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Should pregnant women know their 
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Abstract 

Background:  The study aimed to explore:

• pregnant women’s and healthcare professionals’ perspectives on provision of individual risk scores for future Pelvic 
Floor Dysfunction (PFD),

• the feasibility of providing this during routine maternity care,

• actions women might take as a result of knowing their PFD risk.

Methods:  Qualitative study. Setting: UK NHS Health Board. Participants: Pregnant women (n = 14), obstetricians 
(n = 6), midwives (n = 8) and physiotherapists (n = 3). A purposive sample of pregnant women and obstetric health-
care professionals were introduced to the UR-CHOICE calculator, which estimates a woman’s PFD risk, and were 
shown examples of low, medium and high-risk women. Data were collected in 2019 by semi-structured interview and 
focus group and analysed using the Framework Approach.

Results:  Women’s PFD knowledge was limited, meaning they were unlikely to raise PFD risk with healthcare profes-
sionals. Women believed it was important to know their individual PFD risk and that knowledge would motivate them 
to undertake preventative activities. Healthcare professionals believed it was important to discuss PFD risk, however 
limited time and concerns over increased caesarean section rates prevented this in all but high-risk women or those 
that expressed concerns.

Conclusion:  Women want to know their PFD risk. As part of an intervention based within a pregnant woman/ mater-
nity healthcare professional consultation, the UR-CHOICE calculator could support discussion to consider preventative 
PFD activities and to enable women to be more prepared should PFD occur. A randomised controlled trial is needed 
to test the effectiveness of an intervention which includes the UR-CHOICE calculator in reducing PFD.

Keywords:  Pelvic floor dysfunction, Urinary incontinence, Faecal incontinence, Pelvic organ prolapse, Risk, Maternity 
care
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Background
Pelvic floor dysfunction (PFD) affects millions of women 
worldwide and is associated with considerable financial 
costs for healthcare systems and women. PFD adversely 
affects women’s well-being, quality of life, body image 
and sexual function [1–5]. The term Pelvic Floor Dys-
function incorporates three main conditions: urinary 
incontinence, faecal incontinence and pelvic organ 
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prolapse. PFD risk factors have been identified as: greater 
parity, vaginal birth, advancing age, obesity, previous hys-
terectomy, and family history of PFD [6–9]. Interventions 
are available that may reduce risk of PFD development, 
such as weight reduction and pelvic floor muscle training 
(PFMT) [9–14], therefore early identification of women 
at high risk of PFD is important for its prevention [15]. 
Based on data from two large longitudinal cohort studies 
with long-term follow up, [6, 7, 16, 17] researchers have 
developed an online calculator (UR-CHOICE calcula-
tor), which estimates, during and beyond pregnancy, a 
woman’s individual risk of PFD in the long-term [15, 18]. 
Features about the woman (e.g. her weight), her preg-
nancy (e.g. the estimated size of her baby), and her birth 
history (e.g. mode of previous births) are all entered into 
the calculator and a set of individualised risk ‘scores’ are 
generated that predict probabilities of developing urinary 
incontinence, faecal incontinence, prolapse, and PFD 
overall. It is envisaged that the calculator will be used as 
part of a wider UR-CHOICE intervention, the additional 
components being identified through this qualitative 
study. However, the acceptability and feasibility of the 
UR-CHOICE intervention among women and maternity 
healthcare professionals (HCPs) has not been explored. 
This study therefore sought to answer the following 
research questions:

1.	 What are the perspectives of pregnant women on 
knowing their PFD risk while pregnant and what 
actions might they take if they know their risk?

2.	 What are maternity HCPs views about delivering the 
UR-CHOICE intervention to a woman during rou-
tine antenatal care and in the postnatal period and on 
engaging in discussion about PFD risk?

Methods
The study used qualitative methods. Data were collected 
(by authors HS and CB) using semi-structured telephone 
interviews with pregnant women, obstetricians and phys-
iotherapists and a focus group with midwives. The differ-
ent data collection approaches were selected to maximise 
the richness of the data while ensuring approaches that 
were appropriate to the different participant groups [19]. 
Different methods were used to support data saturation 
and collection of a large volume of data in a short time 
[20]. For example, as the study focussed on a sensitive 
topic individual interviews were chosen for women which 
generated in-depth data at an individual level, while focus 
groups were chosen for midwives as it was feasible to 
gather a group at one point in time and it gave an oppor-
tunity for professional discussion to generate a range of 
viewpoints. Data analysis used the Framework Approach 

[21]. Funding was from the Chief Scientist Office, Scot-
tish Government (CGA/18/39). The application was 
peer reviewed for scientific quality and the funders had 
no role in undertaking the research or in manuscript 
preparation. A steering group, which included a preg-
nant woman, oversaw the design, conduct and writing 
up of the research. Ethical approval was granted by Lon-
don-Brighton and Sussex Research NHS Research Ethics 
Committee (19/LO/0527) on 12th April 2019.

