective’. Ease of on-going use was referred to as ‘hassle-free’ by users and they also talked about ‘not having to worry’ or ‘remember’ to take contraception on a daily basis (compared to the combined pill). 

In addition, if the term LARC needs to be retained it may be better to be used only as an acronym with users but discussed with healthcare providers in the terms outlined above. 

4.   Perceptions of Specific Methods 
4.1  Combined Pill
4.1.1 Spontaneous Knowledge
Knowledge of ‘the pill’ was universal across all audience groups. High levels of knowledge existed in relation to how the combined pill should be taken (once every day for 3 weeks), but many users were unaware of circumstances which might reduce or remove efficacy (vomiting, for example).
Some users knew that the combined pill was a form of hormonal contraceptive which regulates periods, and a number believed that withdrawal bleeding was actually a ‘real period’ , with far fewer being aware that, since ovulation did not occur, this was, in effect a ‘fake’ period.  
“I’ve had a baby and I don’t even know how the pill works – they do give you leaflets but I think, oh, I’ll just read it later” 

[Females, C2DE, 18-25, not planning but not rejecting the idea of pregnancy within the next 2 years, Slough] 

“The pill makes your body think you are pregnant, so you can’t be pregnant twice”  
[Females, sexually active, BC1, aged 18-25, not planning but not rejecting the idea of pregnancy, London] 
Whatever the level of knowledge, a commonly-held opinion was that ‘it’s good for you to have a break’ (from taking the pill).

“I have taken the pill for eight years, and thought I had to give my body a break because you don’t really know how all these hormones are going to affect your body”
[Females, not sexually active, BC1C2D, aged 26-35, considering pregnancy, London] 
The combined pill was generally perceived as being very effective and easy to use (it was usually mentioned as being with the top two to three most effective methods of contraception). Most users were aware of the possible side-effects of taking the combined pill, notably headaches/migraines, nausea and mood changes, although the range of side effects mentioned and/or experienced varied in seriousness from mild to severe (temporary loss of vision, for example). There was little spontaneous awareness, however, of associated risks such as cancer and thrombosis.
There was a perception amongst men that women may claim to be using the pill in order to ‘entrap’ a partner.
4.1.2
Audience Perceptions
Whilst all users demonstrated fairly good awareness and levels of knowledge in relation to the combined pill, there were variations by type of user; for example:
· women aged 18-35 years were generally well-informed about the pill and its usage

· the very young, Risk Deniers, and some women aged 35+ years had lower levels of knowledge, especially if they had no personal experience of the pill or were not currently using it
· as a method of contraception, it was generally more top-of-mind and had higher salience for younger men but lower salience – and often a ‘distant memory’  for older men, especially those in established relationships
· men  demonstrated high levels of awareness of side effects which might have an effect on them personally, especially mood swings and weight gain but little or no awareness of the associated health risks

· women were more likely to perceive the combined pill as being 99% effective, but some younger users perceived efficacy levels to be somewhat lower than did older women, usually due to personal experience of non-compliance (self and/or friends); some men believed that the combined pill had an efficacy level of 100% 
4.1.3
Overall current perceptions
A number of triggers worked to encourage consideration and use of the combined pill; these were primarily ease of use, familiarity, not directly linked to the occasion of intercourse, and under the control of the user. These triggers currently heavily outweigh any perceived barriers, although most of these are not widely known to users (serious side effects, health risks). 

“You know exactly when you’ll have your period” 
[Females, sexually active, BC1, aged 18-25, avoiding pregnancy, London] 
Knowledge levels across the audience were generally high, in relation to how to use the combined pill, but mixed in terms of how this method of contraception actually works.  Whilst there was some awareness of side effects and risks amongst users, these were generally overcome by high levels of familiarity and widespread acceptance of this method.
4.1.4
Prompted Reactions (to stimulus information)
In overall terms, any new knowledge provided by the research stimulus had little discernible impact upon women in the sample, apart from those over 35 years of age who were still using the combined pill. Whilst some men expressed concerns about levels of efficacy, they had little control over being able to address this issue, since contraception was seen as very much ‘the woman’s decision’.
New knowledge about associated health risks had minimal impact upon user perceptions of the combined pill (since familiarity worked to offset these). Many women in the sample had been using this method since their mid-teens and/or since they first became sexually active, and so were very comfortable with it unless they had experienced serious problems. Whilst there was some anecdotal evidence of ‘horror stories’ surrounding usage of the combined pill, most users knew many more women who were satisfied with this method than not. 

Some women of 35 years and over were concerned that they had not been told by their health provider that this method was no longer suitable for them, and that they should have been offered the progesterone-only pill.
Some men were surprised about the statement  ‘92% efficacy in general use’, since they believed that if their partner was using the combined pill, then they were ‘100 per cent covered’ against pregnancy occurring.
4.1.5
Triggers and Barriers to use

Usage of, and familiarity with, the combined pill was very high across all audiences, apart from in the case of some Hormone Avoiders. As already mentioned, the triggers to use tended to outweigh the barriers, and for many the pill had become almost synonymous with contraception.  
Triggers
These were many and varied, and included:

· easy to use, familiar format, portable
· ‘invisible’, discreet (no-one – family, friends, partner - needs to know that the combined pill is being used, and therefore that the user is sexually active) 

· control of use (that is, can be used continuously to avoid withdrawal bleeding when necessary, and usage can be stopped and started as circumstances, sexual activity and relationships demand)

“You’ve got more control over your body than with any other form” 
[Females, 18-25, BC1, planning pregnancy within next 2 years, Coventry]
· free, and easily accessible via GP and Family Planning clinic, with regular check-up appointments (and also an ‘easy request’, since asking for the pill is likely to avoid any subsequent – and possibly unwanted - discussion about contraception
· used away from the sexual moment (and therefore involving no interruption of romance or passion)
· tangible evidence of contraceptive cover, and self-administered, so providing reassurance about protection from unwanted pregnancy
· familiarity via word-of-mouth from friends and family , so trusted as  well-established 
· range/choice of types/brands to suit user tolerance or specific needs (skin problems, heavy periods)

Barriers

There was some degree of awareness that users of the combined pill may experience side effects, but these were not seen as a serious barrier to take up. A number of users in the research sample mentioned experiencing some kind of side effect from using the pill, including dizziness, nausea and vomiting, mood changes, weight gain, and breast enlargement and tenderness; depending on the individual user, these were experienced as mild to more severe and as a result these would either be tolerated, or a request would be made to the health provider for a different type or brand of pills.  
There was widespread awareness of the existence of different brands and types of pill (Yasmin, Cerazette and Dianette were all mentioned, as well as Microgynon), mainly through word-of-mouth, although a few users had come across different varieties through information–seeking on the internet. Side effects generally prompted a switch of pill type or brand, and only a minority of users switched to another contraceptive method (or considered doing so). 
A very few users mentioned hearing ‘horror stories’ linked to long-term the combined pill usage (for example, having to have a leg amputated, ectopic pregnancy), but again, these were not viewed as a serious barrier to take up, since they were seen as ‘one offs’.

The long-term impact of hormones was a concern for some (mostly Hormone Avoiders), but more of a barrier in relation to (very) long-term use. A number of women in the sample had been users of the pill for over 10 or 15 years without it raising concern. Where concerns were voiced it tended to be about the impact on fertility levels, and these could prompt users to take ‘breaks’ from the combined pill when out of relationships.
“20 years on the pill, that seems a bit worrying” 
[Females, C2DE, aged 18-25, planning/considering pregnancy within the next 2 years, North London]
Some women (those who admitted that they were forgetful, or who had busy or chaotic lives) found the combined pill hard to use, and this tended to make them more disposed to considering LARCs.
Overall, then the combined pill was viewed as the most popular choice of contraception across audiences, having minimal barriers to take up. ‘Going on the pill’ was frequently considered to be something of a ‘rite of passage’, and, once usage has started, inertia and lack of knowledge about other methods prevents switching to alternative options. Barriers do exist, however, and communications should focus on correct usage, and the targeting of those for whom LARCS would be more suitable.
4.1.6
Implications
Communications

There would seem to be no real need to promote awareness of and knowledge about the combined pill, except to Risk Deniers. It was well-established, familiar, and widely-accepted as a method of contraception, easy to obtain, and perceived to offer users a high degree of personal control in relation to usage.
There is an opportunity to communicate correct usage, especially to Risk Challengers, as well as to promote ‘double Dutch’. There is also scope for raising awareness amongst men that the combined pill is only 92% effective in general use;  this information may help to encourage condom use (in casual sex) or in prompting men to encourage their partners to switch to a more effective methods (LARCs). 

Services

There were no issues with accessibility of the combined pill.  However, encouraging healthcare providers to talk through the range of contraceptive options when women request the pill is likely to ensure: 
· user awareness of how to use the combined pill (and what to do if they have forgotten to take it)

· user understanding of when the combined pill is ineffective and of the need to ‘double up’ at such times
· that lifestyle factors which indicate that the combined pill is unsuitable for a particular user can be identified, and other contraceptive options discussed
The research suggested that both communications and services should focus on encouraging correct usage of the combined pill, and also encourage men to take additional responsibility for contraceptive choice, based on an improved knowledge of how the combined pill works (and when it doesn’t); where contra-indications for using the combined pill are identified, the health provider will then be able to ‘push’ for LARCs.
4.2    Male Condom
4.2.1 
Spontaneous Knowledge

Levels of knowledge of and familiarity with condoms were high across the target audience, and equal amongst both genders.

This method was discussed, often accompanied by a demonstration of correct usage, in sex education classes at school, as well as being given out at both colleges and clinics.
Condoms were viewed as very easily accessible, and everyone in the research sample had used a condom at some point. Most, therefore, had a reasonably good working knowledge of:
· what condoms are, and what they look like (a barrier method of contraception in the form of a ‘rubber tube’, which prevents sperm  from entering the vagina, and STIs from being transmitted between sexual partners); some users were more specific about the nature of the material from which condoms were made (latex)

· how condoms are used (how to put them on correctly) 

· the different formats (colours, flavours, etc.) available

4.2.2
Audience Differences

There were very few differences in terms of knowledge and perceptions across all audiences. However, some younger men and women tended to believe that this method had a higher efficacy rate than is actually the case (mainly because condoms are promoted as the ‘best method’ of contraception in schools).  
“At school you are constantly told that condoms are the best thing to use when you have sex. So you think you are doing the right thing then” 
[Females, sexually active, BC1, aged 18-25, avoiding pregnancy, Birmingham] 
Some of the youngest in the sample, and some Risk Deniers had some issues with the mechanics of (correct) use. 
Protection against contracting an STI was more salient amongst younger men and women.
“Well, when you’re single and going out a lot, I suppose my only consideration is protecting myself, so I would always make sure I’ve got a condom anyway’”. 
[Males, 18-25 yrs, BC1C2D, wishing to avoid pregnancy, Liverpool]

“We always used condoms when we were younger but then there was the worry of AIDS.” 
[Males, BC1C2D, 36-46yrs, not planning but not rejecting the idea of pregnancy, Dulwich]

4.2.3
General Reactions
Theoretically, the triggers to condom use outweigh the barriers: condoms allow ad hoc usage, are easy and convenient to obtain (available not only from clinics and GP surgeries, but also from a variety of retail outlets and machines in pubs, bars, etc.), and provide good protection against STI’s.
However, the need for use at the actual point of sexual encounter, and the requirement for some degree of partner discussion/ negotiation around use, inhibited usage amongst Risk Deniers and Risk Challengers in particular.
4.2.4
Prompted Reactions (to stimulus information)
None of the information about condoms presented in the research sessions was completely new to users. However, there was some debate about the effectiveness of condoms, with views varying widely, from: ‘Not very effective, as they’re always splitting’ to ‘100% effective if used correctly’. The efficacy level of between 95% and 98% shown on the stimulus information sheet raised concerns for some users who relied upon condom use to protect against pregnancy.
“The condom is more effective than the pill. You have to remember taking the pill but if you don’t you’re screwed. With the condom you can see that you are using it and that it is effective. You generally know if the condom has split or not”  
[Females, sexually active, BC1, aged 18-25, not planning but not rejecting the idea of pregnancy, London] 
4.2.5
Triggers and Barriers to Use

Whilst awareness of and familiarity with this method was high across all audiences, this did not always translate into use. Users expressed much reluctance about using condoms, and reports of failure to negotiate and use them at the point of need was widespread.

Condoms were most commonly used by young and single people, and some women aged 30 years and over who were either planning to become pregnant (and had therefore stopped taking the pill in order to aid conception), or who had already had children, and possibly completed their family.  

Triggers
Condoms were perceived to offer unique benefits which cannot be found amongst other types of contraception, including protection against STIs, ad hoc usage, and ‘anytime’ availability; these benefits make them particularly appropriate at the start of the contraceptive journey. 
A number of triggers to use were cited, including:

· non-hormonal method (for Hormone Avoiders),  especially useful if side-effects of hormonal contraception had been experienced, and if users wanted a ‘break’ from the pill
· easy to take up on ad hoc basis, especially for casual  and occasional sex

· offer protection against contracting an STI  - this can be a key trigger to use, especially in relation to casual sex and at the start of a relationship), although this is not always the case
· as a tangible and visible barrier, condoms can inspire confidence (in protection) for some users
· condoms offer equal control of contraception for both men and women, and therefore, in theory at least, shared responsibility 

· very high familiarity across audiences

· extremely accessible at all hours, a wide range of locations, to users of any age, and free from clinics, GP surgeries, school and college nurses, etc.
· minimal side effects (unless the user is allergic to latex)
“If you’re not in a relationship and you have a one night stand, they’re easy to use” 
[Females, BC1, aged 26-35, planning/considering pregnancy within the next 2 years, Birmingham]
Barriers

Barriers to use of condoms mainly revolved around the necessity for use at the actual point of intercourse and the need for use to be raised and agreed upon within a short space of time.  Communications should focus on overcoming these barriers and assisting users to ensure that they are able to assert themselves in insisting on use.
The range of barriers cited were:
· the de-sensitisation of the physical sensations of sexual intercourse, and consequently less (perceived) intimacy between partners (emotional and experiential); this is a key barrier to usage for both women and men, but especially the latter
· users feel that the necessity to fit the condom just before intercourse ‘kills the spontaneity’ of the moment (and with it, the passion, excitement and romance) ; the physical attributes of condoms (look, smell, feel, need for disposal) contribute to this perception to a significant degree
· the need to agree condom use with a partner can lead to usage being ignored altogether by both parties (especially where alcohol and/or drugs have been consumed – both of these are also used as excuses by users for ‘forgetting’ to use a condom) or to differences of opinion about usage, with varying outcomes
· the insistence by one or other party on condom usage can raise issues about STIs in some circumstances, although some users claimed to employ techniques to overcome this 

· concerns about the condom splitting or falling off can lead users to question the efficacy of this method of contraception, although recognition of this was used by some as an acceptable excuse for non-use
“I am such a worrier that if I had sex and were not on the pill I would freak out. Sometimes condoms get stuck and I start freaking out. So I always prefer to be on the pill as well, just in case”
 [Females, sexually active, BC1, aged 18-25, avoiding pregnancy, London]

· cost of purchase (where this is necessary) can be a barrier to usage for some, especially younger users
“They’re an extra expense, you run out of them, they’re a bit annoying basically” 

[Males, 18-25 yrs, BC1C2D, wishing to avoid pregnancy, Liverpool]

· female Risk Deniers reported some embarrassment about buying and carrying condoms, fearing stigmatisation (as promiscuous) or labelling (as ‘up for it’) 

· the possibility of an allergic reaction (although most were aware of alternatives to latex) 
4.2.6
Implications
Communications

The findings indicated that these need to focus on overcoming barriers to use (especially the requirement for partner negotiation) at the point of need, and encouraging women to request and insist on condom usage, since most men claimed that they were unlikely to refuse such a request (the alternative being that intercourse is not allowed).
Reminders about condoms providing effective protection against both pregnancy and STIs would be useful, but focusing on the risk of preventing pregnancy makes use easier to negotiate than raising the issue of STIs.
Information about the mechanics of use are well-known for many, but can still be important to provide for younger users, as well as reminders that condoms are widely available and free of charge at Family Planning and Sexual Health clinics, and at GP surgeries. 

Communicating the range of types of condom available (and alternatives for those who have an allergy to latex) would also be helpful. 

Services

Providing condom usage demonstrations as a matter of course (especially in schools) for all first-time contraception users will both act as a reminder that they are a widely-used and easily-accessible method of contraception, as well as providing information about correct usage (especially for  younger and less-confident individuals).
Promoting condom usage amongst the combined pill users (‘double Dutch’) for additional protection in order to ensure that pill users are aware of circumstances when there is a need to ‘double up’ contraceptive protection (antibiotics, sickness, etc). Distributing condoms to all the combined pill users as part of their six- monthly check up – and explaining why this is being done - would also help in this respect.  
Dropping in strategies for introduction of condoms during discussions about contraception by health providers was also recommended. 

