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Abstract 

Background 

Aboriginal people face well documented inequalities in health outcomes, including reproductive 

health. Access to acceptable, safe, and reliable contraception for women who do not want to be 

pregnant and preconception care for women who might become pregnant is an important 

reproductive health right.  At the commencement of this project there was a scarcity of up to date 

information on remote Aboriginal women’s experiences with contraception, pregnancy planning 

and preconception care and a lack of guidance for services about how to improve their care in 

these areas.  

Aims 

This project aimed to improve the understanding of reproductive health issues of importance to 

Aboriginal women and contribute to improving reproductive health related services in remote 

parts of the Kimberley region of Western Australia. This involved: exploring women’s experiences 

in managing their reproductive health and the formation and expression of pregnancy intentions; 

describing contraception use; exploring the acceptability of different contraceptive methods; 

exploring women’s experiences accessing reproductive health care; and describing the 

preconception care currently being delivered.  

Methods 

A process of iterative community consultation guided project planning, implementation and 

analysis throughout. This project utilised a range of methods to address the different aims. 

Quantitative methods involved electronic and manual extraction of information from the 

electronic medical record system used in participating communities (MMex, ISA technologies) to 

examine patterns of contraception use and the delivery of preconception care. Quantitative 

analysis was largely descriptive with additional survival analysis and analysis of trends over time. 

Qualitative data included semi-structured one-on-one interviews with women residing in 

participating communities (n = 27).  Towards the end of the project a regional pre-conception 

protocol was developed on behalf of the Kimberley Aboriginal Health Planning Forum.  

Results 

A single long-acting reversible contraception (LARC) method (the etonogestrel implant 

(Implanon®) was by far the most common contraception used, had high continuation rates and 
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was understood as effective and accepted by many women in the communities involved. Overall, 

prevalent contraception use was lower than national figures. For some women a more ‘discreet’ 

method would offer greater autonomy. Injectable progestogen is one such method but had poorer 

continuation rates. Most women used contraception consistent with their pregnancy intentions 

(70%), although a number were ambivalent about a future pregnancy. Some participants had 

observed or experienced pressure from partners to cease contraception to become pregnant. 

Women recognised the role of the clinic in supporting their health before and during a pregnancy, 

and their idea of what this might include matched the most common preconception activities 

provided by the clinic (STI testing and micronutrient supplementation). The proportion of 

pregnant women receiving preconception care was suboptimal, particularly for risk factor 

reduction and health promotion advice, and especially for younger women. Despite this, a large 

proportion of women (73%) presented for antenatal care in their first trimester, especially if they 

had received advice about reproduction and conception from clinical staff prior to pregnancy. 

Additionally, the importance of understanding and respecting cultural structures was clearly and 

repeatedly identified by women at interview as essential to the delivery of culturally safe care.   

Conclusions 

This thesis provides new insights into the reproductive health experiences and priorities of remote 

dwelling Aboriginal women. It presents novel data on the use and acceptability of contraception, 

the formation and expression of pregnancy intentions, and access to and delivery of preconception 

care. Reproductive health care must be supported and integrated into the existing Aboriginal 

Community Controlled Health Service model of care, with in-built flexibility of service delivery 

design to allow space for a patient-centred approach and community control. A rights-based 

approach is necessary to ensure health services are trusted by women to provide quality care. 

Including Aboriginal health professionals on future research and clinical teams is important, and 

interventions should also aim to support health literacy. When designing service delivery, young 

women, and women at risk of reproductive coercion, may require additional support and services 

tailored to their particular needs. It is suggested that future interventions promote care delivery 

that is integrated, rights-based and incorporates knowledge gained from other successful 

Aboriginal health programs. 
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Throughout this thesis the word ‘Aboriginal’ is used in preference, where it is accurate, as per the 

preferences expressed by the National Aboriginal Community Controlled Health Organisation (1). 

The word ‘Indigenous’ is used only where appropriate in an international context, or in quotation 

marks when direct citation is used. It is recognised that the original inhabitants of the Kimberley 
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Islanders” is used for inclusivity.  
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Chapter 1: Introduction 

Reproductive health is a “state of complete physical, mental and social well-being and not merely 

the absence of disease or infirmity, in all matters relating to the reproductive system and to its 

functions and processes” (2). From a consumer perspective reproductive health “includes the 

ability to have a child when you choose to”; from a clinical services perspective, reproductive 

health encompasses conditions which may impede this ability such as unmet contraception need, 

Sexually Transmissible Infections (STI), reduced fertility, endometriosis and cancers of the 

reproductive system (3). The appropriateness, availability and accessibility of reproductive health 

services for any population subgroup determines the ultimate impact of such conditions. As will 

be discussed, the specific health service needs of Australian Aboriginal and Torres Strait Islander 

women must be considered if reproductive health is to be better supported. 

Concepts key to a deeper understanding of the context of reproductive health service delivery are 

discussed below and will be returned to throughout the analysis and discussion presented in this 

thesis. Historical rights violations require particular attention to the preservation of reproductive 

rights through patient-centred care. Enhanced assessment of pregnancy intention in primary care 

can better tailor reproductive health services for women, which should include preconception care 

and contraception as needed. A life course approach is advocated, which is consistent with the 

Aboriginal Community Controlled Health Service (ACCHS) model of care. In this chapter, 

evidence is reviewed from the perspective of the overriding aim of this project: to inform primary 

health care support for the reproductive health of Aboriginal women in the Kimberley region of 

Western Australia (WA) through an improved understanding of women’s perspectives and 

aspects of current service provision. 

Reproductive rights and patient-centred care 

The reproductive rights of Aboriginal women have historically been the subject of abuse and 

oppression, with women treated as the property of colonisers. This has included sexual violence 

and assault, forced removal of children with disruption of cultural and child rearing structures, 

stigmatisation over high rates of STIs, structural impediments to accessing safe termination of 

pregnancy and normalisation of adolescent pregnancy (4).  Today inequities in educational 

attainment, employment and numerous health outcomes still frame the contexts in which 

Aboriginal and Torres Strait Islander women access reproductive health services, become pregnant 

and raise their children (5). For these reasons, the safeguarding of reproductive rights for 
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Aboriginal women is central to health service delivery and must be considered in policy and 

program design.  

A definitive description of reproductive health is included in The Beijing Declaration and Platform 

for Action, which is a comprehensive global policy framework arising from the Fourth World 

Conference on Women in 1995. It states that men and women should (2): 

“have access to safe, effective, affordable and acceptable methods of family planning of their choice, 

as well as other methods of their choice for regulation of fertility which are not against the law, and 

the right of access to appropriate health-care services that will enable women to go safely through 

pregnancy and childbirth and provide couples with the best chance of having a healthy infant”… 

“The human rights of women include their right to have control over and decide freely and 

responsibly on matters related to their sexuality, including sexual and reproductive health, free of 

coercion, discrimination and violence.” 

This highlights the importance of reproductive rights as a global health issue. The United Nations 

Sustainable Development Goals Target 3.7 directs countries to “ensure universal access to sexual 

and reproductive health-care services, including for family planning, information and education, 

and the integration of reproductive health into national strategies and programmes” (6). Other 

relevant targets and indicators acknowledge the importance of both access to essential services and 

women’s autonomy in decision making. Denial of access to contraception by a third party, 

including by a health provider who does not ensure access via another means, constitutes a 

violation of reproductive rights (7). On the other hand, contraception and sterilisation have 

historically been used as tools of population control. Global family planning programs are 

increasingly advocating for “rights-based family planning” free from discrimination, coercion and 

violence (8). An example of a rights-based performance indicator construct for reproductive health 

programs proposes the subdomains of informed choice, full choice and free choice defined as 

follows (9): 

• Informed choice: A decision based on sufficient, unbiased information about a range of 

family planning options, including benefits and risks of both use and non-use. 

• Full choice: A decision made with access to a sufficiently wide range of methods from 

which to choose. 

• Free choice: A decision made about whether or not to use contraception and what to use 

made voluntarily, without barriers or coercion. 
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Measured against these criteria, a successful reproductive health program supports women to 

decide for themselves what they want in relation to contraception use or non-use and to realise 

that decision in accessing reproductive health care.  

Other important and interrelated concepts that relate to the rights of the individual to access 

quality health care include patient-centredness, health literacy and health equity. “Patient-

centredness” has been defined as health care that is “respectful of, and responsive to, the 

preferences, needs and values of patients and consumers” and is widely considered an essential 

component of high-quality care (10). Examples of strategies to support patient-centred care include 

involvement of family and support persons, provision of information in an accessible format, 

continuity of care and accommodation of patient priorities and values. Health literacy 

“encompasses people’s knowledge, motivation and competencies to access, understand, appraise, 

and apply health information in order to make judgments and take decisions in everyday life 

concerning healthcare, disease prevention and health promotion to maintain or improve quality of 

life during the life course” (11). Lower health literacy is associated with lower reproductive health 

knowledge, a desire for additional reproductive health information and reduced access of 

reproductive health services (12). Key aspects of successful health literacy programs overlap with 

those considered vital to patient-centred care: tailoring of activities to the needs of the participants; 

the inclusion of interaction or critical skills; and presentation of information in an accessible way 

(11). The Australian National Women’s Health Strategy 2020 – 2030 recommends investment in 

health literacy from early childhood as part of an overriding principle of a focus on prevention 

(13).  

An equitable approach to health service provision aims to reduce potential barriers to health care 

access. Potential barriers to the realisation of sexual and reproductive health include sexual 

discrimination, disempowerment of women, family and domestic violence, poor access to health 

services and education, humanitarian crises and conflicts, and high background rates of STIs. The 

combination of additional risk factors for adverse pregnancy outcomes and reduced access to 

contraception risks perpetuating intergenerational cycles of disadvantage.  

Reproductive rights may be infringed upon at the individual level by reproductive coercion, or 

“behaviour that interferes with a woman’s autonomous reproductive decision-making” (14). 

Examples of such behaviour include pressure to become pregnant, contraceptive sabotage, or the 

prevention of access to health services for contraception (15). Associations between reproductive 
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coercion, intimate partner violence and unintended pregnancy have been described (16, 17), as 

have associations with incarceration (18). The phenomenon of reproductive coercion has been 

documented across a culturally diverse range of countries and how it is experienced by women 

varies (14, 18-22). Therefore, attempts to understand the underlying causal pathways of 

reproductive coercion require consideration of the socio-cultural environment. 

Most published research on clinical strategies to address reproductive coercion comes from the 

United States of America. Discreet or “hidden” methods of contraception have been highlighted as 

an important intervention (18, 23), with a smaller number reporting that being screened for 

reproductive coercion would have been useful (23). One approach used an educational card to 

integrate the discussion of hidden contraception methods into clinical consultations (24). Although 

partner violence victimisation was not reduced, awareness of resources and self-efficacy increased, 

and it was well accepted by providers and patients. Counselling interventions also appeared to 

support women to leave a relationship they felt was unhealthy or unsafe (15).  

More work is needed to understand Australian women’s experiences of reproductive coercion and 

how they should be addressed within an Australian health policy setting. The 2013 American 

College of Obstetricians and Gynaecologists committee opinion on reproductive and sexual 

coercion provides a possible starting point for Australian policy development (Box 1) (25). This 

topic is further discussed with relevance to the participating communities in Chapter 4.  

It is acknowledged at this point that there are nuances to the term “reproductive rights” when 

considered in an international and historical context. In the United States of America the term 

“reproductive justice” has been defined as “the human right to maintain personal bodily 

autonomy, have children, not have children, and parent the children we have in safe and 

sustainable communities” by the SisterSong Women of Color Reproductive Justice Collective in 

part to distinguish from a narrower definition of “reproductive rights” that emphasises an 

individual’s rights to free and legal abortion as part of the “pro-choice” movement (26). 

Throughout this thesis the term reproductive rights is used in the broader sense, consistent with 

the concept of reproductive justice, with appreciation for the historical and structural determinants 

of reproductive health and as currently used by the United Nations (8). 
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Box 1: American College of Obstetricians and Gynaecologists: Committee Opinion Number 554, February 

2013: Reproductive and Sexual Coercion, Recommendations(25): 

1. (Obstetrician-gynaecologists) participate in education events regarding reproductive and 

sexual coercion that covers birth control sabotage, pregnancy pressure and coercion, and 

the effect of intimate partner violence on patients’ health and choices 

2. Routinely screen women and adolescent girls for reproductive and sexual coercion in a 

safe and supportive environment that respects confidentiality 

3. Counsel patients on harm reduction strategies and safety planning 

4. Offer long acting methods of contraception that are less detectable to partners, like 

intrauterine devices and the contraceptive implant or injection 

5. Include reproductive and sexual coercion and intimate partner violence as part of the 

differential diagnosis when patients are seen for pregnancy or STI testing, emergency 

contraception, or with unintended pregnancies 

Pregnancy intention and intendedness assessment 

It has been estimated that globally 40% of pregnancies were unintended (27), which has been 

associated with higher rates of low birth weight (28, 29), maternal depression (30, 31) and maternal 

smoking (32). A cross-sectional survey of 2235 Australians in 2013 found that 42.1% of women had 

ever had an unintended pregnancy (33). A more recent survey in 2018 – 2019 found 26% of women 

had had an unintended pregnancy in the last 10 years, a quarter of which women also reported as 

being unwanted (34). These data highlight the rationale for monitoring unintended pregnancy as a 

health outcome. Unintended pregnancy is also associated with intimate partner violence (35, 36), 

low familial resources, delayed pregnancy identification and entry into antenatal care and lower 

socioeconomic status (37). It is likely that the negative health outcomes of “unintendedness” are 

significantly confounded by these risk markers of social inequity. Nonetheless, the evaluation of 

pregnancy intention in the clinical environment is a necessary first step after which services can be 

provided and behaviours recommended. Understanding pregnancy intentions is therefore 

fundamental to providing holistic reproductive health care.  

Assessment of pregnancy intention is complicated by the influence of personal and societal 

attitudes and values and degree of perceived behavioural control (with reproductive coercion 

representing an extreme example). This can result in apparent inconsistencies between 

intendedness and behaviours relevant to the prevention of pregnancy. This conflict is illustrated 
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by research relating to condom use, which has returned remarkably consistent results worldwide, 

across different cultures (38). Namely: carrying condoms may harm reputation by indicating 

sexual experience and being prepared for sex, insisting upon their use may be difficult in coercive 

or impulsive situations or where there is concurrent substance use, and a discussion about 

contraception could be perceived as implicit agreement for sex to occur. More generally, 

qualitative data suggest pregnancy intentions can be complex, that women may not form concrete 

pregnancy intentions, or be happy to be pregnant regardless of their intentions (39). Women 

sometimes consider the concept of “planning” out of reach despite a desire for pregnancy (39, 40).   

Pregnancy assessment tools have been developed for a variety of settings (Table 1). The London 

Measure of Unplanned Pregnancy, for example, is a psychometrically validated measure of 

pregnancy intendedness frequently used in research settings (41). Population based surveys (e.g. 

the Demographic and Health Surveys) code pregnancy intention to provide international estimates 

of unmet need for contraception (Figure 1).  In contrast, “One Key Question” is an approach 

designed for the clinical setting, intended to “operationalise the shift” from antenatal care to 

preconception care (PCC) by asking “Would you like to become pregnant in the next year?” 

during all clinic visits (42).  
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Figure 1: United Nations Department of Economic and Social Affairs Population Division definition of unmet 

need for family planning(43) 

 

At the level of the individual the literature suggests many women are open to discussing their 

reproductive health needs and would like their providers to be more proactive (44-46), but the way 

the subject is introduced is important. Intention-based questioning (e.g. “Would you like to 

become pregnant in the next year?”) can be distinguished from service-based questioning (e.g. 

“Can I help you with any reproductive health services today, such as birth control or planning for 

a healthy pregnancy”). The latter was preferred when tested in focus groups in the United States of 

America, based on its open-endedness, inclusiveness and promotion of reproductive autonomy 

(44). It was important to women in this study that providers avoided assumptions about their 

current or future reproductive desires (44). Service-based questioning might also benefit women 

who find it difficult to verbalise pregnancy intention or who have complicated or ambivalent 

feelings about a potential pregnancy. In general, a non-judgemental approach is valued, with 

“healthy pregnancy” conversations preferred to fear-based dialogue of potential negative 

outcomes (47) or a perceived over-eagerness in the provider to prevent pregnancy (48). 
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At a macroscopic level the quantification of unintended pregnancy and unmet need for 

contraception is challenging. Retrospective studies of pregnancy intention are prone to recall bias 

and to overestimation of intention through omission of terminations of pregnancy and the 

tendency for reported pregnancy intention to be greater post-delivery than pre-pregnancy (ex post 

rationalisation) (37, 49). The likely direction of this bias is to underestimate the true rate of 

unintended pregnancy. Additionally, the relationship between pregnancy intentions and 

reproductive behaviours in published studies is mixed (50-53).  

Collectively these findings illustrate that the environment in which intentions are formed and 

pregnancies conceived is complex, and that societal and cultural contexts exert powerful 

influences. This needs to be considered when interpreting rates of unintended pregnancy and 

when implementing pregnancy intention assessment into clinical practice. No work has yet been 

done to validate existing pregnancy intention assessment tools with an Aboriginal population. As 

part of this project existing pregnancy intention tools were reviewed and summarised (Table 1), 

language exercises conducted with participating communities (described in Chapter 2) and semi-

structured interviews conducted with consenting individual women (the results of which  are 

presented in Chapter 4).
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Table 1: Selected measurement tools for pregnancy intendedness and rates of unintended pregnancy 

Tool Temporality Content Population of use / 

validation 

One Key Question ® 
(54, 55) 

Prospective One question: “Would you like to become pregnant in the next year?”: 
   Yes, No, OK either way  OR unsure 

United States of 
America 

Desire to Avoid 
Pregnancy (DAP) 
Measure (56) 

Prospective In the next three months, regarding getting pregnant: (Leichardt scale): 
Cognitive desire and preferences:  I wouldn’t mind; It would be a good thing for me 
Affective feelings and attitudes:   Thinking about it makes me feel unhappy /  
     Thinking about it makes me feel excited 
Anticipated practical consequences:  It would bring me closer to my main partner 
In the next year, regarding having a baby: (Leichardt scale): 
Cognitive desire and preferences:   I want to have a baby; It would be bad for my life 
     It would be a positive addition to my life 
     It would be the end of the world for me 
Affective feelings and attitudes:   It makes me smile; It makes me feel stressed out 
Anticipated practical consequences:  I would feel a loss of freedom  
     It would be hard for me to manage raising the child 
     I would worry that it would make it harder for me to  
     achieve other things in my life. 

United States of 
America 

London Measure of 
Unplanned Pregnancy 
(57-60) 

Retrospective Six questions (rated 0, 1 or 2): 
Contraception use:  [never, sometimes, always] 
Pregnancy timing:  [wrong time, not quite right time, right time] 
Pregnancy intention:  [did not intend, intentions were changing, intended the pregnancy] 
Wantedness:   [did not want, had mixed feelings, wanted a baby] 
Partner agreeance:  [never discussed, discussed not agreed, agreed to be pregnant] 
Preparation:  [no health actions, one health actions, two or more health actions] 
   Preparation options include: took folic acid, stopped or cut down smoking   
   OR alcohol, ate more healthily, sought medical / health advice, other. 

United Kingdom, 
Malawi, Belgium, 
Australia, United 
States of America 
Spanish language, 
Sierra Leone, 
Uganda, Iran, 
Brazil, India, 
Pakistan (61) 
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Pregnancy Risk 
Assessment Monitoring 
System (16, 62) (63) 

Retrospective “Thinking back to just before you got pregnant with your new baby, how did you feel about getting 
pregnant?”: I wanted to be pregnant: then / sooner / later; OR 
  I didn’t want to be pregnant then or at any time in the future. 

United States of 
America 

Demographic Health 
Survey (35, 64, 65) 

Retrospective If pregnant:  “When you got pregnant did you want to get pregnant at that time?” Yes or No. 
 If NO:  “Did you want to have a baby later on, or did you not want any (more)   
  children?” Later / No more. 
All women: “Do you want to have a/another child or would you prefer not to have any  
  (more) children?”: Yes, No or Undecided / Don’t know. 
 If YES: “How long would you like to wait before the birth of a/another child?”  
  Specified in months/years, soon/now, can’t get pregnant, after marriage, other  
  OR don’t know. 
All women: “(Are you currently using OR have you ever used if current pregnancy) any  
  method to delay or avoid getting pregnant?” Yes or No. 

If NO and not wanting another child soon: “Can you tell me why you are not using a 
method to prevent pregnancy?” 

84 countries across: 
Sub-Saharan Africa, 
North Africa / West 
Asia / Europa, 
Centra Asia, South 
& Southeast Asia, 
Oceania, Latin 
America & 
Caribbean (66) 

National Survey of 
Family Growth (67) 

Retrospective “Before you became pregnant had you stopped using all methods of birth control?” Yes or No. 
If YES:  “Was the reason you had stopped using any methods because you yourself 
 wanted to become pregnant?” Yes, no, don’t know. 
If NO:  “At the time you became pregnant did you yourself actually want to have 
 a(nother) baby at some time?” Yes, no, don’t know. 

If YES:  “Did you become pregnant sooner than you wanted, later than you 
 wanted, or at about the right time?” Sooner, later, right time, didn’t care 
If NO/DON’T KNOW:  “(Did your partner) want you to have a(nother)   
   baby at some time?” Yes, no, don’t know;  
   “Did you become pregnant sooner / later than he wanted 
   / about right time?” Sooner, later, right time, didn’t care. 

United States of 
America 
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Preconception care (PCC) 

Assessment of pregnancy intention in clinical practice provides opportunities for women 

considering pregnancy in the present or in the future to receive PCC. A large quantity of evidence 

links risk factors during the antenatal period to adverse outcomes for mother and baby and 

provides the rationale for PCC. Diabetes in pregnancy is strongly associated with obesity and type 

2 diabetes in childhood and adolescence, and adequately treating maternal diabetes may reduce 

the risk of diabetes and obesity in the progeny (68, 69). Low birth weight increases risk of diabetes, 

cardiovascular disease, renal disease and some malignancies in adulthood, and maternal dietary 

factors have been linked to early childhood neurodevelopmental and infant growth abnormalities 

and preterm delivery (70). Congenital malformations, abnormalities of foetal growth, miscarriage, 

stillbirth and preterm delivery occur at increased rates with fetal exposure to tobacco smoke (71, 

72) or maternal obesity (73). Folic acid supplementation has been shown to decrease the occurrence 

and recurrence of neural tube defects (74, 75).  

PCC comprises counselling and interventions to optimise the health of women and their partners 

prior to pregnancy and improve health related outcomes for them and their children (76). 

Interventions in the preconception period provide powerful opportunities to enhance health 

outcomes in the long term, ensuring that parental health is optimised at the time of conception and 

providing a healthy environment for early foetal growth prior to the first antenatal appointment. 

High yield targets for PCC include identification and management of noncommunicable disease, 

smoking cessation, correction of overweight and obesity and micronutrient supplementation (77). 

A systematic review in 2016 found that women who received preconception education and 

counselling were more likely to have improved knowledge, self-efficacy and health locus of 

control and reduced risk behaviour (78). In the Netherlands, community based promotional 

campaigns increased healthy lifestyle changes prior to pregnancy (79). Locally tailored 

interventions appeared to increase recall of health messaging more than larger scale interventions. 

A further randomised controlled trial aims to provide more robust evidence on the impact of PCC 

on preconception health behaviours in the Netherlands (80). 

The Royal Australian College of General Practitioners (RACGP) Guidelines for preventive 

activities in general practice (“Red Book”) outlines an approach to preventive health care and 

health promotion that includes identification of pregnancy risk factors and promotion of a healthy 

lifestyle and mental wellbeing (81). PCC is also promoted by the Royal Australian and New 
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Zealand College of Obstetricians and Gynaecologists (82) and the World Health Organisation (83) 

(Figure 2).  

Figure 2: World Health Organisation model of PCC (83) 

Despite compelling evidence of the benefits of 

PCC and the recommendation in national 

guidelines that it is offered universally, uptake 

in Australia appears to be low. Available data 

on access is mostly limited to subgroups of 

women with high risk pregnancies such as 

women with diabetes mellitus (84). 

Documented patient factors for low PCC 

uptake include unintended pregnancy (85) and 

low health literacy regarding the role and 

importance of PCC (12, 86-88). These risk 

factors are more prevalent in lower 

socioeconomic groups and operate to 

compound intergenerational disadvantage (85, 

89, 90).  

Service level factors include provider-reported lack of knowledge and resources and time 

constraints (87, 91). In Australia, greater understanding of current patterns of PCC delivery and 

uptake are required to inform implementation of consensus guidelines and recommendations. The 

lack of baseline data regarding PCC services for Aboriginal women is addressed by the findings of 

a retrospective audit conducted as part of this project and presented in Chapter 5. 

Contraception 

Key to reproductive health is the availability of acceptable and effective contraception, aimed at 

reducing unintended pregnancy and achieving desired family size (2). Contraceptive services 

operate at a nexus between evidence-based medical care and social policy. Issues of population 

growth and control, morality and feminism have been deeply woven into the history of 

contraception provision (“family planning” or “birth control”) (92). Methods vary in their route 

and frequency of administration, failure rates, and additional effects (both desired and undesired) 

(93, 94). For these reasons there is no single gold-standard method for every occasion. Statistical 

measures of contraceptive failure, such as the Pearl Index, describe the number of women who 
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become pregnant whilst using a contraceptive method, usually distinguishing between “typical” 

and “perfect use”(95). 