Setting and context
The study was undertaken in the antenatal clinics of a 
large teaching hospital in a Scottish NHS Health Board 
serving an urban population of approximately 1.2 mil-
lion people. There are 5500 deliveries annually within the 
Board area with a 35% Caesarean Section rate. The Board 
have 34% of clients living in areas of high deprivation.

Sample and recruitment
Purposive sampling of pregnant women aimed to recruit 
15 women with diversity in parity (a mixture of primi-
gravid and multiparous women), maternal age, and 
socioeconomic group. Inclusion criteria were women 
who attended ante-natal clinics, were pregnant and aged 
16 years or older. Exclusion criteria were women without 
capacity to consent, or unable to understand English suf-
ficiently to provide consent.

To achieve the required diverse and purposive sam-
ple initially midwives were asked to give women a study 
recruitment pack (an introductory letter, Participant 
Information Leaflet, permission to contact reply slip, 
consent form and stamped addressed envelope) as part of 
information given at booking. However, this recruitment 
strategy was unsuccessful, possibly because of the large 
amount of information women receive at booking. There-
fore, following ethical and management approval, recruit-
ment was extended to all antenatal clinics and antenatal 
classes. Midwives were asked to introduce the study to 
eligible women during their antenatal appointment 
and hand the woman a recruitment pack. A researcher 
(HS) was available at some antenatal clinics and antena-
tal classes to speak with women, explain the study and 
seek permission to contact them, or women could take 
the pack, read it, and return the reply slip if they wished 
to participate. Women who gave their permission to be 
contacted were telephoned to discuss the study and have 
their questions answered. An appointment was made for 
a telephone interview with those women willing to take 
part. Written consent was obtained prior to interview.

Community and hospital-based midwives were sent 
an email invitation containing a Participant Information 
Leaflet, consent form, cascaded via the Lead Midwife. 
The aim was to achieve a purposive sample of midwives 
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from different clinical areas. Written consent to partici-
pate was obtained from the midwives prior to the focus 
group.

Specialist Registrar and Consultant Obstetricians were 
invited to participate via email, containing an invita-
tion letter, a Participant Information Leaflet and consent 
form, from the site Principal Investigator (a Consultant 
Obstetrician). The aim was to achieve a purposive sample 
of obstetricians with varying levels of experience. Those 
obstetricians interested in participating contacted the 
researchers who telephoned them to discuss the study 
and arrange a date for the telephone interview with writ-
ten consent obtained prior to interview.

Physiotherapists providing services to pregnant 
women, were invited to participate in the study similarly 
to the obstetricians, via the Lead Physiotherapist, with a 
view to a purposive sample of varying levels of experi-
ence in women’s health.

Overall, the study aimed to recruit a maximum varia-
tion sample of pregnant women and HCPs to identify 
themes that cut across the variance to support imple-
mentation of a possible clinical trial [22]. A sample of 15 
women was proposed to support the achievement of sat-
uration in women’s perspectives where the women would 
have a variety of characteristics [23]. For example, the 
different risks of primigravida and multiparous women 
offers data from the widest, and hence most pragmatic 
perspective, critical to a potential pragmatic trial. The 
additional perspectives of 15 multi-disciplinary HCPs 
aimed to achieve saturation and maximum variation per-
spectives into the practical clinical world and possibili-
ties of delivering the UR-CHOICE intervention as part of 
care delivery to pregnant women.

Data collection
The interview schedule for women was developed 
based on guidance for the development of complex 
interventions [24]. The questions focussed on areas 
of acceptability of the intervention and its context. 
Women were therefore asked about: current knowledge 
of PFD, views on knowing their PFD risk and they were 
introduced to the UR-CHOICE calculator (Additional 
file  1). Women were not given their own risk scores, 
they were shown examples for low, medium and high-
risk women (Additional file  2). They were asked how 
they would feel about engaging with the UR-CHOICE 
intervention with a HCP. The UR-CHOICE calculator 
was able to identify women at risk approximately 65% 
of the time in a validation dataset [15]. It is currently 
the best predictive tool available for PFD with a con-
cordance index equivalent to other predictive tools cur-
rently in use in the NHS in the UK; for example, the 

National Cancer Institute Gail Model for prediction of 
Breast Cancer Risk [25] and the Framingham Cardio-
vascular risk model [26]. In the interview women were 
told that the figures were an estimation based on two 
large studies of women over 12 and 20 years. If partici-
pants raised concerns about their personal risk of PFD, 
they were directed to the information in their antenatal 
book and their maternity care team.

