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a b s t r a c t 

Objective: To understand midwives’ perspectives regarding the effect of a programme of activities aimed 

at reducing alcohol exposed pregnancies at two NHS Trusts in Greater Manchester. The programme in- 

cluded new protocols for screening, a referral pathway for specialist support and alcohol training for 

midwives. 

Design and participants: Semi-structured interviews were conducted with 6 midwives working in ante- 

natal care at the two Trusts over the telephone and via video conferencing. A review of the literature 

provided insight into contemporary midwifery practice. The Theory of Planned Behaviour was used to 

inform the interview schedule design. Data analysis used a Framework Approach and drew on a priori 

themes from the literature review. 

Findings: Participating midwives described objective screening practice using a validated tool on multiple 

antenatal occasions and were confident to discuss alcohol. Participants were cognisant of local and na- 

tional policies and guidelines. Discussing alcohol was viewed as important and part of the midwife’s role, 

beliefs which supported participants’ intention to practice in line with new protocols. Maternal under- 

reporting and denial of alcohol consumption was a key barrier to providing effective care. 

Key conclusions and implications for practice: The professional practice of participants was more in keep- 

ing with the Chief Medical Officer’s recommendations than that reported in recent research from the 

UK and other high-income countries. However, from this small study it is not possible to attribute this 

directly to the local Reducing Alcohol Exposed Pregnancies programme. Training to prepare midwives 

to elicit more accurately details of maternal alcohol consumption may improve the efficacy of the pro- 

gramme. 

© 2022 The Authors. Published by Elsevier Ltd. 

This is an open access article under the CC BY-NC-ND license 

( http://creativecommons.org/licenses/by-nc-nd/4.0/ ) 
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Alcohol consumption in pregnancy can have profound and life- 

ong detrimental effects on the unborn child ( Jonsson, 2019 ). Al- 

ohol easily crosses the placenta and can affect the development 

f the foetal central nervous system at any stage of pregnancy 

 Jonsson, 2019 ). Effects of exposure include cognitive impairment 

 Aragon et al., 2008 ; Flak et al., 2014 ), behavioural difficulties 

 Tsang et al., 2016 ) and mental health problems ( O’Connor et al.,

002 ; Barr et al., 2006 ). Likelihood of adverse birth outcomes such 
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s stillbirth ( O’Leary and Bower, 2012 ), preterm labour and small 

or gestational age infants ( Patra et al., 2011 ; Nykjaer et al., 2014 )

s also increased. Foetal Alcohol Spectrum Disorders (FASD) is an 

mbrella term that describes the range of outcomes that can ensue 

rom prenatal alcohol exposure ( British Medical Association BMA 

016 ). Direct costs of FASD include increased use of healthcare and 

ental health services, speech and language interventions and spe- 

ial educational needs provision ( Popova et al., 2016 ), in addition 

o the considerable emotional burden on families. The British Med- 

cal Association BMA 2016 estimates the annual cost of FASD in the 

K to be over £2 billion. 

Calculating FASD prevalence is problematic as diagnosis is of- 

en late or can be completely missed ( Mukherjee, 2014 ). Inter- 

ational research estimates that the World Health Organisation’s 
nder the CC BY-NC-ND license ( http://creativecommons.org/licenses/by-nc-nd/4.0/ ) 

https://doi.org/10.1016/j.midw.2022.103335
http://www.ScienceDirect.com
http://www.elsevier.com/locate/midw
http://crossmark.crossref.org/dialog/?doi=10.1016/j.midw.2022.103335&domain=pdf
http://creativecommons.org/licenses/by-nc-nd/4.0/
mailto:r.morrello@edu.salford.ac.uk
https://doi.org/10.1016/j.midw.2022.103335
http://creativecommons.org/licenses/by-nc-nd/4.0/


R. Morrello, P.A. Cook and M. Coffey Midwif ery 110 (2022) 103335 

(

a  

f

4

t  

U

s

A

h

(  

h

o

d

S

a

A

d

f

W

t

t

H

c

n

b

2

l

c

fl

a

(  

f

n

(  

a

C

u

w

t

l  

i

p

l

fi

i  

2  

r

o

2

2  

c

S  

o  

2  

m

n

e

a

b

T

2

g

p

a

m

v

w

t

a

g

t

p

M

c

t

c

s

d

w

a

i

o

a

g

s

s

(  

u

T

a

w

c

a

a

l

t

p

o

L

o

t

i

e

w

s

t

i

r

b

h  

b

i

b

t  

s

(

i

d

l

d

B

WHO) European region has the highest global prevalence of FASD, 

t 19.8 per 10 0 0 population ( Lange et al., 2017 ), and the UK has the

ourth highest rate of alcohol exposed pregnancies in the world at 

1.3% ( Popova et al., 2017 ). International modelling study has put 

he UK prevalence of FASD at 3.24% ( Popova et al., 2017 ), while the

K’s first (small scale) study to directly measure the prevalence 

uggested 1.8–3.6% children were affected ( McCarthy et al., 2021 ). 

lcohol exposure in pregnancy is therefore an important public 

ealth concern ( Schölin et al., 2021a ). 