The emergent strategy for contraceptive counselling in clinical care is that of effectiveness-based 

counselling. This emphasises relative efficacy of available contraceptives and preferences the 

recommendation of high-efficacy methods (96). Newer long-acting reversible contraceptive 

(LARC) methods (sometimes called ‘set and forget’ methods) reduce the gap between “typical” 

and “perfect” use by removing the potential for user error (96). Superior effectiveness with a 

progestogen only or hormone-free mechanism of action (with fewer contraindications to use (97)) 

has resulted in LARC methods being recommended as first line by the World Health Organization 

and by many national advisory bodies worldwide. Economic analyses have demonstrated that 

LARC methods are cost-effective from the perspective of the Australian healthcare system (98, 99).  

Information provision is a key component of contraceptive counselling and decision support. 

Counselling tools such as checklists, clinical prompts or pictorial tools (e.g. Figure 3) can create 

opportunities for information provision, contribute to high quality care and promote the use of 

patient-centred questioning. Although studies of contraception counselling strategies were found 

to be heterogeneous with mixed results, individual programs have achieved success (100). The use 

of a contraception decision-support tool improved information provision, informed-choice and 

client satisfaction in Iran (101). In the United States of America patient-facing consultation tools 

increased the range of contraceptive methods discussed (102) and provider-facing clinical support 

tools resulted in modest improvements in documentation (103). A discussion tool in Sweden 

increased knowledge about fertility and preconception health (104). Providing detailed counselling 

about what side effects to expect appears to increase method continuation (100).  

Much of the recent work in contraception in Australia has focussed on identifying and reducing 

barriers to the uptake of LARC methods of contraception (105, 106). This has been identified as a 

priority by peak professional bodies (107) due to the ongoing dependence on contraceptive options 

that require daily adherence (108) and ongoing high rates of unintended pregnancy (33). The 

Combined Oral Contraceptive Pill (COCP) remains the most commonly used method in Australia 

(62.6% of current contraception users) with far fewer using LARC methods (26.8%) (109). Higher 

rates of LARC use have been found in parous women and those living in rural areas (110-113). Use 

of the etonogestrel implant was found to be higher in younger women (113) whilst a hormonal 

intra-uterine device was most commonly used by women aged over 40 years (112).  
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Figure 3: Example of contraception counselling tool (114) 

Qualitative data suggests that fear of side effects and perceived invasiveness of LARC methods 

could be impacting their uptake in Australia (115-117). Additional training in insertion and 

counselling for general practitioners increased the uptake of LARC methods in Australian primary 

care settings, suggesting that these perceptions are amenable to interventions targeting health 

literacy and/or addressing access issues (118). This is consistent with the international literature 

(119). Training practice nurses in LARC insertion has also been discussed as a possible strategy to 

address the lack of trained inserters and access issues (120). The ACCORd project (an Australian 

adaptation of the US Contraceptive CHOICE study) explicitly aimed to increase LARC uptake by 

training Melbourne-based GPs to provide ‘LARC first’ structured counselling, in addition to access 

to rapid referral clinics (118). In comparison to those attending control GPs, more intervention-arm 

women had a LARC contraceptive inserted at 4-weeks (19.3% vs. 12.9%)(121). 

In 2019 the United Nations estimated 270 million women worldwide have an unmet need for 

modern methods of contraception, defined as “the percentage of married or in-union women of 

reproductive age who want to stop or postpone childbearing but who report that they are not 

using any method of contraception to prevent pregnancy”. This need is disproportionately felt in 

low-income countries where maternal mortality is highest (122, 123). In 2017 it was estimated that 
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correcting this unmet need would prevent 67 million unintended pregnancies, 36 million abortions 

of which many would be unsafe, and 76,000 maternal deaths (124). For these reasons access to safe 

and reliable contraception is an issue of health equity, noting that reducing unintended pregnancy 

requires not only contraceptive effectiveness but also user satisfaction and continuation, access and 

autonomy. 

Little has been written about access to and use of modern contraceptive methods for Aboriginal 

women. National data collected through the Bettering the Evaluation and Care of Health study 

from 2007 to 2011 on rates of contraceptive management in Australian general practices showed 

that Aboriginal patients had significantly lower contraceptive management rates through 

mainstream general practice (108). Studies from the 1970s and 1980s with Aboriginal women 

reported variable interest in contraception (125, 126), with intrauterine devices the most commonly 

used contraception method at this time. More recently a report from remote central Australia 

described the most common forms of contraception used as the etonogestrel implant (74.3% of the 

54% of women who used contraception) followed by medroxyprogesterone depot (16.2%) (127). In 

contrast, a postpartum cohort recruited from a regional centre of New South Wales found greater 

reliance on condoms and the COCP (128).  

No estimates of unmet need for contraception have been conducted with the Aboriginal and 

Torres Strait Islander population, and at the commencement of this project no quantification of 

contraception use in remote Aboriginal communities had been undertaken. This project includes 

data collected at interview regarding Aboriginal women’s use of and experiences with specific 

contraceptive methods, presented in Chapter 3. 

Aboriginal and Torres Strait Islander reproductive health and program design 

Aboriginal and Torres Strait Islander women are an important priority group for improved 

reproductive health service delivery due to higher rates of pregnancy risk factors (e.g. smoking 

and obesity) and adverse perinatal outcomes (e.g. preterm birth and low birthweight) (70, 129, 

130).  

STI and their prevention are a particular focus in the Australian Aboriginal and Torres Strait 

Islander reproductive health literature with numerous studies of prevalence and risk factors (131-

137).  One of the most important sequelae of STI is pelvic inflammatory disease and subsequent 

infertility, however these are less easily measured at a population level and less commonly 

reported. One cross-sectional Northern Territory community audit (138) found that rates of current 
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infertility were documented at 26.3% with lifetime risk of pelvic inflammatory disease of 32%. 

Additional data on the fertility experiences of Aboriginal and Torres Strait Islander women are 

needed. Factors such as getting “carried away”, “shame factor” in obtaining condoms or 

negotiating their use, having trust for partners and sex occurring in the context of alcohol use have 

been noted as barriers to condom use (135, 139, 140). Unfortunately high rates of STI continue, 

perhaps exemplifying that clinic-based interventions are unlikely to succeed without concurrent 

consideration of decision-making and sexual autonomy (140). The public health focus on reducing 

rates of STI provides an opportunity to design and implement holistic sexual health programs that 

go beyond STI treatment, testing and condom distribution, as described in Chapter 3. 

It has been described that young Aboriginal pregnant women have particularly high rates of 

comorbidities and risk factors (urinary tract infections and anaemia, smoking during pregnancy 

and socioeconomic disadvantage) (141, 142) and increased rates of adverse pregnancy outcomes 

(142). In Australia Aboriginal teenagers give birth at nearly five times the rate of non-Aboriginal 

teenagers (143) and are less likely to access terminations of pregnancy. For young Aboriginal 

women, the importance of pregnancy in transitioning to adulthood has been documented, (144) as 

well as idealised notions of parenthood (145). This idealisation may impact on attitudes towards 

accessing reproductive health services. In contrast, women who are disempowered in relationships 

may experience a cognitive dissonance regarding the possibility of pregnancy. In the Northern 

Territory it has been described that women engage in an activity described as “walkin’ about at 

night” to meet up with boys, sometimes feeling coerced into sexual intercourse in an attempt to 

“hold on” to their boyfriends (144). A lack of pregnancy planning was also highlighted during 

interviews with young Aboriginal people. Reasons for not using contraception included “I don’t 

think about it”, “I don’t think she / I will get pregnant” and “having sex was unexpected” (146). 

These findings suggest that assessment of pregnancy intention, health service acceptability and 

accessibility, reproductive autonomy and health literacy may be important issues to consider in 

reproductive health service delivery for young Aboriginal women. 

Health services have access to a reasonable body of work dedicated to acceptability and utilisation 

for Aboriginal people. Specifically, programmatic features in antenatal care and sexual health 

service delivery are briefly reviewed below. The most common shared aspect of successful 

Aboriginal maternal health programs has been inclusion of Aboriginal health workers or 

Aboriginal liaison officers (147-151). An Aboriginal “Family Birthing Program” model of care 

incorporating Aboriginal maternal infant care workers was associated with improved antenatal 
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clinic access (152). Other recurring themes included flexible service delivery (e.g. transportation 

and home visits) (147, 149), cultural awareness training for non-Aboriginal staff (147, 150) and 

creation of a “family friendly” environment (149, 151). Continuous quality improvement methods 

have proven effective in clinical environments (151, 153). Panaretto et. al. attribute the benefits seen 

with the “Mums and Babies” program in Townsville (improvements in attendance and process 

indicators, decrease in perinatal mortality) to the use of a quality improvement framework and 

continuous evaluation (154). Qualitative data confirm the importance of continuity of care and 

staffing and assistance with appointment reminders and transportation (148, 155). Interviews with 

“Strong Women Workers” and traditional midwives highlighted both the value of Aboriginal 

maternal health knowledge and the challenges that must be overcome to sustainably integrate this 

knowledge into existing Westernised models of care (156). Most models of maternity care for 

Aboriginal women that have been formally evaluated have been community-based and situated in 

the ACCHS setting (157). The ACCHS model has consistently shown improvements in service 

utilisation, increased access to preventive health measures and improved client satisfaction with 

care (158).  

Most sexual health programs based in Aboriginal and Torres Strait Islander communities have 

aimed to address the high rate of STI through promotion of condom use, continuous quality 

improvement programs and novel approaches to STI testing (135, 137, 159-167). Providing 

summarised clinical practice data to care providers was shown to be acceptable and appreciated, 

especially when that data was visual and linked to key performance indicators and service 

reporting requirements (168). Enablers of community participation in one sexual health promotion 

program were identified as: trust by the community in the project team, cultural safety and 

cultural literacy, community control, and sustainability (169). Community control (“the process 

which allows the local Aboriginal community to be involved in its affairs in accordance with 

whatever protocols or procedures are determined by the Community (1)”) and cultural safety 

(enhancing services by “identifying the power relationship between the healthcare professional 

and the person receiving care, and empowering the service user to take full advantage of the 

health care service offered (170)”) were considered essential to successful implementation. They 

were facilitated by allowing sufficient time for consultation and participation. Such an approach is 

important to restore trust in the healthcare system, noting the past history of colonisation, 

marginalisation and oppression experienced by Aboriginal women in accessing reproductive 

health services (4). Some participants in the “Strong Families Program”, which facilitated dialogue 
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between Elders and Aboriginal youth, reported changes in attitudes towards respectful 

relationships and contraception use, and the program appeared to acceptable to participants (171).  

In contrast, criticisms levelled at Aboriginal sexual health programs include a focus on process 

indicators rather than on outcomes such as knowledge, attitude, and behaviour change (172), lack 

of evaluation and a need for greater involvement of the target population, Aboriginal 

organisations and community elders in their implementation (173). A number of school-based 

reproductive health literacy programs have been run at intervals across Australia: however, when 

reviewed, none were theory-based, acceptable and evaluated, and mediating factors were poorly 

described (172). The reviewers did make general recommendations for program design, included 

below (Box 2).  

Box 2: Characteristics of effective Aboriginal adolescent sexual and reproductive health interventions (172): 

Evidence supports interventions that: 

- Are based on theoretical models, although there is no relation between effectiveness and 

the theory applied  

- Develop behavioural skills, including self efficacy  

- Provide basic, accurate information 

- Apply clear, unambiguous messages  

- Are targeted and tailored with respect to age, gender and cultural background  

- Are developed based on needs assessment or formative research 

- Are delivered over a longer period of time with sessions of shorter duration and  

- Have multiple components 

The WA Aboriginal Health and Wellbeing Framework (2015-2030) identifies the need to “support 

preconception planning, identification of maternal health risk factors” and recognises health 

literacy as important in achieving lifestyle change. However, the implementation plan strategies 

and measures commence with antenatal care, without reference to the preconception period. This 

is also true of the National Aboriginal and Torres Strait Islander Health Plan (2013-2023) (174). 

Despite references to health impacts across the life course, key strategic health plans still fail to 

identify the importance of reproductive health for women in achieving intergenerational change. 

Also, contraception, pregnancy intention and PCC are only passingly referred to in the WA 

Aboriginal Sexual Health and Blood-borne Virus Strategy (2019-2023) (175). As such, the 
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reproductive health of Aboriginal women is currently not well represented at an upstream policy 

level.  

The life-course perspective 

This thesis approaches reproductive health from a life-course perspective. This approach has 

emerged over the last 40 years from a broader campaign to reorientate health services towards 

prevention and health promotion and has led to a paradigm shift in thinking on how to achieve 

optimum maternal and child health outcomes (176). It incorporates, but is not limited to, theories 

of foetal programming and the “Developmental Origins of Health and Disease” (commonly 

referred to as DOHAD). Pregnancy intention, contraception, and pre-conception care are focussed 

on as important aspects of reproductive health care in the pre-pregnancy period.  

A life-course approach promotes the integration of reproductive health care which should 

coordinate and streamline PCC and contraception services for women. This is a key principle 

outlined in the National Women’s Health Strategy 2020 – 2030, recognising “that healthy ageing 

begins at preconception with healthy mothers, and continues on to birth and through the life 

course” (13). An example of such an approach is that of “reproductive life planning”, the common 

attributes of which are: being goal-oriented; personalised; collaborative; fluid; and focussed on 

health promotion (177) (Table 2).  

Implementation tools typically include five types of questions: desire to have children; number of 

children desired; spacing between births; timing of a future pregnancy; and interim plans for 

contraception if pregnancy intention is not immediate. Structured and proactive implementation of 

this approach generates opportunities to integrate contraception counselling with PCC. The 

RACGP recommends providers assist their patients to “develop a reproductive life plan” (81). This 

concept will be revisited in the discussion, incorporating new data generated in this project and 

presented in Chapters 3, 4 and 5. 
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Table 2: Characteristics of the reproductive life planning approach as described by evolutionary content 

analysis (177)  

Characteristic Content 

Goal-oriented Reproductive goals, in context of: 

• Educational goals 

• Career goals 

• Relationship goals, and 

• Health goals 

Personalised Unique to individual or couple, with reference to: 

• Age 

• Moral and religious beliefs, culture 

• Economic Status 

• Health status and fertility 

• Emotional status and mental health, and  

• Sexual identity, preference and behaviour 

Collaborative Providers assess reproductive intentions in order to provide appropriate assistance and 

education 

Patient-centred 

Discussion-based 

Fluid Goals, personal characteristics and life situations change, which may change the 

reproductive life plan 

Plan is not static but requires regular review and revision, perhaps at every visit 

Health-
promoting 

Opportunity to provide education and interventions to improve health, reduce adverse 

birth outcomes, and prevent unintended pregnancies 
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Setting 

The Kimberley region of Western Australia 

The Kimberley is a remote region in the north-west of Australia encompassing an area of 424,517 

square kilometres or twice the size of Victoria (178). The region has a tropical monsoon climate. 

Heavy rainfall during the wet season leads to river flooding which can prevent travel and isolate 

communities. The Kimberley has been inhabited by Aboriginal people for at least 40,000 years and 

was first settled by European colonists in the 1880’s with the gold rush of Halls Creek and 

establishment of the pastoral and pearling industries (179). Pastoral leases still account for over 

40% of the Kimberley land area (180). The largest town of Broome is located approximately 

2100km from the state capital of Perth by road and is the regional centre from the perspective of 

service provision. Broome has a usual population of over 16,000 (181) and receives a large influx of 

tourists during the dry season. Broome Health Campus provides a range of specialist services 

including paediatrics, general medicine, obstetrics and gynaecology, psychiatry and general 

surgery and can accept patients up to a high dependency level of care. If subspecialty or intensive 

care services are required patients must travel to Perth as the nearest tertiary centre. Flights to 

Perth leave from Broome and from Kununurra in the East Kimberley. Elsewhere in the Kimberley 

people must first travel via road or plane to Broome or Kununurra to transit to and from the 

region. Primary health care in the Kimberley is provided by a mix of government and non-

government services. The WA Country Health Service runs several remote primary care clinics 

with the remainder provided by the ACCHS sector.  

Participating communities 

This study includes data collected from three very remote communities in the WA Western Desert 

region. The largest had an Australian Bureau of Statistics estimated population of 359, 81.6% of 

whom identified as Aboriginal and 24.2% of whom were aged under 15 years (182). Two smaller 

communities are located within 90 minutes’ drive with estimated populations of 133 and 91 

respectively. In contrast to the numbers above, the electronic medical record in use since 

November 2010 (MMEx, ISA technologies) records 856 individuals as both registered as a primary 

patient of the service and meeting the Australian Institute of Health and Welfare regular client 

definition (183). This highlights historically recognised difficulties in establishing meaningful and 

accurate population demographics for remote Aboriginal communities (184). 

The region is highly remote, bordered by the Great Sandy and Tanami deserts. The first cattle 

station in the region was registered in 1920. Catholic Pallottine missionaries explored the area 



32 
 

between 1939 and 1942 before creating a permanent settlement and provided health and other 

services during the post-war era (185). In 1983 the mission handed over its land and administration 

and the communities became self-managed. Education is provided locally to year nine by a 

Catholic school after which young people need to travel away from community for further 

education. Employment opportunities in community are limited, but many local artists have 

achieved national recognition. The main language groups residing in the region are the Kukatja, 

Warlpiri, and Jaru (182). Although many people speak English well, it is often as a second or third 

language.  

Health care services in the region were previously provided by the WA Health Department 

supported by Royal Flying Doctor visits and subsequently by the Mercy Community Health 

Service. Kimberley Aboriginal Medical Services is an ACCHS that currently provides 24 hour 

emergency care and comprehensive primary health care including a general practitioner.  

The Western Desert culture and kinship systems 

The Western Desert extends across Western Australia, South Australia and the Northern Territory 

and comprises a distinct cultural area. The area contains 40 or more dialectal groups (the “Western 

Desert cultural bloc”) over 600,000 square kilometres, or one sixth of the continent. Kinship rules 

dictate that people should marry within the kinship system (i.e. “right skin”), with appropriate 

genealogical and geographical distance which may necessitate travelling to find an appropriate 

spouse. The Kinship system of the Western Desert has been described in detail by Dousset (186). 

Specifically, the system has been described as: “Dravidian, with bifurcate merging and alternating 

generations and “selective” cousinhood” (i.e. “parallel cousins” and “cross cousins” are 

distinguished, and different marriage rules apply). Traditional ceremonies (e.g. initiation) create 

additional relationships which carry further proscriptive marriage rules. “Promising” refers to the 

practice of ceremonially identifying a young person as someone’s future spouse. The promised 

partners may follow through with this arrangement, or alternatively “elope” with a partner of 

their choosing, which may invoke either performative and ceremonial or actual obstruction from 

family members. People are linked to country through birth place and descent and have 

responsibility for custody of the land through these links (186). “Bush medicine” and traditional 

healing practices are understood and continue to be practiced. The maparn or ngangakari 

(traditional healer) may be consulted in parallel with the consulting clinic staff for Western 

medical advice and treatment (187).  
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Study design 

Scope 

This thesis is intended to synthesise new knowledge generated in the area of reproductive health 

services for Aboriginal women from research undertaken with participating communities in the 

Kimberley region. It is noted that most research previously conducted in this area has focussed on 

STI prevalence, related behaviours and clinical processes. To address a greater gap in the 

literature, STI is not the focus of this thesis. Additionally, a considerable body of work has focused 

on the antenatal period, including improving access to antenatal care for Aboriginal women. To 

avoid replication, the pregnancy period is not included in this thesis. Instead this thesis is inclusive 

of women pre-pregnancy, between pregnancies, or who have no intention for pregnancy. The 

focus is primarily on contraception and PCC from the perspective of utilisation, acceptability, 

access and autonomy. It is noted that other reproductive health issues are important to women, 

such as management of gynaecological symptoms and infertility, and access to termination of 

pregnancy, however these lie outside the primary focus of this thesis. Also out of scope of detailed 

analysis in this thesis is the impact of alcohol consumption in Aboriginal communities on access to 

reproductive health care. It is acknowledged that Aboriginal women are significantly more likely 

to be the victim of alcohol-fuelled violence: 80 times more likely in a 2010 report from the Northern 

Territory (188). Although the original research presented in this thesis was conducted in a dry 

community, it is recognised that women are still impacted by alcohol when in town and that this 

has implications for reproductive health and wellbeing. The complex relationship between alcohol 

and cyclical poverty, transgenerational trauma and reproductive health is an important health 

issue that requires careful and respectful attention. This has not been attempted in this thesis. A 

life-course perspective is taken with consideration of the impact of optimal reproductive health 

care on equity in health outcomes and the health of subsequent generations. 

This thesis is written from the perspective of a general practitioner who visited these communities 

to provide clinical services. The predominant perspective applied to knowledge synthesis is that of 

a clinician researcher.  It is intended that the prioritisation of this lens of enquiry will maintain 

focus on the improvement of clinical services and health outcomes for Aboriginal people. The aims 

at inception and throughout were to produce knowledge that could be readily translated into 

direct improvements in clinical care. The process of knowledge generation aimed to create a safe 

environment for cross-cultural exchange and knowledge transfer that reduced the distance 

between key community informants and health service providers. 
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General aim 

To inform primary health care support for the reproductive health of Aboriginal women in the 

Kimberley region of Western Australia through an improved understanding of women’s 

perspectives and aspects of current service provision. 

Specific aims 

• In the three participating communities: 

o To describe the contraceptive methods used; 

o To explore why these contraceptive methods are being used and why others are not 

being used; 

o To describe the provision of PCC; 

o To explore Aboriginal women’s experiences in managing their reproductive health; 

o To explore Aboriginal women’s formation and expression of pregnancy intentions. 

• To provide recommendations for service improvement within the primary health sector 

based on knowledge gained through the completion of this project. 

Methods 

This study used a mixed method approach to address the aims above. This included quantitative 

data collected from a combination of electronic data extraction and detailed reviewing of 

individual electronic medical records, and qualitative data shared by Aboriginal women from the 

communities involved. The intention was, wherever possible, to triangulate data from multiple 

sources to support conclusions more confidently.  

Participants 

This project included Aboriginal women of reproductive age from three remote communities in 

the Western Desert. Given this project is placed within primary care and is intended to inform 

primary care service improvements, women were excluded if they received most of their primary 

care from outside the region (if the participating clinics were not recorded as the main provider or 

if the medical record showed their main residence was outside the region).  

Data sources 

Quantitative data were collected directly from the primary care electronic medical record in use 

since November 2010 (MMEx, ISA technologies). This system uses care plans according to 

diagnosis which contain sets of recurring clinical activities: for example, regular measurement of 

glycated haemoglobin for type 2 diabetes. Care plans are linked to a recall system that can be used 
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to schedule clinical activities. Free text consultation notes are written for each clinical encounter 

and medical history items can be recorded. The initiation, prescription and discontinuation of any 

medications are recorded. Qualitative data were collected from semi-structured one-on-one 

interviews with Aboriginal women aged 16 and over and from meetings and focus groups with 

groups of women (described in more detail in Chapter 2). A qualitative component was central to 

ensure the participant voice was prominent in the understanding of quantitative data and to better 

explore complex and multifaceted interactions between individual and community beliefs, values 

and attitudes. The interview sample was purposively recruited to include a diversity of age, parity 

and marital status. The interview tool used is included as Appendix 1.  

Summary of data collection and analysis by study aim 

To describe the contraceptive methods used: 

Data on contraception prescription, dispensing and administration (including device insertion and 

removal) were extracted from MMEx and summarised using descriptive statistics. Qualitative data 

were collected to supplement our overall understanding of contraception use, accounting for 

contraception accessed outside of participating communities or before the electronic medical 

record system was in use. Thematic analysis was completed in Word (Microsoft). Data cleaning 

and descriptive analysis was completed in Excel (Microsoft) and survival analysis was completed 

in Stata v13 (Statacorp). More detailed methods are presented in Chapter 3. 

To explore why these contraceptive methods are being used and why others are not being used: 

This aim was addressed mainly through semi-structured interview. Women were asked in detail 

about their experience with various contraceptive methods, their understanding of these methods 

and complications, and their motivations in using and not using various methods. Menstrual 

irregularities, societal perceptions and reproductive coercion were specifically enquired about. 

Thematic analysis was completed in Word (Microsoft). Preliminary community-based language 

exercises are described in Chapter 2, which were used to inform the collection of data presented in 

Chapters 3 and 4. 

To describe the provision of PCC: 

An audit identified confirmed pregnancies and retrospectively described the PCC provided. The 

audit tool was based on RACGP guidelines and regional clinical priorities. Clinical care was 

manually identified and coded from consultation notes. Clinical and laboratory observations (e.g. 

body mass index, glycated haemoglobin) were extracted using the reporting functions of MMEx. 
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Folate provision was compiled from prescription data and consultation notes. Differences between 

groups and over time were analysed in Stata v14 (Statacorp). These data are presented in Chapter 

5 and contributed to the development of the Preconception care protocol (Chapter 6). 

To explore Aboriginal women’s experiences in managing their reproductive health; and to explore 

Aboriginal women’s formation and expression of pregnancy intentions: 

These aims were addressed through semi-structured interviews. Initial interviews were recorded 

by hand, then after ethics amendment approval, subsequent interviews were audio recorded and 

transcribed. A multi-dimensional pregnancy intention assessment tool was developed and 

iteratively refined during the completion of interviews. Questions related to: pregnancy intention; 

a hypothetical pregnancy; partner’s pregnancy intention; and social contexts and autonomy. 