HCPs were asked, in focus group or interview (Addi-
tional file  3), about the same topics as were covered 
with the women. Specifically, their current practice in 
relation to PFD, their views on discussing risk of PFD 
with women during pregnancy and in the post-partum 
period. Examples of UR-CHOICE risk calculations for 
low, medium and high-risk women were demonstrated 
(Additional file 2) and opinions were sought on whether 
and how they might deliver the UR-CHOICE interven-
tion in practice.

All interviews and the focus group were digitally 
recorded, transcribed verbatim and anonymised.

Data analysis
The anonymised transcriptions were transferred into 
NVIVO 12 software and analysed using the Frame-
work Approach [21]. Framework analysis is a flex-
ible, systematic, and rigorous method of analysis that 
provides transparency and an audit trail. It facilitates 
easy retrieval of coded data and analysis to be under-
taken on a case by case basis and in a theme-based way 
using a mixture of deductive coding based on the ini-
tial thematic framework and an inductive, open-coding 
approach based on additional emerging themes agreed 
and regularly reviewed by two researchers for data sat-
uration (HS, CB). In this study the process involved:

•	 familiarisation by reading transcripts and docu-
menting memos;

•	 constructing an initial thematic framework by 
drawing upon ideas identified through familiari-
sation, the research questions and the interview/
focus group schedules;

•	 indexing by applying the thematic framework to the 
data;

•	 reviewing the data extracts by looking at data 
within a code and considering alternative ways of 
coding and organising the data;

•	 summarising data and displaying it into framework 
matrices for each major theme and on a case basis

•	 abstraction and interpretation of the data by 
reviewing the matrices, developing categories that 
represent the key features of the data and how they 
connect to one another.
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Results
Characteristics of the sample
Recruitment took place between May and August 2019. 
Pregnant women (n  = 14), midwives (n  = 8), obstetri-
cians (n = 6), and physiotherapists (n = 3) were recruited. 
Recruited pregnant women were aged 25–38 years; seven 
women were primigravidae and seven were multiparous, 
having their second (n = 5) or third child (n = 2). Five 
women lived in the most deprived quintiles [1 or 2] and 
nine lived in the most affluent quintiles [4 or 5] based on 
the Scottish Index of Multiple Deprivation [27].

Obstetricians included Consultants (n = 4) or Special-
ist Registrars (n  = 2) with 7–30 years’ experience. Four 
worked across obstetrics and gynaecology. The mid-
wives (n = 8) worked as part of an integrated maternity 
service across all specialties. Three physiotherapists had 
20–28 years obstetric experience.

Key themes
A number of inter-related themes were identified about 
current PFD practice, views on women knowing their 
PFD risk and on the UR-CHOICE intervention.

PFD risk is an important yet un‑broached health issue
All women interviewed wanted to know their risk of 
developing PFD. They believed it was important informa-
tion that would allow them to make informed decisions 
about prevention and treatment or be prepared to man-
age the problem if likely or inevitable.

“It (knowing PFD risk) would be quite helpful 
because it means that you could prepare and it 
means that if you know what the risks are, is there 
anything that you can do to prevent it.”
P08 (woman),

Potential reactions to discussing PFD risk highlighted 
by women and HCPs included anxiety, worry or embar-
rassment and the addition of another potential problem 
in pregnancy. However, despite this, women still believed 
that it was better to know than not.

“..it’s (being high risk of PFD) not something, I sup-
pose, you want to hear about, but … you’d rather 
know, than not know. As long as there was some-
thing, I could do about it.”
P012 (woman)

Women believed that if the HCP opened the dialogue 
about PFD it would help them talk about it. Various jus-
tifications included: legitimising the problem and its 
importance, helping them feel supported or less embar-
rassed and encouraging them to seek help if needed.