The association between heavy drinking and FASDs is clear 

 Flak et al., 2014 ) but the evidence relating to low levels of alco-

ol use is more ambiguous ( Mukherjee et al., 2017 ). The difficulties 

f investigating this include inconsistency of definitions of light 

rinking and the effect of genetics on FASD ( Charness, Riley and 

owell 2016 ). There is currently inadequate evidence to determine 

 safe threshold for prenatal alcohol consumption ( British Medical 

ssociation BMA 2016 ). 

Frequent policy changes and international discrepancies have 

etracted from a clear public health message, causing confusion 

or healthcare professionals and pregnant women alike ( Crawford- 

illiams et al., 2015a ). In 2016 the Chief Medical Officer (CMO) in 

he UK issued guidance advising that women who are pregnant or 

rying to conceive should not drink alcohol at all ( Department of 

ealth DoH, 2016 ), bringing the UK into line with many other 

ountries. Nonetheless, internationally, in countries where absti- 

ence guidelines exist, research indicates that a significant num- 

er of women continue to consume alcohol ( McCormack et al., 

017 ; Mårdby et al., 2017 ). Research from Australia and the Nether- 

ands investigating maternal perspectives found advice from health 

are professionals to be ‘sporadic’ ( Meurk et al., 2014 ) and ‘con- 

icting’ ( Anderson et al., 2014 ; Crawford-Williams et al., 2015b ), 

nd the effect of alcohol on the fetus was seldom explained 

 Jones et al., 2011 ; van der Wulp et al., 2013 ). Health care pro-

essionals are viewed as a valued source of information, and preg- 

ant women generally follow lifestyle advice provided by midwives 

 Anderson et al., 2014 ; Meurk et al., 2014 ). Clear and consistent

dvice from midwives could therefore improve adherence to the 

MO’s abstinence recommendation. 

The WHO recommends screening for alcohol use in pregnancy 

sing a validated tool and following up disclosures of drinking 

ith a brief intervention (BI) ( WHO, 2014 ). BIs are brief motiva- 

ional conversations to support behaviour change in individuals at 

ow to moderate risk of substance misuse ( Babor et al., 2007 ). Lim-

ted evidence is available supporting the efficacy of BIs amongst 

regnant women ( Erng et al., 2020 ). 

A systemised search of the literature on midwives’ practice re- 

ating to alcohol was conducted. Seventeen papers were identi- 

ed, including seven from the UK that related to five unique stud- 

es ( Doi et al., 2014 ; Winstone and Verity, 2015 ; Howlett et al.,

019 ; Schölin et al., 2019a , 2019b , 2021b ; Smith et al., 2021 ). Bar-

iers expressed by midwives to discussing alcohol include lack 

f knowledge and confidence ( Wangberg, 2015 ; Watkins et al., 

015 ; Winstone and Verity, 2015 ), time constraints ( Doi et al., 

014 ; Chiodo et al., 2019 ; Oni et al., 2020 ; Schölin et al., 2021b ),

oncern about damaging the client relationship ( Doi et al., 2014 ; 

chölin et al., 2019a ; Oni et al., 2020 , 2021b ) and under-reporting

f drinking by women ( van der Wulp et al., 2013 ; Schölin et al.,

019a ; Lemola et al., 2020 , 2021b ). A large quantitative study found

any midwives in the UK to be unaware of the CMO’s absti- 

ence recommendation ( Smith et al., 2021 ). Multiple challenges 

xist to ensuring consistent dissemination of evidence-based 

dvice. 

A programme to reduce alcohol exposed pregnancies (AEP) has 

een piloted in the Greater Manchester city region of the UK. 

his has included a digital social media campaign ( Reynolds et al., 

021 ), specialist support and peer support for ‘increased risk’ 
2 
roups; an intervention to prevent unplanned alcohol exposed 

regnancies (based on the CHOICES model: Floyd et al., 2007 ); and 

 study to determine the prevalence of FASD. It also included a 

idwifery intervention that is the subject of this study. The inter- 

ention was based on the WHO (2014) guidelines and aimed at 

omen who were already pregnant. It has been implemented at 

wo NHS foundation Trusts in the city region since June 2018. The 

im of this study was to understand midwives’ perspectives re- 

arding the effect of the programme on their clinical practice and 

o investigate barriers and facilitators to compliance with the new 

rotocols. 