Qualitative analysis was completed using a combination of Word (Microsoft) and nVivo (QSR 

International). The interview tool is included as Appendix 1 and the qualitative data obtained is 

discussed in Chapter 4.  

More detailed methods are provided in each chapter. 

Ethics 

Ethics approval was obtained from the WA Aboriginal Health Ethics Committee (approval 

number 585), after local consultation and support was provided. This project was supported by the 

Kimberley Aboriginal Health Planning Forum (KAHPF) Research Subcommittee (approval 

number 2014-006). This PhD research project has been conducted in accordance with the National 

Statement on Ethical Conduct in Human Research (189). Harm caused from past research done 

“to” Aboriginal people instead of “with” Aboriginal people is acknowledged. This thesis attempts 

to take a decolonising approach through direct and ongoing consultation with Aboriginal women, 

prioritisation of Aboriginal voices and avoidance of deficit discourse. Data and conclusions were 

presented to communities prior to consideration of wider publication, and certain details removed 

prior to publication after advice from a local cultural custodian. Additional details regarding 

community consultation are described in Chapter 2.  

Thesis overview 

This thesis accords with The University of Western Australia regulations allowing a thesis to be 

presented as a series of papers suitable for publication in scholarly journals: it is structured as a 

series of published papers with introductory sections and supplementary appendices. Chapter 2 

outlines the initial project inception and design, including the process of community consultation 
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and the results of language exercises undertaken in the initial planning phase. Chapters 3, 4, and 5 

are presented in their published form with short preambles. Chapter 3 uses a combination of 

qualitative and quantitative data to describe the use and acceptability of different contraceptive 

methods in the region. Chapter 4 presents qualitative data relating to the formation of pregnancy 

intention, an analysis of the concordance between pregnancy intention and contraceptive use, and 

reproductive autonomy. Chapter 5 presents quantitative data regarding the delivery of PCC. 

Chapter 6 is the regional Preconception protocol developed as an output of this project. Finally, the 

results are triangulated in Chapter 7 (the discussion) to provide a direction for future reproductive 

health service delivery improvements. The interview tool used in data collection and summaries of 

published papers are included as appendices. 
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Chapter 2: Project inception and design process 

This project developed from an initial recognition that the majority of published reproductive 

health literature that included Aboriginal women focussed on STI prevention, with a paucity of 

information about contraception use and acceptability. At the time, key collaborator Domenica 

Friello had been with the community for several years and had moved into a sexual health 

coordination role that enabled greater involvement with young women in community and greater 

participation in health promotion activities outside of the clinic. I had just returned to a clinical 

role with the participating communities after 18 months away. Colleagues described challenging 

reproductive health consultations where pregnancy intention was difficult to elicit, which 

highlighted the importance of this process in clinical practice. It seemed that a period of dedicated 

study might improve our understanding and clinical practice.  

Aboriginal health research has historically been characterised by racism, paternalism, negative 

stereotypy and a lack of inclusivity. As a result, the very word “research” often carries a burden of 

mistrust for Aboriginal people (190). Current and future research projects with Aboriginal people 

must redeem the academic field through a commitment to high standards of ethical behaviour and 

decolonising methodologies. As described in Australian Institute for Aboriginal and Torres Strait 

Islander Studies, consultation and negotiation should achieve mutual understanding about the 

proposed research, be ongoing, and result in formal agreement for the conduct of research (191). 

We aimed to achieve this through an initial process of broad consultation and community input, 

signatory from key Aboriginal community elders, ethical approval through an Aboriginal specific 

Human Research Ethics Committee (the WA Aboriginal Health Ethics Committee) and consent 

prior to individual interviews. Initial consultation established that the community felt the research 

was of benefit, as is required by the core values represented in the National Health and Medical 

Research Council “Ethical conduct in research with Aboriginal and Torres Strait Islander Peoples 

and communities: Guidelines for researchers and stakeholders” (192). This chapter aims to describe 

the processes by which this project was developed and the consultation processes that were 

followed. 

Initial community consultation  

Initial discussions were conducted at the same time (but separate to) preliminary workshops for a 

different family-focussed community project in April of 2014. For these workshops, women were 

invited to join a meeting where the program was explained, and activities demonstrated. Key 
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female representatives of the communities were present. I conducted preliminary discussions with 

female community leaders and received their permission to continue with further discussions 

about the project and I then introduced myself to the groups of women. Some of the women 

recognised me from my previous visits to the area. I discussed with the groups of women that I 

was going to be visiting to provide women’s health services and encouraged them to approach me 

if they had any questions or suggestions. The elder women were extremely receptive to the ideas 

behind the project and identified girls having babies too young as a major local women’s health 

issue. This allowed us to progress with the initial ethics application. 

Second community consultation  

In August 2014 a joint meeting (morning tea and yarning session) was held in the largest 

community with members of the Kimberley Aboriginal Medical Services Social and Emotional 

Wellbeing team and Legal Aid also introducing themselves and their programs. With me was 

Domenica Friello, who subsequently became a co-author on two of the papers. She was able to 

spread the word about the meetings in advance to make sure that most women were aware. 

Seventeen women attended, including grandmothers and young mothers. I explained the project 

again and circulated the draft interview questions for consideration to see if they were appropriate 

to ask in private interviews with women. 

The women identified a concern about the use of the word “contraception” which was not 

understood by some women. This provided an excellent link into a pre-prepared exercise planned 

for the meeting designed to discuss language relating to women’s health. Women preferred 

contraception to be spelt out as “medicine to stop you from having babies”. “Periods” and 

“condoms” were felt to be generally understood. The intramuscular injection (depot 

medroxyprogesterone) was generally called the “needle”, however the subcutaneous implant of 

etonogestrel (Implanon®) was also called the “needle”. The “needle that stays in your arm” was 

suggested as a way of describing the implant. A picture was easily recognised – so using words 

and pictures together was likely to be a good way of avoiding confusion. 

Emergency contraception was not recognised but suggested to be called the “pill”. This would 

obviously cause confusion with daily contraceptive pills. “Having sex” was thought to be 

acceptable and “waddy waddy” nominated as a secondary local term that would be unambiguous. 

“Having a baby” was the way to say pregnant with “tjunijarra” a secondary local term. Pap smears 

were preferred to be referred to as “women’s business check-up”. Terminations were preferred to 



40 
 

be referred to as “ending a pregnancy”.  “Miscarriage” was relatively well understood but could 

also be referred to as “losing a baby”, or “losing a baby before they were born” to differentiate 

from other loss. Apart from the use of the word “contraception” there were no other major issues 

raised with the draft questions.  

Table 3: Results of language exercise conducted as part of community consultation 

 Community 1 Community 2 

Contraception “medicine to stop having 

babies” 

“medicine to stop you from 

having babies” 

Menstrual cycles / periods “periods” “monthlies” 

Condoms “condoms”  

“safety” 

No word – men’s business. 

Contraceptive needle / 

“depo needle” 

“needle”, “needle to stop you 

from having baby” 

“needle” 

“mindinggadji” (my spelling, 

checked by women) 

Implanon® / contraceptive 

implant 

“needle” 

“needle that stays in” 

“needle” 

“mindinggadji” 

Emergency contraception / 

morning after pill 

No familiarity. Suggest “pill”. No familiarity. 

Sexual intercourse “having sex” 

“waddy waddy” 

“having sex” 

Pregnancy “pregnancy” 

“having a baby” 

“tjunijarra” 

“mantajuntu” 

“kampin” (growing inside) 

“burdiji” 

Termination of Pregnancy “ending a pregnancy” No word – prefer not to discuss. 

Miscarriage “losing pregnancy” 

“miscarriage” 

“miscarriage” 

Pap smear (cervical 

screening test) 

“women’s business” 

“women’s business check” 

 

Women volunteered that it was good that the questions were being asked and important for 

women to have check-ups – I told the women that it was likely the clinic was going to start 

notifying patients of overdue pap smears in the next little while as there were a large number 
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overdue. The women reported that the format of the consultation – discussion in a group over 

morning tea – was a good way to undertake community consultation and disseminate information 

back to the community. A similar joint meeting was held in one of the smaller communities with 

the same format as the first. At this meeting women did not want to nominate a word for condoms 

as this was perceived to be “men’s business” and did not want to discuss terminations of 

pregnancy in a group context. Women also discussed the importance of women going with 

women relatives to the clinic for a check-up if they think they are pregnant. 

Subsequent consultation and presentation of results 

Following the above consultations there was an initial round of data collection. In July 2015 after 

preliminary analysis of the first round of results, plain language summaries were developed and 

presented back at community meetings. At this time the need to conduct further interviews to 

follow-up themes generated by the initial qualitative analysis was identified. After the additional 

interviews and thematic analysis had been conducted, further community meetings were arranged 

to present back our results prior to publication. These were held during August 2017 and the 

results were discussed with fourteen women, including both older (community 

elders/grandmothers) and younger women. Feedback received during these meetings informed a 

further iteration of thematic analysis prior to finalisation of results. Several women shared 

culturally important stories with us. We felt additional consultation with an appropriate cultural 

custodian was required prior to publishing any of these. Several local women, including the local 

Aboriginal health worker, nominated a particular woman as the person to make such decisions. 

Deidentified quotations from the interviews were provided. She then identified cultural 

knowledge that should not be shared more widely. These results were not included in any 

publication and were excluded from this thesis. 
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Chapter 3: Uptake of long-acting, reversible contraception in three remote 

Aboriginal communities: a population-based study 

 

Preamble 

The following chapter triangulates quantitative data on contraception prescription and 

continuation with qualitative data on acceptability to comprehensively describe contraception use 

in participating communities. A major finding is the predominance of the etonogestrel implant 

(Implanon®) as the most common contraceptive method in use. This high uptake of a LARC 

method is distinct from findings in other areas of Australia. At the start of the audit period the 

etonogestrel implant was only just being introduced into regular practice, and there were not 

always trained inserters available. This has since changed and there is now reliable access to this 

method in all communities at least weekly with the visiting general practitioner clinics. In contrast, 

intrauterine device insertion in other remote areas of the Kimberley remains limited.  

The results were published in the Medical Journal of Australia in July 2016, at a time when remote 

Aboriginal communities were under intense scrutiny, and community closures were being 

discussed. The use of the contraceptive implant had become controversial with comments from a 

WA police commissioner in the year prior: 

“This is exactly the situation we found in Oombulgurri, a Kimberley community often only 

accessible by boat from which the State Government has now withdrawn all services. It was a 

community where young girls were regularly preyed upon by the men who were the resident 

powerbrokers… The story of Oombulgurri is not unique. According to advice I received last week, 

the contraceptive implant Implanon is known to be prescribed for younger girls in the region.”(193) 

In this way reproductive health services had become politicised without ever having been properly 

described in a scientific context. This paper therefore provided a scientific foundation for future 

discussions of reproductive health service delivery and through inclusion of qualitative data, 

provided a voice for the Aboriginal women who participated.  

This paper was the subject of an editorial in the issue of the Medical Journal of Australia in which 

it was published (194). It has since been cited by James et. al. (195) in their qualitative study with 

Aboriginal women regarding their postpartum contraception decision-making, a cost-benefit 

analysis regarding LARC uptake in Australia (99), in Routledge international handbook of  

women’s sexual and reproductive health (196), in an evidence review for the WA Aboriginal 
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Sexual Health and Bloodborne Viruses Strategy (197) and a PhD thesis exploring reasons for LARC 

non-use (198). It has recently been included in a systematic review exploring factors that influence 

contraceptive use or non-use among Aboriginal and Torres Strait Islander people (199) and in 

original research regarding contraception use and desired family size with women from the 

Gomeroi lands in New South Wales (128). 

Plain language summaries for this paper are included in Appendix 2.
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Uptake of long-acting, reversible contraception
in three remote Aboriginal communities:
a population-based study
Emma K Griffiths1,2, Julia V Marley1,2, Domenica Friello1, David N Atkinson3
Abstract

Objective: To assess the use, effectiveness and acceptance of

The known The availability of effective and acceptable
contraception is critical to the realisation of sexual health, with
prescribed contraception in three remote Western Australian
Aboriginal communities.

Participants and design: Mixed method study, including
retrospective file review of contraception methods for 566
regular female Aboriginal patients, 1 November 2010 e

1 September 2014, and semi-structured interviews with
20 Aboriginal women.

Setting: Primary care clinics in three remote Aboriginal
communities.

Main outcome measures: Number of episodes of contraceptive

1K
A

an increasing shift toward promoting long-acting reversible
contraception (LARC) methods at an international level.

The new LARC methods were used more frequently by
contraception users in three Western Desert communities in
Western Australia than at the national level. Continuation rates
for etonogestrel implants compared well with those reported
for other populations in Australia and internationally.

The implications Service delivery models incorporating
community engagement and health promotion can be used to
achieve high uptake and acceptability of LARC methods.
use, effectiveness and continuation rates of prescribed
contraceptive use; personal experiences, attitudes towards and
beliefs about contraception options.

Results: 34% of women had used contraception, ranging from
15% of women aged younger than 15 years to 55% of women
he right to decide the number and timing of pregnancies

is recognised as critical to the realisation of sexual health.1
 aged 15e19 years. The most common forms of contraception at
the census date were long-acting reversible contraceptives
(LARCs): 77% of women using contraception had an
etonogestrel implant and 7% had depot medroxyprogesterone.
Etonogestrel continuation rates at 1, 2 and 3 years were
87% (95% CI, 81e92%), 72% (95% CI, 64e78%) and
51% (95% CI, 41e60%) respectively. Medroxyprogesterone
depot continuation at one year was only 14% (95% CI, 8e22%).
Social acceptance of the etonogestrel implant was high; no
concerns were raised about stigma or unwanted attention
related to implant use.

Conclusion: The high uptake of LARCs in these communities
is consistent with international recommendations about
contraception use. High acceptability was reflected in excellent
continuation rates. Service delivery models that use community
engagement and capacity building are recommended for
broadening the focus of sexual health beyond sexually
transmitted disease detection and management, giving priority
to the reproductive rights and unmet needs of Aboriginal women.
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T This is optimally achieved by making acceptable and
effective contraception available, reducing the rates of unintended
pregnancy. Long-acting reversible contraceptives (LARCs) are
recommended as the first line approach because of their superior
effectiveness, the limited contraindications, high user satisfaction,
and suitability across the reproductive life cycle.2

In Australia, as in other developed countries, high rates of unin-
tended pregnancy persist in association with high rates of use of
contraception methods that require daily user compliance.3 In the
2007e2011 Bettering the Evaluation and Care of Health (BEACH)
study, the combined oral contraceptive pill was the most common
contraceptive managed in Australian general practice consulta-
tions (68.6% of contraception-related encounters).4 The uptake of
LARCs in Australia has been lower than in European countries
(7% v 10e32% of contraception users)5 despite the international
consensus favouring their adoption.2,6,7

The limited data available suggest a very different profile of con-
traceptive use in remoteAboriginal communities. The 2008Central
Australian STI (Sexually Transmissible Infection) RiskFactor study
reported that 54% of 137 Aboriginal women used contraception
(self-report by participants recruited while presenting to the local
clinic); the most common contraceptive used was a LARC
(74% used etonogestrel implants, 16.2% medroxyprogesterone
depot).8 This is also consistent with the understanding of contra-
ception by Indigenous women reported by a recent northern
Australian remote Aboriginal community ethnographic study.9

Although frequently overshadowed by the focus on STIs, access to
contraception is vital to sexual health, and is as important in
Aboriginal and Torres Strait Islander communities as in any other
Australian community. Assertions about the reasons for contra-
ceptive choice in Aboriginal communities have recently been
prominent in the media discussions of possible community
imberley Aboriginal Medical Services Council, Broome, WA. 2The Rural Clinical School of
ustralia, Broome, WA. emmag@kamsc.org.au j doi: 10.5694/mja16.00073 j See Edito
closures.10 In viewof the lack of publisheddata, this study aimed to
document the patterns of use, efficacy and acceptability of
contraception in three remote Western Australian Aboriginal
communities.
Methods

Our study had amixedmethod design, usingmedical record data to
describe patterns of contraception use, and semi-structured in-
terviews to assess user attitudes and acceptance. The participants
wereAboriginal women of reproductive age from three very remote
communities in the WA Western Desert region with a combined
population of 915 at the 2011 census.11 The two smaller
Western Australia, University of Western Australia, Broome, WA. 3University of Western
rial, p. 18
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communities are located within 90 minutes’ drive of the larger
community. General practitioners employed by the Kimberley
Aboriginal Medical Services (KAMS) live in the largest community,
andprovidemedical services toall three.Aremoteareanurse (author
DF), employed as a sexual health coordinator for all three commu-
nities since January 2013, resided and delivered services in these
communities on a continuous basis. Information on services deliv-
eredduring the audit periodwas compiled from reports produced to
meet program funding requirements and from research notes (Box
1).12,13
Contraception use
An electronic medical record system (MMEx; ISA Technologies)
has been used and shared by the three communities since
November 2010. Some patients had also shared records with other
Kimberley Aboriginal community-controlled health services.
Prescriptions and consultation andmedical history records, which
included patient self-reports of contraceptives prescribed else-
where, were searched for the keywords “contraception”,
“implan*”, “depo*”, “tubal”, “hysterectomy”, “Mirena” and
“intra-uterine” to identify contraceptive use during the audit
period of 1 November 2010 e 1 September 2014. Billing records
were searched for item numbers corresponding to contraceptive
implant insertion or removal. A patient met the inclusion criteria if
she was aged 12e50 years on 1 September 2014, was a regular
patient (ie, one of the three clinics was recorded in MMEx as their
primary health care provider and they had at least three recorded
clinic attendances), andwas recorded as being an Aboriginal and/
or Torres Strait Islander.

An episode of use was defined as commencing with the time of
initiation and lasting until the medication was ceased or removed,
or the patient was lost to follow-up (documented as havingmoved
from the communities, or after unsuccessful clinic recall attempts).
Medroxyprogesterone episodeswere classified as lapsed if the next
dosewas not given by 16weeks, as perWorldHealthOrganization
guidelines.14 Insertion dates for etonogestrel implants were
recorded, if known, to the nearest month; alternatively, the earliest
and latest dates an implant was known to be in situ were used to
calculate the episode duration. Cases for which there were insuf-
ficient data to estimate duration of use were excluded from the
survival analysis. An implant in situ beyond 3 years was consid-
ered to be still continuous.
Statistical analysis
Data extracted from MMEx were transferred into Excel 2010
(Microsoft) for initial data cleaning, and then imported into Stata
1 Sexual and reproductive health activities conducted in the Wes

� Increased general practitioner workforce consistency, with decreasing us

� Employment of a dedicated sexual health coordinator for the three com

� 61 community education sessions conducted 2013e2014, with a total att

� Upskilling of local nursing staff to perform pap smears and to insert and

� Production of Desert mob stories about good health, a collection of storie

� Engagement with external research projects; eg, The STI in remote
project, 201312

� Engagement with the Indigenous Hip Hop Project (2014)13

� Partnership development with several government and non-government

� Pilot of after-hours clinics for young people from 2014

� Increased community engagement by clinic staff, with a focus on reduci
13 (StataCorp). One, 2- and 3-year etonogestrel implant and
medroxyprogesterone injection continuation rates were evaluated
with KaplaneMeier survival analyses. Patients were censored for
loss to follow-up and the removal of implants.
Acceptability of types of contraception
Proposed interview questions were discussed with groups of
Aboriginal women at local yarning sessions before deciding the
final list. Aboriginal women aged 16 years or more were then
invited to participate in semi-structured interviews when pre-
senting to anyof the three clinics, and at community yarning events
between 3 November 2014 and 13 January 2015. Responses and
direct quotes were written down by the main investigator during
the interview, then promptly transcribed into Word 2010
(Microsoft) documents. Questions focused on pregnancy planning
and experiences, and the acceptability of different contraception
options.

The individual documents were integrated into a textual database
with the tabular functions of Word 2010. The research team then
reviewed and conducted thematic analyses of the data. The initial
focus was to explore the women’s personal experiences with
contraception, and attitudes and beliefs about available options,
with segments of text coded appropriately. The research team
included an experienced Kimberley Aboriginal sexual health
coordinator. The content of the coding categories was reviewed,
and important and recurring themes identified. Conclusions were
developed and triangulated with data from the database and
quantitative data; rates of use and continuation (as markers of
acceptability) were compared with narrative data about the
women’s personal experiences.
Ethics approval and consultation
Aboriginal women elders from the communities were initially
consulted to ensure that the project was consistent with local pri-
orities. Women’s yarning sessions were then held in each com-
munity to inform local women about the project. This project
received ethics approval from the Western Australian Aboriginal
Health Ethics Committee Human Research Ethics Committee
(reference, 585) and was supported by the Kimberley Aboriginal
Health Planning Forum Research Subcommittee.
Results

Five hundred and sixty-six women met the inclusion criteria, for
191 of whom (34%) a prescribed contraception method during the
study period was recorded (Box 2). The etonogestrel implant was
tern Desert region during the audit period

e of locum practitioners from 2011

munities from January 2013

endance of 296 men and 607 women

remove etonogestrel implants from 2013

s and art about questions that affect relationships (2013e2015)

communities: improved and enhanced primary health care (STRIVE)

agencies

ng stigma and encouraging regular check-ups and clinic attendance u



2 Contraception history of regular Aboriginal patients of the
participating clinics, aged 12e50 years
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the most common contraceptive used; at the census date, 93 of 121
(77%) women with currently prescribed contraception were using
the implant (Box 3), and a further ten had been lost to follow-up
with an implant in situ. Medroxyprogesterone was the second
most frequently prescribed contraceptive, but was used by only 9
of 121 women (7%) at the census date. Emergency contraception
was only prescribed twice. Service providers in the communities
reported that terminations of pregnancy were rare. Only 15% of
women under 15 years of age had contraception prescriptions on
record, rising to 55% for those aged 15e19 years.

Two hundred episodes of etonogestrel implant use were recorded
for 170 of the 566women (30%), for a total of 373 patient-years. The
median age at commencement was 20 years (interquartile range
[IQR], 15e25 years). Most episodes (124 of 200, 62%) involved
women under 25 years of age. The rate of continuation of use after
one year was 87% (95% CI, 81e92%), after 2 years it was
72% (95% CI, 64e78%), and after 3 years it was 51% (95% CI,
41e60%) (Box 4). For 80 of 183 episodes (44%) for which prior
parity was recorded, the woman was nulliparous at the time of
insertion. For 67 of 200 episodes (34%), implants were inserted
during the post partum period. The longest time in situ for a single
implant was 4.4 years. No woman became pregnant with an
implant in situ.

Forty-three women (8%) received 162 doses of medroxy-
progesterone in 94 episodes of contraceptive use. The median age
at the first dose was 24 years (IQR, 17e37 years); the median
number of doses per episode of continuous use was one (range,
1e8). In 29 of 71 episodes for which prior parity was known, the
woman was nulliparous at the time of the first dose. Eleven of 43
medroxyprogesterone users subsequently became pregnant, all at
least 26.5weeks (median, 81weeks) after the last dose. Only 14%of
women used this method continuously for one year after initiation
(95% CI, 8e22%) (Box 5).

Acceptability of types of contraception
Individual semi-structured interviews were conducted with 20
Aboriginal women: 17 had previously been pregnant, and 15 had
living children. Seventeen had used an etonogestrel implant and
eight had used medroxyprogesterone. One woman had used an
intra-uterine contraceptive device (IUCD), and another woman
alluded to this: “It goes inside you” (interviewee p20). Eleven
women were asked directly which methods they knew; they
mentioned implants, injections, and one woman described an
IUCD. None mentioned oral forms of contraception.

Most women spoke positively of the etonogestrel implant: “It’s
good” (p1); “Better than taking tablets or getting needles” (p3);
“Yeah, I had that one. That was right, no problemwith that” (p13).
Two women preferred medroxyprogesterone, as they did not like
the feel of the implant: “Sometimes it confusing. and it feels like it
stuck in your skin” (p9). Four women had had menstrual irregu-
larities that resulted in cessation of use. When contraception had
resulted in lighter periods, this was perceived as positive. Two
women related stories of the implant “moving” (p6, p18), and one
reported suspicions in the community that it had secondary pur-
poses: “it controls them” (p11). When asked directly if there was
any shame in having the implant in situ, six of six interviewees said
it did not (“No, it’s in a good spot, private”: p20). The upper arm
was the place of insertionwithwhich all womenwere familiar, and
gestures indicating the arm were used in conversation by women
to indicate the implant.When asked if womenwere ever pressured
to use contraception, five interviewees reported that some boy-
friends wantedwomen to have their implant removed so that they
could have a baby: “Yeah. There was a friend I had; her boyfriend
wanted her to take it off, but she too young” (p15). No women
reported receiving any unwanted attention because they had an
implant in situ.

Mothers were asked if they would be happy for their daughters to
use the etonogestrel implant for contraception. All replied posi-
tively, and twowomen described supporting their daughter when
receiving the implant at the clinic: “Yeah, I took her to [the clinic] to
get it” (p13). Women described the importance of being healthy
and not too young when having babies, and of communication
between mothers and daughters about contraception: “Good to
learn these girls to look after their bodies” (p16); “girls too young
have problems pushing them [babies] out” (p9).
Discussion

This is the first population-based study using medical records to
determine rates of contraception use in Aboriginal Australian
communities. We found a high uptake of LARCs (especially the
etonogestrel implant) in three remote Western Desert commu-
nities, with one year continuation rates that compare favourably
with those in other populations (87% in this study v 65e82%; de-
tails in Appendix).15-22 Together with the generally positive feed-
back from the community, this suggests good acceptance of
LARCs, particularly among younger women.