Condoms were so widely-know that the focus needs to be on overcoming barriers to use (partner negotiations) at point of need, and emphasising the accessibility of this method.
4.3
EHC
4.3.1 Spontaneous Knowledge

Awareness was widespread about the availability and use of EHC as emergency contraception, and many women in the 18-35 year age range had actually used it, most had used it once or twice, but others (usually Risk Challengers) had used it on a repeat basis. 
Often, users did not position EHC directly alongside other methods of contraception, and it was rarely mentioned spontaneously in this respect, not least because of its use after, rather than before, sex. Some users (usually men) described EHC as ‘a mini abortion’ believing that it ‘flushed out’ the fertilised egg.
Knowledge of EHC amongst users covered:
· the timeframe within which it can be taken, i.e. three days

· a degree of awareness that EHC is hormonal, and acts by making it impossible for a pregnancy to ‘take hold’ (that is, for the fertilised egg to implant in the uterus, although users did not describe it in this way)
· the perception that EHC was ‘very’ effective if used within the three-day/72 hour limit (although most users were unaware that efficacy levels reduced over this period)
· awareness of the wide availability of EHC, generally from a pharmacist or clinic 

· the perception that the cost of obtaining EHC could vary from being free of charge to the user (at both clinics and pharmacies) to a charge being made of between £25 and £40 (at a pharmacy)
There was no awareness amongst users in this research of the IUD as a method of emergency contraception, and none recalled being offered this when requesting EHC.
“I know people who are not on the pill or anything and they have one night stands and they just use the morning after pill…” 
[Females, BC1, aged 26-35, planning/considering pregnancy within the next 2 years, Birmingham]
4.3.2
Audience Differences
Differences were evident in levels of knowledge about EHC by age and gender of user.  The highest levels of knowledge were found amongst younger women aged 16-25 years, and single women aged up to 35 years; younger men more aware of the existence of EHC than older men, but men in general were less aware of the mechanics of how EHC needed to be used (when, how long after intercourse, not on repeat occasions).
“I have heard it can be dangerous to take the morning-after pill too many times” 
[Females, sexually active, BC1, aged 18-25, avoiding pregnancy, London] 
4.3.3
General Reactions
The practical triggers to use of EHC (ease and accessibility, ad hoc usage) were seen as generally outweighing the barriers (inconvenience of seeking out and requesting EHC, and cost, where this applied), particularly where the consequences of not using it could be significant.

Risks and side effects associated with usage were either not known or not considered by users, although there was a degree of awareness amongst a few that ‘you’re not supposed to it that often’.
Users demonstrated very good knowledge, then, of how to access and use EHC, but very limited knowledge about how it works and about the recommendations on limited usage; the IUD was not known to any users as a form of emergency contraception.
4.3.4 Prompted Reactions (to stimulus information)
The information contained in the research stimulus prompted some concerns about the diminishing efficacy of EHC over the 72-hour time span within which it might be used.  Virtually all users had assumed EHC to offer high efficacy right up to the end of the three-day ‘window’ for usage, and some expressed concern about the reduction to only 58% by time this window closed.
The risks associated with EHC had very little impact on users, and did not appear to raise much, if any, concern, even amongst those who had used EHC several times.

Limited interest was expressed in using the IUD as a form of emergency contraception, even where it was explained that this extended the window for usage to five days.  This was due to a number of factors, notably:

· lack of comprehension as to how the IUD would work in an ‘emergency’
· perceived difficulties in having the IUD fitted within five days (securing an appointment, and knowing who/where to approach for this)
· generally perceptions that having an IUD fitted as a form of emergency contraception was as far more complex (and unappealing), when compared with using EHC

“I didn’t know you could use the coil as an emergency contraception but I wouldn’t fancy that”
[Females, not sexually active, BC1C2D, aged 36-46, considering pregnancy, London] 

Information about the potential to use the IUD as an alternative to EHC had little or no impact upon users, since EHC was currently perceived to deliver an (almost) perfect solution (aside from its possible cost).  None of the users in the research were interested in considering the IUD as an alternative to EHC if they needed emergency contraception in the future. 
4.3.5
Triggers and Barriers to Use
Usage of EHC at least once was widespread across this sample, and sometimes frequent usage was claimed by some audience types (especially amongst Risk Challengers). However some users were not always taking the opportunity to access EHC when it was required, largely due to cost, although sometimes due to the perceived effort of sourcing and requesting it.  
Triggers
The triggers to using EHC were generally viewed by users as outweighing the barriers in some considerable degree; these were:

· EHC comes in an easy-to-take pill format and is convenient to use (after intercourse), although some planned usage was evident in this sample by a minority, with women not using any form of contraception during intercourse because they intended to use EHC afterwards
· tangibility and visibility of the pill inspires confidence (as for the combined pill)
· knowledge about and familiarity with EHC was high  

· usage is not visible to others, and access can be discreet/disguised

· EHC is generally very easily accessible (and at a range of locations), with minimal inconvenience

· EHC does not interfere with sex
Barriers

These largely centred around difficulties experienced in accessing EHC, since this generally needed to be done outside of work hours; and the possible cost of EHC was also a deterrent, especially for younger users. 
There was some perception (and experience) of EHC causing nausea and vomiting, but this was not seen as a significant barrier to use.
EHC appeared to be very ‘popular’ with, and appealing for, many users as a method of ‘contraception’ when other methods may have failed, or not been used.  Whilst most claimed to use it only as an emergency method, there was some evidence that a minority have come to rely on EHC (and do not consistently use any other method of contraception). Cost and convenience were only occasional barriers to use.  EHC is certainly ‘fit for purpose’ as far as users are concerned, but may limit the potential role for using and IUD, to which there are many barriers and for which there are few triggers. This is an important consideration in terms of the status of the IUD as a LARC.
4.3.6
Triggers and Barriers to Use: IUD
No usage of this method as emergency contraception was reported, due to lack of awareness of its role in this respect.  There were indications from users, however, that awareness alone would not drive usage, since the method itself presents many barriers for users to overcome. 
Triggers for use
The fact that the IUD offers a longer timeframe for emergency use (up to five days) was seen as a potential benefit of this method. That it can be left in place, once fitted, to provide longer-term contraception was also noted but this did not fit with the user mindset when seeking emergency contraception.
Barriers to use
Promoting the IUD as both emergency and longer-term contraception was actually off-putting for many users, who were only seeking a short-term, emergency, solution when requesting emergency contraception. As a consequence, they were not in the right frame of mind to consider or discuss their longer-term options, but concerned solely with the here and now.

The IUD was therefore frequently not a good fit with user lifestage (in relation to many of the users who are seeking emergency contraception, at any rate); many of these young women were concerned about the prospect of having what they regard as a highly invasive procedure in order to obtain contraceptive protection, and would reject the IUD as an option at any time, not just when they need emergency contraception.  Choosing an IUD at this point involves the additional effort of making another appointment to have it fitted, and this was seen to be difficult to secure or to keep within the five-day limit. Finally, it represented (to users) a major decision to make on what is essentially the ‘spur of the moment’ – much more time, discussion and consideration would be required in relation to deciding to use an IUD in both the short and longer-term.

4.3.7
Implications
Communications

No real need existed to raise awareness of EHC per se amongst users.  However, there was some need suggested to disseminate information about the possible side-effects and risks of repeat and continued usage, as well as to inform users about the declining efficacy of EHC over the 72-hour period in which it can be used. This may be an opportunity to promote at least consideration of the IUD, with its longer window for usage. It may also be necessary to promote the local availability of, and fees for, emergency contraception (clinic and pharmacy locations and opening times), so that women are made aware of their nearest location, and of where EHC can be obtained free of charge.
Services

Local availability of and access to EHC was important for users, as well as facilitating the choice of the IUD as an alternative form of emergency contraception (emergency appointments, for example).
There were obvious opportunities to promote wider choices and better contraceptive solutions to users, especially to repeat EHC users, at point of access to emergency contraception. 

Focus should perhaps therefore be on ensuring that women have (free) access to EHC when they need it, but without actively encouraging regular and/or premeditated usage, since this can lead to low consideration and use of other and better methods.  Promotion of the IUD as an alternative to EHC was also suggested, although this is unlikely to drive the audience towards using that method in a crisis situation, since many other barriers exist at this point.
4.4  Progesterone-only Pill (POP)
4.4.1 Spontaneous Knowledge

Awareness of this pill was fairly widespread across the audience of users, and it was generally referred to as the ‘mini pill’. There was a general perception that this method is less ‘strong’ (hormonally), and therefore less effective, than the combined pill, making it appear to be a ‘second choice’ for those who cannot take the combined pill.  There was fairly low awareness, however, of a lack of oestrogen in the POP as being the main difference between the two.

“I’ve always thought it was less effective as it contains less hormones, so surely it’s not as powerful as the normal pill”  
[Females, not sexually active, BC1C2D, aged 26-35, avoiding pregnancy, Birmingham] 
There was also a fairly high awareness of the main difference in usage requirement between the two types of pill (the reduced three to four window within which the POP must be taken), and these was seen to make it far less appealing and generally less user-friendly.
4.4.2 Audience Differences
Some differences were evident between different target groups, with women aged 20-46 years being generally more aware of, and knowledgeable about, the POP, and teenage users, Risk Deniers and men being only aware of the existence and availability of another ‘type’ of pill, but unaware of the key differences between POP and the combined pill.
4.4.3
General Reactions
As was the case with the combined pill, triggers associated with trust  and ease of use outweighed the barriers to using POP, although the user benefit was seen to be lower than the combined pill for those who were aware of the reduced three-hour window.
There was fairly high awareness of POP amongst users, then, who knew that it was a hormonal method of contraception, but were unsure of the key differences between this method and the combined pill. There was no evidence to suggest that it is requested in the same way as the combined pill (that is, specifically and routinely), but acceptance was high amongst those users for whom it had been recommended as appropriate by a health provider.
4.4.4
Prompted Reactions (to stimulus information)
Key take-out points from the information about POP presented in the research were, on the positive side, that this pill was suitable for use as a contraceptive method whilst breastfeeding, and also for women over 35 years and smokers. On the negative side, it was the potential for serious risk from some cancers, and from thrombosis. Other than this, users perceived there to be minimal differences between POP and the combined pill, and the lack of oestrogen in POP had little impact on users on terms of overall perceptions and likelihood of use.
For some users (notably women over 35 years, who had grown accustomed to using a contraceptive pill), however, it was useful to be aware that an alternative pill was available for them if the combined pill was no longer suitable.
“I did not know this was a different type of pill”

[Females, sexually active, BC1, aged 18-25, not planning but not rejecting the idea of pregnancy, London] 

New Information did not actively drive consideration of POP amongst the majority of users, since this method was perceived to be very similar, if not identical, to the combined pill. Consideration of a contraceptive pill as a method was already high due to the familiarity and established nature of the combined pill.
4.4.5
Triggers and Barriers to Use
Some usage of POP was noted across the user audience, especially amongst women aged 20-40 years who were unable use the combined pill or who had experienced unacceptable side effects with that method. A number of Cerazette users were unsure if this pill was a POP or the combined pill, since although it is progesterone-only, it offers a longer window for usage (than three hours). 

Triggers
Many parallels with the combined pill were perceived by users, owing to format-associated factors (visible, accessible, daily control, used away from sex, etc.).  Breastfeeding and age of user (35+ years) can act as key triggers for switching from the combined pill (when prompted by a GP); unacceptable side effects associated with the combined pill also led to switching, since there are generally fewer side effects associated with POP.
Barriers
Many of these were also identical to those associated with the combined pill; for example, forgetting to take the pill because of chaotic/busy lifestyles and fear of the long term effects of hormonal contraception.
In addition, the narrower window for taking POP on a daily basis meant that there was a greater risk of non-compliance or user error, and the resulting concerns about efficacy made many younger users perceive that this method was not for them.

The absence of the one-week break in the four-week cycle, and therefore no withdrawal bleeding or ‘period’ (as users saw it) was another barrier to use, with many women having concerns about the possibly adverse physical effects of this. Users were largely unaware that that such bleeding is not biologically or physiologically necessary, and that its absence is certainly not harmful, and may even be beneficial (in terms of lowering the risk of anaemia in some users). Periods themselves were seen as ‘natural’ for women, and their absence as a sign of some form of pathological condition or factor impacting on fertility.  
 “I don’t like the idea of taking a pill every day. I like having 7 days break like I have with the normal pill” 
[Females, sexually active, BC1, aged 18-25, avoiding pregnancy, London]
Few barriers existed to be overcome in relation to POP.  Triggers, however, are niche, and tended to be specific to individual or lifestage. Consideration of POP is fairly high when recommended by a medical professional.
4.4.6
Implications
Communications

Promoting an awareness of an alternative ‘pill format’ contraceptive to encourage those who are committed pill takers, but who may have lapsed from the combined pill due to unacceptable side effects, was considered useful in relation to POP, as well as increasing awareness that this is a contraceptive pill which is safe for women over 35years of age, and smokers.
Services

No issues appeared to exist around accessibility, and there were no major barriers to overcome. However inclusion of POP, as part of the range of contraceptives, with an explanation of its benefits and how it differs from the combined pill, could raise consideration of its use.
4.5   The Injection
4.5.1 
Spontaneous Knowledge

Users often confused the injection with the implant (and vice versa), on this basis the following was known about the injection:
· the injection was perceived as lasting for between approximately two and six months, and sometimes longer

· users were generally aware that the injection is a hormonal method of contraception
· a  strong link was made by users between the injection and rapid weight gain (several examples of personal experience of this were given across the sample)

· a few perceived that the injection can have an impact upon both short and longer term fertility

· the injection was seen as being suitable for those who cannot or will not  take pills (that is, as a ‘second choice’)
“With the injection it takes a long time for your body to recover if you want to have a child”  
[Females, not sexually active, BC1C2D, aged 36-46, considering pregnancy, London] 
“After I had an abortion I was offered the injection. But I did not want to because it makes you infertile” 

[Females, sexually active, C2DE, aged 16-17, avoiding pregnancy, London]
4.5.2
Audience Differences

Awareness of this method of contraception was higher amongst younger women aged 16-30 years, whilst older women (35+ years) were less aware of it. Men’s awareness of the injection reflected that of their partner’s awareness and experience and awareness, so that younger men tended to be more aware than older men.
Amongst users who knew of this method, men and women aged 20-35 years, and those users in the pre-family lifestage, were especially concerned about the impact of this method on fertility.
‘My friend came off it and it took her over 2 years to have periods again…so it put me off it so I came off the injection…” 
[Females, BC1, aged 26-35, planning/considering pregnancy within the next 2 years, Birmingham]
4.5.3
General Reactions
The barriers to use of which users had some awareness (pain, weight gain, impact on fertility) were more salient than any triggers (ease of use, higher efficacy). Whilst many of the audience knew of the existence of the injection, the vast majority had little knowledge (beyond the fact that it is a hormonal method of contraception) of what it is, how it works, and over what period of time. The known barriers inhibited greater consideration of this method amongst many, with those who had experienced an unwanted pregnancy being the exception. 
4.5.4
Prompted Reactions (to stimulus information)

The additional information provided (beyond the little which was already known by users) had a largely negative impact upon user views of the injection and any consideration of this method. The possible reduction in bone density stood out as a differentiating feature (in the negative sense) from other hormonal methods.

The lack of a period whilst the effects of the injection lasted was a cause for   concern amongst some users, for reasons already discussed in relation to POP; some users, however, saw this feature as a benefit.

“The injection is the worst, it stops the period all together, that’s wrong, that cycle should exist, I don’t think it’s healthy” 

[Males, BC1C2D, 26-35 yrs, wishing to avoid pregnancy, Isle of Dogs]

The fact that the injection was irreversible, and that any side effects would have to be tolerated whilst the dose lasted, was also unappealing for many users.  
“The problem with the injection is that if you have very bad side effects you have to put up with them for at least 3 months whereas you can stop taking the pill at anytime if you need to”
[Females, sexually active, C2DE, aged 18-25, avoiding pregnancy, Leeds] 

However, the possible impact on fertility was the highest concern for the majority of users, especially men and women between the ages of 20 and 35 years. This tended to have a negative halo effect on other possible side effects, particularly those relating to (lack of) periods, spotty skin, and changes in mood and sex drive, reinforcing the individual negativity of each. This in turn heightened the perception amongst users that the injection is a more ‘powerful’ form of hormonal contraception, and that it is more likely to have a negative impact on health, possibly causing harm or damage to the body in general, and to the reproductive system in particular.
“It says it (injection) changes sex drive, not great that is it’?”