ethods 

The midwifery component of the Reducing AEP programme 

omprised: training for midwives working in antenatal care about 

he effects of AEP and the principles of brief intervention (BI); 

hanges to the antenatal screening schedule; a pathway for re- 

ponding to disclosures of drinking including BI delivery; and the 

evelopment of specialist teams to provide enhanced support for 

omen in high-risk cohorts. Training was either a full day FASD 

nd preventing AEP course with an external provider or a one-hour 

nhouse update on FASD and preventing AEP (a condensed version 

f the full day course delivered by Trust staff). The Trusts were not 

ble to release all staff for a full day of training and priority was 

iven to specialist midwives. The new screening schedule required 

creening to be carried out using a validated tool on two occa- 

ions in early pregnancy and once in the third trimester. ‘TWEAK’ 

 Russell and Skinner, 1988 ), or ‘AUDIT-C’ ( Bush et al., 1998 ) were

sed in accordance with pre-existing wider practice at the two 

rusts allowing an interface between the new maternity pathway 

nd existing medical pathways. Previously, policy required mid- 

ives to screen once in early pregnancy, but data on midwives’ 

ompliance with this, and compliance with tool use, are not avail- 

ble. The new specialist teams have small caseloads to allow longer 

ppointment times and use a continuity model of care ( NHS Eng- 

and, 2017 ). 

This study was part of a wider evaluation of the programme 

hat made use of routinely collected data on numbers: screening 

ositive for any alcohol consumption; at risk of AEP using Audit C 

r TWEAK; reducing Audit C score at second contact; fitted with 

ARC by a midwife prior to discharge. These data showed that 11% 

f pregnancies are flagged as ‘at risk’ during the period of the in- 

ervention. Due to a lack of funding for a large-scale evaluation, the 

ntervention was not subjected to formal evaluation methods, for 

xample using an experimental or quasi-experimental approach. It 

as also not possible to get an assessment of pre-intervention AEP, 

ince prior to the intervention, mothers were not routinely asked 

hese questions. 

This paper explores changes to midwifery practice following 

mplementation of the Reducing AEP programme. Multiple theo- 

ies have been developed to understand the factors that underpin 

ehaviour change ( Davis et al., 2015 ). The Theory of Planned Be- 

aviour (TPB) ( Ajzen, 2002 ) was used to guide the study, as it has

een found to be an appropriate tool for investigating and predict- 

ng the behaviour of clinicians ( Godin et al., 2008 ). Consistency has 

een demonstrated between the TPB and other behaviour change 

heories ( Cane et al., 2012 ), and it has been used in previous re-

earch into midwives’ clinical practice relating to alcohol advice 

 Watkins et al., 2015 ; Gilinsky, 2009 ). A qualitative, approach us- 

ng semi-structured interviews was employed. The questions were 

eveloped from the TPB, for example, ‘are there any difficulties de- 

ivering brief interventions?’ and ‘would you say you feel confi- 

ent discussing alcohol?’ were based on the construct ‘Perceived 

ehavioural Control’ ( Fig. 1 ). 
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Fig. 1. Theory of planned behaviour ( Ajzen, 2002 ) adapted for investigating the professional behaviour of midwives in this study. 
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The study utilised purposive sampling of midwives whose role 

ncluded giving antenatal care. Purposive sampling allows in-depth 

tudy of information-rich cases ( Emmel, 2013 ). The text for a re- 

ruitment email was sent to managers at two NHS Trusts for 

nward distribution to midwives. The initial aim was to con- 

uct 8—10 interviews, based on previous similar studies which 

eported achieving data saturation with this number of partici- 

ants ( Jones et al., 2011 ; Van der Wulp et al., 2013 ). This tar-

et was not met due to recruitment difficulties caused by Covid- 

9. There was no response to the initial email inviting mid- 

ives to take part. Managers were asked to resend the email 

nd highlight the research in staff meetings. No funding was 

vailable to provide incentives to participation. The AEP leads 

t both Trusts were also contacted for assistance. Seven mid- 

ives subsequently responded expressing interest in participating, 

ne of whom later withdrew without giving a reason. A partici- 

ant information sheet was provided, and informed consent was 

btained. 

Data saturation is a subjective concept, and few studies outline 

ow it has been assessed ( Malterud et al., 2016 ). Most importantly 

he sample size must be sufficient for key perceptions on a topic 

o be expressed ( Mason, 2010 ). Six interviews were conducted; the 

nal one did not generate any new themes. It is possible that sat- 

ration was achieved, although it would have been preferable to 

onduct more interviews to confirm this. 

Participants were equally distributed between the two Trusts. 

hey had worked as midwives between 15 months and 28 years. 

hree participants were part of the specialist midwife teams, 

hich were established as part of the programme. The remain- 

ng three midwives had roles delivering routine antenatal care, two 

f whom were community midwives and one worked in antenatal 

linic. All of the midwives had been trained within the previous 2 

ears ( Table 1 ). 

A review of the literature identified themes for exploration in 

he interviews. The TPB was used to relate these themes to the 

actors influencing participant’s clinical practice (see Fig. 1 ). The 
3 
nterview guide was piloted with a midwife from outside the in- 

ervention area, and no significant edits were made. 