Factors that may have contributed to the preferred use of the eto-
nogestrel implant include the long term presence of a dedicated
sexual health coordinator who provides counselling and referrals,
and good access to trained inserters. Ready availability of the
etonogestrel implant may predispose prescribers to recommend

https://www.mja.com.au/sites/default/files/issues/205_01/10.5694mja16.00073_Appendix.pdf


3 Prescription contraceptive history and current contraceptive use, at 1 September 2014*

Age group (years) Number of women

Prescription contraception history at 1 September 2014, by method

Never used contraception Etonogestrel implanty MPA injectiony Intra-uterine devicey COCPy

12e14 61 52 (85%) 8 (13%) 1 (2%) 0 0

15e19 94 42 (45%) 48 (51%) 15 (16%) 0 2 (2%)

20e24 93 46 (49%) 44 (47%) 10 (11%) 0 2 (2%)

25e29 71 47 (66%) 19 (27%) 2 (3%) 0 4 (6%)

30e39 151 100 (66%) 44 (29%) 7 (5%) 0 2 (1%)

40e49 96 81 (84%) 7 (7%) 8 (8%) 1 (1%) 0

All 566 368 (65%) 170 (30%) 43 (8%) 1 (< 1%) 10 (2%)

Age group (years) Number of women

Contraception in use at 1 September 2014, by methodz

Not using
contraception

Etonogestrel
implant

Etonogestrel
implant, LTFUx

MPA
injection

Intra-uterine
device

Surgical/
permanent

12e14 61 53 (87%) 6 (9%) 2 (4%) 0 0 0

15e19 94 59 (63%) 26 (28%) 5 (5%) 4 (4%) 0 0

20e24 93 71 (76%) 21 (23%) 1 (1%) 0 0 0

25e29 71 60 (85%) 8 (11%) 1 (1%) 0 0 2 (3%)

30e39 151 117 (77%) 29 (19%) 0 1 (1%) 0 4 (3%)

40e49 96 85 (89%) 3 (3%) 1 (1%) 4 (4%) 1 (1%) 2 (2%)

All 566 445 (79%) 93 (16%) 10 (2%) 9 (2%) 1 (<1%) 7 (<1%)

COCP¼ combined oral contraceptive pill; LTFU¼ lost to follow-up; MPA¼medroxyprogesterone acetate. *All percentages are row percentages. †Women may have used more
than one type of contraception. ‡No women were current users of oral contraception. xWomen lost to follow-up with an etonogestrel implant in situ at last contact. u
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24
it; in comparison, the 900 km journey required to have an
IUCD inserted probably contributes to their low use in these
communities. During the final 12 months of the audit period,
KAMS staff delivering sexual health services (including DF and
EG) observed increasing numbers of women who presented
unprompted for reproductive health consultations.

Key activities and outputs in sexual health program delivery
include health promotion, staff development, and flexible service
delivery, constituting a multifaceted approach to sexual health.
This high acceptance of LARCs that we found and the changes to
clinic practice as a result of these activities should inform future
program design and delivery. This is particularly important when
considering the high rates of teenage pregnancy in some
4 Continuation of use of etonogestrel implants by 170
Indigenous women in three Western Desert communities
(KaplaneMeier survival function)
Aboriginal populations,23 potentially indicating a group with un-
met contraceptive needs that could be addressed by using LARCs.

There was less adherence to medroxyprogesterone injection.
Possible explanations include the ambivalent contraceptive intent
of the user, limited contraceptive literacy, and sub-optimal clinic
recall systems. The infrequent use of emergency contraception
warrants further exploration of patient acceptance and under-
standing, and of service delivery factors.

Current contraception was documented for only one-fifth of
women in these communities, compared with two-thirds of all
Australian women aged 18-49 years in 1998.24 This could also
indicate unmet contraceptive needs. It could also reflect the
5 Continuation of use of medroxyprogesterone injections
by 43 Indigenous women in three Western Desert
communities (KaplaneMeier survival function)
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relatively recent introduction of a locally based full-time general
practitioner and the increased availability of trained inserters of
LARCs. The interviewparticipantswere a groupwith a high rate of
contraceptive use, and the voices of women not using contracep-
tion may have been missed.

This study was limited by the retrospective cohort design used to
assess contraception use. Some under-reporting is likely, as
contraception initiated at other health centres was not always
documented, and some records were incomplete. Few women
were recorded as having had permanent or surgical contraceptive
procedures; procedures carried out elsewhere may not have been
documented. However, our study provides a picture of contra-
ception prescribing and use in a remote part of Australia that may
well be relevant to other remote areas. Recent articles have high-
lighted the importance of understanding the values, attitudes and
aspirations of a community when delivering reproductive health
services.25

Some women described side effects of contraception, particularly
menstrual side effects, but the implant was otherwise well toler-
ated. Where coercion to use contraception was reported, it related
to partners desiring pregnancy and their pressure to cease
contraception. None of the participating women reported any
concerns that thepresence of an implant attractedunwanted sexual
attention.
While more than half of the women aged 20e24 years had some
experience of contraception, its use by women under the age of 15
was uncommon. Lack of national prescribing data prevents direct
comparison with other communities, but a national survey of high
school students found that more than one-fifth of year 10 girls
(median age, 15 years) had been sexually active, with the oral
contraceptive pill the most frequent contraceptive method re-
ported.26 This study suggests thatwhile the choice of contraception
method differs, the rate of contraception use among youngwomen
in these remote communities may not differ markedly from that of
urban young non-Indigenous women. Our data show that, with
sustained appropriate services, LARCs can be highly effective in
remote Aboriginal communities. This supports a model of service
delivery that promotes the reproductive health of Aboriginal
women through community engagement and capacity building,
aiming to broaden the focus of sexual health for women above and
beyond the detection and management of STIs.
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Chapter 4: Pregnancy intentions in a group of remote-dwelling Australian 

Aboriginal women: a qualitative exploration of formation, expression and 

implications for clinical practice 
 

Preamble 

The following chapter expands on themes raised during initial fieldwork and collection of data for 

Chapter 3. It became clear during the initial thematic analysis that further interviews were 

necessary to satisfactorily explore issues raised by the initial interview participants.  

As noted in the introduction the assessment of pregnancy intention is important for both the 

assessment of unmet contraception need at a population level and to assess the needs of an 

individual woman in a clinical context. As described, the formation and expression of pregnancy 

intention is heavily influenced by sociocultural context and communication of intention requires a 

shared understanding of terminology. Aboriginal women’s perspectives on this issue had not 

previously been formally collected. 

An interview tool was constructed by reviewing existing pregnancy intention assessment tools and 

deconstructing them into “dimensions” of enquiry. Semi-structured interviews then approached 

the concept of pregnancy intention from multiple “dimensions” to probe for ambivalence and 

identify areas of potential cross-cultural miscommunication. The process of developing this tool 

was an important part of forming a shared understanding with women about what issues were 

important to them and how they should be enquired about. It is included as Appendix 1.  

In addition, interviews were used to expand on those sociocultural themes raised at the first round 

of interviews, including reproductive autonomy and coercion, connection to culture and factors 

that might influence care access. 

As described in Chapter 2, the results of the initial thematic analysis were discussed at meetings 

with women in participating communities, and the feedback received was used in further 

interpretation and subsequent presentation of results. A simple one-page plain language summary 

was used at these meetings to overcome health literacy barriers and to promote discussion. These 

are included in Appendix 2. Not all cultural references discussed at interview were included in the 

final publication, in deference to Aboriginal ownership of cultural knowledge that they did not 

want to share more widely.
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Background
Unintended pregnancies (often further classified as un-
wanted or mistimed) [1] have been associated with later
entry into antenatal care, increased frequency of preg-
nancy risk factors and adverse pregnancy outcomes [2].
A third of pregnancies in Australia are estimated to be
unintended [3]. At a population level, the rate of unin-
tended pregnancy is sometimes used as a surrogate
marker for women’s reproductive autonomy and access
to health services [4]. At an individual level, assessment
of pregnancy intention is important for the provision of
appropriate contraceptive services and timely precon-
ception care.
For these reasons pregnancy intentions and the associ-

ation of intention with relevant actions (such as contracep-
tive use, adoption of healthy pre-conception behaviours
and early access to antenatal care) are concepts fundamen-
tal to the understanding of reproductive health issues and
the provision of quality care. Discrepancies between re-
ported pregnancy intentions and pregnancy related actions
have been well demonstrated in the literature [5–7]. This
prompts questions around whether methods of assessing
pregnancy intention are accurate, and what contextual
factors impact on the relationships between intention and
actions. Pregnancy intention and associated actions may be
shaped by factors such as the degree of female reproduct-
ive autonomy, socioeconomic status, pro-natalist norms
and attitudes and values towards available contraceptive
options [8]. Traditional theories of reasoned action have
been challenged in this space [9], highlighting the need for
individual consideration of planning, intention, desire and
action when discussing pregnancy intention.
It has also been suggested that women may fail to

form pregnancy intentions because of low perceived
reproductive control [6]. The concept of “planning” has
been described as an “unattainable ideal” in qualitative
studies of populations of disenfranchised women [6].
This is likely to present the greatest barrier when the act
of planning is defined by the attainment of life goals that
seem irrelevant or unlikely, or when planning requires
foresight into the distant future. The process of assessing
pregnancy intention often implicitly assumes a high
level of reproductive autonomy and agency within part-
nerships. However, pregnancy intentions within couples
is not always concordant, requiring a degree of nego-
tiation. On one end of the spectrum this may affect
the formation and expression of pregnancy intention
via reproductive coercion. Defined as behaviour that
interferes with the autonomous decision-making of a
woman with regards to reproductive health [10], repro-
ductive coercion has been described in many different
populations [6], and has an association with other forms
of intimate partner violence and with unintended
pregnancy [10].

Australia is a developed country with an efficient
health care system that provides superior health out-
comes in comparison to other Commonwealth countries
[11]. Aboriginal Australians, however, have one of the
longest living cultures yet drastically poorer health out-
comes than their non-Indigenous counterparts [12].
National targets to reduce inequities in health outcomes
are currently not on track [13] and complacency on this
issue cannot be afforded.
In Aboriginal Australian communities culturally-specific

traditional kinship practices are historically integral to the
determination of partnerships and family formation.
Kinship-based marriage organises all social structures and
relationships, determines obligations to land and family
and imparts identity within and between social groups.
Disruption to the kinship system has the potential to im-
pact across communities in terms of relationships, ritual
practices and marriage eligibility in current and subse-
quent generations, as illustrated in historical accounts of
forced remarriages in missionary times [14]. Additionally,
young people’s desire for autonomy has been described as
increasingly competing with traditional marriage practices
in influencing partnering and pregnancies [15].
Our previous work examined the uptake, continuation

and acceptability of contraception methods in three re-
mote Aboriginal communities [16]. The most common
form of contraception used in these communities is the
etonogestrel implant and continuation rates with this
method were good. Thematic analysis of interviews with
women demonstrated good acceptability of method, with
adverse effects being troublesome for a subset: four of 17
women who had used the implant had ceased due to un-
wanted side effects. However, despite this apparent accept-
ability, incident contraception use was documented for
only one-fifth of women in these communities, compared
with two-thirds of all Australian women aged 18–49 years
in 1998 [17]. Also, some women described pressure from
partners to cease contraception. This raises the possibility
of some unmet need for reproductive health services: to
better understand what needs might be “unmet”, we must
first better understand those needs.
In this article we present a further exploration of the for-

mation of pregnancy intention through analysis of semi-
structured interviews with Aboriginal women residing in
participating Western Desert communities. In improving
our awareness of the expression of these intentions and the
factors that influence them we aim to develop a shared
understanding of their reproductive health needs in order
to enable improvements in health services.

Methods
Recruitment
This study involved the continuation of a mixed method
design focussing on contraception use and acceptability.
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Quantitative data relating to contraceptive use and con-
tinuation has been previously published elsewhere [16].
Women were eligible to participate if they identified as
Aboriginal and/or Torres Strait Islander and were of
adult reproductive age, defined as 18–50 years inclusive.
No women were knowingly pregnant at the time of
interview. Consent was sought at the time of interview.
Purposeful sampling was used to recruit women who
indicated an active interest in discussing this topic and
to ensure different ages and stages of reproductive life
were included. Interested women were identified through
existing community relationships and through word of
mouth from participants. Light refreshments were pro-
vided during and after interviews for participating
women. Local female Aboriginal Health Workers were
offered an opportunity to provide individual interviews
or contribute to feedback and analysis according to
their individual preferences.

Setting
The participants were from three very remote communi-
ties in the Western Australian (WA) Western Desert
region with a combined population of 915 at the 2011
census [18]. The two smaller communities are located
within 90 min’ drive of the larger community. A general
practitioner resides in the largest community and pro-
vides medical services to all three. The current primary
health provider organisation has been providing health
services to the region since 2006.
Prior to colonisation the lake system in the region was

a centre of activity lying at the end of a dreaming track
that brought together many language groups over a wide
area. The area has a history of occupation by Catholic
missionaries since the early 1940s who provided health
and other services during the post-war era. In 1983 the
mission handed over its land and administration, and
the communities became self-managed [19]. The current
communities include families from multiple language
groups from the surrounding desert. A local Catholic
school has provided education to year 9 level since 1984,
after which young people may travel away from their
community to complete high school. Although many
people speak English well, it is often as a second or third
language. “Bush medicine” and traditional healing prac-
tices are understood and continue to be practiced, some-
times in parallel with Western medicine.
The participating communities continue to observe a

separation of “men’s business” from “women’s business”,
both in traditional law and cultural practices and in
discussion of reproductive health issues. A traditional
practice of “promised marriage” is well documented
where young women were betrothed at a young age to
an older man, however this has been noted as becoming
less common over time [20]. Kinship structures are also

still prominently recognised and dictate the acceptability
of certain social interactions. One important aspect of
kinship are the sets of “skin names” used in the region
which can vary by language group. Skin names of chil-
dren are determined by their ancestry and in traditional
societies determine aspects of most social interactions,
including who a person is permitted to marry and also
who they are expected to avoid. The phrase “wrong skin”
implies a relationship that would have traditionally been
prevented by the kinship system [21]. This system allows
individuals across multiple generations to understand
their relatedness and for this knowledge to be passed
down through subsequent generations, ensures a degree
of genealogical distance and provides continuity in rela-
tionships with the land and other population groups
[22]. Disruption of traditional marriage systems can result
in confused and contradictory relationship definitions
between two people [14]. These disruptions have ripple
effects through subsequent generations, particularly in
combination with other community fragmentation such
as forced removals and decreased sex segregation.

Reflexivity
Interviews were conducted by the sexual health nurse
who had been based in these communities long-term
(author DF) and a doctor who had visited the commu-
nity over several years (author EG), both female and
non-Indigenous.
The authors acknowledge the privileged position occu-

pied in this space as clinician researchers, and the poten-
tial for conflict in this dual-role [23]. Where indicated,
arrangements were made to follow-up the clinical needs
of participants after the completion of the interview. We
also note the limitations inherent in our role as non-
Aboriginal service providers: trusted and known as long
term service providers, but external to the community
and therefore outsiders. Our process aimed to create a
safe environment for cross-cultural exchange and know-
ledge transfer that reduced the distance between key
community informants and research end-users.

Interviews
Questions were drafted and piloted with Aboriginal col-
leagues. Visual aids were used which included interview
questions in plain language and large font, Likert-type
scales and categorical options. Interviews, which ranged in
duration from 20 to 40min, were conducted in a clinic
consulting room after hours, or a vacant community build-
ing, based on participant preference and room availability.
Interviews were conducted in English. Women were in-
vited to bring support persons to the interview with them,
however all interviewed women elected for private inter-
view. Question content was revised iteratively incorporat-
ing initial analysis of responses and direct feedback from
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participants during interviews. Three women were inter-
viewed a second time, following a revision of the interview
guide. Question content is summarised in Table 1.
Initially interviews were hand transcribed at the time

of interview by one interviewer and cross-checked with
the second interviewer within 48 h. Based on feedback
from women during the course of the project that audio
recording would be acceptable to the community, an
ethics amendment was submitted to allow audio record-
ing as an option. All subsequent participants agreed to
audio recording – these recordings were subsequently
transcribed by one interviewer and cross-checked be-
tween interviewers within a week of interview.

Analysis and feedback
The results of an initial analysis of these interviews were
presented back to focus groups in two of the three com-
munities (open to any interested women) using plain lan-
guage summaries to stimulate discussion and to test our
interpretations of the data. Feedback from local women
was then used to inform further analysis and prioritisation
of themes. Content containing culturally specific know-
ledge was de-identified then discussed with a cultural cus-
todian identified by the community; specific knowledge
that was considered important Aboriginal cultural prop-
erty has been excluded from this publication.
Responses relating to pregnancy intention in the short

and long term, desired family size and contraception
plan were used to summarise pregnancy intention and
were analysed for congruency. Explanatory factors relat-
ing to intention formation and decision making around

conception and contraception were coded for thematic
analysis. Analysis sought to address the following
research questions: Are women forming pregnancy in-
tentions? What influences the formation, or lack of for-
mation of pregnancy intentions? Are unmet needs for
contraception revealed through exploration of preg-
nancy intentions?

Ethics approval
Aboriginal women elders from the communities were
initially consulted during the development of the project,
discussed the project and agreed that the project was
consistent with local priorities. This project received eth-
ics approval from the Western Australian Aboriginal
Health Ethics Committee (reference, 585) and was sup-
ported by the Kimberley Aboriginal Health Planning
Forum Research Subcommittee.

Results
The final sample included 27 women, who ranged in
age from 18 to 49 (median 28) years at time of inter-
view. Women’s prior births (parity) ranged from zero
to five (median 2). Participant characteristics are sum-
marised in Table 2.

Pregnancy intention
The majority of women (n = 19) expressed congruent
pregnancy and contraceptive intention, with either
current positive (“yes, now”) (n = 7), future positive
(“yes, but not yet”) (n = 5), or negative (“no more”)
(n = 7) intention.

Table 1 Content of semi-structured interviews

Category Content Questions included in the prompt sheeta

Contraception Contraception used; Reasons for use;
Experiences of using;

Are you using any [contraception] at the moment?
Have you used any/any other [methods] before?
What is good/bad about this/these [methods]?
Have you heard of any other [methods]?

Pregnancy intention Wanting, trying;
Timing;
Family size;
Hypothetical pregnancy;

Do you want any [more] babies?
Right now, are you trying to / trying not to have a baby?
How long between now and when you want to have a baby?
How many babies would you like to have all together?
If you found out you were pregnant today, how would you feel?
What would you do?

Decision-making Choosing a partner;
Marriage;
Age and pregnancy;

How do you decide a man is the right one to have a baby with?
Is it important to be married before having a baby?
How do you decide it is the right time to have a baby?
What is a good age to start / stop having babies?

Partner Wanting;
Timing;
Family size;
Talking;

Does your partner want any [more] babies?
How long between now and when your partner wants
to have a baby?
Do you and your partner have any talks about having babies?

Autonomy Personal experiences of;
Perceptions of issue in community;

Has anyone ever tried to force you / pressure you about:
contraception/having a baby/ending a pregnancy?
Is forcing / pressure an issue in [this community]?

aExact wording was modified as needed to enhance comprehension. Important points were clarified by revisiting questions with alternative phrasing to improve
the accuracy of interpretation
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Women who had congruent present positive pregnancy
intention were not using contraception, would be “very
happy” to be pregnant, were “trying” to become pregnant
and described an ideal family size that was greater than
their current number of children. Women who had future
positive pregnancy intention had contraception in situ or
a plan to access contraception and expressed positive
intentions, but for the “future”, or “later on”.
Women who had congruent present negative pregnancy

intention had contraception in place or a plan to access it
and reported “trying hard not to have a baby” or being sat-
isfied with their current family size. These seven women
had at least one previous pregnancy. In contrast, eight
women expressed some ambivalence or uncertainty re-
garding the possibility of future pregnancy. Some women
were hesitant to disclose their positive pregnancy intention
until the later stages of the interview as greater comfort
and rapport was achieved. Time-specific questions were
necessary to ensure a mutual understanding of timing with
respect to pregnancy intention:

INT: Do you want any babies do you think?

P11: Yeah but I think... ah... I need a good a man
sometimes I think.

INT: How long between now and when you want
a baby?

P11: Like wait when I get older, a little bit older.

INT: How much older is older?

P11: One month.

In discussing the future women tended to only discuss
time periods of months, or perhaps “future” to indicate
more distant, less able to be predicted, possibilities.
Whether or not they desired a pregnancy, most women
clearly stated that if they found out they were pregnant
they would have the baby and raise it themselves, in
preference to adoption or termination of pregnancy.

Finding a partner, the “right way”
Traditional kinship structures remain important to
women in this community. Women had strong feelings
that there were “right ways” and “wrong ways” to form
partnerships. Personal attributes such as being hard-
working, fit, strong, and treating women well were
thought to be important. For some, marriage was im-
portant. One woman had memories of participating in
her parents’ marriage in the local church (marrying
“Kartiya [non-Indigenous] way”). However, for most
women marriage referred to the traditional practice of
Aboriginal law and kinship structures.
Marriage itself was not always viewed as important if

the partnership in question was well known and ac-
cepted by the community, hence legitimate (P21: “They
got baby and they not married, he still the family. The
family will know that they were going out nearly every
night”). For some their views reflected their own experi-
ences (P23: “It was my choice, I was very young and didn’t
want to be married”). One woman had experience of be-
ing in a “promised” marriage. Some expressed that unlike
other aspects of kinship-marriage, a large age gap between
husband and wife was no longer acceptable, and that it
was important to know a man before marriage.

P21: Sometimes they just married “blind way”. They
should know them first better, they should know the
person better, they should know the persons family
and know him better.

Being “wrong skin” or having certain other relationships
under Aboriginal law was an important reason that some
people could not marry and should not have a baby to-
gether. These “wrong way” partnerships were frowned
upon as they were considered to lead to uncertainty about
the paternity of babies, community fighting and unrest.

P22: When they have a partner, then they can have a
baby. It’s not right when they have no partner but
they be pregnant, cause trouble like that. Like the

Table 2 Participant characteristics

Characteristic Group Number of
participants

Age 18–24 10

25–34 8

35–44 8

45–49 1

Parity 0 7

1 4

2 5

3 4

4 5

5 2

Contraception in situ
at time of interview

Contraceptive implant 12

Permanent (tubal ligation
or hysterectomy)

5

Medroxyprogesterone depot 2

Nil 8

Pregnancy intention Current positive 7

Future positive 5

Negative 7

Ambivalent/uncertain 8
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other man says ‘my baby’, then the other man says
‘that’s my baby’. That thing cause more problem…
there was fighting a couple of months ago about baby.

Kinship systems were also seen to impact on family
structures and bringing up of the child.

P25: Here's what I was doing, I didn't want [my
baby’s] dad involved because he was with another
woman, I kept my baby to myself.

INT: Could he have said to you, ‘But I want to hold
the baby. I want to grow it up’?

P25: Nup, he know it was wrong skin and ... yeah.
Yeah, if it was right skin I would have given [the
baby] to him, but wrong skin and woman, I kept my
baby for myself.

In contrast to this, babies born to “right skin” partner-
ships were seen to bring happiness and harmony to the
community:

P25: … But it brings family together, in-laws to
in-laws, together. Sometimes the baby... yeah,
they're good family like that you know... but we in
the community see, little communities, like it
brings people together [but] sometimes especially if
they're wrong skin it doesn't work. If they're right
skin it brings family together.

Women in insecure relationships were judged for
“mucking around” and not knowing who they had been
with (P22: “Because they don’t know which man they
going out with… they go one, one day, another the next
day”). Five participants discussed this as an important
issue and held these women responsible for fighting in
the community. It was believed that a pregnancy had a
changing effect on both mother and father, and men
were sometimes scrutinised to see if the pregnancy was
“making them different” (P27: “Sometimes when they,
like when the partners not getting different, and they see
that man is getting… you know... different, getting
weight or losing weight”). Where paternity was disputed,
a woman was at risk of getting caught up in fighting
between family groups.

Making a family: timing, size and gender: “I’d be happy, if
I had another little baby girl”
Women recognised the benefit in postponing pregnancy
until a certain age; for most women this was 18–25
years. One reason was to give women time to achieve
other life goals (P8: “I reckon they should go to Perth,
finish school, go to university, get good jobs, then have

babies”, P20: “Probably when you are all organised, got
money, got car”). Most women identified the ideal age to
fall pregnant as older than they had been at their first
pregnancy. Education was described as something that
would complement motherhood:

INT: How old is old enough?

P21: I dunno, well only times you can have babies is
when she finished schooling, [going to] college, maybe
after that she can do whatever she wants, because
she’ll be well educated now.

INT: Is it important to be well educated?

P21: Yes. So if kids bring their things [school-work] to
you the mum can do it. Otherwise they come to her
[for help], like asking ‘Mum, help me read this’ and
she’ll be like ‘Go ask your father, your grandmother’,
and say ‘I’m too tired’ but she is lying because she
doesn’t know how to read.