[Females, C2DE, 26-35, not planning but not rejecting the idea of pregnancy within the next 2 years, Oldham] 
“With the implant and injection you can get allergic reactions to them and the injection is harder to reverse” 

[Males, 18-25, not planning but not rejecting the idea of pregnancy, Bristol] 
Further information about the injection can serve to reinforce barriers to use, for example, its known impact on fertility, especially amongst those considering pregnancy. Both the unknown degree of risk and the possible long-term side effects of sustained use, especially in relation to bone density, were off-putting for users. 
4.5.5
Triggers and Barriers to Use
Some instances of use of the injection arose in the research, mainly amongst women aged 18-36 years, and usually if pill usage had been problematic or the user had experienced either a termination or an unplanned pregnancy.
Triggers
The principal triggers to use were seen as being:
· ease of use, and not reliant on user compliance (for those users who were likely to forget to take a pill, or who had busy or chaotic lifestyles)

“Injections are more for people who are in a relationship and are quite forgetful”  
[Females, sexually active, C2DE, aged 18-25, not planning but not rejecting the idea of pregnancy, Birmingham] 
· high perceived efficacy, elimination of risk of pregnancy, and contraceptive cover for three months
“Injection sounds good you can try and see how you get on with it, it’s better than having to think about taking pills all the time” 

[Females, 18-25, C2DE, avoiding pregnancy in next 2 years, Berks] 

 “The injection is only once every 3 months and then you don’t have to do anything, but then I would not really believe that I am protected for 3 months”  
[Females, sexually active, C2DE, aged 36-46, avoiding pregnancy, Leeds]
· administered away from sex, and therefore no interference in the sexual moment
· invisible, discreet, not obvious to others (especially appealing for younger users)
“No-one would know if you were on that, my mum won’t find like a pill pack in my bag and give me a hard time”  
[Females, sexually active, C2DE, aged 16-17, avoiding pregnancy, London] 
Barriers
These appeared to be considerable, significantly outweighing triggers for the majority of users:
· having the injection was perceived as being painful and unpleasant (for women), especially for those with an aversion to needles and injections (and some concerns were expressed about the skills of the person administering the injection); and since the procedure must be repeated fairly regularly, perceptions of frequent ‘hassle’ arise
· appointments were seen as difficult to secure, and medical professionals can appear reluctant to prescribe (since the method is seen as relatively expensive)
“It’s expensive…the doctors don’t like to give it out” 
[Females, BC1, aged 26-35, planning/considering pregnancy within the next 2 years, Birmingham]

· the injection is a relatively unfamiliar, new, and untested method as far as users were concerned;  little word-of-mouth was seen to exist, and this plus lack of any reassurance from other users exacerbated concerns

· the perceived impact on fertility was viewed as alarming, and what little word-of-mouth did exist confirmed user fears

· lack of day-to-day user control, lack of reversibility, and being obliged to endure any side-effects for three months were significant barriers
· side effects ranged from inconvenient but annoying (weight gain, decreased sex drive) to alarming (decreased bone density, reduced fertility), and suggested a more serious impact on health and wellbeing, particularly as a result of long-term use 
“Things that are there and in your system for longer, it’s frightening to think about the amount of control they have over your body and how long it takes to wear off.  Things you wouldn’t even notice or think about…the injection actually reduces your bone density, the damage you’re doing you wouldn’t even consider…”  
[Females, 18-25, BC1, planning pregnancy within next 2 years, Coventry]
The key appeal of the injection lay in its high level of efficacy, the fact that it was seen as less onerous to use when compared with the necessity of remembering to take a pill on a daily basis, and its ‘invisibility’ to others. In addition, the two to three month contraceptive effect was seen as less of a ‘commitment’ than is the case with other LARCs. However, there were also a number of both rational (side effects, risks, fertility) and emotional (pain, fear of needles) barriers to overcome, and in overall terms, the injection was perceived as ‘more risky’ by users.  Concerns could be mitigated to some extent, if not entirely overcome, by increased familiarity and positive word-of-mouth. 
4.5.6
Implications
Communications

The name of this method was off-putting in itself for many users, being an indicator of pain and even terror for some. Consideration of an alternative may be helpful in this respect. 
Promotion of the user benefits of ease of use, peace of mind, high efficacy, and the facility to use over a relatively limited period of two to three months could be helpful for users to consider in relation to planning ahead or using on a ‘trial’ basis (in the case of Risk Deniers). 

Positive user testimonials, and reassurances about the impact of this method on fertility would also be helpful in assisting consideration.
Services

Concerns about the lack of reversibility, and therefore having no way of alleviating any unpleasant side-effects, need to be addressed to raise consideration of this method for some. This could be done by offering a smaller ‘trial’ dose, giving contraceptive protection for one month, in order to test suitability, or devising a test to identify the likelihood of negative side effects in the individual user.
Reassurance that pain will be minimised in the administration of the procedure, and that this will be done by an experienced medical professional may be helpful (user experiences can also help in this respect); for example, “the injection is not painful, and feels like a small pin prick”.
Identifying and targeting those users who would benefit from the ‘ease of use’ aspect of this method can increase consideration and usage. Strategies to remind users to book an appointment for renewal (reminders by text, for example) are also likely to be needed.
Finally, encouragement to seek advice if any side-effects are noticed, and become unacceptable may provide additional reassurance (although may be equally likely to heighten user concerns in some instances). For example, in relation to weight management: “come back if you find yourself putting on weight...”
The key aim here would probably be to overcome instant dismissal of the injection as a method of contraception by the majority of users, and to encourage an evaluation of the lifestyle benefits which it offers, as well as peace of mind about contraceptive protection; word-of-mouth reassurances also need to be provided to assist with this.
4.6 The Implant
4.6.1 Spontaneous Knowledge

The implant was often confused with the injection (as previously described), not least because it involved an intra-dermal procedure. It was often described as the ‘rod’ or ‘bar’, and user perceptions of longevity ranged from three to six months (due to confusion with the injection) to one to three years. It was usually described as consisting of three or four rods lying just beneath under the skin (there was little, if any, mention of this most recent single rod format).  
Users were generally aware that the implant is hormonal and described it as working by a ‘slow release’ of hormone into the system. There were some perceptions that this method was relatively ‘niche’, and mainly designed for users who could not, or would not, use the contraceptive pill.

For some users, it could be seen as ‘one step beyond’ the injection because it remained in the body (and could be felt or seen) for much longer.  
“I can’t bear the idea of having something placed in my arm and just left there”
[Females, not sexually active, BC1C2D, aged 26-35, avoiding pregnancy, Birmingham]
“They have to pull it out of the scar tissue, and it bleeds a lot and makes a mess.  I won’t have it again, as they messed mine up” 
[Females, 18-25, BC1, planning pregnancy within next 2 years, Coventry]
“I went to have it done and if she’d just done it, I would have been fine, but it was the fact that she showed me what she was going to do first…I ran a mile” 
[Females, BC1, aged 26-35, planning/considering pregnancy within the next 2 years, Birmingham]
4.6.2
Audience Differences
Approximately half of the women in the research sample were aware of the implant, and of these, awareness was higher amongst younger women aged 16-30 years. Knowledge amongst older women was limited to a general awareness that this method existed as a contraceptive option.
“I think the implant is for people who are a bit immature, for those who can’t remember to take the pill everyday or to get their injection every 3 months” 
[Females, sexually active, BC1, aged 18-25, avoiding pregnancy, London] 
Awareness of the implant was much lower amongst men, and was usually found only where a partner had used, or was using, the implant.
4.6.3
General Reactions
Overall perceptions of the implant varied. For those with limited knowledge of the fitting procedure (and therefore of the potential for pain or discomfort), reactions to this method were neutral. For others, however, the perceived barriers of invasiveness and concerns around the fitting procedure led to more negative perceptions.  
There were some misconceptions about loss of fertility for up to three years, and of not being able to have the implant removed if necessary, or requested.

A high level of efficacy, and of the user benefits associated with this, was, however, assumed.

Whilst there was some user awareness of implant, there was little knowledge of exactly what it is, how it works, and any associated implications for the user practicalities, beyond it being another hormonal method of contraception. Confusion with the injection leads to uncertainty about whether this is really a discrete method, and to low consideration. 
4.6.4
Prompted Reactions (to stimulus information)
Reactions of users to the information contained in the stimulus were generally positive. The facility to remove the implant at any time was very reassuring in relation to possible adverse side effects, as was the fact that normal fertility returns relatively soon after removal, especially if pregnancy was being considered. The phrase, ‘very quick to fit’, made the procedure sound easy and less painful to some.
Longevity - ‘lasting up to 3 years’ was generally seen as a benefit, meaning that minimal effort or consideration was required after fitting.

A reduction of heavy or painful periods was seen as a positive for some users, and the complete cessation of periods also appealed to some, although not to all (for reasons previously mentioned).
However some concerns arose in relation to the possibility of changes in mood and sex drive; some users felt that if a contraceptive adversely affected sex drive then it was pointless to take it, because ‘you don’t need contraception if you don’t want to have sex anymore’. A degree of uncertainty also existed about the possible impact on ovulation and periods.
“With the implant where do the eggs go?” 
[Males, BC1C2D, 36-46yrs, planning considering pregnancy, Bristol]

The new information received about this method generally positioned the implant in a more positive and interesting light, and it was seen as having a number of user benefits. However, in order for the method to be considered seriously, the physical aversions (which affect the emotional reactions) surrounding fitting and actual presence under the skin need to be overcome. If these can be addressed, there were certainly indications from the research that this would lead to increased consideration, especially amongst women aged18-25 years, Risk Challengers, and women experiencing issues with the combined pill. 
4.6.5
Triggers and Barriers to Use
A few instances of implant use arose within the sample, mainly by teenagers and women in their early twenties, and some had taken up this method following a termination of pregnancy.
Triggers
As far as triggers to use were concerned, these were considered to be:
· easy to use once fitted, no need for any subsequent action on the part of the user (this instils confidence)
· long-acting, with nothing for the user to do or remember for up to three years

· high perceived efficacy, low risk of forgetting, and therefore high benefit to both partners

· fitted away from sex, has no impact on the sexual moment, and avoids the need for partner discussion/negotiation
· for one or two users, the possible reduction of health risks was of interest
 “It reduces the risk of cancer, cancer! That’s a form of magic, why don’t people know about these things!” 
[Males, 26-35 yrs, BC1C2D, wishing to avoid pregnancy, Isle of Dogs] 

Barriers
These were more numerous, and included:
· the concept of a sub-dermal ‘rod’ which might be seen and felt was seen as off-putting, and, variously as unnatural, robotic, and like a ‘tracking’ device under the skin;  concerns also arose in relation to how the ‘rod’ would be extracted
“It makes me feel sick…it’s weird.  I’ve never even heard of it” 
[Females, C2DE, aged 18-25, planning/considering pregnancy within the next 2 years, North London]
· the name ‘implant’ can exacerbate the negative perceptions about the method 

· the fitting procedure was perceived as potentially painful and unpleasant, and concerns were expressed about the skill levels of the health professional who would fit the implant
· not user-friendly in terms of booking appointments for insertion/removal

· its status as an unfamiliar method of contraception  raised concerns in itself, since it was perceived as relatively untested, and little word-of-mouth currently exists
· can act as an (unwanted) ‘badge’ of sexual activity, especially for younger users, plus all users had expressed reservations about the possibility of being left with unsightly scar tissue after removal
· such a long-term method means that the user must relinquishing day-to-day control; the longer term ‘commitment’ required with this method also led to reservations from users, many preferring to keep the future ‘open’ 

“I don’t think the implant is for me because you don’t have as much flexibility and control that you have with the pill...” 
[Sexually active, C2DE, aged 18-25, avoiding pregnancy, Leeds] 
“I would not use the implant because I would like to have children soon and I think it would impact my likelihood to get pregnant in the short term” 
[Females, not sexually active, BC1C2D, aged 26-35, considering pregnancy, London] 
Efficacy and ease of use/removal of ‘hassle’ are key triggers, to consideration and use, although efficacy was rarely the primary decision-making factor (given the availability of other methods with high efficacy). The barriers to usage were more emotional (pain, presence of a foreign body, visibility), particularly for women. Men focused on the rational triggers and were unaffected by emotional barriers. Familiarity and reassurance may help to lift the emotional barriers, enabling a more rationally-based decision to be made.
4.6.6
Implications
Communications

These would benefit from focusing on the promotion of user benefits surrounding ease of use, peace of mind, and high efficacy (emphasising rational choice), as follows:
· stress ease of uptake (insertion) and that the procedure is (virtually) painless 

· position three years as an ‘ideal’ timeframe for someone with commitment, or who needs to plan ahead (for example, starting a university course, embarking on a career)

· emphasise the suitability for anyone (not wanting to get pregnant in the next few years) 

· reassure that removal is easy, quick and painless, and that it can be done  at any time, in order to overcome concerns about degree of commitment 

· stress that the implant is (now) virtually imperceptible due to its much smaller size, single (not multiple) format, and new positioning (usually on the inside of the upper arm), and that it leaves no scar tissue on removal 
It may be worth considering a change of name for this method, since, like the injection, it can raise some emotional issues for users.

Positive user testimonials, and reassurances about impact on fertility will also assist in encouraging consideration.
Finally, the efficacy level of the implant and its longevity make it the most appealing LARC to men, so seeking greater involvement of a male partner may help to increase consideration amongst female users.
Services
Mitigating concerns about insertion and removal procedures (by reassuring users that these are easy, almost painless, do not require an appointment, are carried out by a skilled professional, and leave no serious scar tissue) are important at a service level.
The provision of quick and easy access to fitting and removal of the implant, so that it can be done ‘on the spot’, that is, when the user presents requesting contraception, and without the need to book an additional appointment, will be an important service consideration.
Finally, service provision needs to specifically mention that the procedure is carried by an experienced and skilled health professional in order to reassure users that it will be virtually painless.

The key goal, then, will be to mitigate the barriers around the physical aspects of implant (possible pain at insertion/ removal, visibility, scarring) and to emphasise the lifestyle benefits. Services will also need to inspire confidence in users, in order to secure their permission to fit the implant. Smooth (and pain-free) fitting is essential to positive word-of-mouth around this method.
4.7 IUS/IUD
4.7.1 Spontaneous Knowledge

There was some awareness of the IUD as ‘the coil’ amongst users, although very occasionally by the name ‘IUD’ as well (although no-one knew exactly what this acronym meant).
The IUD was generally described by users as being a spring or metal coil which was inserted into a woman, although there was some uncertainty as to where the device actually sat. Some users also confused the IUD with the diaphragm.
“You know when you think about the coil, you imagine this big metal spring thing” 
[Males, 26-35yrs, BC1C2D, not planning but not rejecting pregnancy, Loughborough] 

The method itself was perceived as relatively well-established (in terms of use and efficacy levels), and some knew of people who actually used this method, usually post-family, and so this tended to be a mother or older sister.  
There was a fairly widespread misconception that only woman who have had a child can use this method. There were also a number of anecdotal ‘horror stories’ associated with use of the IUD, including that it can travel around the body, embed in the womb, or in the foetus, and cause infection and other complications which ultimately result in infertility.
“All I know about the coil is that it hurts and your periods kill!” 
[Females, sexually active, BC1, aged 18-25, not planning but not rejecting the idea of pregnancy, London] 
The IUD also tended to be perceived as a somewhat old-fashioned method of contraception, and to have therefore been superseded by other methods.

“The coil is old-fashioned, it’s for older women” 
[Females, sexually active, BC1, aged 18-25, avoiding pregnancy, London]
“Well I wouldn’t have it done.  Because it’s such an old-fashioned contraceptive…there are such easier ways…” 

[Females, BC1, aged 26-35, planning/ considering pregnancy within the next 2 years, Birmingham]
There was minimal awareness or mention of the IUS in this sample, and those who did know of this method might term it the ‘hormonal coil’. However, one or two women of 35+ years, who were more familiar with the IUS, and had been offered it, and/or discussed it with their health provider, referred to it as ‘the Mirena’.
4.7.2
Audience Differences
Some sample differences were apparent, especially by age and gender.  Women aged 25 years and over tended to be more aware of, and knowledgeable about, the IUD, but there was greater confusion and uncertainty amongst younger women and men.
Awareness of the IUS was consistently low across the audience, although there was some knowledge amongst a minority of women 25+ years postpartum, who had been offered this when asked about contraceptive options post- birth. 

“Doesn’t that stop the egg from being released or something?” 