Due to lockdown restrictions in place for Covid-19, interviews 

ere carried out remotely, via Microsoft Teams conferencing soft- 

are or by telephone. Midwives were interviewed either at home 

r in an office to ensure privacy. Interviews lasted on average 

5 min, ranging between 20 and 45 min. Interviews were carried 

ut by RM, a registered midwife and were recorded, transcribed 

erbatim and anonymised. Participants were emailed a copy of 

heir interview transcript for validation; no corrections were re- 

eived. 

Data analysis used a framework approach ( Ritchie and 

pencer, 1994 ), which provides a structure to organise qualitative 

ata ( Hackett and Strickland, 2018 ). Framework analysis supports 

tilisation of themes identified a priori from the literature and 

mergent themes from the new data ( Ritchie and Spencer, 1994 ). 

 framework of themes and participants was created. Transcripts 

ere indexed with thematic codes by RM. Data pertaining to more 

han one theme was entered into multiple cells, facilitating identi- 

cation of associated themes. Two transcripts and a copy of the 

ramework were sent to PC to confirm the suitability of theme 

dentification. 

Ethical approval was sought and obtained from the University 

f Salford academic ethics panel on 01/05/2020 (Ref: HST1920–

92) and the research received approval from the two participating 

HS Trusts. Participants were advised that their comments would 

e anonymised and used in the write up of the research includ- 

ng any reports or articles submitted for publication. Due to the 

mall size of the study and the sensitivity of some of the issues 

iscussed, the quotes are not identified by role or Trust to protect 

articipant anonymity. 

indings 

Themes were grouped into four broad subject areas with asso- 

iated sub-themes ( Fig. 2 ). These were: 
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Table 1 

Characteristics and training experience of participants. 

Midwifery Role Years qualified Length of training Number of training sessions attended Time since last trained 

Antenatal Clinic (previously community) 28 years Full day 1 < 1 year 

Community 2 years 1 h 2 < 1 year 

Community 3 years 1 h 1 (Update cancelled) 1 – 2 years 

Specialist Midwife 15 months 1 h 2 < 1 year 

Specialist Midwife 5 years Full day 1 1 – 2 years 

Specialist Midwife 19 years 1 h 2 < 1 year 

Fig. 2. Themes and Subthemes. ∗AEP: Alcohol Exposed Pregnancies. 
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1 Effects of the Reducing AEP programme. 

2 Communication. 

3 Covid-19. 

4 Factors influencing behaviour change in clinical practice. 

ffects of the Reducing AEP programme 

rganisational factors 

Respondents were conversant with new local AEP policies and 

eported being compliant with them. They were familiar with the 

eferral pathway and were aware of the threshold for referral to 

pecialist support. Participants indicated that changes to paper- 

ork and software systems provided prompts for screening and 

ere drivers of compliance with policy. This linked with ‘Actual 

ehavioural control’ in the TPB ( Fig. 1 ), suggesting that midwives 

id not face practical limitations in their organisation. 
4 
raining 

An aspiration of the intervention was that all midwives giving 

ntenatal care would undergo AEP training. All interviewees had 

articipated in AEP training, although some described this as an 

n-house ‘update’ rather than formal training. Three participants 

ad undertaken training more than once and two had attended a 

ull day training course. Although it was the intention that special- 

st midwives would be prioritised for participation in the full day 

raining, the sample interviewed did not reflect this (see Table 1 ). 

Training appeared to have strengthened the midwives’ clinical 

ractice. Participants described having a better understanding of 

he rationale for screening and demonstrated an increased com- 

itment to the reducing AEP work as a result. They reported being 

ore likely to discuss alcohol on additional occasions to those set 

ut in the Trust screening schedule since undergoing training. 

MIDWIFE 4: “one thing I have done since going on that training 

is, I’m asking more questions about alcohol use in pregnancy, al- 
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cohol consumption in pregnancy throughout, you know at different 

points.”

MIDWIFE 6: “now with a bit more knowledge, I understand why 

I’m asking those questions.”

Training increased participants’ knowledge of the harmful effect 

f alcohol and of the AEP guidelines. 

nowledge 

Participants referred to FASD and demonstrated some under- 

tanding of the long-term consequences of alcohol exposure. They 

entioned some adverse neonatal outcomes including neurologi- 

al damage and facial anomalies and were aware that harm could 

e caused by alcohol exposure at any gestation. This appeared to 

ave contributed to their increased confidence to discuss alcohol 

ith women. The two participants who had attended a full day 

f AEP training spoke in greater detail about the harmful effect of 

lcohol, which was suggestive of enhanced understanding. 

All the participants were aware that local policy and national 

uidelines recommend that no alcohol should be consumed at any 

tage of pregnancy, and they reported this to be their usual ad- 

ice. Some of the midwives observed that the existing research 

ad not identified a safe threshold for alcohol consumption, but 

his was not seen as a basis for questioning the evidence regard- 

ng light drinking. Participants indicated commitment to the absti- 

ence message. 