The other reason to postpone pregnancy was the con-
cern that pregnancies at a young age would be danger-
ous for the young woman (P27: “…for me it’s not alright
for young girls, like young teenager to have a baby be-
cause you know, sometimes they get killed from babies
you know…”). It was felt that if parents did not discuss
contraception with young teenagers, they might be at
risk of an early pregnancy.
Women identified the need to space pregnancies in

order to be well placed to manage a family (P22: “Wait
‘til baby get big, walking maybe before you have another.
Can’t have another baby while my baby is still small”).
Desired family size ranged from one to seven. Most
women aged under 25 (n = 6) reported a preferred family
size of one or two children (5 of 6), whereas women
aged 30 years and over (n = 15) had ideal family sizes of
three (3 of 15), four (7 of 15) or more (3 of 15) children.
Women reflected on the practicalities of caring for mul-
tiple children at once and the potential for stress:

P27: When some womans’ got five or six… like she
got…. Baby, sitting down baby and she got a maybe
two, three or five years old… you know she comes
and cries at the mother’s lap ‘Ahhh’ like you know, the
mother goes mad and starts giving her a hiding.

INT: And why do you think she does that?

P27: Don’t know… I think she got stressed or
something like that, stressed from too many kids…
Wait until she or he is maybe walking around,
walking, walking baby… Because you can’t handle it
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like, when he or she is still a baby and you want to
have another baby, you know, it’s going to be rushed
like…Too hard.

For some women the desire to have a girl, or an-
other girl was central to their desire for additional
pregnancies (P23: “I’d be happy, if I had another little
baby girl”). Girls were seen as more helpful to the
mother, easier to manage and to have a role in caring
for younger children, and it was expected that one
daughter would want the companionship of a sister
to grow up with (“P5: One girl grows up, want more
sister, she’s going to ask me for that”.

Autonomy and control
Pressure from partners to fall pregnant was perceived
as a common problem. Although mentioned by nine
participants, it was largely discussed at a distance,
happening to “friends” and “other women”. This oc-
curred through pressure to cease contraception and
the threat that men would leave women who did not
fall pregnant. One woman described switching from
the contraceptive implant to the medroxyprogesterone
injection so she could access contraception in secret.
This was normalised by some women, as an expected
part of gender dynamics.

P24: But I been hear some girls, like maybe, maybe
boyfriend one was telling them have baby, and they go
tell me… I dunno, maybe just have it... make the boy
happy, and the family.

INT: Is that scary for girls sometimes?

P24: No... they just feel happy, like fun. They just talk
‘Ahh, can you take that implant off, you gotta have my
baby’, like that. And the girl just laugh ‘Yeah I'll take it
off, I'll go see the doctor’.

INT: What if the girl says no, what will he do?

P24: Well, you won't meet him again.

The solution was sometimes to go “quietly” to the
clinic and get their contraceptive implant removed,
suggesting that reproductive coercion, if present, was
not always openly discussed with clinic staff.

P27: Quietly for him. To make him stop having
argument. Sometimes, men get wild, because the
girl got that implant on and [she’s] not allowed to
have… you know, private... private, some of them
have their private problem, you know, they don't
tell us maybe…

For one woman, her future pregnancy plans were un-
certain in anticipation of pressure to become pregnant.

P8: My partner just came out of prison…. but I not
ready yet... Some women stay strong, keep their
[implant] in. I been through that with my partner, try
to tell him I’m not ready, he not support me. Some
young girls, some girls say no… Three is enough I
think I just keep this [implant] in.

Women expressed frustration at being on the receiving
end of jealousy. They attributed some problems to men’s
lack of understanding about the inheritance of traits or
the timing of conception.

P21: He [her oldest child] has my mother’s skin
colour. He’s got my mother’s bright skin colour… but
the baby is for [her current partner], but the colour
comes from mother side of family. He keeps saying
‘Only [the youngest child] is mine’.

P23: Maybe [when she gets pregnant], he’s gone out, he
might come back and say ‘I’ve gone out, this is
someone else’s’. Men can ask silly question you know…
If the woman got pregnancy and men don’t know
nothing she’s already expecting a baby and it’s still
growing and a couple of months later they see she’s
getting more bigger, ‘Is that mine or somebody else’s’?

For most women, conversations with their partner about
pregnancy planning were brief or did not occur. Women
were not always certain why men might want to have
babies, suggesting that he would take pride in being a
father (P21: “because he wants to take it around and
show it to family, and they congratulate him”), or that it
will make him stronger and happy.

Western versus traditional beliefs
Most women described traditional fertility practices as
having an important role, particularly in becoming preg-
nant (details omitted at community request). Despite
these strong connections to traditional practices, women
also discussed the importance of “Western” medicine
and talked about the experiences they had had accessing
clinic services. Participants identified that when preg-
nant, it was important to go to the clinic to confirm the
pregnancy and have a check-up, however they also sug-
gested that in some cases a woman might hide her preg-
nancy intention to avoid “humbug” from the clinic
during pregnancy, in order to conceal a “wrong skin” re-
lationship, or because she was worried that she might
not fall pregnant quickly. Infertility was associated with
sadness and shame, and participants were uncertain
about why some women were unable to get pregnant.
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P26: Some trying to have babies... but couldn't… they
married right. Some young girls you know but they
can't have babies.

INT: Do you know why it is that they can't have a baby?

P26: I don't know.

One woman, however was interested in attending the
clinic for assistance with fertility (P25: “Nah I want to
find out about [how to] have a baby, take pills or any-
thing… medicine to make baby come”). Women also
identified getting a check-up for “STI” or “germs” as a
good reason to go to the clinic, to avoid “damage… like
sore eyes (for the baby) … [and to check you are] healthy
and you know, not sick” (P24) and also “iron tablets,
make strong baby (P5)”.

Discussion
Our study confirms that it is possible for clinicians to
develop a shared understanding of pregnancy intention
for most women in this community. Participating
women who wanted to avoid pregnancy were generally
accessing modern contraceptive measures. Some women
did not express clear pregnancy intentions or were un-
certain about future pregnancy plans and these women
appeared to have lower perceived reproductive control.
Women spoke of the continuation of traditional cultural

practices in parallel with the use of Western medicine.
Partnering and the formation of pregnancy intention in
this population remains closely associated with traditional
kinship systems and women generally have a clear under-
standing of, and attachment to, traditional fertility prac-
tices regarding conception. However, women concurrently
described the importance of using Western medicine to
ensure a healthy pregnancy with a good outcome. No
woman reported a preference for Aboriginal traditional
methods of contraception. One published reference to
“bush medicine” for contraception on Groote Eylandt tells
of the use of herbs to impart permanent contraception
[24], but such reports are rare. In this study we did not de-
tect unmet need for modern contraception on the basis of
preference for traditional or other alternative methods.
The interview responses suggested a decline in ideal

family size in association with older preferred age at first
pregnancy and support for the education of women.
This finding was significantly different from attitudes
and values documented in a 1987 study, where the use
of contraception to delay a first pregnancy was frowned
upon in a number of Aboriginal communities across
Australia [25]. Expressed interest in education also ap-
pears to be higher than in an earlier study with young
Aboriginal women in 2003 [26]. Such changes may well
be suggestive of demographic transition [27], although

traditional demographic theories may have limited ap-
plicability to collectivist cultures and the complexities of
the post-colonial context [28].
Women in our study idealised the notion of further

education and financial security, even though this was
achieved by few women from these communities. Cur-
rently this would require young women to make the dif-
ficult choice to travel far from country and family in
order to pursue education and employment. Although
rates of teenage pregnancy are declining for Aboriginal
women, the national dataset still shows rates to be more
than six-times higher than in the non-Indigenous Aus-
tralian population [29]. Supporting young Aboriginal
women with educational and occupational opportunities
is essential in allowing them to actualise their life goals.
Reproductive coercion was an issue of concern for

women in these communities, mostly consisting of pres-
sure to become pregnant. This is also an international
health concern, with women from disadvantaged or dis-
empowered groups being disproportionately affected [10].
Studies in the clinic environment have identified value in
informing women about “hidden” forms of contraception
[30] and randomised-controlled trial data demonstrates
that universal screening for reproductive coercion can be
well accepted [31]. Increased self-efficacy and awareness
of support resources can reduce reproductive coercion for
some women [32]. However, these approaches place the
burden of change on women who are already disempow-
ered and lacking control in their life.
Approaches that are inclusive of the partner are im-

portant and can be effective in reducing intimate partner
violence and enhancing reproductive autonomy [33, 34].
A recent statement from a Kimberley Aboriginal Men’s
Health Gathering has further highlighted the importance
of including men in family and early childhood initia-
tives and emphasised the importance of the role of Abo-
riginal men as fathers [35]. It is likely that sustained
improvements to reproductive autonomy will require a
reorienting of community attitudes and norms over
time, which will hopefully be enhanced by new commu-
nity programs addressing family violence more generally.
Approaches such as working with men, encouraging com-
munity healing and “country-centred” responses were
identified as important in a recent Australia’s National
Research Organisation for Women’s Safety report on ad-
dressing violence against Aboriginal and Torres Strait
Islander women [36]. Our data suggest that men may also
benefit from the delivery of culturally appropriate educa-
tion about topics such as normal pregnancy and intra-
uterine development, when a pregnancy begins to “show”
and how physical traits are inherited as part of more gen-
eral education about antenatal care. This may help remove
triggers for arguments between couples that are based on
misunderstandings.
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Assessing pregnancy intention in a one-on-one clinical
encounter is an important prerequisite to the provision of
information on available preconception and contraception
options. Some women only disclosed their desire for preg-
nancy after a rapport had been achieved. We noted a ten-
dency for congruity of expressions of intention to increase
(or alternatively, for our understanding of intentions to
improve) as the interviews progressed and women ex-
panded on relevant contextual factors. This required time
and gentle inquiry, exploration of cognitive and affective
aspects, the use of time-specific questions, and the discus-
sion of a hypothetical pregnancy. Despite best efforts,
achieving a shared understanding of pregnancy intention
across cultures can be difficult. Women who intend a
pregnancy with a man deemed unsuitable by their com-
munity, or who experience reproductive coercion may be
reluctant to discuss their situation, even in health care
consultations bound by confidentiality.
An approach to questioning which allows for (and

does not invalidate) ambivalence and cognitive disson-
ance has been advocated [4]. We believe this is import-
ant for clinicians delivering remote area health services
to Aboriginal people, and for clinicians working in re-
productive health more broadly. This approach allows
the health care practitioner to provide information and
counselling on the full range of options available to a
woman (including “hidden” methods of contraception),
without imposing a forced dichotomy or further margin-
alising disempowered women. It has been suggested [6]
that being prepared “for whatever might happen” may
be conceptually more appropriate than “planning” for
women who either lack reproductive autonomy or who
express uncertainty, incongruence or ambivalence re-
garding possible future pregnancies.
One important limitation of our study is that we as cli-

nicians were poorly placed to explore women’s percep-
tions of autonomy within the clinic. This may warrant
additional study as providers are likely to bring their
own expectations of ‘normative readiness’ to contracep-
tive consultations [37]. Studies have shown a tendency
of health care providers to discourage LARC discontinu-
ation when patients present with adverse effects or when
the provider judges them “not ready” for a pregnancy
[38–40]. Also relevant is our lack of a male perspective
from the participating communities. This represents a
significant gap in the literature on pregnancy intention
and reproductive autonomy more generally. Women in
our study were reluctant to guess at men’s motivations,
and since procreation, conception and pregnancy are
highly gendered topics in this community we as female
interviewers did not attempt to address this subject dir-
ectly with local men.
Despite our efforts, our selection of participants would

tend to bias towards the inclusion of women who were

more comfortable speaking English, more confident ad-
dressing clinicians, and who may be more empowered in
other ways. English would likely be a second-language
for most women. Women preferred to speak to us indi-
vidually, without other community members, and we
were not able to offer an unrelated (from out of commu-
nity) translator which some women might have found
useful. Continuing support and empowerment of Abori-
ginal researchers to navigate such issues would be im-
portant in addressing this frequently challenging issue.
Finally, this was a qualitative study rather than a quanti-
fication of unmet need, and specific to the participating
population, which may not reflect what is happening in
other populations.
Further studies with male researchers and Aboriginal

men are required to facilitate a balanced understanding of
this issue and to inform community men’s health pro-
grams. Another area that may need further exploration is
the nature of understanding and health beliefs related to
infertility, which was clearly very important to women,
but poorly understood by them. This is a population
where high rates of risk factors for infertility (including
sexually transmissible infections and metabolic syndrome)
[12] intersects with strongly held beliefs regarding the
origins of conception.

Conclusions
Our study provides clinicians with valuable input from
women that could be used to inform improvements to
the delivery of culturally safe reproductive health ser-
vices, and highlights areas where further research is
needed. At a community level, strategies to increase
women’s autonomy, educational and occupational op-
portunities for young women and appropriately designed
and implemented men’s health programs could help pre-
vent reproductive coercion and enable improved access
to reproductive health services. Equally, in women who
do desire a pregnancy, pre-conception care delivery may
be enhanced by supporting providers to assess preg-
nancy intention in ways that are respectful and inclusive
of important personal and cultural contexts. We have
begun incorporating these results into additional re-
gional guidelines and provider resources to support re-
productive health consultations and the delivery of
preconception care. These are global health priorities as
women of First Nations or postcolonial populations in
many countries are required to seek assistance from
health providers from different backgrounds. This paper
describes approaches that could be used in other coun-
tries facing these challenges in health services provision.
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Chapter 5: Preconception care in a remote Aboriginal community context: 

what, when and by whom? 

 

Preamble 

This chapter uses quantitative data derived from detailed electronic medical record review to 

describe PCC delivered to women in participating communities who became pregnant between 

2011 and 2018. The delivery of PCC is an essential component of integrated reproductive health 

care. In participating communities, the prevalence of chronic disease and pregnancy risk factors is 

high. Not only are conditions such as chronic renal impairment and diabetes widespread, but they 

also occur at younger age groups than in other populations and affect women of childbearing age. 

Any risk factors that can be reduced pre-pregnancy will confer an important benefit to the next 

generation. To identify what reproductive health service improvements are required for 

Aboriginal women, it was first necessary to understand what services were already being 

provided. PCC services were audited to complement the data collected in Chapter 3 (contraceptive 

service provision). 

The methods utilised were thorough and labour intensive, requiring manual review of each 

medical record. This is because unlike contraception which can be queried via medication 

prescriptions and MBS item number claims, most aspects of PCC are core business for a primary 

care service and are defined as PCC by their temporal relationship to a pregnancy. Additionally, 

the electronic medical record system in use lacked prior coding for most of the items audited. The 

result is a comprehensive description of PCC delivery in a remote Aboriginal community context. 

This methodology has not previously been used to describe PCC delivery in any population in 

Australia. Most previous studies have instead relied mainly on patient self-report which is prone 

to recall bias. 

The results presented in the following publication can be used as a baseline level of service 

delivery against which subsequent program outcomes can be measured. Plain language reports for 

staff and community were prepared and are included in Appendix 2. Additionally, the results 

were presented at the Kimberley Maternal, Child, Youth and Family health annual workshop as 

part of the dissemination process for the regional Preconception Care Protocol (Chapter 6).
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Abstract: Preconception care (PCC) is acknowledged as a vital preventive health measure aiming
to promote health today and for subsequent generations. We aimed to describe the content and
context of PCC delivery in a very remote Australian Aboriginal Community Controlled Health
Service setting. A retrospective audit was undertaken to identify what PCC was delivered between
2011 and 2018 to 127 Aboriginal women who had at least one pregnancy during this period. Of 177
confirmed pregnancies, 121 had received PCC prior to the pregnancy. Sexually transmissible infection
screening (71%) was the most common care delivered, followed by folic acid prescription (57%) and
smoking cessation support (43%). Younger women received PCC less often, particularly screening for
modifiable pregnancy risk factors. Rates of prediabetes/diabetes, albuminuria, overweight/obesity
and smoking were high amongst those screened (48–60%). PCC was usually patient-initiated and
increased significantly over the audit period. Presentation for antenatal care in the first trimester
of pregnancy was high at 73%. Opportunities to increase PCC delivery include integration with
routine health checks, pregnancy tests and chronic disease programs. PCC programs codesigned
with young people are also recommended. All primary care providers should be supported and
assisted to provide opportunistic PCC and health promotion.

Keywords: preconception; aboriginal health; reproductive health; primary care; preventive care

1. Introduction

Preconception care (PCC) is defined as “the provision of biomedical, behavioural and social health
interventions to women and couples before conception occurs” [1]. The preconception period provides
an important window of opportunity where lifestyle and other changes can have a positive impact on
subsequent generations. In recent years, our understanding of the importance of the developmental
origins of health and disease has increased, resulting in a paradigm shift from preventive intervention
during pregnancy to before conception [2]. The impetus for this change comes from accumulating
evidence linking maternal health risk factors in the preconception period to health risk factors in
offspring [3–5]. The need to support the health of prospective parents is now recognised as an
important part of the “life-course” approach to preventive health and health promotion outlined in
key international [1], regional [6] and local strategic documents [7].

Despite a broad consensus on the importance of PCC, data from a diverse selection of healthcare
settings demonstrates the challenge of achieving good population coverage. In Ethiopia, self-reported
utilization of PCC was low (18.2%). The most common component accessed was micronutrient
supplementation, with psychological support accessed the least [8]. Utilisation of PCC was positively
predicted by health knowledge, coexistence of chronic health problems, partner support and previous
adverse pregnancy outcomes. Similar predictors of PCC access were identified in a Chinese cohort [9],
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where participation in PCC (40% of women) was found to be much less than awareness of PCC (90%).
In the United States, the Pregnancy Risk Assessment Monitoring System found that approximately
a third of women self-reported access to PCC, with the lowest rates of access in the youngest age
group [10].

In Australia, routine provision of PCC is recommended by the Royal Australian College of
General Practitioners [11] and the Royal Australian and New Zealand College of Obstetricians and
Gynaecologists [2,12]. The advocated standard of care includes, but is not limited to, folic acid
supplementation, weight optimisation, medication and chronic disease review, and mental health
screening and support for all women planning a pregnancy. Modifiable pregnancy risk factors are
common in the Australian population. Results from the Australian Longitudinal Study on Women’s
Health have shown that in the three years preconception, 90% of Australian women underconsumed
fruit and vegetables, more than a third did not meet physical activity goals, and a fifth were overweight
or obese by 23 years of age [13]. Uptake of recommended preconception folate (51%) and iodine
(37%) supplements also showed room for improvement [14]. Implementation strategies with a
population-based focus (including a broad primary care-based approach) increase the potential for
benefit, including for the estimated quarter of pregnancies in Australia that are unplanned [15].

To date, most Australian literature has focussed on population subgroups at high risk by virtue of
comorbidity, for example, women with diabetes mellitus. Available data show that Australian women
with diabetes received preconception advice less than half the time [16] and report that the majority
of PCC discussions were initiated by them, rather than their provider [17]. In contrast, a group of
Australian health providers self-reported high rates of adherence with PCC guidelines for women
with type 2 diabetes, but described care provision as opportunistic and provider-initiated, with few
women presenting specifically for PCC [18].

Aboriginal and Torres Strait Islander women represent a particularly important priority group
for PCC delivery due to higher rates of pregnancy risk factors and adverse perinatal outcomes [19].
Rates of diabetes, preterm birth, low birthweight and obesity are more common in Aboriginal and
Torres Strait Islander pregnancies than non-Indigenous pregnancies [20]. Aboriginal and Torres Strait
Islander women of reproductive age also have higher rates of risk factors such as smoking and risky
alcohol consumption [21]. Preconception adiposity and features of metabolic syndrome have been
linked with pregnancy risk factors and adverse perinatal outcomes for Aboriginal and Torres Strait
Islander women [22,23]. It is critical to address risk factors for perinatal adverse outcomes early, ideally
during preconception, given the link to chronic conditions later in life for Aboriginal and Torres Strait
Islander people [24].

Whilst suboptimal uptake of PCC has been demonstrated in several countries, these studies have
relied on patient self-report. Electronic medical records provide an alternative data source and are
less prone to recall bias. This should provide additional insight into PCC provision at a community
level in Australia, which is currently lacking. We therefore aimed to describe what components of
PCC were delivered by individual pregnancy; the prevalence of key pregnancy risk factors that were
identifiable in the preconception period; the type of healthcare worker delivering PCC and how PCC is
being delivered over time. This report follows from previous work examining contraceptive use and
reproductive decision making in participating communities [25,26].

2. Materials and Methods

2.1. Study Type

The study design was a retrospective observational cohort study. Patterns of PCC delivery were
described using an audit of the electronic medical record system (MMEx; ISA Technologies, Perth,
WA, Australia).
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2.2. Participants

Participants were Aboriginal women with a confirmed pregnancy. Pregnancies were identified
by “Antenatal Care Plan” assignment (a searchable electronic medical record system clinical item
that provides prompts and recalls) or positive pregnancy test during the audit period. Inclusion and
exclusion criteria are depicted in Figure 1.
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Figure 1. Search strategy applied to identify women with confirmed pregnancies and the preconception
care they received (audit period 1 January 2011–1 September 2018).

2.3. Person, Place, Time

The setting was three very remote communities in the Western Desert, a remote area of the
Kimberley region of Western Australia which has been described elsewhere [25,26]. The audit period
was 1 January 2011–1 September 2018. The three participating primary care clinics have an Aboriginal
Community Controlled Health Service (ACCHS) model of care [27], that is nurse and Aboriginal health
worker led, with one general practitioner (GP) and one midwife covering the three clinics. The midwife
position was rotational (six weeks on, three weeks off) and not always backfilled. At the census date
(1 September 2018), the same midwife had worked in the community since April 2015.
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2.4. Data Analysis

Initial full file review was conducted to develop a keyword list that identified all relevant PCC
consultations: “concep”, “contracept”, “conceive”, “preg”, “hcg”, “impla”, “folic” or “fola”. These were
then used to search consultation notes. Identified consultations were then screened and coded as a
“preconception consultation” if they contained any relevant PCC (Appendix A) or if the reason for
presentation was to request PCC, a pregnancy test or cessation of contraception. The preconception
period for any pregnancy was defined as the time since the previous pregnancy or, in those with no
previous pregnancy, since the current electronic medical record system was implemented in early 2010.

For each preconception consultation, we recorded date of consult, date of last delivery (where
applicable), estimated due date, clinic of contact, clinical designation of staff member attending,
current contraception use, reason for presentation and any components of PCC delivered. “Received
PCC pregnancies” were defined as those receiving any key component of PCC (defined as folic acid
supplementation, nutrition and weight assessment, smoking cessation, alcohol and illicit substances,
chronic diseases, vaccinations, sexually transmissible infections (Appendix A)), and were compared to
“Did not receive PCC” pregnancies. Some women had more than one pregnancy in the audit period
(Figure 1). In these cases, pregnancy outcomes, risk factors identified prior to pregnancy and PCC
were described separately for each pregnancy.

Chronic disease screening results, care plan assignment for diabetes and proteinuria, body mass
index (BMI, kg/m2) values and smoking status were used to describe screening for and prevalence
of preconception risk factors. Prediabetes was defined as glycated haemoglobin (HbA1c) 5.7–6.4%;
diabetes was defined as HbA1c ≥ 6.5% mmol/mol or allocated care plan; albuminuria was defined as
elevated albumin creatinine ratio (≥3.0 mg/mmol as per Kimberley regional protocol [28]) or allocated
care plan. If screening for mental health issues or family and domestic violence was completed, advice
regarding normal reproduction and conception given, or cervical cancer screening performed, this was
also noted (Appendix A).

Data were compiled in Microsoft Excel 2016 (Microsoft), then imported into Stata 14 (StataCorp).
PCC was analysed by pregnancy and by individual consultation to describe overall clinic activity.
Results are presented as tables with proportions. Generalized estimating equations, adjusted for
correlations within the same woman, for a binomial family using the logit link function, were used to
evaluate differences between “Received PCC” and “Did not receive PCC” pregnancies. Postestimation
was then used to determine if there was a linear trend over gestation at first antenatal visit (<6, 6–12,
12–24 and 24 weeks and over), age group (15–19, 20–24, 25–29, 30–34 and 35 years and over) and chronic
disease screening. Similarly, postestimation following generalized estimating equations, adjusted
for correlations within the same woman, for a normal family was used to determine if there was a
linear trend for care provision over time. This included number of key components of PCC addressed,
number of times key components were addressed per pregnancy and number of consultations at which
PCC was delivered. A p-value of less than 0.05 was considered significant.

2.5. Ethics

This project received ethics approval from the Western Australian Aboriginal Health Ethics
Committee (reference 585) and was supported by the Kimberley Aboriginal Health Planning Forum
Research Subcommittee.

3. Results

3.1. Participants and Pregnancy Characteristics

Inclusion criteria were met for 177 pregnancies in 127 Aboriginal women (Figure 1). Median age
at pregnancy confirmation was 23.8 years (interquartile range 20.6 to 29.1). In 121 of 177 pregnancies
(68%), at least one key component of PCC was delivered (“Received PCC” pregnancies). Of women
with multiple included pregnancies (n = 40), one woman had no PCC, 26 had some PCC in all
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pregnancies, and 13 had some PCC for at least one but not all pregnancies. Of the “Did not receive
PCC” pregnancies (n = 56), 19 had visits with opportunities for PCC provision (request for pregnancy
test or contraception cessation). There was no difference between care groups in pregnancy outcome
or prior parity (Table 1). Pregnancies conceived at the extremes of reproductive age were less likely to
have received PCC but this was not statistically significant.