[Males, 26-35 yrs, BC1C2D, not planning but not rejecting pregnancy, Loughborough]

4.7.3
General Reactions
The barriers to consideration and use of the IUD (its perceived invasiveness, and concerns about physiological or biological damage) were more salient and top-of-mind for users, and thus currently outweighed triggers to use (and any user benefits).
Much current confusion appeared to exist around the IUS/IUD in terms of what these are, how they work, and how they are used, especially amongst younger users. This, combined with negative (but usually ‘historical’) word-of-mouth, leads to much uncertainty, and a lack of willingness to consider either of these methods.  A few, generally older women, had higher levels of (more up-to-date) knowledge and consideration; amongst these women, word-of-mouth was more positive.
4.7.4
Prompted Reactions (to stimulus information)
Both the IUS and the IUD were perceived by most users to be very ‘invasive’ methods of contraception.  Both were generally viewed as being options worthy of consideration by women who were looking for a ‘very long-term’ method (that is, older, post-family women).
The feeling was that having either device fitted would be a major step or decision to take, and perceptions largely focused on the fitting procedure, and the longevity of use, rather than on efficacy and potential side effects.
The IUS and IUD were generally considered to be quite complicated and involved methods of contraception, and relatively ‘drastic’ especially by younger users. However, new information contained in the research stimulus sparked interest amongst some, typically those post-children, as something they might consider now or in the future, principally due to the long-term nature of the method (the ‘fit and forget’ aspect), and the fact that no hormones were involved (in the case of the IUD), and that minimal effort was required on the part of the user.
4.7.5
Triggers and Barriers to use

A few examples of use of either the IUD or the IUS (the Mirena coil) arose within the sample, generally by older, post-family women, although there were one or two exceptions to this.  Whilst some consideration of these methods led to triggers to usage being evident, the range of barriers was much higher, and continued to prevent any real consideration for use by the majority of the audience.  

Triggers
In isolation from the barriers, the triggers to consideration and usage could appear quite compelling, and included:
· easy to use once inserted, (‘fit and forget’)
· used away from the sexual encounter, and does not interfere with intercourse (although there were some ‘myths’ that it could be felt by the male partner during intercourse)
· both were seen as well-established methods of contraception, and generally both reliable and trusted (especially the IUD), although ‘horror stories’ can detract from their appeal

· efficacy levels were seen to be high 

· both the IUD and the IUS provide a long-term contraceptive solution, and were thought to be good options for those who are more settled in terms of lifestyle and lifestage
· there is no impact on fertility levels, so no need to wait for fertility to return after removal (although there were again some anecdotal reports to the contrary about this for IUD)
Barriers


These significantly outweighed the triggers for most users, and included:
· lack of visibility prompting some concerns (about being correctly positioned, and falling out of place – and out of the body entirely) 
· fitting being anticipated to be a painful and unpleasant procedure which might lead to complications such as infections, and even infertility; this was a particular concern of women who had not had children, many of whom were concerned that, anatomically, the IUD and IUS were not suitable for insertion because their cervix would not have been stretched by childbirth  
· a dislike of the idea of a ‘foreign body’ internally, which was seen as ‘not natural’, and potentially damaging in some way, especially by younger women

· concerns about the impact on fertility, and complications surrounding this

· some low-level concern about men being able to feel the device during intercourse (although this was not a major barrier)
The triggers to consideration and usage appeared to be undermined to a greater or lesser degree by the barriers (concerns, myths, misapprehensions). There were some indications that some barriers might be overcome via increased familiarity, reassurances, and positive word-of-mouth testimonies.
4.7.6
IUD versus IUS

Commonalities

Many commonalities appeared to exist in users’ minds between the IUS and the IUD (as listed above), largely based on the fact that both are a contraceptive device located within womb and thus:

· invisible

· long-acting

· invasive 

Consideration

The barriers to usage led many potential users to dismiss both methods.  However, one or two claimed that they would consider one or the other, either at this point in time, or at some point in the future (post-family).
Differences
For those who would consider one of these options, the differences between them do affect user choice.
The key difference between the IUS and the IUD was seen to be in the use of hormones. For Hormone Avoiders, the absence of hormones was a key decision factor and this group would choose the IUD (if they opted for this method at all). For others, the regulation of periods (less heavy bleeding, and less pain) was seen as a major benefit of the combined pill which they already used, and one which they would wish to maintain; the IUS would therefore be preferred in these cases, again, if they decided to use this method at all. 
The lack of much word-of-mouth recommendation surrounding the IUS contributes to its lack of familiarity with users, and positive testimonials would be needed, especially in relation to the alleviation of heavy and painful periods (which can be very debilitating for some users).
4.7.7.
Implications
Communications

Communicating the fact that both the IUD and the IUS are safe, easy to use, extremely effective, and very well-established will be important in overcoming user concerns about both being untried and untested. Pointing out the choice of selecting a hormonal or a non-hormonal method could also raise consideration.
Positioning the insertion and removal processes as easy, straight-forward, not painful and as being carried out by very experienced professionals, who will minimise any discomfort, provided a major reassurance for users. 

In addition, communicating that the IUD or the IUS is a sensible and logical choice for someone who wants to have control over when and whether they become pregnant may have an effect on a number of user types. In addition, informing users that both methods are suitable for women of all ages from 16+ years, including those who have not given birth to a child, will help promote consideration by a larger number of women.

Positive testimonials (especially from younger women, pre-childbirth) would be very important in providing reassurances about the emotional and practical benefits of these methods; for example: “I didn’t have to worry about becoming pregnant until I knew I was ready...it’s a simple straightforward process...they make it as comfortable as possible for you...”
Services
Encouraging providers to introduce the IUS and IUD as contraceptive options for all users requesting any form of contraception will obviously have an impact on awareness and consideration. The relative benefits of each also need to be explained, and any concerns, especially about the fitting and removal procedures, addressed.
The process for fitting the IUS or IUD needs to be streamlined, so that users do not have to wait too long for a fitting appointment (possibly without any other contraceptive protection), and with appointment times being available to suit users.
Focusing on the key unique benefits of the IUS and the IUD, and emphasising the element of choice, and the degree of control provided, which can confer multiple user benefits (beyond contraceptive protection), may help in overcoming barriers to consideration and usage.
4.8 The Patch
4.8.1 
Spontaneous Knowledge

Awareness of the patch was evident amongst approximately one-quarter to a one-third of women in the sample, primarily younger users (under 30 years); it was completely unknown amongst men, with one exception - a man whose girlfriend used the patch.
Knowledge about this method was limited to descriptions of the method as ‘hormones in a patch’, and ‘a patch that stops you getting pregnant’; other than this, the majority were unsure about, or had only the haziest appreciation of, what this method involved.

Perceptions were that efficacy levels for the patch were generally low, based on (potential) usage issues in relation to the patch falling off, as well as to a general lack of confidence in the delivery of hormones via the patch. There were also some perceptions that fertility might be compromised, or take much longer to reach previous levels, after prolonged use of this method.
“The patch is bad because it’s much harder to get pregnant after’” 

[Males, 18-25, not planning but not rejecting the idea of pregnancy, Bristol]

4.8.2
Audience Differences

The low levels of awareness of this method were fairly equal across the sample by both age and gender, with a marginally higher awareness amongst younger women aged 16-25 years; these younger women also had slightly greater confidence in the efficacy of the patch.
4.8.3
General Reactions
Triggers and barriers around consideration and usage were generally all spontaneous, and based on perceived ease of use, and trust in the format and delivery of contraceptive protection. Confidence in this method was generally low, although slightly higher amongst younger women, as already mentioned.
Knowledge of the patch was very limited, with users in this research sample, and assessments of how it worked, and its level of efficacy were generally based on ‘guesswork’ and uncertainty about the effectiveness of the patch format.  Level of appeal varied in terms of how users viewed this format, but for the most part, generally low consideration was given to this method as a possible contraceptive option.
4.8.4
Prompted Reactions (to stimulus information)
Reactions were mixed in relation to additional and ‘new’ information provided in the research stimulus: on the one hand, the patch could be perceived as similar to the combined pill, but with few if any additional benefits (and so dismissed on the basis of this comparison); however the benefits which the patch was seen to have in common with the combined pill could also make this method appealing in principle to some users, especially younger women aged 16-25 years.
User reactions towards the patch varied in terms of how easy it was perceived to be to use, and how ‘user-friendly’; for example, the fact that it only needed to be replaced once a week versus the need to replace it on the right day of the right week. A number of users drew comparisons between this and the nicotine patch, and their views were either positive or negative depending on their opinion and experience of the latter patch.
“I would not trust the patch. It’s like a plaster that you put on your arm. I don’t believe it could be as effective as something that go inside your body, like swallowing a pill” 
[Females, sexually active, C2DE, aged 18-25, not planning but not rejecting the idea of pregnancy, Birmingham]
The patch could offer a viable alternative to the pill for some younger users,  including current pill takers who wished to try another method, but wished to avoid the need to overcome major new barriers (for example, pain of fitting procedure, longer-term nature of method) such as associated with the injection and the implant.
4.8.5 Triggers and Barriers to use

One or two examples of use arose within the research sample, generally by younger women.  
Triggers
The main triggers to consideration and use emerged as:
· for some, the perception that the patch is easy to use, easy and quick to apply, and pain free

· visibility inspires confidence, and enables the user to check that the patch is still there
· the method offers day-to-day user control – it can be removed or replaced, or usage stopped at will, and alternative contraception can be used if it falls off and is lost, for example
· used away from sex, so need to discuss or negotiate with a partner
Barriers

Some equally persuasive barriers arose in relation to consideration and use, including:
· visibility – acting as a  ‘badge’ of sexual activity 
· cannot be worn whilst swimming (and therefore can present problems on holiday) and raised concerns about really being able to wash effectively that was very off-putting for some
· the mechanics of use can be difficult in terms of remembering to replace the patch, and at the same time each week; for younger users, a routine of usage can therefore be difficult to establish
· concerns were raised about the patch falling or rubbing off (against clothes, for example)
· concerns also arose in relation to reduced efficacy if the patch came off and the user failed to notice this for some time; hence a general lack of confidence in the ‘patch’ format itself
“It’s too visible, everyone can see you are sexually active. I don’t like that” 
[Females, sexually active, BC1, aged 18-25, avoiding pregnancy, London]
Parallels with the combined pill provided reassurance for users, with the key difference being the lack of familiarity of use.  Neither triggers nor barriers were very compelling, so there were indications of some opportunity to increase uptake if desired. Inertia was the biggest barrier to switching, rather than the characteristics of the patch per se.  There was some evidence of appeal for younger users and Risk Deniers when compared to the combined pill, since the need to remember to replace the patch was on a weekly, not a daily basis. The patch was also seen as much less invasive than LARC methods. 
4.8.6
Implications
Communications

Increasing awareness of the existence and availability of this method will be necessary amongst users. Positioning the patch as an alternative to the combined pill for those who dislike, or are forgetful about, pill-taking (and who would prefer a weekly to a daily dosage) could help consideration by some users. Emphasising ease of use (self-applied, user control, non-invasive) could also be helpful.  Reassurances need to be provided about the adhesive properties of the patch in order to overcome concerns about it falling off (and therefore about efficacy).
Services

Service providers could offer this method as an alternative form of contraception to the combined pill users, alongside reassurances about its adhesive properties. The barriers to overcome were not major, and the main aim would be to encourage trial and usage as an alternative to the combined pill, and one which may fit more with user requirements; if uptake increases, then word-of-mouth testimonials may help in ‘rolling out’ use of this method to a larger audience.
4.9 The Diaphragm
4.9.1 Spontaneous Knowledge

The diaphragm was generally mentioned spontaneously across all user groups, including men, but more frequently referred to as ‘the cap’. There was a general awareness that the diaphragm is made of rubber, is round or domed-shape and that it is a barrier method of contraception.  There was, however, a high degree of uncertainty in relation to usage (how to use, where to use, when to use), and this tended to lead to non-consideration or rejection of this method. Some confusion also existed as to whether, and for how long, it should remain inside the body; for example, should it be left in on a semi-permanent basis, like the IUD or IUS, or worn only during intercourse.
User imagery in relation to the diaphragm was largely negative, and the method was perceived as rather outdated and old-fashioned, and as more suitable for older women. 

“I’ve heard of the cap, isn’t it what women used to use in the old days?”
[Females, C1C2, aged 18-25, not planning/not rejecting pregnancy within the next 2 years, Surrey] 
4.9.2
Audience Differences
There were generally better levels of awareness, knowledge and acceptance of the method amongst older women (30+ years); younger women, whilst aware of the existence of the diaphragm as a method of contraception, were confused, uncertain and generally negative about it. Levels of knowledge and awareness amongst men generally reflected those of women, with older men demonstrating higher levels of both.
4.9.3
General Reactions
The barriers to consideration and usage of the diaphragm outweighed the triggers for most of the user audience, owing to the confusion and uncertainty already mentioned, and generally negative expectations of what the diaphragm might be like to actually use (anticipated difficulties in inserting correctly, degree of invasiveness, possible interference with intercourse).
Users had a basic knowledge of what the diaphragm is, and what it looks like, but the high degree of uncertainty about usage, and the outdated image of this method (especially  amongst those under the age of 30 years) currently prevent further interest in consideration and usage.
4.9.4
Prompted Reactions (to stimulus information)
The information provided by the stimulus generally acted to clarify how the diaphragm is used for both men and women.  However, this merely served to increase negative imagery around this method. The need to insert the diaphragm up to six hours before intercourse (many users initially took this as meaning that a full six hours was required, rather than insertion being possible just prior to intercourse) and then to leave it in place for six hours after intercourse appeared both lacking in spontaneity and lacking in passion and ‘sex appeal’. 
The information about usage did highlight the benefit of the diaphragm as an alternative (barrier) method to condoms, and one that was also non-hormonal; however, this was generally insufficient to drive consideration, except in the case of some Hormone Avoiders.
“Same sort of thing as a condom, it’s an extra barrier but it’s fitted higher up in the vagina”  
[Males, 18-25, BC1C2D, wishing to avoid pregnancy, Liverpool]
“That’s a shower cap basically” 
[Males, 26-35 yrs, BC1C2D, wishing to avoid pregnancy, Isle of Dogs]
“That makes me feel quite nervous” 
[Females, C2DE, aged 18-25, planning/considering pregnancy within the next 2 years, North London]
Prompted knowledge about this method acted to clarify understanding, rather than to change perceptions about the diaphragm, and did not drive intention to use (except with some Hormone Avoiders), since the perceived barriers, and notably the lack of spontaneity, still outweighed the triggers for virtually all users.
4.9.5
Triggers and Barriers to Use

One or two users of the diaphragm appeared in the sample amongst women aged 36-46 years, and these were very positive about the method, to the extent that the interest levels of other women involved in the discussion were raised considerably (demonstrating the power of word-of-mouth testimonials).
Triggers
These were few, and not very compelling for users:
· a useful additional non-hormonal method, especially for those who have experienced or fear side effects, and/or perceive that they need to stop using CCP
· allows ad hoc usage, on demand, and not on a continuous or continual/daily basis
· users cited as being very easy to use

Barriers
Barriers to consideration and use were more numerous, and more significant, outweighing triggers:
· need to plan usage some considerable time before intercourse makes the diaphragm appear lacking in spontaneity and old-fashioned 

· the diaphragm itself was perceived to be an unappealing and off-putting (relatively large, made of latex, and an unattractive colour), item and the process of using it was seen as a ‘turn-off’ to sex
· the method was seen as relatively invasive (when compared with the combined pill), being worn internally, and uncertainty surrounded usage/fitting 

· uncertainty about correct use led to low levels of confidence about efficacy, due to concerns about how to know whether the diaphragm was actually acting as an effective barrier

 “I really don’t want to try the diaphragm..It’s messy, not hygienic and you have to plan sex 6 hours ahead” 
[Females, sexually active, C2DE, aged 18-25, not planning but not rejecting the idea of pregnancy, Birmingham]
Being a non-hormonal method was perceived as the key (and possibly only) trigger to use.  On its own, however, this was insufficient to overcome the array of practical issues and emotional barriers to consideration and usage, especially amongst the younger members of the audience. There was some indication that barriers might be overcome to some extent by communicating ease of use and ‘selling’ the user benefits  via positive user testimonials, as evidenced by the group example described above.
4.9.6
Implications
Communications

The task here would be to overcome the old-fashioned, and ‘for older women’ image of the diaphragm, and to position it as modern and still relevant today (non-hormonal, ad hoc and easy usage).
In addition, positioning it as being convenient for sex  - as quick and easy as putting on a condom, but not visible or able to felt during intercourse – so that it can be used ‘whenever the mood takes you’ (emphasising spontaneity) would help in consideration.
Furthermore, the diaphragm can be described as ‘the only form of contraception made to fit you’ (and therefore tailored and comfortable); emphasising that it can be inserted in private, and in advance, would also be useful.
Services
Offering the diaphragm to users when they approach services, and explaining the user benefits will be necessary to prompt consideration.  Ensuring that access is quick and easy after being measured, and with minimum effort on the part of the user, will also be important.  In addition, providers need to give reassurances – and word-of-mouth testimonials – to overcome concerns about ease and speed of use in practice.