MIDWIFE 6: “But you know it’s serious evidence and we don’t 

want babies being born and having poorer outcomes because mid- 

wives didn’t have those conversations.”

One discrepancy was noted when a midwife described advising 

imiting alcohol consumption to 2 units (a UK unit of alcohol is 8 g 

f pure alcohol), when directly asked by a woman about having a 

rink on a special occasion. This was incongruous with all other 

ndings including this midwife’s own usual practice, which was to 

romote prenatal abstinence. 

creening 

Participants reported screening all women on more than one 

ccasion antenatally, as per the new protocol. As a small qualita- 

ive study, the current research cannot determine rates of screen- 

ng tool use, but it was noteworthy that all participants stated that 

hey used a validated tool. The midwives supported the policy of 

aking multiple enquiries as they believed this would increase the 

ikelihood of disclosure. The introduction of alcohol screening at 

rst antenatal contact was perceived to reduce harm as women 

ow receive information earlier. 

MIDWIFE 1: “I think the more you ask something and kind of chip 

away, I think the more women will engage. It’s been proven with 

domestic violence as well. Women don’t always open up, and it 

can take a lot of contacts for them to do that.”

MIDWIFE 2: “first contact is the earliest time in pregnancy that we 

speak to women, and the earlier we can provide that information 

the better.”

Some interviewees were critical of the screening tool feeling 

hat it was more suited to assessing alcohol use in the non- 

regnant population. Accordingly, the scoring process was viewed 

s less relevant. The objectivity of the tools was identified as an 

dvantage, but calculating a score was described as ‘fiddly’ and 

ime consuming. Despite these criticisms, participants reported 

creening in-line with protocol. They commented that using a tool 

emonstrated to the women that screening is universal and part of 

heir job, which was an enabling factor. 
5 
MIDWIFE 2: “We are looking at AUDIT-C which is used more 

generically throughout medical care to assess levels of dependant 

drinking patterns, but we know in maternity even an AUDIT-C 

score of 1 is not a good thing.”

MIDWIFE 4: “it’s clearly the question as it’s written down, and 

not something I’m asking in my own words, so I think they are 

less likely to have a problem with it .”

bjectivity 

Screening without prejudgment was an example of good prac- 

ice. Participants were clear that all women should be screened, 

everal of them specifically commented that although alcohol con- 

umption is less prevalent amongst Muslim women, assumptions 

hould be avoided. This objectivity did not preclude tailoring infor- 

ation giving to meet individual needs, which is endorsed by the 

ursing and Midwifery Council NMC, 2019 . 

MIDWIFE 3: “I still ask the questions, even when it’s the case that 

they don’t drink alcohol for religious reasons, and they’ve said that 

at first contact, I would still ask those questions.”

ommunication 

The issues of ‘client relationship,’ ‘under-reporting,’ ‘drinking 

rior to pregnancy awareness’ and ‘brief interventions’ were closely 

nterwoven and have been combined into the single theme ‘com- 

unication.’ 

elationship 

The midwives recognised that alcohol could be a sensitive sub- 

ect for some women, but none had personally experienced diffi- 

ulties giving advice. Continuity of care was viewed as beneficial 

o building relationships and broaching difficult topics, but sev- 

ral participants commented that rapidly developing rapport with 

omen and tackling sensitive issues was part of being a midwife. 

ll interviewees felt that they had the skills to do this. 

MIDWIFE 5: “In my line of work I come across awkward situations 

all the time, so I just have to find a way to put it.”

rinking prior to pregnancy awareness 

Discussing drinking that had occurred prior to pregnancy 

wareness was challenging because of the potential to cause ma- 

ernal anxiety. Several participants commented that there were 

igh rates of unplanned pregnancy locally, which coupled with an 

xtensive drinking culture in the UK, inevitably led to alcohol ex- 

osure in early pregnancy. They sought to give reassurance while 

dvising against further consumption. The difficulty of giving suf- 

cient information to motivate abstinence without causing further 

nxiety was noted. 

MIDWIFE 2: “usually when they see the midwife at the first con- 

tact, … they’ll say: ‘yes I’ve had a drink because I didn’t realise I 

was pregnant, it wasn’t planned.”

MIDWIFE 5: “you don’tt want to put that guilt trip on them, but 

you don’t want to lessen the facts of what they’ are doing.”

It was assumed that women who voiced concerns would re- 

rain from further alcohol intake and the booking screening score 

as deemed more relevant to care planning than the score cal- 

ulated at first antenatal contact. Nonetheless, midwives acknowl- 

dged that an abrupt change of habits could be difficult and the 

artner’s drinking behaviour was identified as an important part 

f the social context of drinking that could either support or un- 

ermine the woman’s effort s to abstain. 
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MIDWIFE 4: “the people that comment … that are worried about 

something they’ve already done, in my experience usually they 

have not drunk since they’ve found out they are pregnant. … and 

then they won’t do that throughout pregnancy ’cos obviously they 

are already really worried about it.”