Table 1. Characteristics of confirmed pregnancies, by preconception care (PCC) group (n = 177).

n
Received PCC Did Not Receive PCC Logistic Regression

p
n (%) n (%) OR (95% CI)

Age at first antenatal visit:

15–19 years 35 22 (18) 13 (23) 0.66 (0.27–1.60) 0.35
20–24 years 68 49 (41) 19 (34) 1 λ

25–29 years 33 24 (20) 9 (16) 1.03 (0.39–2.73) 0.95
30–34 years 23 17 (14) 6 (11) 1.10 (0.38–3.21) 0.86

35 years and over 18 9 (7) 9 (16) 0.39 (0.11–1.41) 0.15

Pregnancy outcome:

Live birth 141 95 (78) 46 (82) 1 λ

Miscarriage 28 19 (16) 9 (16) 1.02 (0.32–3.24) 0.97
Other * 8 7 (6) 1 (2) 3.39 (0.40–28.98) 0.27

Gestation at first antenatal visit:

Unknown # 34 25 (20) 9 (16) 1.27 (0.39–4.09) 0.69
<6 weeks 38 30 (25) 8 (14) 1.71 (0.66–4.44) 0.27

6–12 weeks 67 46 (38) 21 (38) 1 λ

12–24 weeks 26 13 (11) 13 (23) 0.46 (0.18–1.17) 0.10
24–36 weeks 12 7 (6) 5 (9) 0.64 (0.19–2.18) 0.48

Parity prior:

0 56 39 (32) 17 (30) 1 λ

1 53 38 (32) 15 (27) 1.10 (0.49–2.48) 0.81
2 30 21 (17) 9 (16) 1.02 (0.41–2.54) 0.97
3 18 13 (11) 5 (9) 1.13 (0.35–3.64) 0.83

4 and greater 20 10 (8) 10 (18) 0.44 (0.13–1.48) 0.18

Diabetes status preconception (by HbA1c (mmol/mol) or care plan allocated):

Unknown (no result) 98 64 (53) 34 (61) n.a.
Normal (<5.7%) 41 30 (25) 11 (19) 1 λ

Prediabetes (5.7–6.4%) 13 11 (9) 2 (4) 2.02 (0.37–10.86) 0.41
Diabetes (≥6.5%) 25 16 (13) 9 (16) 0.65 (0.21–2.00) 0.45

Albuminuria status preconception (by albumin: creatinine ratio (mg/mmol) or care plan allocated):

Unknown (no result) 76 53 (44) 23 (41) n.a.
Normal (<3.0) 58 38 (31) 20 (36) 1 λ

Elevated (≥3.0) 43 30 (25) 13 (23) 1.21 (0.52–2.81) 0.65

BMI preconception (kg/m2):

Unknown (no result) 97 61 (50) 36 (65) n.a.
<18.5 20 13 (11) 7 (12) 0.44 (0.12–1.65) 0.23

18.5–25 26 21 (17) 5 (9) 1 λ

25–30 18 13 (11) 5 (9) 0.62 (0.13–2.93) 0.55
>30 16 13 (11) 3 (5) 1.03 (0.21–5.14) 0.97

Smoking behaviour preconception:

Unknown (no record) 102 67 (55) 35 (63) n.a.
Current smoker 45 35 (29) 10 (18) 1 λ

Ex-smoker 10 6 (5) 4 (7) 0.43 (0.11–1.60) 0.21
Never smoked 20 13 (11) 7 (12) 0.53 (0.13–2.13) 0.37

TOTAL 121 (100) 56 (100)

* Includes termination of pregnancy (n = 1), ectopic pregnancy (n = 2), and pregnancies ongoing at census date
(n = 5). # Includes termination of pregnancy (n = 1), miscarriages (n = 25), ectopic pregnancy (n = 2) or pregnancies
lost to follow up or where no estimated delivery date was recorded (n = 6). λ Largest group used as reference group
for logistic regression (generalized estimating equations, adjusted for correlations within the same woman, for a
binomial family using the logit link function). n.a. = not applicable.

Thirty-four of 177 pregnancies did not have an estimated date of delivery recorded due to early
pregnancy loss/ectopic pregnancy (n = 27), termination (n = 1), early pregnancy at the census date
(n = 3) or loss to follow up during pregnancy (n = 3). Of the remainder, 73% (105/143) of pregnancies
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had first antenatal contact in the first trimester, with 27% (38/143) attending prior to six weeks gestation.
For pregnancies where preconception advice about normal reproduction and conception was delivered
(n = 21), nearly all first antenatal visits were in the first trimester (95%, 20/21) and more than half (57%,
12/21) presented at or before six weeks. Gestation at first visit was not independently associated with
age or parity (Table 1).

3.2. Pregnancy Risk Factors

Rates of screening for chronic disease and risk factors were low with no identified differences
between care groups (Table 1). Where screening results were available, rates of prediabetes or diabetes
(48%, 38/79), proteinuria (43%, 43/101), BMI above the ideal range of 18.5–25 (42%, 33/79,) and current
smoking (60%, 45/75,) were high. Younger women were less likely to have been screened for chronic
diseases (linear trend across age groups p < 0.01): in 15–19 year olds, 20% (7/35) and 31% (11/35)
had a diabetes or proteinuria screening result, respectively, compared to 72% (13/18) and 94% (17/18),
respectively, in the over 35 age group. Preconception risk reduction advice was recorded for 42%
(19/45) of pregnancies where smoking was identified and 47% (16/34) of pregnancies with a high BMI.
Preconception chronic disease management was recorded for 23% (14/61) of pregnancies complicated
by prediabetes, diabetes or proteinuria.

3.3. Characteristics of Preconception Care Delivered

Five hundred seventy-nine consultations were identified in “Received PCC” pregnancies.
Two-thirds were patient-initiated (requests for PCC, pregnancy tests or contraception cessation). A fifth
of care was delivered opportunistically with unrelated presentations, and a small percentage (5%,
29/579) with chronic disease management and scheduled health checks (Table 2). PCC was delivered at
28% (45/163) of presentations where women requested pregnancy tests that were subsequently negative.
Most care delivery involved nursing staff or Aboriginal health workers, either as sole provider (59%,
343/579) or in conjunction with a GP or GP registrar (19%, 111/579). PCC was delivered at a median of
three (interquartile range 2–6) consultations per pregnancy.

Table 2. Characteristics of preconception care delivered.

Reason for Presentation, by Consultation (n = 579): n (%)

Requesting pregnancy test 163 (28)
Requesting cessation of contraception 135 (23)

Unwell or other unrelated health concern 114 (20)
Preconception care 70 (12)

Sexual health 30 (5)
Chronic disease management or scheduled health check 29 (5)

Multiple reasons 21 (4)
Requesting check-up 17 (3)

Designation of staff member/s, by consultation (n = 579):

Nurse or Aboriginal health worker only 343 (59)
General practitioner * and nurse or Aboriginal health worker 111 (19)

General practitioner * only 98 (17)
Midwife 22 (4)

Other 5 (1)

Components of care delivered, by pregnancy (n = 121) **:

Sexually transmissible infections 86 (71)
Folic acid 69 (57)

Smoking cessation and avoidance 52 (43)
Nutrition and weight 44 (36)

Alcohol and illicit substances 31 (26)
Chronic disease management 20 (17)

Vaccinations 14 (12)

* General practitioner includes registrars (doctors completing general practice training). ** Number (%) of pregnancies
receiving care, does not sum to 100%.
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A summary of PCC is provided in Table 2. Additionally, advice regarding normal reproduction
and conception was delivered prior to 21 pregnancies; family and domestic violence and/or mental
health screening was done prior to 21 pregnancies; and 40 pap smears were performed. Investigation
for subfertility was delivered eight times; assisted fertility treatment once. PCC delivery showed a
small but significant increase over the audit period (Table 3). When removal of contraceptive implant
was requested (n = 176 consultations), it was removed in the same consultation 36% of the time (63/176),
deferred for PCC in 26% (46/176) of consultations and deferred due to lack of clinic availability or other
reasons in 38% (67/176) of consultations. A median of two and maximum of ten consultations were
recorded from first request to device removal.

Table 3. Preconception care (PCC) over time.

Year
Pregnancies,

Total (n)
“Received PCC”

Pregnancies (n (%))

Of Those Receiving Care: Components of PCC
Delivered, by Pregnancy (Median)

Number of Key
Components **

Number of
Times ***

Number of
Consultations

2011 13 8 (53) 2.5 3 2.5
2012 29 18 (58) 1 1 3
2013 26 17 (52) 3 3 3
2014 22 13 (57) 2 3 2
2015 37 24 (60) 3 4 4
2016 18 14 (74) 3 4 3.5
2017 23 18 (70) 3.5 5.5 5.5
2018 11 * 9 (75) 4 7 5
Total 177 121 (100)

p # 0.105 0.044 0.003

* Incomplete year, inclusive of 1 January 2018–1 September 1 2018, excluded from trend analysis. ** Key components
(n = 7): folic acid supplementation, nutrition and weight assessment, smoking cessation, alcohol and illicit substances,
chronic diseases, vaccinations, sexually transmissible infections. *** Total includes multiple counts if topics were
addressed more than once, e.g., repeat folic acid provision was counted twice. # Postestimation following generalized
estimating equations, adjusted for correlations within the same woman, for a normal family was used to determine
if there was a linear trend for care provision over time.

4. Discussion

This study comprehensively describes PCC delivery at a community level using primary care
electronic medical records to achieve an in-depth analysis. In a clinical area of emerging public health
significance, this provides a necessary foundation on which continuous quality improvements can
be built. Screening for sexually transmissible infections (STI) and folic acid supplementation were
delivered more commonly than health promotion including risk reduction around alcohol and tobacco
exposure, diet and physical activity. PCC delivery was most commonly patient-initiated and increased
over the audit period. Modifiable pregnancy risk factors were common, underscoring the importance
of PCC in providing a head start to a healthy pregnancy.

Our results provide insight into PCC delivery in a remote Australian ACCHS primary care
setting. Where PCC was delivered, the most common reasons for presentation were requests for a
pregnancy test or to cease contraception. We note that, unlike most regions of Australia, there is no
commercial outlet for pregnancy tests. This is therefore a reason for presentation particular to this
setting. Similarly, the etonogestrel implant was the most common contraceptive used by women
in these communities [25], requiring health provider assistance for removal. PCC was delivered
at only 28% of consults where a requested pregnancy test returned a negative result. It took a
median of two consultations for contraceptive implant removal; however, for some women it took
several more. Reasons for delay included PCC delivery (24%) and unavailability of staff trained in
implant removal. Pregnancy testing and contraceptive counselling provide important and potentially
underutilised opportunities to provide PCC; however, care must be taken to preserve patient autonomy
and engagement. Pressure from a provider to commence or continue contraception can compromise
patient trust [29]. Therefore, it is important that timely PCC is delivered when discontinuation is



Int. J. Environ. Res. Public Health 2020, 17, 3702 8 of 13

requested. Most PCC was patient-initiated. In qualitative studies, Australian women have expressed
support for GPs to be more proactive in raising the topic of PCC [30]. This can occur as part of
holistic reproductive health counselling at the time of contraceptive discussions, consistent with
the “reproductive life plan” discussion recommended by the Royal Australian College of General
Practitioners [11].

In our study and as per the ACCHS model of care more generally, women were most likely to
initially receive care from an Aboriginal health worker or nurse. Therefore, these staff members require
appropriate training and resources to proactively raise PCC with their patients. The comprehensive
primary healthcare model employed by ACCHSs has been shown to increase Aboriginal access to
preventive activities such as cervical cancer screening, chronic disease programs, mental health and
sexual health [31]. Support for all clinic staff to confidently deliver PCC and integration of PCC into
clinic flow should be based on the success of other models that prioritise cultural security and an
integrated team approach [32].

Antenatal care was accessed in the first twelve weeks of most pregnancies in this study (73%).
This is an encouraging sign of engagement between community and clinic. It is above the 68.6% for
the general Australian population [33] and significantly higher than the 58.2% described elsewhere
for Aboriginal and/or Torres Strait Islander women living in very remote areas [34]. First trimester
antenatal care access is a key measure reported in the Aboriginal and Torres Strait Islander Health
Performance Framework [19]. Contributing factors may have included staff continuity: one midwife
delivered antenatal care for the latter half of the study period, the benefits of which have been well
described elsewhere [35].

Additionally, in almost all of the 21 pregnancies where advice about normal reproduction and
conception was delivered, first presentation was in early pregnancy. Although a small group, this
highlights a potentially important role of the remote clinic in supporting reproductive health literacy
not currently emphasised in PCC guidelines [12]. The importance of this role has been highlighted
previously in the course of this project [25], as well as in qualitative studies with young Aboriginal
women [36]. Health literacy encompasses the access, understanding, appraisal and application of
health information within complex health environments [37], and interventions that enhance health
literacy improve adherence to medical treatment [38]. Lower PCC knowledge has been found in
minority [39] or socially disadvantaged groups [40,41], in association with low health literacy [42].
Strategies to support reproductive health literacy amongst vulnerable groups are therefore important
from a position of equity. Attempts to increase PCC knowledge have shown positive outcomes [43]
and materials developed in consultation with the target audience demonstrated improved results [44].
It is important that health literacy is considered both in the design of future interventional studies and
as an important outcome in and of itself.

In the Australian primary care setting, time constraints and competing priorities for preventive
activities have been described as a barrier to PCC delivery [45], highlighting the need to integrate PCC
into existing clinical flow, billable activities (through the Australian Medicare Benefits Schedule) and
organisational structures. Increased uptake of routine annual health assessments is a central goal in the
Implementation Plan for the National Aboriginal and Torres Strait Islander Health Plan 2013–2023 [46];
however, they were underutilised for PCC in this study. Chronic disease management programs also
represent important opportunities for PCC integration. Smoking cessation, weight loss and improved
diabetes control are often part of a GP management plan and have direct relevance to fertility and
pregnancy outcomes [47]. If chronic disease care and preventive health activities are not integrated
with PCC, important opportunities for brief intervention and motivational interviewing will be missed.

We identified two areas that may require specific focus. Firstly, pregnancies conceived at the
extremes of reproductive age were less likely to have received PCC. Although this was based on
small numbers and not statistically significant, it correlates with US findings that younger women
received PCC less frequently [10]. Possible explanatory factors include a lower uptake of preventive
health activities in general [46]; a greater likelihood of unplanned, although not necessarily unwanted
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pregnancy [48]; and health provider reluctance to endorse pregnancy planning for younger persons [49].
Despite a recognition of need, research on what strategies most effectively increase health service
access for Aboriginal young people is lacking. Suggestions collated from young people elsewhere in
the region [50] should inform codesign and evaluation of young people only or evening clinics and
group health promotion sessions. Older women might believe themselves not “at risk” of pregnancy
and underutilise contraception [51], and this may also require a targeted approach. Secondly, health
promotion was delivered less often than screening for infections and provision of folic acid. Health
promotion may be considered more difficult, time consuming or lower on the priority list in a busy
clinical environment. Obesity was under-recognised as an indication for PCC in another Australian
primary care setting, where weight and mental health were the least common components of PCC
delivered [52].

In parallel with this study, a regional Preconception Care Protocol was developed through the
Kimberley Aboriginal Health Planning Forum [53] and supporting resources have been drafted. Other
possible approaches include electronic medical record system templates and augmentation of clinic
flow (e.g., PCC resources stored with pregnancy tests or STI treatment kits). High staff turnover in
remote areas will likely remain an ongoing challenge for service delivery. Therefore, systems need to
be robust, developed in partnership with services and evaluated over time.

The strengths of this study are the comprehensive primary care-based approach and the inclusion
of all pregnancies, not just high-risk subgroups. The length of the audit period is sufficient to capture
activity over time, and the inclusion of all care providers gives a “whole of clinic” perspective.
It is limited by the retrospective design and dependence on provider documentation, which can
underestimate activity. Services with incidental preconception benefit were not included (e.g., weight
loss advice where pregnancy intentions or outcomes were not discussed or recorded). We therefore
described only PCC delivered by intent, which does not represent the total preventive health activities
delivered by the service. PCC delivered to women who did not become pregnant is not captured:
women who had difficulty conceiving are therefore under-represented. Consultation notes that did not
contain words that met our search criteria were not reviewed; therefore, we are unable to quantify the
potential for provider-initiated, opportunistic PCC at the time of presentation for unrelated health
concerns. As a regional study, the findings may not be generalisable to other locations and models
of care.

5. Conclusions

Overall, our results suggest good engagement between the health service and Aboriginal women,
with most presenting early for antenatal care. PCC delivery increased over time but needs to be further
supported and appropriately resourced as a priority to reduce the transgenerational impact of health
risk factors and secure the best possible health for future generations. This will be best achieved
through integration with routine health checks, pregnancy tests and chronic disease programs, and
through upskilling and support of care providers within a comprehensive primary care context.
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Appendix A

Table A1. Key components of preconception care included in audit tool [11,12].

Component
Royal Australian College of

General Practitioners
Recommendations [11]

Criteria Used to Count Care in
Audit (Any of the Following):

Key components audited:

Folic acid supplementation

Most women: 0.5 mg/day
supplementation, beginning
ideally at least one month prior to
conception and continuing for the
first trimester. High-risk women:
5 mg/day supplementation.

Prescription of and/or dispensing
of supply of folic acid (with or
without iodine or iron);
explanation of indication and
support with adherence.

Nutrition and weight assessment

Nutritional assessment and
appropriate intervention with an
emphasis on optimising maternal
body mass index (BMI) and
micronutrient reserves.

Advice re. impact of weight and
nutrition on conception and
pregnancy; support to improve
diet, weight and activity levels for
healthy pregnancy.

Smoking cessation
Inform women who smoke that
tobacco affects fetal growth and
advise them to stop smoking.

Advice re. impact of use in
pregnancy and support with
cessation; prescription of nicotine
replacement therapy, with
reference to healthy pregnancy.

Alcohol and illicit drug use

Advise that not drinking is the
safest option; illicit drugs may
harm the fetus, advise them to
avoid use.

Level of use documented; advice
re. impact of use in pregnancy and
support with cessation.

Chronic diseases

Optimise control of existing
chronic diseases (e.g., diabetes,
hypertension, epilepsy). Avoid
teratogenic medications.

Management of chronic disease for
healthy pregnancy.

Vaccinations

MMR; varicella (in those without a
clear history of chickenpox or who
are non-immune on testing);
influenza; diphtheria; tetanus;
acellular pertussis.

Collection of pathology to
determine immune status;
administration of relevant vaccine.

Sexually transmissible infections
(STI) *

Screening for STI and/or treatment
for healthy pregnancy; advice re.
regular testing, impact of STI in
pregnancy, STI prevention.

Additional components audited:

Psychosocial health

Discuss perinatal mental health
conditions, psychological or
psychiatric assessment and
treatment, use of medication and
the risk of exacerbation of mood
disorders in pregnancy and
postpartum. Mental health
screening should include a
psychosocial assessment.

Family and domestic violence OR
mental health discussed,
documented or assessed using
formal tool; advice re. impact of
use in pregnancy; brief
intervention or referral to support
agencies.

Cervical screening Completion of cervical screening
or pap smear.

Advice regarding normal
reproduction and conception

Advice re. timing of ovulation and
positive pregnancy tests; fertile
periods; signs and symptoms of
early pregnancy.

* Regional priority due to syphilis outbreak and high background rates of other sexually transmissible infections [54].
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Chapter 6: Preconception care protocol 

Preamble 

In parallel with the collection and analysis of data for this publication, I coordinated the 

development of a “Preconception care” (PCC) protocol which was developed and endorsed 

through the KAHPF in 2019. The KAHPF has, since its formation in 1998, provided a role in 

coordinating health policy, planning and developing health services and advocating for the 

Kimberley community. It has 13 core and seven associate members, and eight subcommittees 

including the Maternal, Child, Youth and Family health subcommittee (200), which endorsed this 

protocol.   

The Kimberley Protocols were developed to promote best practice clinical care whilst recognising 

important regional contexts (including health service, environmental, cultural, and 

epidemiological differences). First developed in 2003, these documents have since consistently 

been added to and revised. The documents are developed and reviewed by a working group of 

local clinicians as a collaboration between government and non-government services, and as such 

represent a consensus across multiple care providers in the region.  

The process for developing a new Kimberley Protocol involves the subcommittee identifying a 

need, determining a working group to develop the Protocol and tasking local clinicians to 

undertake the required research and develop a draft. This involves reviewing recent relevant 

research (including any locally conducted research) and then adapting key national or state-based 

guidelines to the unique Kimberley circumstances. Drafts are reviewed by the working group 

which includes local primary care practitioners, protocol end-users, relevant local specialists and if 

appropriate visiting specialist in that field and iteratively reviewed until the working group is 

satisfied with the Protocol.  The Protocol is then submitted to the full KAHPF subcommittee, prior 

to submission to the KAPHF for approval. An implementation plan is also required. Once 

approved the Protocol becomes regional policy and is used as a gold-standard of care against 

which companion documents are reconciled (e.g. the Kimberley Standard Drug List) and clinical 

practice audited. 

The Maternal, Child, Youth and Family health subcommittee membership includes (at time of 

writing): a Kimberley regional obstetrician and paediatrician, maternal and child health nurses, 

health promotion officers and representatives from regional ACCHS and allied health 
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organisations, and an Aboriginal community representative. The terms of reference and 

subcommittee action plan are available online at https://kahpf.org.au/subcommittees. 

The PCC protocol promotes integrated reproductive health consultations by including references 

to contraceptive counselling. The section on screening references the findings of Chapter 4 and 

promotes proactive enquiry regarding pregnancy intention with open and non-judgemental 

questions. Clinical care recommendations are made and correlate to the aspects of care audited in 

Chapter 5. Given the potential for better integration with MBS item 715 health checks as per the 

audit findings, this is also emphasised. 

 The combination of this new protocol and baseline data in Chapter 5 will provide an important 

basis for the evaluation of PCC components of future maternal and child health programs in the 

region. 

 

https://kahpf.org.au/subcommittees
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Preconception care
Case Definition
The provision of biomedical, behavioural and social health 
interventions to women and couples before conception occurs 
(WHO 2013), to improve both maternal health and long term 
outcomes for the child. 

Preconception care aims to improve the health of both the 
woman and her partner by screening for and modifying risk 
factors for poor maternal and child health outcomes. 

Advice about family planning, contraception and infertility 
investigations may also be indicated.

Screening
Ask every woman of reproductive age about her 
reproductive intentions opportunistically (e.g. at health 
checks, when seeking contraceptive advice), and discuss 
the potential impact of an unexpected pregnancy: 
• “Are you thinking of having any (more) babies?”
• “How would you feel if you found out you were 

pregnant? What would you do?”
• “Are you doing anything to try to get pregnant?”
• “Are you doing anything to try not to get pregnant?”
• “How long from now until you would like a baby?

For women who want to prevent or delay pregnancy, discuss 
contraceptive options.

For women who want to be pregnant, identify any risk factors 
and provide appropriate preconception advice. 

Include the woman’s partner in the preconception visit where 
appropriate; sometimes the partner may need to be reviewed 
separately.

Support partners to access a full 715 health check to 
optimise health (e.g. diet, exercise and substance use) 
and to address environmental health risk factors (e.g. 
smoking).

A preconception visit should include: taking a history, 
a physical examination and point of care tests, relevant 
investigations and health promotion advice. 

Discuss with GP and specialists as needed.

HISTORY
• Assess reproductive knowledge and plan
• Age
• Lifestyle (e.g. smoking, nutrition, alcohol,  recreational 

drugs, physical activity)
• Medical history (e.g. diabetes, rheumatic heart disease 

(RHD), hypertension, epilepsy)
• Past obstetric history: consider requesting accurate 

information from previous health providers 
 º Pregnancy losses, number and gestation 

 º Preterm birth (especially before  34 weeks)

 º Past history of multiple pregnancy (e.g. twins)
 º Antenatal complications (e.g. pre-eclampsia, gestational 
diabetes (GDM), intra-uterine growth restriction)

• Past gynaecological history:
 º Last cervical screening test

 º Past sexually transmitted infections and treatment

 º Past surgical procedures for cervical abnormalities 

• Family history (e.g. GDM, genetic disorders)
• Medications, allergies and immunisation history
• Mental wellbeing and past history of antenatal or postnatal 

depression
• Social situation (e.g. living conditions, family and domestic 

violence, occupation)

PHYSICAL EXAMINATION
• Weight, height, calculate body mass index (BMI)
• Blood pressure
• Cardiovascular system (heart murmurs may suggest 

undiagnosed RHD)
• Breasts and cervical screening if relevant
• Dentition
• Other relevant systems based on history findings

INVESTIGATIONS
• Rubella and varicella serology
• Full blood examination
• Iron studies
• Sexually-transmitted infection (STI) screen (chlamydia, 

gonorrhea & trichomonas PCR; HIV, hepatitis B, hepatitis C 
and syphilis serology.

• HbA1c
• Albumin:creatinine ratio (ACR) 
• Investigations to assess status of chronic disease (e.g. 

echocardiogram for RHD, HbA1c for diabetes)
• Other investigations guided by findings in history and 

physical examination
• Breath carbon monoxide analyser (e.g. Smokelyzer®)
• Consider point of care tests where available (e.g. 

haemoglobin, urine ACR, Hba1c, STI PCR)

 � Complete a Health Assessment for Aboriginal and Torres Strait Islander 
People (MBS item 715) if due. A preconception visit completes most 
components of a Health Assessment.

http://kahpf.org.au


Kimberley Clinical Protocols

Pg 2 of 3 • Last reviewed: February 2019 • Published: 24 June 2019 5:23 pm • ©  KAHPF 2018 • Ratified by KAMS and WA Country Health Services Kimberley

Kimberley
Aboriginal
Health
Planning Forum

kahpf.org.au

Preconception care
Principles of management

MANAGE EXISTING MEDICAL 
CONDITIONS
Rheumatic heart disease (RHD)
• Order echocardiogram if not done in the last 12 months.
• Refer for a preconception review by cardiologist/physician 

and obstetrician to optimise RHD management and 
rationalise related medications.

