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Abstract

Problem: Women in rural and regional Australia experience a number of barri-
ers to accessing sexual and reproductive health care including lack of local ser-
vices, high costs and misinformation.

Setting: Nurse-led task-sharing models of care for provision of long-acting re-
versible contraception (LARC) and early medical abortion (EMA) are one strat-
egy to reduce barriers and improve access to services but have yet to be developed
in general practice.

Key measures for improvement: Through a co-design process, we will develop
a nurse-led model of care for LARC and EMA provision that can be delivered
through face-to-face consultations or via telehealth in rural general practice in
Australia.

Strategies for change: A co-design workshop, involving consumers, health pro-
fessionals (particularly General Practitioners (GPs) and Practice Nurses (PNs)),
GP managers and key stakeholders will be conducted to design nurse-led models
of care for LARC and EMA including implant insertion by nurses. The work-
shop will be informed by the ‘Experience-Based Co-Design’ toolkit and involves
participants mapping the patient journey for service provision to inform a new
model of care.

Effects of change: Recommendations from the workshop will inform a nurse-
led model of care for LARC and EMA provision in rural general practice. The
model will provide practical guidance for the set-up and delivery of services.
Lessons learnt: Nurses will work to their full scope of practice to increase acces-
sibility of EMA and LARC in rural Australia.
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1 | INTRODUCTION

There are significant barriers to accessing effective con-
traception and abortion services in Australia.' Compared
to their metropolitan counterparts, women living in
rural and regional areas face additional barriers to ac-
cess including a lack of local services, misinformation,
increased costs, increased stigma and issues around
confidentiality.! Long-acting reversible contraceptives
(LARGC; intrauterine devices and subdermal implant)
are more than 99% effective at preventing pregnancy”
and are an acceptable contraceptive method to users.
Increased access to LARC would increase reproductive
choices and provide a safe and effective method for peo-
ple to prevent pregnancy and exercise their reproductive
autonomy.*

Access to early medication abortion (EMA) in
Australia is also challenging, particularly for those liv-
ing in rural and regional areas. In Australia, the compos-
ite regimen of mifepristone and misoprostol (licensed
as MS-2 Step™) for the purpose of EMA is available
through the Pharmaceutical Benefits Scheme® and has
been deemed safe and effective by the World Health
Organisation.® However, access in rural and regional
Australia is limited. Women currently face a number of
barriers including lack of local services, issues around
confidentiality and stigma, lack of access to unbiased ed-
ucation and information around abortion and pregnancy
choices, conscientious objection, long waiting times and
lack of providers registered to prescribe MS-2 Step™.”™?
Only 3059'° of 34358 GPs registered with the Australian
Health Practitioner Regulation Agency (AHPRA) in
Australia'’ were registered to prescribe MS-2 Step™ in
December 2021, with high variation in prescriber loca-
tion across Australia. Approximately 30% of women aged
15-54years lived in a level 3 statistical area (SA3s) where
MS-2 Step™ had not been prescribed by a GP in 2019."
This extended up to 50% of women in remote Australia.'?
As a result, many women in rural and regional areas
must travel significant distances to private clinics, which
can be costly.’

Nurse-led models of care (MoC), in which nurses play
a larger role in EMA and LARC provision, are safe and
effective, and present an opportunity to increase access
to EMA and LARC in general practice."*” Nurse-led
MoC have been shown to be more cost-effective, improve
collaboration between GPs and nurses in general prac-
tice, increase nurse job satisfaction and increase access
for patients.”’18 Practice nurse (PN) and GP task-sharing
models have been implemented successfully in the com-
munity health setting in Australia'®; however, they are
yet to be developed for or indeed implemented or evalu-
ated in General Practice.”
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What this paper adds:

« A co-design process for a new nurse-led model
of care for provision of sexual and reproductive
health care in rural and regional general practice

« Methodology for an adaptation of the innova-
tive Experience-based Co-Design framework

« An adapted process to conduct research with
rural, regional and remote participants via
Zoom due to the COVID-19 pandemic