MIDWIFE 1: “And then all of a sudden a woman’s pregnant, es- 

pecially with the unplanned pregnancies which are massive aren’t 

they in England, and all of a sudden the woman’s been told to stop 

drinking and the man can just carry on.”

An example of good practice was a respondent who described 

sing the pre-pregnancy screening questions as a basis for further 

robing about antenatal drinking. 

nder-reporting 

Midwives identified under-reporting and denial of alcohol con- 

umption by women as a barrier to providing appropriate advice 

bout alcohol. Under-reporting was not perceived as an indication 

f problem drinking, but as a normal behaviour when communi- 

ating with health professionals because of the stigma associated 

ith alcohol. 

MIDWIFE 1: “I wouldn’t say they are always honest, but I don’t 

think anybody is. When your GP asks you how much alcohol you 

drink, I think a lot of people downplay it a little bit.”

Several participants appeared to have a polarised view of drink- 

ng behaviour, believing that a small proportion of women engaged 

n problem drinking antenatally, but the majority abstained. This 

ay have contributed to participants accepting at face value de- 

ials of drinking. 

MIDWIFE 6: “I don’t get women who drink in pregnancy. Like I 

say, I’ve only had one woman who disclosed that she was drinking, 

and she was drinking a lot.”

rief intervention 

The new local policy required that any prenatal alcohol use 

hould trigger a brief intervention (BI), regardless of whether re- 

erral for specialist support was indicated. The specialist midwives 

ere confident and experienced in delivering BI, but the three 

idwives working in community and clinic roles, were hesitant 

ue to inexperience, despite being confident to broach the topic 

f alcohol. The midwives who were not part of the enhanced ser- 

ice reported that they were willing to provide BI and could de- 

cribe what should be included, but they had rarely, or never de- 

ivered a BI because women in their care did not drink. Acceptance 

f inaccurate reporting of consumption is likely to have resulted 

n missed occasions for BI delivery. This was a small sample and 

urther research is needed to determine whether midwives require 

ore preparation for BI delivery. 

MIDWIFE 4: “I think I would give it a try. I’m not sure that I

would feel 100% confident that I would say the right things, but 

I think I would. I understand the basics of brief interventions.”

ovid-19 

It was evident that Covid-19 had complicated service deliv- 

ry. The most cited problem was a reduction in face-to-face con- 

act with the women, particularly in early pregnancy. Participants 

ommented that it was harder to broach sensitive subjects over 

he telephone. Staffing shortages during the pandemic impacted 

n AEP services, due to specialist midwives being redeployed to 

ll gaps. Restrictions on partners attending appointments reduced 

pportunities for involving them in discussions and encouraging 
6

hem to support women’s attempts to abstain, although one mid- 

ife observed that an advantage to women attending alone, was 

hat they might respond more honestly to screening questions. 

idwives believed that the pandemic exacerbated the problems 

hey were trying to address, as alcohol consumption in the com- 

unity was likely to have increased. 

MIDWIFE 1: “you can’t always get the women to engage with you 

over the phone. They’ve never met you before and you are asking 

lots of questions…. Lots of personal questions.”

MIDWIFE 5: “People then will be hiding away and probably turn- 

ing to drink because of the stress, so this is a time that’s critical to

pick these women up.”

actors supporting behaviour change in clinical practice 

The Reducing AEP programme sought to change midwifery 

ractice in relation to alcohol advice. The programme was not de- 

igned using the TPB, however using the theory to explore the ef- 

ect of the programme helped identify the mechanisms by which 

he programme has driven behaviour change. TPB views ‘intention’ 

s the key determinant of behaviour ( Ajzen, 2002 ). The interplay 

f three factors contribute to intention: attitudes, subjective norms 

nd perceived behavioural control. 

Participants’ comments suggested that the training element of 

he programme had fostered positive attitudes towards the new 

rotocols by increasing awareness of the harmful effect of alco- 

ol and highlighting the importance of the Reducing AEP pro- 

ramme of work. Participants explicitly stated that discussing al- 

ohol was part of their remit and had a clear understanding of 

ocal protocols, indicating that alcohol screening and advice was 

upported by workplace norms. Several participants stated that 

hey felt well prepared to discuss alcohol following participation 

n training. Midwives’ ‘behavioural control’ to follow the new pro- 

ocols was supported by organisational changes, i.e. the provision 

f a clear referral pathway and the instigation of a specialist team, 

hich were identified as enabling factors. 