• Anticoagulation confers additional risks for mother and 
foetus and should be reviewed preconception.

Diabetes
• Check HbA1c if not checked in the last 3 months.
• Good diabetes control preconception reduces the risks of 

pregnancy loss, congenital malformation, preterm birth, 
macrosomia, shoulder dystocia, newborn hypoglycaemia 
and longer term risks of developing obesity and diabetes in 
adulthood for the child.

• Support self-monitoring of BSL as adequate control in 
pregnancy usually requires insulin. Metformin can be 
continued in pregnancy. For all other diabetic medications, 
please discuss safety of use in pregnancy with the GP.

• Ensure monitoring for diabetes complications is up to date.
• If control is poor, discuss delaying conception with reliable 

contraception until good control is achieved.
• Refer to Diabetes Educator, Dietician and if necessary, 

Physician.

Other chronic conditions (e.g. Chronic kidney disease, 
hypertension, autoimmune diseases, bronchiectasis) 
usually require management as a high-risk pregnancy 
and should be discussed with GP +/- specialists.

MANAGE HEALTH RISK FACTORS
Rates of smoking in pregnancy in the Kimberley are high, and 
smoking is a key risk factor for poor pregnancy outcomes. 
Excessive alcohol consumption in pregnancy can lead to 
foetal alcohol syndrome. Illicit drug use including “gunja” and 
amphetamines is harmful to both the woman and her unborn 
baby. Obesity increases the risk of stillbirth and weight loss is 
safest pre-pregnancy. To reduce risk:

Advise and support to achieve a healthy BMI (18.5-25). 

Advise and support smoking cessation 

Advise women not to drink any alcohol if they think they 
might get pregnant. 

(Refer to HEALTHY LIVING, NUTRITION WEIGHT AND 
EXERCISE IN PREGNANCY, SMOKING CESSATION protocols).

MANAGE MEDICATIONS 
Folate, iodine and iron supplement
Folic acid helps prevent neural tube defects (NTD):

Give folate 0.5mg daily in women considering pregnancy 
(even if they aren’t sure of their plans) and continue for at 
least the first three months of pregnancy.

Give larger dose (5mg daily) if increased risk of 
NTD (anticonvulsant medication, diabetes mellitus, 
previous child or family history of NTD, BMI >30, risk of 
malabsorption e.g. coeliac disease). 

Iodine 150mcg daily is recommended preconception or as soon 
as pregnancy is confirmed and can be given as I-Folic.

Iron deficiency anaemia is common in the Kimberley and 
has been associated with prematurity, low birth weight and 
maternal morbidity. 

Advise on dietary sources of iron and iron supplement if a 
woman is iron deficient (Refer to IRON DEFICIENCY AND IRON 
IN PREGNANCY protocol).

Women may be on medications that are harmful in 
pregnancy that should be stopped. 

Common medications to stop preconception:

Medications Recommendation
Anti-hypertensives e.g. ACE-inhibitors 
(ramipril, quinapril, perindopril), 
Angiotensin II-inhibitors (irbesartan) 

Cease if considering pregnancy / 
pregnant. May need substitute agents 
for hypertension and / or renal disease 
– discuss with GP / physician (see 
HYPERTENSION protocol)

Hypoglycaemic agents e.g. sulfonylureas 
(gliclazide), DPP-4 inhibitor (sitagliptin), 
GLP-1 receptor agonist (exenatide), 
sodium -glucose co-transporter  2 inhibitor 
(empagliflozin) 

Cease if considering pregnancy / pregnant. 
Metformin is generally continued in 
pregnancy. May need insulin for glycaemic 
control – discuss with GP / physician (see 
DIABETES TYPE II protocol)

Statins (atorvastatin, rosuvastatin) Cease if considering pregnancy/pregnant. 
If she has a history of ischaemic heart 
disease or stroke, discuss with GP / 
physician (see DYSLIPIDAEMIA protocol)

Psychotropics e.g., anti-psychotics 
(paliperidone, risperidone, quetiapine 
olanzapine), anti-depressants 
(venlafaxine, mirtazapine. sertraline, 
citalopram), lithium

Discuss with treating psychiatrist. Risks and 
benefits of commencing / continuing must 
be considered. Avoid paroxetine (heart 
defects when given in the first trimester).  

Warfarin A category X drug. If planning a 
pregnancy needs immediate discussion 
with the GP and specialists.

Anti-convulsants (e.g. carbamazepine, 
phenytoin, sodium valproate)

Require specialist management – discuss 
early with treating physician and / or 
psychiatrist.

Immunosuppressants (e.g. azathoprine, 
prednisolone, tacrolimus, 
methotrexate) 

Require specialist management – discuss 
early with treating physician.

If unsure discuss patient with GP, physician or 
psychiatrist, as stopping medications abruptly without 
substitution can cause harm. 

Refer to the TGA website for pregnancy safety category 
of medications not listed above (https://www.tga.gov.au/
prescribing-medicines-pregnancy-database).

http://kahpf.org.au
https://kahpf.org.au/s/Healthy-Living-Protocol-Reviewed-April-2017.pdf
https://kahpf.org.au/s/Nutrition-Weight-and-Exercise-16-November-2015.pdf
https://kahpf.org.au/s/Nutrition-Weight-and-Exercise-16-November-2015.pdf
https://kahpf.org.au/s/oth-Smoking-Cessation.pdf
https://kahpf.org.au/s/Iron-and-Iron-Deficiency-Anaemia-in-Pregnancy-3-December-2015.pdf
https://kahpf.org.au/s/Iron-and-Iron-Deficiency-Anaemia-in-Pregnancy-3-December-2015.pdf
https://www.tga.gov.au/prescribing-medicines-pregnancy-database
https://www.tga.gov.au/prescribing-medicines-pregnancy-database
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Preconception care
PREVENT SEXUALLY TRANSMISSIBLE 
INFECTIONS (STIS) AND OTHER 
INFECTIONS
Sexually-transmissible infections (STIs) are endemic in the 
Kimberley region. A syphilis outbreak has been active in the 
Kimberley region since 2014 – universal syphilis screening in 
pregnancy is essential to prevent congenital syphilis. Some 
STIs (e.g. Trichomoniasis) are safest to treat pre-pregnancy.

Offer STI screening to the woman and her partner and 
treat as per the Silverbook WA (https://ww2.health.
wa.gov.au/Silver-book) to decrease the risk of pregnancy 
complications. 

Repeat three-monthly in women with ongoing risk 
factors.  

Recommend safe sex and barrier contraception use for 
couples not ready to get pregnant.

OFFER VACCINATIONS IF NEEDED
Check rubella and varicella serology and offer boosters to 
non-immune women (as per the Australian Immunisation 
Handbook). 

Rubella and varicella are live vaccines - they should be given 
at least 28 days prior to conception and cannot be given in 
pregnancy.

Ensure seasonal influenza vaccination is up to date.

Check hepatitis B immune status. Women who are non-
immune and have risk factors can have vaccination prior to 
pregnancy. Women with chronic hepatitis B infection require 
specialist care (See HEPATITIS B protocol).

ASSESS PSYCHOLOGICAL & SOCIAL 
WELL-BEING
Screen for preconception mental health issues (e.g. using the 
Kimberley Mums Moods Scale (KMMS)). Assess for protective 
and risk factors, and refer to the mental health team / 
psychiatrist if needed (see PERINATAL DEPRESSION AND 
ANXIETY protocol). Screen for family and domestic violence 
in all pregnancies (See FAMILY AND DOMESTIC VIOLENCE 
protocol).

REPRODUCTIVE PLANNING & BIRTH 
SPACING
Unintended pregnancy is associated with late entry into 
antenatal care, increased frequency of pregnancy risk 
factors and adverse pregnancy outcomes.  A short interval 
between pregnancies (<18 months) is linked with maternal 
and newborn mortality, low birth weight babies, intrauterine 
growth restriction and preterm birth. 

Discuss options and offer contraception to all women who 
are sexually active to prevent unplanned pregnancies.

Recommend waiting at least 2 years after having a 
baby before trying for another baby (in line with WHO 
recommendation to breastfeed babies for at least 2 
years,).

Refer/Discuss
Women with a high risk past obstetric history should be 
discussed with the regional obstetrician.

Women with poorly controlled medical conditions (e.g. 
diabetes, RHD, hypertension, renal disease) should be 
discussed with the regional physician and obstetrician.

Women with a pre-existing mental illness should be discussed 
with the regional psychiatrist or the psychiatrist at the KEMH 
Mother Baby unit.

Resources
KAHPF protocols: https://kahpf.org.au/clinical-protocols/

RANZCOG Pre-pregnancy Counselling guideline: https://www.
ranzcog.edu.au/RANZCOG_SITE/media/RANZCOG-MEDIA/
Women%27s%20Health/Statement%20and%20guidelines/
Clinical-Obstetrics/Pre-pregnancy-Counselling-(C-Obs-3a)-
review-July-2017.pdf?ext=.pdf

Australian immunization handbook: https://
immunisationhandbook.health.gov.au/ 

Patient counselling resources:
Alcohol avoidance: http://alcoholthinkagain.com.au/
Campaigns/Campaign/ArtMID/475/ArticleID/9/Strong-Spirit-
Strong-Future

Gunja avoidance: https://ncpic.org.au/media/3301/gunja-and-
pregnancy-booklet.pdf

Contraception: https://shq.org.au/booksresources/ 

http://kahpf.org.au
https://ww2.health.wa.gov.au/Silver-book
https://ww2.health.wa.gov.au/Silver-book
https://immunisationhandbook.health.gov.au/
https://immunisationhandbook.health.gov.au/
https://kahpf.org.au/s/cd-Hepatitis-B.pdf
https://kahpf.org.au/s/cd-Hepatitis-B.pdf
https://kahpf.org.au/kmms
https://kahpf.org.au/s/Perinatal-Depression-and-Anxiety.pdf
https://kahpf.org.au/s/Perinatal-Depression-and-Anxiety.pdf
https://kahpf.org.au/s/Family-and-Domestic-Violence-3-December-2015.pdf
https://kahpf.org.au/s/Family-and-Domestic-Violence-3-December-2015.pdf
https://kahpf.org.au/clinical-protocols/
https://www.ranzcog.edu.au/RANZCOG_SITE/media/RANZCOG-MEDIA/Women%27s%20Health/Statement%20and%20guidelines/Clinical-Obstetrics/Pre-pregnancy-Counselling-(C-Obs-3a)-review-July-2017.pdf?ext=.pdf 
https://www.ranzcog.edu.au/RANZCOG_SITE/media/RANZCOG-MEDIA/Women%27s%20Health/Statement%20and%20guidelines/Clinical-Obstetrics/Pre-pregnancy-Counselling-(C-Obs-3a)-review-July-2017.pdf?ext=.pdf 
https://www.ranzcog.edu.au/RANZCOG_SITE/media/RANZCOG-MEDIA/Women%27s%20Health/Statement%20and%20guidelines/Clinical-Obstetrics/Pre-pregnancy-Counselling-(C-Obs-3a)-review-July-2017.pdf?ext=.pdf 
https://www.ranzcog.edu.au/RANZCOG_SITE/media/RANZCOG-MEDIA/Women%27s%20Health/Statement%20and%20guidelines/Clinical-Obstetrics/Pre-pregnancy-Counselling-(C-Obs-3a)-review-July-2017.pdf?ext=.pdf 
https://www.ranzcog.edu.au/RANZCOG_SITE/media/RANZCOG-MEDIA/Women%27s%20Health/Statement%20and%20guidelines/Clinical-Obstetrics/Pre-pregnancy-Counselling-(C-Obs-3a)-review-July-2017.pdf?ext=.pdf 
https://immunisationhandbook.health.gov.au/
https://immunisationhandbook.health.gov.au/
http://alcoholthinkagain.com.au/Campaigns/Campaign/ArtMID/475/ArticleID/9/Strong-Spirit-Strong-Future 
http://alcoholthinkagain.com.au/Campaigns/Campaign/ArtMID/475/ArticleID/9/Strong-Spirit-Strong-Future 
http://alcoholthinkagain.com.au/Campaigns/Campaign/ArtMID/475/ArticleID/9/Strong-Spirit-Strong-Future 
https://ncpic.org.au/media/3301/gunja-and-pregnancy-booklet.pdf
https://ncpic.org.au/media/3301/gunja-and-pregnancy-booklet.pdf
https://shq.org.au/booksresources/
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Chapter 7: Discussion 

This thesis provides new insights into the reproductive health experiences and priorities of remote 

dwelling Aboriginal women. It presents novel data on the use and acceptability of contraception, 

the formation and expression of pregnancy intentions, and access to PCC. There exists room for 

improvement in reproductive service delivery, health literacy and health outcomes for women of 

reproductive age. This prompts consideration of models of care delivery for reproductive health 

with a focus on what is acceptable and useful for Aboriginal women.  

A model of care is proposed for the implementation of enhanced reproductive health care in the 

Kimberley region and presented below in Figure 4.  A life-course approach recognises that within 

any area of clinical practice, the needs of the individual and goals of care change according to stage 

of life. In reproductive health this necessitates regular reassessment of contraception and 

preconception care needs over time using pregnancy intention assessment. Pregnancy intention 

assessment should be incorporated into a process of reproductive life planning that includes the 

five common elements previously described in Chapter 1, Table 2 (177). Interviews with women 

presented in Chapter 4 highlight the importance of adopting a goal-oriented approach. 

Educational, relationship and occupational goals were intrinsically linked to pregnancy intention 

formation and should be elicited during a reproductive health consultation. Collaborative 

approaches should utilise open-ended, service-based questioning and aim to support health 

literacy as part of the consultation.  

Importantly, ambivalent or uncertain pregnancy intentions were reported by nearly a third of 

women interviewed for this project (Chapter 4). An appropriate approach to reproductive health 

consultation should both elicit and appropriately respond to ambivalence and uncertainty where it 

exists. Despite the use of “planning” terminology the process of reproductive life planning does 

not require women to have formed explicit intentions. As per Morse (201), ambivalence is “not a 

failure of reproductive life planning but a normal and common response along the broad spectrum 

of people’s feelings around pregnancy and parenting”. Ambivalence need not be resolved if 

women prefer to prepare for different possibilities, acknowledging that various factors may impact 

on reproductive control. PCC and contraception counselling can be offered simultaneously, and 

women can utilise the knowledge and skills gained at the time that is right for them. It is 

recommended that special consideration is given to the needs of young women and women at risk 

of reproductive coercion. Some women interviewed in Chapter 4 reported low perceived control 
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over relationships and their reproductive health as a result of reproductive coercion. Additionally, 

the importance of understanding and respecting cultural structures (such as kinship systems and 

the separation of “men’s business” from “women’s business”) was clearly and repeatedly 

identified by women at interview as essential to the delivery of culturally safe care.   

Reproductive life planning could support women in positions of vulnerability and with low 

perceived behavioural control if it is delivered in a way that is culturally safe, non-judgemental 

and avoids assumptions. A culturally safe and rights-based approach is essential in both program 

design and implementation, which should reference existing knowledge gained from previously 

successful Aboriginal health programs.  

The resources, overarching principles and suggested initial monitoring strategy required to 

implement this model are further discussed below. 

Figure 4: Reproductive life planning based model of care 

  

Resources 

Decision and counselling support tools are commonly used to standardise practice, to prompt a 

patient centred approach and minimise the potential for provider bias. In this project the 

importance of developing and refining an interview tool in collaboration with the participating 

communities was evident (described in Chapter 2), as was the need to adopt a multi-dimensional 

approach to questioning (Chapter 4). The interview tool used to generate the qualitative data 

analysed in this thesis covers key domains of reproductive life plan counselling (see Appendix 1).  
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Any decision-support tools intended for use with Aboriginal women need to be acceptable to them 

and include a process of co-design. Enquiring about pregnancy intention using different 

terminology would be expected to elicit answers that carry different meaning for the individual, 

especially when administered across language and cultural barriers. For example, “wantedness”, 

“happiness” and “planning” carry distinctly different meanings and any single question approach 

may be inadequate to elicit reproductive health service needs (as explored in Chapter 4). The 

interview tool should be adapted for implementation to the clinical setting using process of 

iterative testing and refinement. 

This thesis supports a further scoping review of contraceptive counselling resources available in 

Australia to identify any that have involved Aboriginal women and communities in their 

development or have been evaluated with Aboriginal cohorts. Existing tools may need to be 

adapted, or new tools designed with appropriate consumer input. Together with the regional PCC 

protocol (Chapter 6), these can be combined to form a small toolkit to support integration into 

primary care as described above. In this context, any interventions with a health literacy 

component should draw on existing work with Aboriginal people and prioritise a process of two-

way learning. 

Overarching principles 

Integrated reproductive health care 

Integration of reproductive health care requires a holistic approach with contraception and PCC 

discussed in parallel. Counselling either in isolation risks projecting provider bias, negatively 

impacting rapport with patients, and missing opportunities for preventive health service delivery. 

For this reason the newly developed regional PCC protocol (Chapter 6) references contraception 

counselling and any contraception counselling resources used should likewise support the 

provision of PCC (202). Future needs can be discussed, and health literacy supported. 

Integration also refers to the embedding of reproductive health within the whole of comprehensive 

primary health care and whole-of-clinic approach. This allows for frequent and opportunistic 

reassessment of pregnancy intention and support for health promotion. This fits appropriately 

within preventive health MBS items such as the 715 Adult health check (203), and the ACCHS 

comprehensive primary care model of service delivery (204). If it is to be readily available and 

delivered proactively, all designations of staff members should be supported to confidently deliver 

reproductive health care. This would require ongoing staff training and promotion of the new 
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toolkit as the standard of clinical care, with particular attention to the training needs of the 

Aboriginal health workforce. Commonly cited barriers to care delivery (short-term funding 

leading to a lack of sustainability (205), time constraints and competing priorities (206) and staff 

turnover (207)) should be anticipated as more likely to occur than not, and be explicitly addressed 

as threats to program success. Effective use of templates and prompts within the electronic medical 

record system should be used to reduce the impact of these challenges. Ideally, reproductive 

health, PCC and the life-course approach to preventive health should be better supported in 

upstream Aboriginal Health policy documents such as the WA Aboriginal Health and Wellbeing 

Framework and WA Aboriginal Sexual Health and Blood-borne Virus Strategy. 

Rights-based care 

As per the contraceptive autonomy framework described in the introduction (9), reproductive 

health rights can be safeguarded through consideration of informed choice, full choice and free 

choice. Informed choice requires information to be provided in a way that is acceptable, 

understandable, and relevant to the needs and values of the individual, requiring appropriate 

consultation and communication skills. The selective supply of information infringes on 

reproductive rights; in contrast, reproductive rights can be supported by good communication, 

and efforts to improve reproductive health literacy. As described above, the development and 

implementation of the new toolkit should help to promote consistent and sufficient information 

provision and avoid subjectivity. 

In the context of reproductive rights, full choice ensures that an adequate range of methods 

(including non-use) are discussed with patients during reproductive health counselling. This thesis 

describes predominance of a single LARC method of contraception, the etonogestrel implant (as 

presented in Chapter 3). Although continuation and acceptability were good, single-method 

predominance may speak to selective-counselling, either due to availability issues or provider 

preference. Intra-uterine devices were infrequently used, perhaps because women must travel long 

distances to access them, unlike the etonogestrel implant. Investment in health infrastructure and 

strategies to ensure the availability of trained inserters would be necessary to increase access. The 

use of trained practice nurses as inserters has shown promise in other settings (120).  

The COCP was almost never prescribed in these communities (as presented in Chapter 3) despite 

being the most used contraceptive method in the country (109). Provider preference and the 

practice of strict effectiveness-based counselling may explain this. The non-contraceptive 
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additional effects of the COCP are valued by women (208). If needed for these indications, the 

COCP could be combined with a high efficacy method for women who would like reliable 

contraception. The non-use of emergency contraception is an important finding, particularly in a 

community where reproduction coercion is an identified issue and where terminations of 

pregnancies occur infrequently (Chapter 5, Table 1). Counselling for “full choice” must include the 

option to present to the clinic for emergency contraception if needed. 

Free choice requires that reproductive health decisions are made voluntarily, without barriers or 

coercion. It is hoped that increasing LARC uptake translates to the intended and tangible benefits 

of female empowerment and autonomy, increased access to educational and employment 

opportunities and reproductive satisfaction. This was important to the women who participated in 

this project as presented in Chapter 4.  However, the dependence on a provider for initiation and 

removal of LARC options creates an additional requirement to monitor for so-called “provider-

coercion”, even when well-intended. Provider enthusiasm for their superior effectiveness can lead 

to a reluctance in health providers to discontinue LARC methods once they are in place.  

Adverse effects may be considered less important than the prevention of unintended pregnancy 

(209, 210), with providers encouraging women to “bear with it ” (211). Provider pressure, even 

when implicit, can affect contraception continuation and future care access. Women have 

described accepting contraception in order to escape from pressuring and directive counselling, 

which they then quickly discontinue (48). In this PhD project one participant described “going 

quietly” for contraception removal, raising the possibility of not only partner pressure but 

anticipated provider resistance (Chapter 4). Such a phenomenon could be one explanatory factor 

behind the poor continuation rates with medroxyprogesterone injection observed in this project: 

women who wish to cease contraception accept instead a change to a method that they can then 

discontinue independently of their provider. In this scenario, the opportunity for PCC is missed. 

Rights-based counselling is compatible with an approach that highlights the particular benefits of 

LARC methods if clinicians are aware of the potential for perceived coercion in clinical settings. 

This can be minimised if adverse effects are explicitly discussed prior to insertion, if women are 

followed up post-insertion to identify potential adverse effects, and if equitable access to 

discontinuation and method-switching (including to less effective methods) is facilitated.  
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Culturally safe health care 

Reproductive health programs should incorporate common enablers of successful Aboriginal 

antenatal and sexual health programs outlined in Chapter 1, such as: inclusion of Aboriginal health 

professionals as core members of the team who contribute important health knowledge; a “family 

friendly” approach which is inclusive of community elders where appropriate; flexible service 

delivery, based on individual patient needs; and systems approaches that utilise continuous 

quality improvement to ensure high quality care is maintained over time.  

Where Aboriginal health professionals are incorporated into service delivery models, they should 

be empowered to contribute to two-way learning and a culturally safe clinical environment. A 

family friendly approach recognises the importance of support persons in the clinical environment. 

As described in Chapter 3, in this project many women had accompanied younger relatives to the 

clinic to support their access of reproductive health services. Health services should be proactive in 

meeting women’s needs for support persons during reproductive consultations to support patient 

autonomy. Flexible service delivery might include separate clinic opening hours for different 

groups, discreet clinic entry, and the integration of clinical care with health promoting activities. 

The social aspect of the ACCHS environment, as well as group and non-clinical activities are 

valued by clients and can be fostered to promote service uptake (212). As part of this project, 

yarning sessions were held with women in a non-clinical environment, as described in Chapter 2. 

This provided valuable learning for the investigators and direction for the project. It is 

recommended that sexual and reproductive health programs include a component of health 

promotion and community consultation delivered via outreach, and that this is budgeted and 

planned for as a key program output.  

As described above, and in more detail in Chapter 4, aspects of culture remain strong in 

participating communities and directly influence the way women access reproductive health care. 

Assumptions of sameness across different communities should not be made. Instead, individual 

communities should be empowered to contribute to the ongoing development of models of care to 

better meet the needs of local women. The need for culturally safe frameworks for service delivery 

is well established and existing frameworks such as the National Aboriginal and Torres Strait 

Islander Health Plan 2013 – 2023 provide a useful summary of guiding principles and strategic 

directions (174). 
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Initial monitoring strategy 

It is suggested that upon implementation of this model, simple measures of uptake are initially 

used to monitor acceptability to staff and patients. The acceptability of the toolkit components 

should be evaluated. The proportion of women who have been offered a process of pregnancy 

intention assessment combined with feedback from staff in the clinic on the assessment resource 

will provide preliminary information. Of those who are assessed, women who report a desire to 

prevent or postpone pregnancy should be offered a choice of contraception. As discussed further 

below, this should include at least one “hidden” method so that women have the option of discreet 

contraception. The cessation of contraception can be identified using reporting tools in the 

electronic medical record system: preconception care offered at this time could be re-audited. 

Pregnancy testing offers a similar opportunity for PCC delivery and could also be audited against. 

These data can be compared to baseline (Chapter 5) to assess implementation of the PCC protocol 

(Chapter 6).  

If the proposed model of care and toolkit proves acceptable in the clinical environment, more 

complete evaluation should specifically aim to measure health literacy benefits as well as more 

traditional reproductive health key performance indicators. In addition, data audited for this thesis 

showed that 38% of the time etonogestrel implant removal was deferred because the clinic was 

busy, or a trained practitioner was not available (Chapter 5). The period between first request for 

and actual device removal could be monitored prospectively as a ‘time to removal’ autonomy-

based key performance indicator. Satisfaction surveys or interviews with women could ask about 

difficulties securing device removal, and whether pre-insertion counselling included the 

possibility of side effects and the process of following-up any concerns. 