“doing it (discussing PFD risk) with a health profes-
sional adds that kind of understanding of the risk 
and it makes it more serious I suppose rather than, 
you know, if you’re just given a leaflet or something 
like that.”
P011 (woman)

There is a tension between women‑driven care and their 
limited PFD knowledge
Information about pelvic floor health was included in a 
book given to women at their booking appointment, but 
women reported that they did not read it. Unless women 
had attended antenatal classes their knowledge about 
PFD, the risks, prevention and treatment was limited. 
The limited knowledge they had was gained from family 
and friends. Whilst, women with PFD symptoms could 
self-refer to a physiotherapist this relied on women being 
signposted by an HCP or obtaining information about 
self-referral procedures from posters in antenatal clin-
ics. Additionally, women perceived urinary incontinence 
was an inevitable consequence of having children and 
something “just to be put up with”. Consequently, if nei-
ther women or HCPs raised PFD it was not discussed and 
women were unlikely to gain more knowledge about PFD 
or its prevention. HCPs and women believed this was 
compounded by urinary incontinence product adverts 
that normalised urinary incontinence.

“And then the next advert comes on, and it’s some-
body going to a wedding, and she’s pulling on incon-
tinence pads. So that’s saying, it’s alright to be peeing 
yourself.”
P01 (midwife)

Current maternity healthcare PFD practice is problem 
orientated rather than prevention orientated
HCPs do not routinely discuss PFD with all women dur-
ing the antenatal or postnatal period. The exception 
was antenatal classes but not all women attend these. 
Obstetricians only ask women about PFD symptoms if 
they have a history of 3rd/4th degree tear. Postnatally, 
women who have had an assisted delivery or 3rd/4th 
degree tear were seen by a physiotherapist and referred 
for treatment. Women may or may not raise the issue of 
PFD symptoms with their HCP during their pregnancy. 
If women report PFD symptoms these are discussed, or 
they may be signposted to a specialist physiotherapist.

"I suppose antenatally … it’s not one of our routine 
things that we ask. If people sometimes bring it up 
we always recommend that they do their pelvic floor 
exercises, but we don’t have a kind of formal refer-
ral pathway or formal time that we ask people about 
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it”."
P01 (Doctor)

Despite not raising the issue of PFD routinely, HCPs 
believed discussing PFD risk and prevention strategies 
was important and they were “duty bound’ to tell women,

“We shouldn’t be doing anything to a patient that 
is not without their full knowledge, but the prob-
lem with that is that a lot of the stuff (information) 
is complicated … … when patients are dealing with 
a huge amount and huge wealth of information, I 
think it can be a very difficult thing for patients to 
fully understand and to not worry about the minu-
tiae of the risks of things to happen to them”
P03 (Doctor)

HCPs recognised women’s right to choose their pre-
ferred mode of birth but were concerned women with 
a high PFD risk score would choose caesarean section, 
which itself had risks, believing women perceived a cae-
sarean section to be more protective than it is in reality. 
Whilst this perception was confirmed by some women, 
most women did not mention choosing caesarean section 
as a preventative strategy despite being shown the differ-
ent risks associated with each birth mode. Some women 
reported that the intervention had been informative in 
terms of highlighting risk associated with both pregnancy 
and birth.

“See, I would have thought probably labour, mainly. 
I’m now kind of more aware that actually the preg-
nancy itself can. But in my head, beforehand, I know 
that before I got pregnant, I would always just kind 
of think it was more the labour that would then 
cause these kinds of problems.”
P04 (Woman)

Lower priority in a time constrained service created barriers 
to discussing PFD risk
Despite articulating the importance of discussing PFD 
risk, HCPs’ main focus was on the safe birth of the baby 
and immediacy of pregnancy and labour rather than 
long-term health issues for women. There was limited 
time to discuss PFD risk and prevention activities with 
women during HCP consultations. HCPs also believed 
women may have information overload during their ante-
natal and postnatal care or may not understand the com-
plexity of risk.

“it’s an important aspect for women to understand, 
what vaginal delivery can do to the pelvic floor and 
what they should be doing afterwards, but I would 
say it’s a time constraint mainly, and a lot of other 
things we want to finish in that 10-15 minute con-

sultation, baby chat and all that, but yeah, it kind of 
sneaks down to the bottom of the list”
P02 (Doctor)

Views on the UR‑CHOICE intervention suggested 
the importance of promoting informed choice whilst 
recognising complexity of different risks
Participants suggested that the UR-CHOICE interven-
tion should include a wider ranging discussion alongside 
using the UR-CHOICE calculator to identify the individ-
ual woman’s PFD risks. They proposed: information pro-
vision about the woman’s risk factors and how a woman’s 
pelvic floor was affected by these; preferred preventa-
tive and treatment options and their attendant risks for 
the woman, their baby and future family planning; a care 
plan for PFD prevention or treatment agreed upon by the 
woman and HCP.