The key focus will be on repositioning the diaphragm as being still relevant today, by overcoming the image barriers, and simplifying access and instruction about how to use correctly. Hormone Avoiders will be a key target initially, since other audiences gave this method low consideration, and would need considerable persuasion to raise consideration at present. 
4.10 The Female Condom
4.10.1 Spontaneous Knowledge

This method was mentioned spontaneously by some users, and all were aware of its existence when prompted. It was generally described as being ‘like a male condom, only bigger’, and the perception was that it is inserted into the woman before sex, and acts as a barrier method.  There was some confusion and uncertainty, however, as to exactly where it was positioned inside the woman, although some users were aware that it lines the vagina. 
Efficacy levels were generally perceived as being lower than for the male condom, due to user issues.  The method had a somewhat outdated, old-fashioned image amongst some users, and most claimed never to have actually seen a female condom, querying whether they were available to purchase in pharmacies and other outlets.


“I’ve never even seen it in a shop” 
[Females, C2DE, aged 18-25, planning/considering pregnancy within the next 2 years, North London]
4.10.2
Audience Differences
Levels of awareness and knowledge were similar across all user groups, since all had an equal lack of experience in relation to usage; imagery of this method was similarly consistent across audience groups.
4.10.3
General Reactions
Barriers to using the female condom (image, usage issues, lack of familiarity, degree of invasiveness) strongly outweighed any possible triggers (none were perceived to exist in any event).
“It’s too much messing about with the female condom”  
[Females, not sexually active, BC1C2D, aged 36-46, considering pregnancy, London] 
Users had a general appreciation, then, of what female condoms were, what they looked like (as in the case of the diaphragm), but much uncertainty about and aversion to usage was expressed across the research sample, combined with no awareness of how or where to obtain them.
4.10.4
Prompted Reactions (to stimulus information)
The additional information provided in the stimulus material acted to confirm user concerns about the efficacy of the female condom, with the various caveats about correct usage (pushing the condom in too far, the penis slipping past the condom, damage and the possibility of tearing) heightening user concerns. 
‘Suppose you tore it with your nail, and you hadn’t noticed’

[Females, sexually active, C2DE, aged 18-25, avoiding pregnancy, Sheffield]
Additional information does little to shift perceptions that this method is outdated and lacks relevance, as well as a required level of efficacy. The overall feeling amongst users was that there is really no role for, or reason to use, the female condom (over and above male condom).
4.10.5
Triggers and Barriers to use

Triggers for consideration and use of the female condom were very similar to those of the male condom, but barriers to use were far greater.  

Triggers
These included:

· non-hormonal method, so no side effects 
· ad hoc usage on demand

· women have greater control (if men are reluctant to use a male condom)

· a visible barrier method

· affords some protection against STIs (if used correctly)
Barriers

These were numerous and significant, and included:
· unattractive and unappealing in appearance (and much larger and more voluminous than anticipated – some users ridiculed it as ‘looking like a plastic bag’)

· need to insert (and correctly) into vagina undermines the sexual moment, and can reduce it to the level of farce
· hard to use, and the user is likely to remain uncertain as to how to fit it properly
· lower perception of efficacy (since hard to use)

· inaccessible, not visible in shops, perceived unavailability, and felt by users to have ‘died a death’ in the 1980’s, shortly after launch
· negotiation required with partner (although worn by female)

· assumed de-sensitisation of sex (as with the male condom), plus less intimacy and more discomfort

“Having to put that inside yourself first is not anything to make a woman feel good” 
[Females, BC1, aged 26-35, planning/considering pregnancy within the next 2 years, Birmingham]
Any tenuous triggers to consideration and usage were completely undermined by barriers relating to concerns which stemmed not only from a lack of familiarity with this method, but also the strong practical and emotional reservations about to usage across all audiences.  The widespread availability of a very familiar and widely accepted alternative (the male condom) meant that no indication emerged of ways to overcome barriers to usage of the female condom. 
4.10.6
 Implications
Communications

Reminding users that this method can provide effective protection against both pregnancy and STIs may be of interest, but letting users know that the female condom is still around as a contraceptive would be the first task.
In order to prompt consideration, this method requires repositioning as modern, relevant, and easy to use, in order to overcome the image barriers. The only USP for this method over the male condom was that is has been designed specifically for women, and that they can choose to wear it for (additional) protection against STIs.
Services

Making female condoms available and accessible to users (in pharmacies, given away free at services for trial), and providing demonstrations on models (as with the male condom) could be helpful. Provision alongside condoms as an alternative for STI protection could also be considered.
The female condom requires a major image overhaul to encourage users to consider usage; its lack of any compelling USP does, however, make it extremely difficult to reposition. 
4.11 Sterilisation
4.11.1 Spontaneous Knowledge

This was not generally raised spontaneously by users as a form of contraception. In discussions, there was greater awareness of male sterilisation (in the form of a vasectomy), than of female sterilisation. There were also low levels of awareness about what female sterilisation actually involved. Some users knew that this meant blocking or tying ‘the tubes’ (although as with male sterilisation, levels of knowledge about these ‘tubes’ were generally low, extending as far as the understanding that tying or blocking them would prevent the passage of sperm or eggs). However a degree of uncertainty existed, and there was some confusion with hysterectomy (again, user levels of knowledge were very low in relation to what this actually involved).
“You cut the tubes...or you can get one of those removable clips.” 
[Males, 26-35 yrs, BC1C2D, not planning but not rejecting pregnancy, Loughborough]

Both male and female sterilisation were assumed to require an operation, with associated risks and inconvenience.
Sterilisation was generally assumed by users to be 100% effective and not reversible.
“Sterilisation is not like the other methods of contraception. For me contraception is about ‘postponing’ pregnancy…but when a women is sterilized it stops her from getting pregnant forever.” 
[Females, sexually active, C2DE, aged 18-25, not planning but not rejecting the idea of pregnancy, Birmingham]
4.11.2 Audience Differences
Levels of awareness of, and knowledge about, sterilisation tended to vary by age rather than gender, with users over 25 years of age being slightly more knowledgeable; however each gender was more likely to know more about what sterilisation entailed for their own, rather than for the opposite, sex.
4.11.3 General Reactions
Barriers currently outweighed triggers for virtually all users in this sample, the key ones being the impact on fertility, and the perceived finality of the procedure (although there was anecdotal evidence that this was not always the case).
“I have heard it’s not always effective. I know a male who has had children after being sterilised” 
[Females, sexually active, BC1, aged 18-25, avoiding pregnancy, London]

Users had a vague knowledge, then, of what sterilisation entailed, but perceptions of the finality of the procedure meant that it appealed only to a very small proportion of the sample, and usually older users. The majority of participants in the research found this method to be of little interest and relevance, certainly at this stage in their lives, although some admitted that consideration might increase when they were older.

4.11.4 Prompted Reactions (to stimulus information)

The information in the stimulus material generally confirmed rather than altered user beliefs, although provided more detail for them to consider.  Some surprise was expressed that sterilisation did not provide 100% efficacy, and some were unaware that it was possible for sterilisation to be reversed.
No respondents in this sample had previously considered sterilisation and the information provided did little if anything to alter their original opinion about take-up, apart from increasing consideration about the possibility of this at a (much) later stage.
4.11.5 Triggers and Barriers to Use

There were no instances of sterilisation having been used in the research sample, although a few claimed that they had given it a degree of thought in relation to future options.
Triggers
These were minimal in present circumstances, although could be compelling for future consideration:
· a complete solution, contraception solved for good

· assumed to be the most effective method of contraception (100% efficacy)

· possibly ideal for post-family situation
Barriers
These were significant:
· an invasive, and relatively serious operation, which would not be  considered unless essential, or for a compelling medical reason

· difficult to access, requiring appointments, discussion, and a surgical procedure
· the end of fertility  was concerning for some, at both an emotional as well as a physical level, and particularly in relation to perceptions of masculinity for men
· perceived permanence  and irreversibility of method off-putting 
Sterilisation was perceived by users to be an extremely effective, almost guaranteed method of preventing conception. Many barriers to consideration did exist, however, based primarily around the finality and non-reversibility of the procedure, so that it was only seen as appropriate for a very few.
4.11.6 Implications
Communications

To encourage take-up, overcoming the user perception of sterilisation as form of contraception suitable for only a very few, and promoting it as worthy of consideration once the family is complete, would be required. 
Explaining that the procedure is quick, easy and convenient, with no need to 
think about or use contraception ever again would also raise consideration.
Services
Offering sterilisation alongside other contraceptive options and specifically targeting those who have had a family.
Providing reassurances about quick and easy access (current perceptions are that obtaining approval for the procedure can involve a lengthy process of consultation).

The key aim for providers would be to prompt consideration amongst the appropriate target group, and to streamline the process for those who have decided to opt for sterilisation.
4.12 Natural Family Planning (NFP)
4.12.1 Spontaneous Knowledge

None of the respondents in the research mentioned this spontaneously as a method of contraception. There was some confusion with ‘withdrawal’ by some younger respondents.
Natural Family Planning was generally regarded by users as simply ‘hoping for the best’, and not as a reliable method of contraception; either that, or as using the female cycle in order to achieve conception by planning to have intercourse at times of maximum fertility.

Users who had tried to become pregnant via this method were most aware of how it worked.
4.12.2
 Audience Differences
No discernible differences were apparent across audience types. 

4.12.3
 General Reactions
Lack of efficacy and user trust in this method were the key prevailing barriers. Limited user knowledge of Natural Family Planning and its level of efficacy restricted interest in, and consideration of, this approach, which was not given any serious consideration (other than when planning pregnancy). 
4.12.4
 Prompted Reactions (to stimulus information)
Additional information provided by the research stimulus confirmed user perceptions that Natural Family Planning is generally a not very reliable method of contraception, unless strict usage is observed, and a woman has a very regular cycle.  Users were concerned about the method of contraception which they would use whilst learning how to practise Natural Family Planning effectively, as well as querying how they would actually know if they were using the method properly when they started to implement it.
In overall terms, Natural Family Planning was seen as generally unsuitable and not relevant as a modern method of contraception, unless religious beliefs demanded that no other method should be used.

“I’d only use that to have a baby rather than not.  A bright person wouldn’t use it” 
[Females, 18-25, BC1, planning pregnancy within next 2 years, Coventry]
4.12.5
 Triggers and Barriers to use

One example of use as a means of contraception was given within the research sample, with a few other examples of Natural Family Planning being used when planning a pregnancy.
Triggers
These were:

· non- hormonal, completely natural, suitable for some religious faiths
· consideration needed at the time of intercourse, but no interference with or impact on the sexual moment otherwise
Barriers
These were numerous:
· hard and risky to use, with concerns about correct use and the risk of an accidental pregnancy

· requires full co-operation of partner, and therefore unsuitable for unsettled relationships

· invisibility detracts from confidence in method

· lower maximum efficacy levels, so assumed lower efficacy  in practice

· lack of familiarity, reassurance, and positive word-of-mouth
Users had very low confidence generally in Natural Family Planning as a method of contraception, and no reassurances to overcome concerns.  The method was perceived as more useful when planning a baby or for use by those with cultural and/or religious constraints, for whom no other methods of contraception were allowed.
4.12.6
 Implications
Communications

Raising awareness of Natural Family Planning as an option, including the detail of how it works, efficacy levels, ease of learning and implementation.

Specifically promoting amongst communities which may be averse to contraceptive intervention (these would need to be identified and targeted).
Services

Providing information about Natural Family Planning as an option, although positioning it as a realistic one may be more difficult with users.

Providing learning and support for Natural Family Planning.
Identifying and targeting individuals for whom Natural Family Planning would be appropriate, and who have barriers to using other methods would be important. It would also be useful to highlight this method in order to increase knowledge levels amongst users in relation to the female cycle and the point at which fertility is at its peak, in order to help their understanding of when contraception is most important to use. 
4.13  Withdrawal
This was spontaneously mentioned as a form of contraception by some users, although they were aware that is was not a ‘proper’ method. Many admitted – guiltily – to having practised withdrawal at one time or another, but equally, expected most other users to confirm similar behaviour.
“It’s great, sex, isn’t it, but the trouble with great sex is that you don’t do what you should do at the end of it…and then you get bambinos” 
[Females, BC1, aged 26-35, planning/considering pregnancy within the next 2 years, Birmingham]
Two main usage scenarios emerged:
Early/ first teen sex
Use of withdrawal here was usually a spontaneous decision in reaction to an unplanned situation, and generally in response to a suggestion from the male partner. Some teenagers continued to use withdrawal (and no other form of contraception) for an extended period, especially where no pregnancy resulted, which tended to justify continued usage (in such instances, these users began to feel that they had ‘immunity’ to pregnancy)
Mature relationship sex
Withdrawal was also used by some older men and women in established relationships, usually as a ‘break’ from hormonal contraception, and between children.  It was also used by these couples in combination with use of condoms at more fertile points in the female cycle.  Experience tended to increase trust in this method, although the prospect of failure was generally considered less crucial, since an unplanned pregnancy would not usually be a ‘disaster’.
It therefore needs to be emphasised to users that withdrawal is not a form of contraception, in order to encourage consideration and use of ‘proper’ methods, especially amongst Risk Deniers. However, there may be some (small) merit in positioning it as offering a (very slight) degree of efficacy, as a method of ‘last resort’.

4.14 Double Dutch

The term ‘double Dutch’ was not mentioned spontaneously by users, and was not a familiar one to them. When raised, however, there was some understanding of what it meant (hormonal contraceptive protection plus condom use) amongst the user audience, although many still failed to make the connection.
In terms of attitudes towards, and usage of, this method, as has been found in  previous research with users, once a relationship has been established (and  ‘established’ can vary in interpretation by age and lifestage), a hormonal method of contraception (usually the pill) was perceived as the only method required to prevent pregnancy. This was because once a degree of ‘trust’ has been built up with a sexual partner (that they are free from STIs, and are not involved in other sexual relationships), protection against infection was considered unnecessary. This ‘trust’ was built almost exclusively on assumption, and not on any form of testing for STIs – such a request can, in itself, be seen as undermining trust. Furthermore, insistence on the continued use of condoms by either partner once the relationship had been established was seen as ‘proof’ that something was amiss; this can be especially true of relationships amongst younger users (teens and early twenties).
“The only time you would do that is if you had just met a girl and she was on the pill and you used condoms to protect yourself.” 
[Males, BC1C2D, 18-25yrs, planning/considering pregnancy, Dulwich]
“When you start a long relationship you trust your partner and you don’t need to use a condom anymore. This is when I decided to go on the pill”

[Females, sexually active, BC1C2D, aged 36-46, avoiding pregnancy, Leeds]

Double Dutch tended to be used in the following circumstances:
Early/first teen relationship
Risk Avoiders embarking on their first sexual relationship were more likely to use this method.  In these cases, a relationship tended to be fairly well established before the partners start to have sex.  Sex was approached cautiously, because of the fear of a teenage pregnancy, and the female partner was likely to control events (‘no condoms, no sex’).
One-Night Stands/Casual Sex
For women continuing on the combined pill, or another form or hormonal contraception, but who are in and out of relationships, double Dutch was used as protection against STIs (generally by Risk Avoiders and on an ad hoc basis by Risk Challengers).
At the start of a relationship
This usually involved Risk Avoiders who were using, but not admitting (to their partner) to use of another method early in a relationship. This continued for weeks or months until ‘trust’ was established. 
Regardless of lifestage, use of double Dutch was driven by a cautious, risk-averse mindset towards sex, and was therefore most likely to be practised by Risk Avoiders, although some other groups might adopt it at particular ‘risk points’, to avoid both pregnancy and STIs. 
4.15 Termination : Perceptions and Usage
Some examples of termination of pregnancy were given within the research sample; these were claimed to be as a result of one of the following: incorrect or careless use of the pill or of condoms; or not using any form of contraception at all (usually younger Risk Deniers who saw themselves as being ‘immune’ to pregnancy, that is, feeling that ‘it won’t happen to me’).  Experience of having a termination led to more careful contraceptive use, and often to consideration of LARCs (usually the injection or the implant).

In general terms, users regarded termination as an important option, but was not considered as an option that should be taken lightly, or to be used casually. Despite some perceptions of misuse, a sufficient degree of censure, shame and regret continued to exist amongst users in relation to this procedure for it to continue to be regarded as something to be avoided if at all possible by the majority.
“If it’s needed it’s fair enough, but I think people tend to do it willy nilly and it’s disgusting” 
[Females, BC1, aged 26-35, planning/considering pregnancy within the next 2 years, Birmingham]
“I first started having sex I did not think much about getting pregnant and was not using anything. One day my close friend told me she was pregnant...the day after I went to the Family Planning Clinic and asked for the pill”   

[Females, sexually active, C2DE, aged 18-25, not planning but not rejecting the idea of pregnancy, Birmingham] 
“I had an abortion when I was 16. I was young and everyone makes mistakes. After what I went through I just did not want this happen again and I went straight after on to the injection as well as using a condom. I became so paranoid!”