Services for young women 

A special note is made of the need to ensure services are accessible and acceptable to young 

women. This project highlights the pressures remote dwelling young women face balancing the 

desire for educational and occupational fulfilment with pregnancy desires, both of their own and 

of their partner and family (Chapter 4). Young Aboriginal women have been described as “equity 

implementers” for the next generation, in need of empowerment in order to take on the leadership 

positions of tomorrow (213). The reproductive health of adolescents was identified by the World 

Bank as an essential target for interventions promoting the realisation of human potential for 

development, advocating for additional sexual health education through schools and the provision 

of adolescent-friendly health services (214).  
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Making adolescent and young people a priority when designing future reproductive health 

programs is consistent with the life-course approach to health (4). For young Aboriginal women, 

this study and available literature suggest both a need for reproductive health literacy programs 

and that some pregnancies will be very much wanted, thus benefiting from PCC delivery (139, 

215-217). Health worker training, adolescent-friendly facility improvements, and broad 

information dissemination via the community, schools, and mass media have been found to 

improve adolescent access to, and utilisation of, sexual and reproductive health services (218). 

Program co-design within communities and with young people is likely to be of benefit, as has 

been shown locally with chronic disease prevention programs (219, 220). In our project, a sexual 

health coordinator who was well known to the local community achieved good rapport with 

young women, and in this time engagement with the clinic for reproductive health services 

improved. Flexible service delivery, program staff trained in contraception counselling and health 

promotion programs appeared to be key in achieving this, as outlined in Chapter 3.  Additional 

local qualitative data support the use of “young-persons clinics” to increase health service access 

(221). 

Services for women at risk of reproductive coercion 

Women at risk of reproductive coercion from intimate partners or family members may require 

additional or specialised reproductive health services. Based on data generated during this project 

(Chapter 4), it is recommended that free choice is supported by including counselling regarding 

the discreet nature of certain methods of contraception. This can be expressed as one aspect of a 

contraceptive method that some women might find useful, information that women can consider 

without being required to divulge coercion. It must be considered in the development of 

contraceptive counselling resources and piloted with Aboriginal women to ensure acceptability.  

The issue of routine screening for reproductive coercion is less clear. The potential benefit of 

screening for reproductive coercion in the pre-pregnancy period is that it allows providers to 

deliver tailored reproductive health services and assist in preventing coercion-related unintended 

pregnancy. As with any screening process, if this is to be considered it should be both acceptable to 

patients and of sufficient benefit to be justified. Current screening guidelines for intimate partner 

violence in Australia do not recommend universal screening through primary care, with the 

possible exception of those receiving antenatal care, but providers should maintain a “low 

threshold for asking about abuse, particularly when the GP suspects underlying psychosocial 

problems” (81, 222). The current regional Kimberley guideline does not direct as to when screening 
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for intimate partner violence should occur (223). It has been noted that while a number of 

screening guidelines for intimate partner violence exist in Australia, they generally do not include 

questions about reproductive coercion (224). These issues need to be addressed in the next protocol 

revision (currently overdue). 

More work is needed to determine acceptability of reproductive coercion screening within a 

reproductive life planning context and how Aboriginal women prefer the issue to be raised and 

discussed. Although clinic level interventions are an important avenue for harm minimisation, it is 

important to acknowledge that women experiencing reproductive coercion are in a position of low 

reproductive control, and that a greatest impact is likely to be seen with community-based 

programs that are inclusive of perpetrators. A review of such programs is beyond the scope of this 

thesis. The 2013 American College of Obstetricians and Gynaecologists committee 

recommendations (Box 1) can be used as an initial framework from which to develop guiding 

principles for practice in Australia (25). Data presented in Chapter 4 provide important local 

feedback from women and an impetus for responsive policy development. It is recommended that 

existing clinical governance structures such as the KAHPF Maternal, Child, Youth and Family 

health subcommittee be used to begin initial consultation with clinicians and establish consensus 

on appropriate next steps at a regional level. Key messages can then be integrated into regional 

orientation programs and staff training. 

Strengths 

A strength of this project is that it was conducted with community participation and ongoing 

consultation, driven by local service providers and research end-users. The lens of the clinician 

researcher kept this project grounded in guiding practical improvements to reproductive health 

service delivery. I had visited the community on a number of occasions and established a degree of 

trust with the women who participated. One of the key project team members and co-author of the 

papers in Chapters 3 and 4 was a clinic staff member with a long history of collaborative project 

work in the region. This included a role as a sexual health coordinator with a lot of outreach and 

“outside the clinic” work. Being relative outsiders to daily life yet trusted by the community 

allowed for rich data collection as women felt confident and comfortable to express themselves. 

Additionally, utilisation of both quantitative and qualitative data allowed for triangulation of 

themes and for meaningful interpretation of data. Semi-structured interviews with the women in 

communities gave us insights into perspectives of the service user and created a space for cross-
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cultural exchange of health knowledge. The use of primary care electronic medical records 

provided rich service delivery data. This project addressed a previously neglected area of health 

research, namely, holistic reproductive health for Aboriginal women. The results presented in this 

thesis have the potential to inform improvements in health services for the region concerned and 

for other services for Aboriginal women which will benefit current and future generations. 

Findings have already been incorporated into a regional guideline designed to contribute to 

improving PCC delivery. 

Limitations 

An important limitation was that that data was collected by two female clinicians. In these 

communities, discussion of reproductive health issues is highly gendered. As a result, we are 

lacking the male voice. Local research has already identified the need for antenatal care to be more 

inclusive of men and fathers and for a process of service co-design. This principle can be extended 

to preconception care (225). The diverse nature of Aboriginal communities is acknowledged: 

aspects of the work presented here may be poorly generalisable to other Aboriginal and Torres 

Strait Islander communities. The author of this thesis is a non-Aboriginal clinician. The 

interpretations within this thesis are therefore the result of an etic approach, despite ongoing 

consultation with the participants and Aboriginal researchers and colleagues.  As a clinician 

researcher, the author is poorly placed to elicit unbiased feedback on clinic staff and activities, 

therefore women may have been reluctant to discuss issues of provider coercion or culturally 

unsafe practice.  

Additional limitations include the dependence on retrospective data collection for analysis of 

contraception and PCC service delivery. This may have contributed to incomplete data collection 

in complex primary care consultations where not all activity is captured. Related to the above 

points, the electronic medical record is a highly summarised record of the health practitioner’s 

perception of the clinical encounter. The perspectives and practices of health providers providing 

reproductive health services in remote areas are not well represented and could be better captured 

in future research endeavours. These notes are also unlikely to meaningfully capture the extent to 

which rights-based counselling is being provided. Prospective approaches utilising multiple data 

sources would be required to achieve this.  
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Given the data collection was exclusively from a primary care data set there may have been 

undercounting of procedures performed through the hospital system (permanent contraception, 

LARC insertions).  

Whilst this thesis promotes a holistic approach to reproductive health, only certain areas of 

reproductive health were able to be discussed in detail. It is noted that some aspects of 

reproductive health were out of the scope of this thesis but remain critically important to the 

realisation of reproductive health for Aboriginal women. An important example of this is access to 

termination of pregnancy. Women accessed terminations of pregnancy infrequently and preferred 

not to discuss this topic in group settings.  

Finally, women may have received reproductive health services at other primary care centres, for 

example, many women in participating communities travel at times to the Northern territory. 

These limitations collectively bias towards a potential underestimation of services provided. 

Recommendations for future research 

Certain aspects of women’s reproductive health were touched on during data collection and in the 

published chapters but are nonetheless out of the scope of this discussion. Examples include 

terminations of pregnancy (access and acceptability of), post-partum contraception counselling 

and infertility and subfertility (prevalence of, women’s experience of). These are areas of 

importance to women that would benefit from further enquiry. 

Given the scarcity of published work in this clinical area, there are many areas in which further 

research would be expected to lead to improved health outcomes. These include: 

- Prospective pregnancy intention assessment with validation of assessment tools; 

- Improving access to intrauterine devices and emergency contraception, including as harm 

minimisation interventions for women experiencing reproductive coercion; 

- Better quantification of unmet need for contraception; 

- Development of new key performance indicators that better reflect service quality and 

patient satisfaction rather than just measuring contraceptive uptake and unintended 

pregnancy; 

- Describing provider perspectives on reproductive health service delivery in remote areas; 

- Describing patient experience of reproductive autonomy within healthcare settings. 
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- Exploration of Aboriginal and Torres Strait Islander women’s needs for management of 

unintended pregnancy, including access to safe and appropriate termination of pregnancy 

services. 

It is also recommended that the themes discussed in this thesis are investigated from the 

perspective of men, ideally by a male Aboriginal researcher. Community-led interventions that are 

inclusive of men are necessary to address some of the issues presented in this thesis, most notably 

that of reproductive coercion.  

Conclusion 

This project has begun to address a neglected area of health for Aboriginal women in a very 

remote area and, through participatory methods and comprehensive data collection, provided a 

strong foundation on which to base future interventions. It provides new insights for health care 

providers into the reproductive health experiences and priorities of remote dwelling Aboriginal 

women. It presents novel data on the use and acceptability of contraception, the formation and 

expression of pregnancy intentions, and the delivery of preconception care.  

Reproductive health care must be supported and integrated into the existing ACCHS model of 

care, with in-built flexibility of service delivery design to allow space for a patient-centred 

approach, community control and prioritisation of Aboriginal health professionals in research and 

clinical teams. It is suggested that future interventions promote care delivery that is integrated, 

rights-based and incorporates knowledge gained from other successful Aboriginal health 

programs. Interventions should aim to support health literacy and a rights-based approach is 

necessary to ensure health services are trusted by women to provide quality care. Formative and 

summative evaluation of the suggested model of care and toolkit will be critical to program 

success and to contributing additional knowledge to the field. When designing service delivery 

young women and women at risk of reproductive coercion may require additional support and 

services tailored to their particular needs. Upstream policies should be strengthened to ensure that 

reproductive health is better represented in key strategic documents that promote a life-course 

approach to health. 

Successful implementation of the model of care as described should translate to improved health 

outcomes for Aboriginal women and their children, with the ultimate aim of achieving greater 

health equity today and for subsequent generations.
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Appendix 1: Interview tool, qualitative data collection 
1: Pregnancy intention 
Do you want any (more) babies?  YES Not sure  NO  

How long between now and when you want to have a baby? 
Today - - - Next month - - - Later this year - - - - Next year - - - Two years - - - More than two years - - - Never 
 
Last time you had a baby, was it the 
right / good time for a baby? 

 YES  
Was right time 
for baby 

Not sure / 
Can’t remember 

 NO,  
Was wrong 
time for baby 

 NO,  
Wanted no 
more babies 

Never had 
a baby 

How many children have you had?       1 - - - 2 - - - 3 - - - 4 - - - 5 - - - More than 5 - - - Not sure 
How many children would you like to have all together?  1 - - - 2 - - - 3 - - - 4 - - - 5 - - - More than 5 - - - Not sure 

Right now, are you trying to get pregnant (have a baby), or trying not to get pregnant (not have a baby)? 
 Trying really hard to 

have a baby 
Trying a bit to 
have a baby 

Not trying either 
way 

Trying a bit to not  
have a baby 

Trying really hard to 
not have a baby 

 

     

What things are you doing to have a baby, or try not to have a baby? 
If not wanting babies, and not using contraception, why not? 
If you found out you were pregnant today, would you feel happy or unhappy? 
 Very happy A bit happy Not sure / Neither A bit unhappy Very unhappy  
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2: Hypothetical pregnancy 

Do you think you could be pregnant today? 
 

 YES, maybe Not sure  NO 

If no (and no contraception), why do you think that?    
If you found out you were pregnant 
today, what would you do? 

Have abortion  
(End the pregnancy) 

Have baby and 
bring the baby up 
(Keep the baby) 

Have baby and someone 
else bring the baby up 
(Adopt it /  
Give the baby to someone) 
 

Not sure 

How would you decide about what to do? 
 

3: Women with a current partner 

Did you already have any babies with this partner? 
How long were you with this partner before you started trying for a baby?  

How did you decide it was the right time for a baby? 

Does this partner want any (more) babies?  YES Not sure  NO  

How long between now and when this partner wants to have a baby? 
Today - - - Next month - - - Later this year - - - - Next year - - - Two years - - - More than two years - - - Never 

How many children would this partner like to have all together?  
1 - - - 2 - - - 3 - - - 4 - - - 5 - - - More than 5 - - - Not sure 



 

Appendix 2: Summaries used in study dissemination 

 

The following six pages are the summaries used in dissemination of study results shortly 

after their respective publication. Two version were produced for each: a technical report 

produced for staff members and a plain language version designed for feedback to 

participating communities. 

PDF versions and a full project summary also available online at 

http://kams.org.au/research/completed-projects/reproductive_health/. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Summary of a research project: 
Uptake of long-acting, reversible contraception in three remote Aboriginal communities: a population based study 

Published 4.7.16. Summary revised 30.5.20. Questions, comments and feedback to Dr Emma Griffiths 
(emma.griffiths@rcswa.edu.au). Available: https://www.mja.com.au/journal/2016/205/1/uptake-long-acting-
reversible-contraception-three-remote-aboriginal-communities. 

Contraception use, continuation and acceptability to 
women in a remote community setting 
Aboriginal people face well documented inequalities in health outcomes, including reproductive health, and 
unintended pregnancies are associated with worse outcomes around the time of birth. Providing accessible and 
acceptable, culturally competent contraception services is essential to support the reproductive health of Aboriginal 
and Torres Strait Islander women. When we began this study, little had been written about access to contraception 
in remote Aboriginal and Torres Strait Islander communities. We wanted to address this gap by examining 
reproductive health service provision and talking to women about their contraception needs and experiences. 

We aimed to find out: 
• What contraception options women are using, why, and are they effective? 
• How are women being looked after in the area of sexual health? 
• What improvements could be made? Should new health practitioner resources be developed? 

How was this study done? 
We gathered information by reviewing patient files for information about contraception prescriptions and talking to 
women about their use of contraception and reproductive health. 

What did we find? 
Long-acting reversible contraception methods (LARCs), are preferred due to greater effectiveness. A LARC method, 
the etonogestrel implant (Implanon® being a common brand) was the most common contraception used in 
participating communities. In our study women continued using their etonogestrel implants for relatively long 
periods of time (87% at one year in our study, compared to 65 – 82% in other studies). Another form of LARC is the 
intra-uterine contraceptive device (IUCD). These were used less commonly, probably because etonogestrel implants 
(but not IUCDs) can be inserted in community. Tablet contraceptive medicines were not used commonly. 
Medroxyprogesterone injections were used commonly, but not very effectively. Most feedback from women in the 
communities about the etonogestrel implant was positive, although some side effects were mentioned (most 
commonly bleeding abnormalities). Themes discussed at interview included the need for young people to be healthy 
and old enough when becoming pregnant and dealing with partner pressure to cease contraception. In this study, 
we did not elicit community concerns about the presence of the implant attracting unwanted attention. 

What happens now? 
Uptake and continuation of a LARC method was high. We believe a holistic reproductive health program 
incorporating community engagement and capacity building contributed to this finding and is necessary to achieve 
sustainable improvements in Aboriginal and Torres Strait Islander health. Suggestions from women included making 
health services more accessible for young people and providing more education for young people about how to be 
healthy and have healthy babies. In response we are working on the development of resources and support for pre-
conception counselling and will continue to speak to women about their reproductive health experiences. 

We would like to thank all the women in the participating communities for their contributions over 
several years, for which we are deeply grateful.
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Summary of a research project: 
Uptake of long-acting, reversible contraception in three remote Aboriginal communities: a population based study 

Published 4.7.16. Summary revised 30.5.20. Questions, comments and feedback to Dr Emma Griffiths 
(emma.griffiths@rcswa.edu.au). Available: https://www.mja.com.au/journal/2016/205/1/uptake-long-acting-
reversible-contraception-three-remote-aboriginal-communities. 

The story about medicines to stop you having babies 
In the last two years, we spent a lot of time yarning with women about women’s business. We 
asked women about what contraception (“medicines to stop you having babies”) they had used or 
knew about, and what they thought of it. 

We wanted to find out: 
• What medicines are being used to stop having babies 

• What women think about these medicines 

• Whether women feel well looked after and safe in the clinics for women’s business 

What we found out: 
• Most commonly women use the Implanon® (“needle that stays in”) 

o Most people told us they thought this one was OK 

o Most mothers told us they thought it was OK for daughters and young women to use it 

o Some women found it made them feel sick or lazy or bleed too much 

• Some women use the depo (“needle that doesn’t stay in”) 
o Lots of women didn’t come back for the next needle 

• People don’t use tablet medicines much for stopping having babies 

What women told us: 
• We should make the clinic better for young people 
• Maybe have women’s and young people’s special clinics 

• We should spend more time yarning with young women about how to be healthy and 
have healthy babies 

What we will do next: 
• Make some picture books to help teach young women about how to be healthy and 

have healthy babies 
• Check to see if this helps keep them healthy 

• Write about what we have learned to put in a journal (no names of anyone, just 
numbers and some words that were shared with us) 

We would like to thank all the women in the participating communities for their contributions over 
several years, for which we are deeply grateful. 
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Summary of a research project: 
Pregnancy intentions in a group of remote-dwelling Australian Aboriginal women: a qualitative exploration of 
formation, expression and implications for clinical practice 

Published 14.5.19. Summary revised 30.5.20. Questions, comments and feedback to Dr Emma Griffiths 
(emma.griffiths@rcswa.edu.au). Available: https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-
019-6925-8. 

Formation and expression of pregnancy intentions, and 
implications for clinical practice 
Aboriginal people face well documented inequalities in health outcomes, including reproductive health, and 
unintended pregnancies are associated with worse outcomes around the time of birth. When good care is provided 
around the time of pregnancy, the benefits for the baby extend beyond childhood into adulthood, including a 
reduced risk of future health problems such as chronic disease. If women do not intend to fall pregnant, highly 
effective forms of contraception are available.   

This study builds on previous work conducted with women in the Western Desert, where we described high uptake 
and continuation of Long-Acting Reversible Contraception (LARC) (etonogestrel implant, or Implanon®). Despite it 
seeming to be an acceptable option for women, a snapshot of contraception use found overall contraception use 
was lower than national figures (a fifth vs two thirds). Also, some women described pressure from partners to cease 
contraception. In this part of the study, we aimed to explore the formation and expression of women’s pregnancy 
intentions to better understand their reproductive health needs. 

We aimed to find out: 
• Are women forming pregnancy intentions? 
• What influences the formation, or lack of formation of pregnancy intentions? 
• Are unmet needs for contraception revealed through exploration of pregnancy intentions? 

How was this study done? 
We conducted 27 semi-structured interviews with women from participating Western Desert communities regarding 
pregnancy intention, decision making, their partner’s pregnancy intention and their experiences of autonomy in 
relationships. Each woman provided individual consent for the interviews, which were conducted separate to usual 
health care provision. We assessed pregnancy intention using multidimensional questions (e.g. ‘wanting’ a baby, 
‘trying for’ a baby, ideal family size, ideal timing of next baby, how they would feel if they found out they were 
pregnant). We conducted thematic analysis then presented the results back to the community at two yarning 
sessions. Feedback from local women was then used to inform further analysis and prioritisation of themes. 

What did we find? 
When pregnancy intention was explored using a visual aid and using the multidimensional questions, most (19/27) 
women used or (did not use) contraception in a way that matched their pregnancy intention. Some women were 
reluctant to tell us they wanted to be pregnant until later in the interview, when they felt more comfortable. Others 
expressed some ambivalence or uncertainty. Women described pressure from partners to cease their contraception 
and become pregnant and frustration at jealousy from men. Although they identified that going to the clinic early 
when pregnant was important, they suggested that sometimes women might want to avoid the “humbug” or be 
hiding their pregnancy intention if their relationship was “wrong skin”.  

What happens now? 
We are using what we’ve learned to prepare additional resources for preconception care and contraception 
counselling. These may include a Kimberley preconception care protocol, consultation support tool, checklists and 
flip chart, depending on what clinics feel would be most useful. 

We would like to thank all the women in the participating communities for their contributions over several years, 
for which we are deeply grateful.
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Deciding about having babies: Women tell us their story 
In the last two years, we spent a lot of time yarning with women about women’s business. First, we asked 
women about using contraception (“medicine to stop you having babies”). We found out that a third of 
women had used contraception and women told us about their experiences using this medicine. We also 

wanted to know the reasons why women might not use contraception, so we talked to 
women some more about having babies, making decisions and going to the clinic. 

We wanted to find out: 
• What are good ways to talk about having babies so the clinic staff understand the 

woman best 

• How women make decisions about having babies or using contraception 

• Whether women feel pressure or feel forced about having babies or using contraception 

• Why some women might not want to come to clinic to talk about having babies or using 
contraception 

What we found out: 
• It is better to have a longer talk about having babies, and ask more questions in different ways to 

make sure that clinic staff understand women best - don’t be in a rush 

• Culture is important to women when talking about having babies and families 

• “Ending a pregnancy” (or termination) is not common for women here 

• Sometimes women feel pressure or feel forced from their partner to stop using 
contraception and have a baby instead 

• Some women stay away from the clinic when they are thinking to have a baby or use contraception 
– some reasons for this might be being afraid they might have a sickness, thinking 
they will get humbug from clinic or feeling shame. 

What we will do next: 
• Make some picture books to help teach young women about how to be healthy and have 

healthy babies 
• Check to see if this helps keep them healthy 
• Write about what we have learned to put in a journal (no names of anyone, just 

numbers and some words that were shared with us) 
• Support women’s health programs, based on what women think is most important  

We would like to thank all the women in the participating communities for their contributions over 
several years, for which we are deeply grateful. 
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Preconception care delivery from an Aboriginal 
Community Controlled Health Service perspective 
Aboriginal people face well documented inequalities in health outcomes, including reproductive health. Access to 
both acceptable, safe and reliable contraception for women who don’t want to be pregnant and preconception care 
for women who might become pregnant (whether planned or not) is an important reproductive health right.  
Previously we described high uptake and continuation of Long-Acting Reversible Contraception (LARC) (etonogestrel 
implant, or Implanon) and talked to women about their experiences accessing contraception and other reproductive 
health care. Preconception care (PCC) is a priority for Aboriginal and Torres Strait Islander populations due to higher 
rates of pregnancy risk factors and adverse perinatal outcomes. It aims to improve the health of prospective parents 
by screening for and modifying risk factors that contribute to poor maternal and child health outcomes. This study 
aimed to explore the provision of PCC in participating communities. 

We aimed to find out: 
• What preconception care is being delivered? 
• Who is providing preconception care, and in what context? 
• Are there any factors that predict whether women received preconception care? 
• Are there any opportunities to increase the availability of preconception care for women? 

How was this study done? 
We completed a retrospective audit of service delivery for PCC prior to 177 pregnancies in 127 women who resided 
in participating communities during their preconception period. We used guidelines from the Royal Australian 
College of General Practitioners (RACGP) to define key components of PCC and a search strategy of the electronic 
medical record system (MMEx) to record how often they were provided. 

What did we find? 
Of 177 confirmed pregnancies, 121 had received PCC prior to the pregnancy. Sexually transmissible infection 
screening (71%) was the most common care delivered, followed by folic acid prescription (57%) and smoking 
cessation support (43%). Younger women received PCC less often, particularly screening for modifiable pregnancy 
risk factors (e.g. pre-diabetes/diabetes, albuminuria, overweight/obesity and smoking). These risk factors were 
common amongst those who did get screened (48-60%). Women who got PCC usually requested it themselves. 
Overall, PCC increased over time. Presentation for antenatal care in the first trimester of pregnancy was high at 73%.  

What happens now? 
In parallel with this study, a regional Preconception Care Protocol has been developed through the Kimberley 
Aboriginal Health Planning Forum (KAHPF). Opportunities to increase PCC delivery include integration with routine 
health checks, pregnancy tests and chronic disease programs. PCC programs co-designed with young people are also 
recommended. All primary care providers should be supported and assisted to provide opportunistic PCC and health 
promotion. Clinic checklists to support increased preconception care delivery are in draft and will be further 
developed with clinics and the KAHPF Maternal, Child, Youth and Family Health Subcommittee. We will continue 
consultation to identify strategies to integrate PCC into existing models of care, to address an important need for 
women residing in remote communities. 

We would like to thank all the women in the participating communities for their contributions over 
several years, for which we are deeply grateful.
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How the clinic is helping women get healthy before baby 
In the last two years, we spent a lot of time yarning with women about women’s business. We 
talked a lot about contraception (“medicine to stop you having babies”). We also wanted to see 

what happened when women stop using contraception to have a baby, and what care 

they got to help them have a healthy pregnancy and baby.  

We wanted to find out: 
If women got a check-up before their pregnancy, what their check-up included, and how 
they got it. To find out we looked back at all the pregnancies for women in the Kutjungka from 

2011 to 2018 to see what care was given. 

What we found out: 
• Of 177 pregnancies, 121 got at least some care to help them have a healthy 

pregnancy and baby before they got pregnant 

• The most common care was checking for or treating infections from sex (such as 

syphilis, chlamydia and gonorrhoea). More than half of women also got folate (a 
pregnancy vitamin) before they got pregnant. 

• Younger women were less likely to get a check-up before their pregnancy. 

• Risks such as diabetes, kidney disease overweight and smoking were common 
before pregnancy. 

• Lots of women (nearly three-quarters) came in early for their first pregnancy 
visit once they knew they were pregnant.  

What we will do next: 
• Talk with clinics about how they can do more pre-pregnancy check-ups 

• Think about ways to encourage young people to come to the clinic for check-ups 

• Develop resources to help clinics explain pre-pregnancy check-ups and help women 
make decisions about their health 

• Check to see if this helps women stay healthy 

• Support women’s health programs, based on what women think is important   
We would like to thank all the women in the participating communities for their contributions over 
several years, for which we are deeply grateful.
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