The study participants reported that the UR-CHOICE 
intervention was acceptable and could be delivered sec-
ond trimester, late pregnancy and postnatally. A range of 
professionals were viewed as appropriate to deliver the 
UR-CHOICE intervention including midwives, physi-
otherapists, obstetricians, advanced nurse practitioners 
or practice nurses in primary care. Women believed mid-
wives were the most appropriate HCP, whilst midwives 
and physiotherapists believed specialist physiotherapists 
had the most appropriate expertise to discuss PFD with 
women. Doctors believed midwives were best placed due 
to the rapport they had with women and because obste-
tricians and physiotherapists did not see all women.

Perceived benefits of, and concerns about, UR‑CHOICE
Participants reported that the UR-CHOICE interven-
tion could increase women’s knowledge of PFD, facili-
tate informed decision-making and motivate women to 
engage in PFD prevention. Some women believed there 
were no drawbacks to UR-CHOICE, whilst some women 
did not know their family history and did not feel able 
to discuss PFD with their mothers and as such felt they 
might not be able to provide the information required 
for the calculator. Concerns from HCPs included poten-
tial increases to caesarean section rates and consultation 
times. There were also concerns that women identified as 
low risk might not engage in preventative PFD activities.

Discussion
Main findings
Current PFD practice in maternity care was orientated 
towards PFD problems rather than prevention. Practice 
focussed on women-led care, but women lacked knowl-
edge about PFD so may not raise or identify problems. 
All HCPs recognised PFD was an important issue for 
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pregnant women, and all women indicated that they 
wanted to know their risk. However, time constraints on 
the service and the immediate safety of mother and baby 
meant PFD was not routinely discussed. HCPs were con-
cerned that discussing PFD risk could increase caesarean 
section rates. Women and HCPs reported that imple-
mentation of the UR-CHOICE intervention was feasible 
and acceptable.

Strengths and limitations
This study sought women’s views about knowing their 
potential PFD risk, alongside those of HCPs, and in doing 
so supports service development in women-centred 
ways. The study was undertaken in one regional UK hos-
pital and therefore may not represent cultural issues or 
current practice in other regions or countries. Recruit-
ment of pregnant women was challenging due to busy-
ness of clinics and the final sample did not cover the 
entire age range of pregnant women as it did not include 
those under 24 years and data on ethnicity was not gath-
ered. It is possible that the women who agreed to take 
part had a greater interest in PFD prevention than those 
who did not. However, the sample did achieve variance 
with women who had a range of pregnancy and socio-
demographic characteristics, although no sub analy-
sis was conducted due to the small sample. The sample 
included midwives, women’s health physiotherapists and 
obstetricians with a range of experience; in this way a 
range of HCP views were achieved. By nature of the qual-
itative study design, the sample was varied, but may not 
represent the views of a wider group of pregnant women 
or HCPs. To move forwards, further consultation with 
pregnant women and midwives would be essential to 
maximise the best trial recruitment pathways.

The interview did not include discussion of the exact 
calculator concordance index, but women were advised 
that the figures were an estimation based on two large 
studies over time. It is possible that if women knew 
the exact index they would have felt less positive about 
knowing PFD risk. However, the concordance index of 
UR-CHOICE is in keeping with other risk tools that are 
routinely used within the NHS [25, 25]. Given the pattern 
of evidence in this study and elsewhere [28] that women 
do want to know and understand risk as part of their 
healthcare, offering risk information to women seems 
important. However, exploring women’s views about the 
accuracy of the prediction and how that would affect 
their actions will be important to consider as part of a 
larger trial.

The UR-CHOICE calculator has some current limi-
tations, for example it only includes an age range up to 
34 years. However, the calculator will be updated prior to 

further research based on further data from the longitu-
dinal studies that underpin it.

Rigour
Rigour is demonstrated using Ballies (2015) four cat-
egories of trustworthiness: transferability, credibility, 
dependability, and confirmability [29]. The study demon-
strated transferability by reaching data saturation; cred-
ibility by analysing verbatim transcripts and using quotes 
to demonstrate conclusions; dependability by exploring 
the same topics with all participants and confirmability 
by asking HCP to review findings.