[Females, sexually active, BC1, aged 18-25, avoiding pregnancy, London] 
Attitudes towards abortion were very mixed amongst users: for some, it was considered as a final form of ‘emergency’ contraception (if others fail, or fail to be used).  Other users were extremely anti-abortion, and this tended to increase their perceptions of risk, impacting on their choice of contraceptive method, which was either double Dutch, or a method with very low risk of failure, such as a LARC method.

Higher exposure to abortion, or a strong aversion to consideration of abortion, both lead to more careful consideration of contraception, and especially to levels of efficacy, and therefore often to usage of LARCs.  Eliminating the risk of abortion may be a communication angle for driving use of LARCs amongst some user groups.
5.   Implications for Communications and Service Delivery
5.1   Communication/Service Needs 
Differences in needs were apparent by age and by mindset, as follows:

Risk Avoiders and Hormone Avoiders

These two types would appear to present minimal issues, given that they were generally committed and reliable contraception users, and therefore low-risk groups.  
A public campaign could, however, broaden their perceptions of the choice of contraceptive methods available to them. Their requirements for both high efficacy (particularly Risk Avoiders) and non-hormonal options (Hormone Avoiders) could also be key motivations in prompting a reconsideration of their current method, and propelling them towards LARCs.
However, both these groups would need a relatively high level of detailed information about LARC methods, and at least some degree of ‘sell’  (encouragement, reassurances, accounts of experiences of users of these methods) from a health professional whom they saw as reliable, in order to overcome the perceived barriers to LARCs.
Risk Avoiders and Hormone Avoiders are most likely to respond to a general campaign on choices along the lines of: ‘A range of options that are right for you’.
Risk Challengers

The research indicated that a particular focus on this group in terms of the messaging of a campaign may well prove fruitful. There were certainly indications that key opportunities existed amongst these users to increase take-up of reliable contraceptive methods, especially LARCs.
In terms of communications needs, aiming to readjust the way in which these users think about risk and ‘hassle’ may be one approach – they do have concerns about risk, but tend to minimise these by resorting to (consideration of) EHC or termination. Understanding relative risk appeared from the research to prompt the reaction that it may well be worthwhile to use a more reliable form of contraception than they currently do. The effort required in taking either route can be considerable (at least in terms of user perceptions), and both methods are not without risk in themselves.  
Reminders that repeat usage of EHC is not advisable (and giving clear reasons for this), and that termination carries a risk of complications (again, outlining these) are likely to raise their propensity to consider more reliable methods.  
This group also demonstrated a tendency to consider conversion when presented with information about the benefits of ease and simplicity of use of a contraceptive method.  Removing the obligation of remembering to take a pill every day, and at approximately the same time, was also seen as a benefit. Such benefit messages, alongside both normalisation (‘lots of people use these’) and planning, are likely to be essential to include alongside choice in order to have an impact with Risk Challengers.
In relation to service needs for this user group, some similar issues arose as with Risk Deniers (see below), although Risk Challengers had generally fewer needs around tone of message and accessibility. This group of users were most comfortable about using either their GP or a contraceptive specialist at a clinic for advice, discussion and prescription of a contraceptive method.
“I would prefer to go to my doctor – the doctor, you trust them more than anyone else.  And they know you.” 

[Females, C2DE, 18-25, sexually active, planning/considering pregnancy within the next 2 years, Sheffield]
Risk Challengers presented an ideal target audience for a campaign, since they were at relatively high risk, given their inconsistent use of contraception. The research demonstrated that this group were also interested in moving towards LARCs.
Risk Deniers
The key focus of any messaging for this group would be on the take-up of contraception per se (as opposed to attempting to persuade them to adopt a LARC method in the first instance). These users therefore need an education and connection message first, with a message about choices being secondary (although still important).
Risk Deniers were unlikely to consider contraception unless the issues surrounding risk are clearly addressed, so that their current mindset of denial is directly challenged. In terms of communication needs, keeping these users focused on the relative risk – encouraging them to consider if they really want to have a child at this point in their lives – will be important in keeping the consequences of sexual intercourse very top-of-mind for them, and preventing them from remaining in denial about being sexually active.
The aim of any messaging would be about changing their mindset to become planners, by normalising contraceptive consideration and use. It would also help if becoming sexual could be legitimised for these users, by the demonstration of the ‘contraceptive journey’, and the relevance of this to their own personal situation. Helping them to visualise themselves as being on such a journey may help to encourage them to move along a timeline and make the key transition from Stage 1 to Stage 2; for example, ‘Are you sure you are in the right place/do you really want to stay at this point in the journey?’
Where service needs were concerned, anonymity and confidentiality were critical for Risk Deniers. They tended to have strong concerns about visiting their GP for advice about, and prescription of, contraceptives. Some were still in their mid-teens, and feared that GPs may inform their parents about their sexual activity, especially if they were still under the legal age of consent; others – even in their late teens and early twenties fear censure about their lifestyle and behaviour from a GP who may have known them (and their family) for many years.
“The clinic - not my doctor, my parents go there, and I wouldn’t feel comfortable.” 
[Females, C2DE, 18-25, not planning but not rejecting the idea of pregnancy within the next 2 years, Slough]
Visiting a clinic can also raise concerns for some of these users – stigmatisation (about being sexually active) from people who might know them, but also a need to preserve their own privacy can be strong barriers.
“Like in the chemist, they have a little consulting room you can go in that’s private. With the doctor, you’ve got to ring up in the morning to get an appointment and sometimes you can’t, and if you’ve run out of your pill - it’s a bit frantic. But if you go into your chemist, you could just walk in and get it, especially if you’ve been on it a long time” 

 [Females, C2DE, 18-25, sexually active, planning/considering pregnancy within the next 2 years, Sheffield] 
“When I was at college, they had a little room where you could go to the nurse for condoms or injection.  But everyone could see you going in there, so I went all the way to Reading, to the clinic”  

[Females, C2DE, 18-25, not planning but not rejecting the idea of pregnancy within the next 2 years, Slough] 
Improving access to advice and prescription was always the (desired) ideal, but pro-activity can be a real issue for this group, even where resources are plentiful and easy to use, and it may be necessary to make more strenuous efforts to seek them out, using locations and environments where they are likely to be found.
Tone of voice was also critical – Risk Deniers tended to be young and under-confident, and needed a friendly, informal and accessible approach, although one which maintains a professional distance, and is not overly familiar. These users wanted to feel confident that the advice they receive is trustworthy and reliable.  The general preference was for an older, more experienced female, although too big an age gap could act as a barrier – a health professional in her early thirties was seen as the ideal.
Risk Deniers need services, and the initiation of a conversation about contraception, to come to them, with a discussion about the subject which will set them off in the right direction.
5.2
Other Service Delivery Needs 
5.2.1
Opportunities

For Risk Deniers/Under 21s
A face-to-face discussion with these users offers the opportunity for questions and clarifications. Delivery of information through schools needs to be both more consistent and more relevant, and as well as this source, other youth services such as Connexions and youth clubs should be considered.
More user-friendly leaflets (brief and straightforward, bullet-pointed, good design and interesting visuals, signposting to websites and other additional information sources) which they can take home to read in their own time would be helpful, as well as a dedicated website for their age group.
Utilising pharmacies for signposting other services and choices, and particularly subsequent to request for/supply of EHC, could also be helpful for these users.
Other segments/Over 21s

GP surgeries and clinics offer convenient access for face-to-face for most at the moment; there are, however, a number of issues relating to short appointment times and lack of specialist advice (at some GP practices). Signposting at pharmacies can be useful here (as for the previous user groups), as well direction to a dedicated website for further information.
Men

Men generally expected information about contraception choice (and usually just in terms of the decision to use a particular method) to be provided via a partner, and do not, as a rule, seek advice from health professionals in this area.  Either that, or they prefer a ‘distant’ and/or anonymous source, such as a pharmacy (for condoms) or a website (as channel for delivering information and education).
The needs of women of 21+ years were generally well catered for by existing services, but there was potential to encourage greater uptake of information and advice by, and more involvement from, under-21s and men.  

5.2.2
Tone and Language Considerations
Fairly consistent needs were identified by the research in relation to tone and language where delivery of information was concerned. The needs of Risk Deniers and under-21s differed somewhat, however, and did need special attention, since failure to meet these risks alienation of these user groups.
Tone of Voice 
This needed to be relatively informal (but still authoritative), factual and confidential.  In addition, the following approaches were seen as being welcomed by all user groups:
· non-judgemental and objective

· approachable, accessible (not intimidating)

· clear and jargon-free

· anonymous, confidential

· comfortably informal but not overly personal/intimate

· avoiding overly-personal questions

· matter-of-fact, honest, to-the-point (no ambiguity or avoidance)
· more ‘female’, caring tone 
· (appropriate) humour can legitimise behaviour and put users at ease 

Information versus Advice 
Users preferred honest facts presented in a ‘pros and cons’ style (not dissimilar to the manner of presentation of the research stimulus on the different contraceptive methods), and information and advice which they perceive was tailored to suit their own individual needs, rather than recommendations.
Over- 25s tended to be more confident about making their own selection from a range of options, and may have a more tightly-defined set of needs, based on preferences and experience. Under-25s may need more guidance in making a choice – for example, a range of questions aimed at narrowing selection down to two or three appropriate options.
Tone of voice was critical to successful engagement with Risk Deniers and under-21s, with other users being relatively less sensitive about tone. Younger audiences and Risk Deniers also required less information and more advice about options, whereas the reverse tended to be true of older users and other categories.
5.2.3
Messaging Implications
Key themes/sentiments for inclusion within messaging were as follows:
· Personal Suitability : ‘Ensure that your choice of contraception suits you and your body’

Addressing both situations and circumstances within the context of this theme aided identification by users and helped to signal that it may be time to re-evaluate contraceptive options; for example:  ‘be aware that your needs may change depending on your personal circumstances’, including:
· going into/coming out of a long-term relationship 
· a major change in lifestyle (new job?) 
· lifestage (after having a baby?),
· becoming single and ‘playing the field’ again (an area increasingly common amongst older women post-divorce, according to some health professionals, and a significant one in terms of a relative lack of knowledge amongst this group about ‘new’ methods of contraception which they have previously not needed to consider)
· 15 Options are Available: ‘If you weren’t aware of all 15 options, take the opportunity to find out more about them, and to check that you have the best option for you’
· Take Advantage of Expert Advice: ‘Expert advice is available to talk through your options and to find the most suitable option for you – so you can be sure that you have the best option for you’
· Improving Efficacy: potential exists to communicate that more effective forms of contraception are now available (this message also engaged men)

The choice of 15 options raised curiosity levels (most users perceived that there were far fewer than this), and the prospect of an option which is ‘tailored’ to meet personal requirements raises interest in seeking information from available services. Such messages were also likely to motivate users to reconsider their preconceptions (whether using contraception or not).  In addition, users who may have issues with their current method (and are unaware that they have other options) may be prompted to act to address the situation. Given the influence of word-of-mouth, the message that ‘lots of people are doing this’ also appeared likely to be a strong prompt to action.

5.2.4
Reactions to Specific Messages Tested
Those messages with most appeal were: 

People don’t know how much choice there is 
“Did you know there are 15 sorts of contraception which are available to meet with different needs and circumstances?” 
Most users were unaware of the full range of contraceptive options available for consideration, and surprise was expressed that so many existed; this message also prompted the desire to find out what the options were, and what they involved. Linking contraceptive choice with needs and circumstances emerged as being critical for users.  
Addressing the user directly was seen as making the message more personal and relevant, although the emphasis on the word you could seem slightly patronising for some.
Lots of options
“Did you know there are 15 choices of contraception available?”
The simplicity of this message to highlight the range of options appealed to users. The tone was perceived as straightforward and direct.

Different solutions for different people 
“Use the contraception that suits you and your body most – there’s lots of choice” 
This was a motivating message across all audience groups, with perceptions that it was about finding and tailoring a personal solution – as implied by the phrase ‘your body’ - being key to its appeal.  The phrase ‘lots of choice’ was also important, but a more specific reference to the actual number (as in the previous two messages) was preferred.
“I would combine the two types of statement. It’s good to know the number of different types available...but the key thing is to make sure you have the right one for you” 
[Males, BC1C2D, 26-35 yrs, wishing to avoid pregnancy, Isle of Dogs] 
Those messages with less appeal were: 

Different solutions for different times
“The right choice of contraception depends on what you need and want now” 
Views were mixed about this message: the phrase ‘different times’ did not really mean much to users, who were uncertain about what ‘times’ were meant (although a few understood this to mean ‘different times in  your life’).

‘”Different times – what does that mean?  Different times of the month?”  
 [Females, C2DE, 18-25, not planning but not rejecting the idea of pregnancy within the next 2 years, Slough] 
“Well, in a few years, I might decide to try something different.  Like if you didn’t want any more children, you might want something a bit more permanent” 
[Females, C2DE, 26-35, not planning but not rejecting the idea of pregnancy within the next 2 years, Oldham] 
Some perceived a degree of personalisation from the phrase ‘what you need’, but the word ‘now’ could seem too imperative and abrupt, and lead to disengagement.

Women have the power to choose 
“The right contraceptive option can give all sorts of advantages”
For the most part, users dismissed this message as lacking relevance, perceiving an outdated and unnecessary feminist slant, and as neither new nor motivating in terms of content. 
“I like the line about women having the power to choose.  But after that, it doesn’t really tell you anything about what there is...it’s a bit of a let-down” 
 [Females, BC1, 16-17, sexually active, not rejecting pregnancy within 2 years, Oldham] 

For some, it raised issues about rights and responsibilities in relation to contraception, and was consequently seen as unhelpful. However, the concept of ‘advantages’ was appealing to all audience groups.
The idea of a tailored solution, and personal suitability, combined with a specific number of options, emerged as being consistently appealing, with both encouraging greater interest/engagement. 

5.2.5 Messaging Channels
Key channels vary for different target audiences:
Risk Deniers

This group needed face-to-face delivery channels for initial engagement with any message. Word-of-mouth was a strong influence on choice, and it will therefore be critical to ensure that general knowledge of (and positive stories about) LARCs are prevalent amongst the user peer group. A viral approach targeted at this age group may well be appropriate. The opportunity to utilise technology (websites, interactivity) to drive knowledge levels, and thus choice, even further may also be worth considering.
Other Segments

(National) media is considered helpful in disseminating the broad message about choice to other user groups; this would, ideally, be followed by an appropriate approach from relevant services, opening up alternative options. A dedicated website with more detailed information, and the facility to respond to queries on different methods of contraception, would also be helpful.
Men

A range of different media channels are likely to be required to drive awareness amongst men, since they currently have little contact with contraceptive services, with the exception of pharmacies (although most are unlikely to engage with any advice or discussion in this public environment).  Signposting to a dedicated website can be helpful, however, to facilitate a distant/anonymous approach. Potential also exists to increase knowledge and awareness amongst men via approaches through their partners.
*  *  *  *

APPENDIX 
User Discussion Guide
1689 DISCUSSION GUIDE DRAFT 1: CONTRACEPTION 

Mini-Group Discussions and Depth Interviews (1 ½ - 2 hours) with Users
N.B This Guide indicates the areas to be explored in the discussion, the likely order in which topics will be covered and the kinds of questions and techniques which may be used.  There will be some flexibility of discussion, however, to account for each individual being interviewed, and to focus on areas most relevant to them.  

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

Introduction

· Moderator 

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

· Inform
· Explain topic of discussion is on Sexual Health and Contraception. Overall, the project is to help understand how to improve the services available in relation to these areas, and the best type of service provision for all users of these services.

· Explain need for honesty/that there are no expectations around answers etc, and reassure on confidentiality of material/personal details and independence of Define

Moderator to note use of language, terminology, tone and inflection throughout all depths and groups 

Brief Background

Aim to gather information related to various user backgrounds.

Introductions
18-46 Female/Male Depths and mini-groups:

· Moderator to obtain brief background details from each respondent – first name, occupation/field of study, interests, family details (singe/married/ living with partner, presence/absence of children, ages of children where relevant), if in relationship, for how long.

For 16-17 Female friendship pairs and depths:

· Moderator to ask for brief background details – first name, whether in education, employed or otherwise, interests, family background (siblings, living in family home or elsewhere), whether in relationship, and for how long.

Biological Knowledge of Pregnancy and Perceptions of Risk in relation to Pregnancy

Aim to establish current levels of knowledge about pregnancy and human reproductive biology. 

N.B. Moderator to explain that the aim of this section is to understand what they know and have heard about getting pregnant. Again, moderator to be sensitive to responses, that it doesn’t feel like a test as they are not expected to be ‘experts’ about this.