MIDWIFE 2: “we’ve got really clear pathways for additional sup- 

port now, I think midwives feel a lot more confident, because if 

they have that conversation and the woman said “yes, I do want 

some extra help”, they know exactly where they can go for that .”

iscussion 

In this small-scale study with midwives who had been work- 

ng in the context of an AEP intervention, reported clinical prac- 

ice differed from that identified in the previous literature. Par- 

icipants demonstrated increased awareness of national guidelines 

nd conducted screening more objectively, than practice described 

y previous studies from the across the UK ( Winstone and Ver- 

ty, 2015 ; Schölin et al., 2021b ; Smith et al., 2021 ) and interna-

ionally ( Crawford-Williams et al., 2015c ; Jones et al., 2011 ). The 

idwives interviewed were competent and confident in applying 

ew protocols and pathways. They perceived advising against al- 

ohol consumption to be important and evidence-based and this 

as reflected in their clinical practice. This was a small qualitative 

tudy, and therefore we cannot confidently attribute the screening 

ool use and adherence to the specified referral criteria to the in- 

ervention, however, it was striking that the midwives were consis- 

ent in their response. Previously, studies in the UK and other high- 

ncome countries, have found that although most midwives screen 

or alcohol consumption antenatally, use of validated screening 

ools was low (e.g. in a UK-wide study: Schölin et al. 2019b ) 

nd the threshold for referring women for specialist support was 

nconsistent (in Norway: Wanberg, 2015 ; and a UK-wide study: 
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owlett et al., 2019 ). The objectivity of tools facilitates appropri- 

te and consistent use of interventions ( British Medical Association 

MA 2016 ). 

Participants endorsed the policy of making repeat enquiries 

ith all women, in contrast with previous UK-wide research find- 

ngs, which indicated that many midwives did not discuss alcohol 

n occasions other than the booking appointment ( Schölin et al., 

019a ; Smith et al., 2021 ). There is evidence that a significant mi-

ority of women resume drinking in later pregnancy having pre- 

iously abstained ( Murphy et al., 2014 ; O’Keeffe et al., 2015 ). His-

oric guidelines focusing on avoiding alcohol in the first trimester 

ay have contributed to a misconception amongst women that 

rinking in advanced pregnancy is safe ( Payne et al., 2014 ). To cor-

ect this belief, it is necessary to screen throughout pregnancy and 

rovide information even to those who report abstaining in early 

regnancy. 

The commitment shown by participating midwives to screen- 

ng all women without prejudgment further indicates a positive 

ffect of the Reducing AEP programme. Previous studies from Aus- 

ralia ( Crawford-Williams et al., 2015c ; Oni et al., 2020 ) and Scot-

and ( Doi et al., 2014 ) found that the volume of information to dis-

uss at booking, and the limited time available undermined effec- 

ive communication. As a result, it was previously reported that, 

lcohol was often not discussed with women who were perceived, 

o be low risk ( Jones et al., 2011 ; Crawford-Williams et al., 2015c ;

mith et al., 2021 ). In contrast, all participants in the current study 

xplicitly stated that they would screen everybody and were aware 

hat women in low-risk groups may drink alcohol. 

The sensitivity of discussing alcohol in pregnancy was iden- 

ified in the literature as a barrier to screening, linked to mid- 

ives’ desire to avoid causing anxiety or guilt ( Payne et al., 2014 ;

atkins et al., 2015 ). A conflict between building a relationship 

efore broaching delicate issues and timely information giving to 

inimise foetal harm was described ( Doi et al., 2014 ; Schölin et al.,

021b ). Again, in this study, practice appeared to differ from previ- 

us research findings, with midwives reporting that they were con- 

dent handling sensitive topics, and early alcohol screening was 

iewed as beneficial. Understanding of the harmful effect of alco- 

ol, potentially gained from the Reducing AEP training, seemed to 

trengthen participants’ commitment and confidence to give alco- 

ol advice. 

Screening relies on maternal self-reports of alcohol consump- 

ion. Research into women’s views on alcohol screening indicates 

hat fear of being judged undermines accurate disclosure of ante- 

atal drinking to health professionals ( Muggli et al., 2015 ). Inter- 

iewees in the current study appeared to accept women’s screen- 

ng responses and believed that most women in their care ab- 

tained, despite also being aware that women often do not dis- 

lose alcohol intake accurately. Evidence suggests that sustained 

ow-level prenatal alcohol consumption is widespread in the UK 

 Nykjaer et al., 2014 ; Popova et al., 2017 ), but drinking behaviour

ay have changed since these data were collected. The CMO’s ab- 

tinence recommendation ( Department of Health DoH, 2016 ) may 

ave led to reduced AEP, although coronavirus infection control 

easures appear to have also led to increased drinking in some 

ommunities ( Daly and Robinson, 2020 ). This is complex and will 

e better understood when Office for National Statistics data be- 

omes available for the period. Nonetheless, it is unlikely that the 

elief expressed by participants, that they do not see women who 

re engaging in light drinking, is correct. Consequently, it is proba- 

le that some opportunities for providing BI are being missed. Fur- 

her research is needed to investigate how maternal drinking can 

e captured more accurately. 