Interpretation
PFD is common [16, 17], adversely impacts women’s 
wellbeing [1, 3], and has a major economic burden for 
women and healthcare organisations [30, 31]. Therefore, 
PFD prevention is important for women and services 
alike. Whilst directing resources to those at highest risk 
and to immediate safety requirements may be under-
standable in resource-constrained services, PFD pre-
vention was deemed clinically important to women and 
HCPs. Similar to a Canadian study, PFD information 
was lacking in antenatal practice and HCPs were con-
cerned about increased caesarean section rates but con-
cerns about negatively influencing women’s preference 
for mode of delivery were unwarranted [32]. As the UR-
CHOICE intervention is potentially feasible and accept-
able to those who would deliver and receive it, it offers 
a potential structure for managing PFD information in 
practice.

Informed consent and personal control principles 
are fundamental to high quality maternity care. Recent 
reports have highlighted high profile failures to respect 
these principles [33, 34]. There is now evidence, based on 
large cohort studies and reviews of evidence, that offers 
insight into the risk factors for PFD for women [9, 16, 
17] that has been used to develop a calculator which can 
offer women information about their individual risk [15, 
18] and has a concordance index that is equivalent to, or 
better than, other predictive tools in use in the UK. Given 
the accessibility of this evidence via the UR-CHOICE 
intervention it has been prudent to assess the usefulness 
of delivering that evidence to women in practice.

PFD may not be wholly preventable, consequently talk-
ing about it may raise anxiety, however, there are inter-
ventions that can reduce PFD symptoms and severity 
[9–14, 28] for example, PFMT [11, 14]. Perhaps more 
importantly, in this study women recognised that know-
ing their PFD risk may raise anxiety but their unanimous 
preference was to know. Although concerned about the 
complexity of PFD risk information for women, HCPs 
already discuss complex risks and options related to 
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conditions such as Down’s Syndrome, and to delivery 
options such as caesarean section [35]. When discussing 
risk women wanted to be informed about lowering their 
risk of PFD occurrence. One proposed mechanism of 
action of the UR-CHOICE intervention is that if women 
know their risk, they may be more motivated to under-
take preventative/alleviative activities which in turn may 
decrease the prevalence and morbidity associated with 
PFD. The evidence reported here supports that mecha-
nism of action.

In developing the UR-CHOICE calculator, it was envis-
aged that it could be used as part of a woman-HCP dis-
cussion. The findings have identified components of, and 
structure for, that discussion that may support women 
having full information about their PFD risks, alongside 
other risks (such as risks of caesarean section). The sec-
ond mechanism of action for the UR-CHOICE interven-
tion is that decisions about the woman’s birth (made by 
women and HCPs) are informed by knowledge of her 
PFD risk in a way that prevents/reduces PFD, such as 
choosing the most appropriate mode of delivery or influ-
encing other lifestyle factors. The evidence presented 
here offers some structure for how the intervention may 
be developed to support a holistic, woman-focussed 
approach to that mechanism of action.

There was discrepancy in the views about who would 
best deliver UR-CHOICE in practice. Women and obste-
tricians reported midwives as the most appropriate HCP 
to deliver the UR-CHOICE intervention, however mid-
wives identified physiotherapists. This disparity could be 
related to midwives lacking confidence in their ability to 
talk about and deliver pelvic health interventions, such as 
PFMT, in practice [36] or to the additional workload this 
may create.

Conclusion
Implication for research and practice
There is evidence to support further development and 
testing of the UR-CHOICE intervention in practice. The 
study has identified three elements to the UR-CHOICE 
intervention: risk assessment (the calculator); discussion 
of preventative/alleviative strategies and a care plan. The 
discursive elements of the package and who will deliver 
it need further consideration and a clear clinical pathway 
documented.

The clinical pathway could include preventative and 
treatment options that can be performed by HCPs, the 
women independently, or in partnership. UR-CHOICE 
has a focus on pregnancy and the post-natal period, 
but interventions may also be incorporated into pub-
lic health practice. Already women are directed to 
undergo various screening activities such as cervical 

smear test in the UK. UR-CHOICE could be intro-
duced alongside these other public health interven-
tions, utilising other HCPs, perhaps in pelvic health 
clinics [37].

The UR-CHOICE intervention has the potential to 
support HCPs to provide personalised health care that 
involves pregnant women in decisions by providing 
knowledge about their individual PFD risk and moti-
vating them to reduce the likelihood of PFD. Increas-
ing preventative measures associated with PFD could 
lessen the incidence of, or morbidity associated with, 
a major health issue that affects approximately 50% of 
women. Ultimately, this potential needs tested within a 
randomised controlled trial.
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