· What have you been told/do you know about how women become pregnant? Moderator to obtain spontaneous responses, and then to probe, as appropriate, depending on levels of knowledge:

· What do you know about how pregnancy happens – the actual mechanism/biology of the process? [Explore aspects such as ovulation cycle and fertilisation as appropriate]
· What do you know about when a woman is most/least likely to get pregnant? When is a woman more at risk of getting pregnant?
· How does a woman know when she is pregnant?
· Where/from whom did you find out this information? [Moderator to probe re. school, family member, friend(s), GP, sexual health clinic, etc.]

· What if any myths/stories/‘old wives tales’ have you heard about pregnancy and how women get pregnant? 
· Where/from whom do these come?
· What if anything do you think you might still not know about pregnancy e.g. how it happens, and how to prevent it, or any areas where you feel you need more information about these topics?

· Which areas, and why do you think you still need this information? 

Spontaneous Awareness of Contraception

Aim to explore user awareness and general perceptions of different types of contraception 

Moderator to note type of language and tone used to discuss the different contraceptive types and in conversation in general. 

· What have you been told/do you know about how to prevent pregnancy? [Moderator to obtain spontaneous responses, and then to probe, as appropriate, depending on levels of knowledge:]

· What have you been told/do you know about the most/least effective ways to prevent pregnancy? Why do you think these ways are/are not effective?

· Where/from whom did you find out this information? [Moderator to probe re. school, family member, friend(s), GP, sexual health clinic, etc.]

· Can you tell me all the types of contraception you have heard of? [Moderator to select ones mentioned from a range of cards/write down any additional ones]
· Any others? 
Moderator conduct a card sort (rotate order with rating task)

· Can you put these cards of contraceptives into groups that are similar? [If necessary moderator to give the group some prompts – e.g. group by availability, ease of use, how effective they are etc]
· Why and how you have made these groupings? 

· Which ones were more obviously in one group than in another? Why was that? Which ones were harder to group? Why was that?

· Could any of these fit into more than one group? Which ones and what are the reasons for this?

· What other ways do you think there might be of grouping these different types of contraception? What are the reasons for these new groupings?

· Do you think other people would group these different types of contraception in the same way as you have?  Who might group them differently, and what are the reasons for this? [Moderator to probe re. parents, friends, health professionals (doctors, practice nurses, sexual health nurses, etc), as appropriate.]

· If not grouped like this ask: Could you group these different types of contraception by which you think are the most and least effective? Moderator to probe reasons for grouping, once selected.  

Contraception Rating Task (rotate order with card sort)

Moderator to hand out the Self-Completion Scoring Chart and explain how to fill it in – respondents are to give a score out of 10 for each contraceptive type they know about – those they haven’t heard of or don’t know about can be left blank.

Moderator to then collect charts together and move onto next section (no ‘in-group’ analysis is necessary). 

For each contraceptive type mentioned:

· What can you tell me about this type of contraception? 

· What have you heard about it? Where from?

· How does it work?

· How do you use it?

· How does it prevent pregnancy? [Explore real understanding of the basic ‘science’ of how it prevents pregnancy]

· What types of people use this form of contraception? Who is it for? Why?
· Have you ever used this yourself? When? Why/why not? Do you know of anyone who has? What were your/their feelings about using it? Moderator to probe for ease of access, ease of use, efficacy, etc.

· If not used it – how likely do you think you would be to try this form of contraception? Why/why not?

· What are the benefits/reasons for using this form of contraception? What’s good about it? Why? [Explore all, for selves and others and any stories]

· What are the drawbacks/barriers to using this form of contraception? What’s bad about it? Why? [Explore all, for selves and others and any stories] 

· What if any side effects are there of using this? What experiences have you had? [Explore of perceived as positives or negatives and why]

· How effective do you think it is at preventing pregnancy? Why?

· If relevant: Would you ever use this alongside any other form of contraception?  Which ones? Why/why not?

· What, if any, stories/old wives tales/myths have you heard about this method of contraception? Where/from whom did you hear about them? What did you think about that? Why?

· How effective do you think this form of contraception might be in preventing STIs?  What are the reasons for this?

Factors Affecting Consideration/Usage of Contraception 
(checklist of areas to cover if not covered previously as and when most appropriate/raised in the discussion)

To establish the key considerations and determining factors behind contraceptive choice.

Moderator: the following questions to be used as appropriate across age, lifestage and gender; the phrase ‘and/or your partner’ has been included where necessary, as a reminder of this, and especially to cover situations where the woman in a partnership takes responsibility for, and is the sole user of, any contraception.

Moderator to also note differences in response in terms of type of relationship; that is, between those respondents who are single, those in fledgling relationships, and those in longer-term relationships.  Also, to note any differences in response from those who are (or claim to be) bisexual. 

Cover any areas not already covered in previous sections as appropriate:

Current use of contraception

· What, if any, forms of contraception are you/your partner using at the moment?

· What do you think your/your partners risk of getting pregnant is? Why?

As appropriate, for all those who are using contraception:
· How long have you been using this/these type(s) of contraception?

· Which other type(s) of contraception have you used in the past? When?

· What led you (and/or your partner) to choose the method of contraception that you (and/or your partner) are currently using/those you used in the past? Moderator to probe for perceived benefits e.g. ease of use/access, perceived efficacy, lack of side-effects, protection against pregnancy versus STIs, etc.
· How easy is this form of contraception for you (and/or your partner) to use and to manage (for example, to remember to take, or to get a new prescription, or to have fitted, or to purchase)? What makes it more or less difficult?

· What, if any, did you (and/or your partner) consider to be the negative aspects of using this method/these methods of contraception? What were the reasons for these? Moderator to prompt re. potential side effects – weight gain, irregular periods, heavier periods, mood swings, ease of use, access issues, more/less effective, etc 
· If relevant: Why did you (and/or your partner) decide to change your/(their) method of contraception? [Moderator to prompt on how different life stages and circumstances may have affected contraceptive choice; for example, following the birth of the first child, being (newly) single versus starting/being in a relationship, as well as health and body-related issues such as weight gain, irregular periods, heavier periods, mood swings, protection against pregnancy versus STIs etc.]
· Who did you (and/or your partner) talk to/consult when making the decision about which type(s) of contraception to use?  [Explore the extent to which contraception is discussed with others and whom and probe for family, friends, health professionals] Why that person/those people?

· To what extent do you consider STIs in deciding what type of contraception to use? Why?

For those not using contraception:

· What stops you using contraception (now/in the past)?

· What would make you consider using it? Why?

Considering contraceptive use

· What makes people/you start to think about using contraception? [Explore all prompts e.g. being in a relationship, concern about STIs, comments from friends etc]

· When/at what stages/circumstances do people/you consider using contraception? Why?

· When/what makes using contraception necessary/more important? Why?

· When if ever do people/you not consider using it? Why?

· What things might prevent people from using contraception/start using it? Why?

Considering Double Dutch

· When/why would people/you consider using a condom as well as another form of contraceptive like the pill or the coil? Why/why not?

· How often do/likely are you to do this?

· What would encourage you/prevent you from doing this?

Risks of pregnancy vs risks of using contraception

· What risks are you aware of for a woman when she is pregnant? [Explore practical, physical and emotional risks. Moderator to probe sensitively here, bearing in mind the various problems which may arise, both biological and emotional, in this area, including miscarriages and fertility problems, family and community stigma, and any religious sensitivities.]

· In summary from what we’ve discussed what do you see as the main risks of taking contraception? Which of these are you most/least concerned about? Why?
· How would/do you compare the risks of getting pregnant/risks in pregnancy against the risks of taking contraception? Why?
Bubble Diagrams for Partner Interaction
(cover as and when appropriate in the discussion)
N.B. Moderator to again be aware of sensitivities relating to age, lifestage and relationship status; the phrase ‘a/your partner’ has been included as a reminder of this, where necessary

Moderator to ask each respondent to fill in a bubble diagram for a/their partner interaction. Collect responses together and then ask:

· What if any differences are there in the ways in which men and women view contraception? 

· Why do they exist/how do they come about?  

· Where/who do you think they come from? What informs these different opinions? 

· To what extent do you discuss contraception with a/your partner? Why/why not?

If appropriate:

· What kind of things do you discuss with a/your partner in relation to contraception?

· Who might initiate the conversation? You or a/your partner?

· At what point/when might this conversation occur? How might it be brought up? Can you give me an example? 

· What areas might you discuss with a/your partner in relation to contraception? What are the reasons for this? Moderator to prompt re. method used, reasons for usage, pros and cons, cost, effectiveness, etc.
· What areas might you not discuss with a/your partner in relation to contraception? What would be the reasons for this? 

· What might a/your partner’s reaction be to discussing contraception? What do you think are the reasons for this?

· How influential would you say a/your partner’s opinions are on your choice of contraception? Are there any times when they might be more/less influential? What might be the reasons for this? 

Prompted Response to Contraception Stimulus

Moderator to explain that a range of different types of contraceptive will be shown with information about each – covering the full range of contraceptive options available (some of which we may have already discussed and some which we may not) 

Moderator to cover in more detail those types of contraception which have not come up spontaneously in the previous discussion. 

Show examples from Contrapack as relevant.

In groups - Moderator to put respondents into pairs/trios and hand out half the options to one group and the other half to the other group (one A4 sheet for each contraceptive type). Ask each group to split the types between them to read/ evaluate the information explaining they can write what they already know, what is new info, what surprises them etc on the page and then share it in their pair/trio.

As the whole group - gather info on each contraceptive type focusing on new info:

· What information was new for you? What if anything is surprising? Why?

· Now you have heard all this information, what does that make you think/feel about this type of contraception? [Ensure understanding of what info makes them more/less interested in this form of contraception]

· How do you think that it compares to other contraceptive choices available? What are the reasons for this? Moderator to again probe availability, ease of use, efficacy, etc.

· How more/less likely are you (and/or your partner) to consider using it? What are the reasons for this? Moderator to probe ease of use, efficacy, etc.

Checklist for LARCS - Moderator ensure specific probing around LARCs, aiming to establish more detailed attitudes toward them if not discussed in detail in previous conversation

· In your opinion what would you say are the positives of this type of contraceptive methods? What are the reasons for this? 

· How do you feel that this type of contraception compares to any of the other types which have been discussed?

· In your opinion what are the negatives of this type of contraception? What are your reasons for saying this?

· How popular/widely-used do you think this type of contraception is? Who/what kind of person do you think is most/lease likely to use it, and why?

· Have you (and/or your partner) ever sought information about this type of contraception? 

· If yes, then where/who from? When? 

· What were the reasons for asking about this form of contraception?

· What did you learn that interested you (and/or your partner)? 

· What was your (and/or your partner’s) conclusion? Did you (and/or your partner) decide to use this form of contraception?  Why/why not?

· Would you consider/feel it necessary to use any other form of contraception whilst you/your partner was using this one?  Why/why not?

· What is your overall impression of this type of contraception, and the different forms which it takes?

· Can you imagine recommending them to someone? Why/why not?

· Can you imagine you/your partner using them?  Why/why not?

Card Sort 2

Aim to try and establish what respondents have either learnt or reconsidered over the course of the discussion which might lead them to change their opinions about the different types of contraceptive available, and in what way. 

Moderator to ask respondents to group the contraceptives once again, this time including the ones they had not mentioned spontaneously 

· Can you explain to me why and how you have made these groupings? 

· Which ones/in what way have you grouped differently from the previous exercise?  What are the reasons for this?

Accessing Contraception/Service Issues 
(discuss as and when most appropriate)

Moderator to explain that we’d now like to explore a little bit about the practical side of obtaining contraception -  how respondents might/do physically obtain contraceptives, what that involves and how they feel about this.

Moderator to ensure questions are given the appropriate slant for those not currently sexually active, posing questions as hypothetical:

N.B. Moderator to again be aware of any differences in terms of access relating to age, lifestage,  relationship status and gender; the phrase ‘and/or your partner has been included as a reminder of this, where necessary, and especially to cover situations where the woman in a partnership takes responsibility for, and is the sole user of, any contraception.

· Where do/would you (and/or your partner) go to get advice about contraception? Where else? [Explore verbal and written forms]

· From where/whom do you/would you (and/or your partner) obtain (prescribed, fitted or purchase) contraception? 

[List all] [Moderator to probe for GP, sexual health/FP clinic, etc.]
· Why do/would you use those places/people? Why not?

· For contraception users: Thinking back to times when you’ve used contraception services (GPs, pharmacists, SH clinics etc) - how did you (and/or your partner) feel about the experience of getting/discussing contraception?

· Can you give me some positive/negative examples? What was good/not so good about it? Why?

· What did you think about the levels of advice you were given when choosing your current –or any other – form of contraception? 

· How much advice did you want to receive?

· To what extent had you already decided what contraceptive you wanted? How open were you to discussing other forms of contraception? Why/why not?

· How much choice were you given/was discussed? What was covered/not covered?

· What did you think of the level/type of information about the different forms of contraception available to you?  Can you give me any examples? [Explore reactions to any written info in terms of style/content/tone]

· To what extent were you advised to use more than one form of contraception? Why? [Probe if advised to also use condoms to prevent STIs and reactions to this and reasons]

· Anything else you (and/or your partner) needed to know, but were not told? 

· Have you (and/or your partner) ever found it hard or difficult to obtain contraception? Why? What did you (and/or your partner) do? [Moderator to prompt on the ‘morning after’ pill, and prompt on refusals from GPs, clinics, pharmacies etc]

· What improvements could be made in relation to these places/people which might make things easier for you (and/or your partner)?

· How easy/difficult is it to discuss contraception with health professionals?  Why? How does it compare to other medical/sexual matters? [Explore how contraception is perceived i.e. as overtly medical, sexual or whole body health]

· Where would you (and/or your partner) definitely not go to either talk about or to obtain contraceptives? What are the reasons for this?

· When talking about contraception with different types of people (friends versus GPs versus family, versus clinic nurses), is there anything which makes it more or less difficult for you to discuss?
· What difference does the (type of) person with whom you (and/or your partner) are discussing it make? 

· Ideally, with what kind of person do you (and/or your partner) want to discuss contraception?  What are the reasons for this? [Moderator: if difficult for respondents to articulate, conduct a personification exercise of the ‘ideal’ person – describe how they look, how they sound, age, gender, etc., in order to tease out tone and value issues? ]

Continue with exploring the type of conversation they would prefer to have with this person; for example:

· Should they ask you (and/or your partner) lots of personal questions? Or is it better to talk about ‘the facts’? 

· What issues would you (and/or your partner) discuss? How would you (and/or your partner) feel during this discussion?  

· What areas would be more/less important to you (and/or your partner)?

As appropriate to age and lifestage:

· Looking back over time, does anything stand out as being markedly different in terms of how you (and/or your partner) obtain advice about contraception, and contraceptives themselves from when you (and/or your partner) first started using contraception and now?  Why do you think that is?

· Can you give me any examples of particular points where your (and/or your partner’s) attitude toward contraceptives either changed, or you (and/or your partner) had to think again about your choices? What were the reasons for this? What personal and other influences were involved? Moderator to probe for biological of other changes, GP/clinic advice, media information, etc.

For all:

· Where/how would be your (and/or your partner’s) ideal way to obtain information about contraceptives? Prompt as appropriate for internet, GP surgeries, FP and sexual health clinics, pharmacists, youth groups/clubs, schools/colleges, etc
· How/in what form would you (and/or your partner) like this information? What are the reasons for this? How would you not want it presented to you? Why is that?

Messaging Directions
Moderator to explain that we would like to show them a  number of ways of talking about the range of contraceptives available, and obtain opinions on which are more or less appropriate for them.  

Moderator to present each angle individually, and read out to respondents, obtaining respondents thoughts on each, before presenting all together. 


ROTATE ORDER shown

	Lots of options

Did you know there are 14 choices of contraception available?

	People don’t know how much choice there is

Did you know there are 14 sorts of contraception which are available to meet with different needs and circumstances?

	Different solutions for different people

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

	Different solutions for different times

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

	Women have the power to choose 

The right contraceptive option can give all sorts of advantages


For each:

· What are your initial thoughts about this? [Explore message angle and example message] Why?

· What do you like/dislike about this?  Why?

· How would you describe the ‘tone of voice’– the way in which it is speaking to you?  How does this make you feel?

· What does this make you think or feel about contraception and the contraceptive advice which you receive? In what way(s)?

· Would/could you make any changes to this which might improve it from your point of view? What changes?  What are the reasons for this? 

Place the message angles out on the floor or on a desk, and ask respondents which ones like they like most and least, exploring reasons for this. Which ones have the right tone and style of language to be effective at encouraging people to seek out further information about contraception, and from whom.

Summary

Aim to summarise user thoughts and ideas, focusing on key needs and issues

· What stands out most from everything which we have discussed today? 

· What do you think might need to be done to improve the services available to people seeking contraception?  

· If it was your responsibility, what would you recommend in terms of improving advice about, and provision of a wider range of contraception to the public? What about information about, and provision of, LARCs in particular.