The significance of pre-pregnancy drinking was underappreci- 

ted by most of the midwives in the current research. They de- 

cribed reassuring women who had consumed alcohol prior to 
7 
regnancy awareness but tended to assume these women would 

e abstinent for the remainder of the pregnancy. Pre-pregnancy 

rinking is a powerful predictor of antenatal drinking ( Corrales- 

utierrez et al., 2020 ). Disclosure of drinking prior to pregnancy 

ecognition should therefore be seen as a risk factor and used as a 

rompt for information giving. 

Participants stated that they would deliver a BI themselves at 

he time of screening, if required. This is good practice as it en- 

ures timely information giving and means that women who do 

ot engage with referrals have received information ( Oni et al., 

020 ). Midwives not working in the specialist teams rarely de- 

ivered BI because most women reported abstaining from alcohol. 

his inexperience undermined the confidence of these midwives 

o deliver BIs. This was a small sample and further local research 

s needed to determine whether more in-depth BI training is re- 

uired. Nonetheless, there is evidence that, even in the absence 

f further intervention, screening influences maternal alcohol con- 

umption ( Ahacic et al., 2010 ; Montag et al., 2015 ) and therefore

he increased screening schedule may mitigate the effect of missed 

I delivery. 

trengths and limitations 

A strength of the study is the use of the TPB in the design 

f the interview schedule which helped identify factors that may 

ave supported the uptake of changes in clinical practice. Fur- 

her strengths were that two researchers checked the transcripts 

o identify and confirm themes and member checking was carried 

ut during data collection. The study added to the relatively lim- 

ted body of literature in the UK context. 

The main limitation of the study was its small size. Previ- 

us studies have found recruiting midwives to be difficult be- 

ause of their busy schedules ( Wangberg, 2015 ; Schölin et al., 

021b ). This was compounded by the coronavirus pandemic, which 

laced unprecedented pressures on health services: to the extent 

hat maternity services were described as ‘stretched to the limit’ 

 RCM, 2021 ). In this context, it is not surprising that recruitment 

as a challenge. However, the interviews completed gave useful in- 

ight into the perspectives and practice of some local staff. Despite 

ts small size, this study represents a significant addition to the 

imited literature base. Of the existing five UK studies, two were 

uantitative ( Winstone and Verity, 2015 ; Howlett et al., 2019 ); 

wo were qualitative (21 Scottish midwives: Doi et al., 2014 ; 7 

ritish and 9 Swedish midwives; Schölin et al., 2019a ) and one 

as a large mixed methods study ( Schölin et al., 2019b , 2021b ;

mith et al., 2021 ), that included qualitative study of 11 mid- 

ives ( Schölin et al., 2021b ). The most recent qualitative UK study 

 Schölin et al., 2021b ) involved a significant proportion of mid- 

ives who were less likely to have day-to-day experience than our 

articipants (i.e. senior midwives, academics). 

As data were collected at only one time point, determining 

 before and after effect of the programme is difficult. To miti- 

ate this, synthesised findings of studies that recorded midwives’ 

nowledge, attitudes, and practice in the absence of an interven- 

ion were used to give insight into practice in the UK at the time 

he Reducing AEP programme commenced. While the results from 

he literature contrasted with ours, it is acknowledged that in the 

ontext of changing national guidelines, national midwifery prac- 

ice may also have progressed in recent years, therefore differences 

ay not be attributable to the AEP intervention alone. 

Direct contact with the researcher during the interview process 

ould have introduced social desirability bias. This may have led to 

eporting of higher levels of compliance with policy. The interview 

chedule was organised so that questions considered more likely 

o provoke social desirability bias were asked later when it was 

nticipated participants would feel more relaxed. 
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The study is also subject to selection bias. Participants who 

ould shed light on the research question were purposively re- 

ruited. Midwives working in the specialist teams had an interest 

n the subject and gave detailed, ‘data rich’ responses to interview 

uestions. The potential for this to skew the research findings was 

ecognised and attempts were made to address this by also recruit- 

ng midwives working in non-specialist roles. 

onclusion 

Participants demonstrated commitment and confidence to ad- 

ress antenatal alcohol consumption and provide evidence-based 

dvice. Practice was described that suggested that a programme to 

educe AEP had a beneficial effect. Respondents reported screening 

ll women using a validated tool on multiple antenatal occasions. 

articipation in training appeared to have led to increased knowl- 

dge of the harmful effect of alcohol and improved awareness of 

ocal and national policy. Findings indicate that organisational ad- 

ustments supported the midwives’ intention to adopt the changes 

n clinical practice proposed within the programme. 

Under-reporting of drinking by women was identified as a bar- 

ier to recognition of opportunities for BI delivery. Consideration 

f how more honest maternal disclosure of alcohol intake can 

e facilitated is necessary to increase the efficacy of similar pro- 

rammes to reduce AEP and is an area for further research. The 

rogramme could be enhanced by improving awareness of pre- 

regnancy drinking as a risk factor for AEP. 
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