· Any other comments
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RECRUITMENT QUESTIONNAIRE: Contraception

CONTACT DETAILS

Interviewer: __________________________________________________________________________________   

Respondent  __________________________________________________________________________________

Address:  _____________________________________________________________________________________

________________________________________________Post Code: ________________________________

Tel._________________________(Hm) ___________________________ (Wk)______________________(Mobile)

Please note method of recruitment: (tel/f2f/snowballing/list) ………………………………………..


INTRODUCTION

Good morning/afternoon/evening.  My name is (…) from Define Research and Insight. We are an independent market research company.  We are looking for people (aged between 16 and 46 years old) to take part in an informal market research discussion about views on contraception.

Please explain to the respondent that as part of this questionnaire you are going to ask them some personal questions that you would like them to answer as honestly as possible.  Ensure that they understand that anything they tell you will not be repeated to anyone else that knows them and that anything they say in a discussion will not be used with their name attached and their name will not be passed on to anyone other than the researchers working on the project. Please ensure they understand that if they take part in a group discussion they will not know anyone else there (apart from the 16-17 years olds who will be in friendship pairs). Please stress that if they feel at all uncomfortable answering any of the questions either now or during the interview they are free to stop.

Individual depths or mini-groups (4 or 5 respondents who will not know each other). 

	AGE and GENDER
	INTERVIEW TYPE AND LENGTH

	16-17 women
	Sexually active OR sexually inactive:

Friendship pairs – 1.5 hours

	18-46 women
	Sexually active: 

Mini-groups – 2 hours
Non-sexually active:

Depth interview – 1.5 hours 

	18-46 men
	Sexually active:

Mini-groups – 2 hours


Quotas:

4 close friendship pairs of sexually active 16 – 17yrs females

8 respondents

2 close friendship pairs of non-sexually active 16 – 17yrs females

4 respondents

18 mini groups (4-5) with currently sexually active 18 – 46yrs females
72 – 90 respondents 

9 depth interviews with non-sexually active 18 – 46 years females

9 respondents

9 mini-groups (4-5) with sexually active 18 – 46yrs males

36 -45 respondents 

MAIN QUESTIONNAIRE

Q1. Do you or any of your close friends or relatives work in the following occupations?

Market Research
1 – CLOSE 
Journalism
2 – CLOSE 

Advertising/Marketing
3 – CLOSE 
Government
4 – CLOSE 

Television 
5 – CLOSE 
Public Relations
6 – CLOSE 

Health professional
7 – CLOSE

Q2. Have you ever taken part in a market research, depth interviews or group discussion on any subject?

YES  
1     
When was this?__________________________________________________________




What subject? ___________________________________________________________

NO  
2

CLOSE - IF TOOK PART IN ANY MARKET RESEARCH IN LAST 6 MONTHS




CLOSE - IF ATTENDED ANY MARKET RESEARCH AT ANY TIME ON SIMILAR SUBJECT

Q3. Gender  - please circle

Male

1






Female

2


Recruiter - Please check quotas
   

Q4. How old are you?
Under 16

1     CLOSE
16 – 17

2

18 – 25

3

26 – 35

4

36 – 46

5

Over 46

6      CLOSE

Recruiter – check quotas and please ensure a spread of ages within each eligible bracket

Q5. Sexual Orientation – how would you describe your sexual orientation? Which of the following would you describe yourself as…

Heterosexual







1

Homosexual







2
CLOSE

Bisexual







3

Recruiter – please ensure no more than one bisexual in a group and no more than 3 or 4 overall
Q6. Relationship status – which of the following most accurately describes your relationship status?

Not in a relationship





1

In a relationship of 0 – 3 months



2

In a relationship of longer than 3 months 


3


Recruiter - please ensure a spread of respondents across the sample range

Q7. Sexual Activity – which of the following statements would you use to describe your own sex life most accurately?

Recruiter - show respondent a card with the different options, ask the respondent to give the code to their answer

Long term celibate / intending to avoid sexual activity for a sustained period

1
CLOSE

Not sexually active at the moment (not had sex in the last 6 months) but intend to be/
would consider it in the future








2
Go to Q9
Currently sexually active








3
Go to Q8
Not had sex yet but intending/hoping to do so in the future




4
Go to Q9
Recruiter - note, if respondent codes 3 then go to question 8, otherwise move to question 9

Q8. Only for respondent who coded 3 to question 7. 

Sexual activity continued – which of the following statements would you say describes how you view your sex life most accurately?
Recruiter to show respondent a card with the different options, ask the respondent to give the code to their answer

I have an active sex life with one partner







1

I have an active sex life but with no fixed partner






2

I have an active sex life mostly with multiple or concurrent partners




3

I have an active sex life with a partner but occasionally either I, or they, have one night stands
4

I have an on/off long term partner with whom I am sexually active, they, or I, may be sexually 
active with other partners









5

Recruiter -  please ensure a spread of respondents throughout the sample
N.B. Concurrent meaning seeing more than one sexual partner at any one time
Q9. Attitude toward becoming pregnant – which of the following statements would most closely describe your situation
N.B. for men, please explain that the statements below refer to their and their partner’s plans for the next couple of years
Hoping/planning to become pregnant within the next two years




1

Considering becoming pregnant within the next two years





2

Not planning but not rejecting becoming pregnant in the next two years



3

Wishing to avoid pregnancy within the next two years





4

Check Quotas – (NB codes 1 and 2 mix into one attitude type)

Q10. Do you have any children? 

Yes








1

If yes how many?..........................................

No








2

Recruiter - please ensure a spread of those with and without children, but for the 36-46yr age range please ensure that at least 2-3 per group have children and that at least one of those has teenagers. 

Q11. Contraception (for SEXUAL ACTIVE WOMEN ONLY) – can you tell me which form(s) of contraception you currently use? Recruiter ensure UNPROMPTED 

Condom

1

Withdrawal

2

Safe period/Rhythm method/natural family planning
3

Cap/diaphragm

4

Combined Pill

5
Progesterone only/mini pill
6
IUD/IUS/Coil

7
Female Condom

8
Emergency contraceptive pill (morning after pill) 
9
Contraceptive implant

10
Contraceptive injection

11
Contraceptive patch

12
None of the above

13
Don’t know

14
Recruiter - ensure a good spread of contraceptive usage across sample

Q12.a  Contraception (MEN ONLY) – which of the following statements do you agree with most

I feel at ease talking with my partner about contraception and do so regularly


1

I feel at ease talking with my partner about contraception but rarely do so



2
I am at ease talking about contraception but unwilling to do so with my partner


3
I am uneasy talking about contraception with my partner but do sometimes discuss it anyway
4


I am uneasy talking about contraception and will avoid discussing it with my partner

5
 

Recruiter – ensure a spread across the sample

Q12.b  Contraception (MEN ONLY) – which of the following statements do you agree with most

I am prepared to discuss contraception in a group with other men



1

I am not prepared to discuss contraception in a group with other men 


2
CLOSE
Q13. Use of services – which of the following have you been to, to discuss or get/get a prescription for contraception?

The GP

1

A practice nurse

2
Pharmacy 

3
Family planning/sexual health clinic e.g. Brook
4
Other (please specify………………………………………………….)
5

None

6


Recruiter - ensure a spread of use (codes 1-5) and non use (code 6) of services and gain a spread of type of service used (codes 1-5)

Q14. SEG – Please specify occupation/working status………………………………………………….
A

1

B

2
C1

3
C2 

4
D

5
E

6
Check quotas

Q15. Ethnicity – which of the following would most accurately mirror how you would describe yourself?

White

1

Black (African/Caribbean)
2

Asian (Indian/Pakistani/Bangladeshi)
3

Chinese

4

Mixed (write in) ​​​​​​​​​​​​​

5

Other (write in)

6

Recruiter – please ensure a minimum of 12 respondents from ethnic minorities across whole sample, including at least 4 Asian, 4 African, and 4 Afro-Caribbean. No more than 1 respondent from an ethnic minority per group

Q16. Religious beliefs – which of the following would you describe yourself as?

Christian (please specify)……………………………………….............1

Muslim

2

Hindu

3

Sikh

4

Jewish

5

Other (please specify)..................................................................6

Not Religious 

7

Recruiter – please ensure a spread of religious and non-religious respondents across the sample
User Contraceptive Rating

Contraception Scoring Exercise

Instructions: Please fill in the following scoring chart individually using your personal opinions only.
Please give each of the contraception types that you know of below a score from 1 to 10 for each of the categories. 
For those you don’t know about please leave them blank.

For ‘Ease of Use’ a score of 1 = not at all easy to use, 10 = extremely easy to use. 

For ‘likelihood to use’ a score of 1 = not at all likely to use this method, 10 = extremely likely to use this method. 

For ‘How effective is it’ a score of 1 = not at all effective, 10 = 100% effective 

	Contraception Type
	Ease of use 
(score 1 - 10)
	Likelihood to use (score 1 - 10)
	How Effective is it?

(score 1 - 10)

	Condoms
	
	
	

	Female Condoms
	
	
	

	Natural Family Planning method/

Safe period method/

Rhythm method
	
	
	

	IUD (Intra-uterine Device)
	
	
	

	IUS (Intra-uterine System)
	
	
	

	Emergency Hormonal Contraception (morning after pill)
	
	
	

	Contraceptive Combined Pill
	
	
	

	Progesterone only Pill (mini pill)
	
	
	

	Contraceptive Implants 
	
	
	

	Contraceptive Injection
	
	
	

	Contraceptive Patch
	
	
	

	Diaphragm (cap)
	
	
	

	Male Sterilisation
	
	
	

	Female Sterilisation 
	
	
	


User Projective Technique – Bubble Drawing 
(to elicit partner dialogue)
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Contraceptive Method Stimulus
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

Women take a small tablet each day to stop them getting 

pregnant. The pill contains hormones (oestrogen and progestogen) 

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

ovaries each month (called ovulation).

POSITIVES:



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



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

lots of different types of pill to choose from.



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



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



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

fibroids, ovarian cysts and non-cancerous breast disease.

NEGATIVES:



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



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

you are taking it.



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

mood changes, particularly in the first few months.



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



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



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



Can’t take the combined pill when breast feeding.

Combined 

Pill

How effective?

Can be 99% 

Only if used 

correctly – if not, 

more women will 

get pregnant. (NICE 

LARC guidelines 

reported 92% 

efficacy in general 

use)
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

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

pregnant. The pill contains progestogen only and helps to prevent 

pregnancy by thickening the mucus from the cervix, making it 

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

POSITIVES:



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



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



Useful for women who cannot take estrogen. 



You can use it when you are breastfeeding.



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



It may help with premenstrual symptoms and painful periods. 

NEGATIVES:



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



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

are taking some other medications.



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

become irregular, light or more frequent.



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

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



It won't protect you from STIs.

Progestogen

Only Pill 

(POP)

How effective?

Can be 99% 

Only if used 

correctly – if not, 

more women will 

get pregnant. (NICE 

LARC guideline 

reported only 92% 

efficacy in general 

use)


[image: image24.emf]WHAT IS IT:



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

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

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

professional.

IUS : 

Made of plastic incorporating hormone. Slowly releases progestogen making the 

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

cervical mucus.

IUD : 

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

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

tube and thus preventing fertilization and/or implantation. 

POSITIVES:



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



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

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



IUD can also be used for emergency contraception.



Normal fertility returns immediately on taking either out. 



Both can be used whilst breastfeeding.



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

NEGATIVES:



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

to be sure it is in place. 



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

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

may stop altogether. 



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

first few months.



Neither will protect you from STIs.

Intra-uterine

IUS/IUD

How effective?

Over 99%

(NICE LARC 

guidelines indicate 

IUS 99.9% and IUD 

99.5% efficacy in 

general use) 


[image: image25.emf]WHAT IS IT:



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

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

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

bowl of the diaphragm and along its edges before inserting high 

into the vagina so it covers the cervix.



Health professional measures for diaphragm during vaginal 

exam.

POSITIVES:



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

one can plan ahead and has control. 



No hormones required. 



No serious health risks attached.

NEGATIVES:



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



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

lubricants such as petroleum jelly, or baby oil. 



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



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

hours.



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



Some women develop Cystitis



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

Diaphragm

How effective?

92 to 96% 

Only if used 

correctly – if not,  

more women will get 

pregnant


Message Directions

Suggested Positioning Statements

	Lots of options

Did you know there are 15 choices of contraception available?

	People don’t know how much choice there is

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

	Different solutions for different people

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

	Different solutions for different times

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

	Women have the power to choose 

The right contraceptive option can give all sorts of advantages
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[image: image26.emf]WHAT IS IT:



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

oestrogen and progestogen and into the bloodstream to prevent pregnancy. 



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

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

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

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

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



Health professional prescribes.

POSITIVES:



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

off.



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



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

ovarian cysts, and non-cancerous breast disease. 

NEGATIVES: 



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



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

avoid pregnancy. 



It is visible on the skin.



May increase blood pressure and cause some temporary side effects 

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

within a few months).



The patch does not protect against STIs.

Patch

How effective?

Over 99% 

Only if used correctly 

– if not, more women 

will get pregnant

[image: image27.emf]WHAT IS IT:



Condoms are a barrier method of contraception and are made of 

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

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

egg.

POSITIVES:



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

of contraception which can protect you against most STIs. 



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

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



Lots of flavours, textures, shapes and sizes.



Only contraception which men use.



There are no hormones involved.

NEGATIVES: 



Men sometimes complain about using condoms as they reduce 

sensation.



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



They can split or slip off if not used correctly.



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

Condoms

How effective?

95 to 98% 

Only if used correctly 

– if not,  more 

women will get 

pregnant

[image: image28.emf]WHAT IS IT:



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

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

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

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

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

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

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

POSITIVES:



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



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



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

required for 7 days.



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



Can be removed and normal fertility will return.



You can use it whilst breastfeeding.



Offers some protection against pelvic inflammatory disease, and some protection 

against cancer of the womb. 



May reduce heavy, painful periods. 

NEGATIVES: 



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

mood and sex drive can occur also. 



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

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



Must be inserted by a trained health professional



Doesn’t protect against STIs. 

Implants

How effective?

Over 99% 

(NICE LARC 

guidelines –

reported 99.995% 

efficacy in general 

use)

[image: image29.emf]WHAT IS IT:



A long acting revisable contraceptive and so one of the four 

most effective methods. An injection of progestogen delivered 

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

protect a woman from becoming pregnant. 



Progestogen works by preventing ovulation (the release of an 

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

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

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

POSITIVES:



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



May provide some protection against cancer of the womb. 



You can use whilst breastfeeding. 



Not affected by other medicines. 



May relieve heavy periods and help with premenstrual symptoms in some 

women. 

NEGATIVES: 



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



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

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

continue for as long as the injection lasts.



Does not protect against STIs. 



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



Reduces bone density during use.

Injection

How effective?

Over 99% 

(NICE LARC 

guidelines –

reported 99.9% 

efficacy in general 

use)

[image: image30.emf]WHAT IS IT:



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

pregnant, you can: 



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

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

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

OR



Take an emergency hormonal contraceptive pill (also known 

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

POSITIVES:



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



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



You can get the emergency hormonal contraceptive pill from a chemist 

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

sexual health clinic or A&E.

NEGATIVES: 



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

rapidly down to 58% after 72 hours.



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

headaches, breast tenderness and tiredness.



EHC: not recommended as a regular form of contraception.



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

Emergency 

Contraception

How effective?

• IUD up to 95% within 5 

days 

• EHC: up to 95% within 

24hrs, up to 

85% within  25-48 

hours, up to 58% if 

taken between 49-72 

hours 

Only if used correctly –

if not,  more women will 

get pregnant

[image: image31.emf]WHAT IS IT:



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

the vagina and loosely lines it. 

POSITIVES:



No medical side effects.



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

type of contraception that can protect you against most STIs.



NEGATIVES: 



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

risk of pregnancy increases.



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

the female condom by mistake.



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

Female 

Condoms

How effective?

95% 

Only if used correctly 

– if not,  more 

women will get 

pregnant
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

The Natural Family Planning/Safe Period/Rhythm method 

is a method of birth control that uses various fertility 

indicators during the menstrual cycle to identify your 

fertile time then you make sure not to have unprotected 

sex during this time.

POSITIVES:



Self administered method once learned. 



No use of hormones.



Better awareness of fertility.



Acceptable to all faiths and cultures.

NEGATIVES: 



Cannot be guaranteed to work. 



Requires a partner willing to co-operate.



Requires a steady monthly cycle and high degree of self 

awareness.



No protection against STIs.



Can take 3-6 months to learn effectively.



Need to avoid sex or use condoms at fertile times.

‘Natural Family 

Planning’/ 

‘Safe Period’/ 

‘Rhythm method’

How effective?

Possibly, with a regular 

cycle, between 80-90% or 

maybe higher.

Not recommended for 

women with irregular 

cycles.