What is already known on this subject:

« Women and people who can get pregnant living
in rural and regional Australia face greater ac-
cess barriers to sexual and reproductive health
care than those in metropolitan areas

« Nurse-led models of care can be utilised to in-
crease access to these services in general practice

« A nurse-led model co-designed with consum-
ers, providers and key stakeholders is more
likely to be acceptable, sustainable, evidence-
based and feasible

1.1 | Rationale

Incorporating the patient experience into the develop-
ment and delivery of health services through co-design
can improve numerous outcomes for patients and pro-
viders including improved patient health outcomes and
preventative care.”! Experience-Based Co-Design (EBCD)
has emerged as a leading methodology combining a user-
centred focus (experience base) with a process of collabo-
rative transformation (co-design).22 The aim of the EBCD
methodology is to ensure patients and staff are at the centre
of the effort to improve health care and service delivery. The
approach is an innovative way to engage consumers and
health professionals to ensure that MoC address the needs
of patients and are acceptable, sustainable, evidence-based
and feasible.** Utilising the EBCD framework to design the
nurse-led MoC will ensure that the patient experience is in-
corporated into the design, and thus develop a model that
is more likely to be acceptable to patients and providers and
feasible in Australian rural and regional general practice.

1.2 | Specific aim

To co-design an adaptable nurse-led MoC for EMA and
LARC provision in rural and regional general practice in
Australia.

85UB017 SUOWILOD @A 11D 8|qeal|dde ay) Ag peusenob ale sojoie YO ‘8sn Jo soni Joy Akeiq 1 8uluQ 48| UO (SUONIPUOD-PUB-SLLLB)/LI0D A8 1M Alelg 1 jeuluo//Sdny) SuonipuoD pue swie | 8y 8es *[£202/c0/2z] uo Ariqiauliuo A|IM ‘S8 Aq 2£62T 1fe/TTTT 0T/I0p/W0d A3 | 1M Atelq 1pul|uo//sdiy Wolj papeojumoq ‘9 ‘2202 ‘¥8STOVYT



MOULTON ET AL.

878 <. National
_I_W ILEY AJ R H 7 i‘ Rural Health

2 | METHODS

2.1 | Study design

The co-design and development of a nurse-led model will
be conducted as stage 1 of the ORIENT Trial, a Medical
Research Future Fund (MRFF) funded step-wedged ran-
domised controlled trial testing the effectiveness of a
nurse-led MoC to improve access to long-acting reversible
contraception and medical abortion for rural and regional
women (1200453 MRFF Funder number).

The development and implementation of the MoC is
informed by the ‘Experience-Based Co-design’ toolkit
developed by the Consumers Health Forum of Australia
(CHF).** This study follows extensive research for the
ORIENT trial, addressing the first three components of
the EBCD framework (gathering, understanding and im-
proving the experience) (see Figure 1).

2.1.1 | Gathering the experience

The trial investigators have gathered the experience
through semi-structured interviews with patients” and
providers?**** and a roundtable discussion of Australian
experts,4 and have conducted a systematic review of the
literature,” providing key evidence on current provision
of EMA and LARC in general practice.

2.1.2 | Understanding the experience
A large randomised controlled trial of online education
and rapid referral to LARC insertion”’ and a patient
journey audit of nurse-led MoC delivered in community
health and family planning services'® has aided an under-
standing of the lived experience. The patient journey audit
involved a retrospective clinical audit at a Community
Health Service in regional Australia, aiming to explore
and understand the characteristics and demographics of
women attending the EMA service, their gestation length
and eventual outcome of the pregnancy.

A scoping review of nurse-led models of task-sharing
and telehealth in primary care has also been conducted.?®

2.1.3 | Improving the experience

This considerable prior research will inform a two-
pronged study aiming to improve the experience through:

a. Holding a stakeholder workshop with consumers,
health professionals (particularly GPs and PNs), general

practice managers and key stakeholders including
health organisations and policy-makers to co-design
a nurse-led collaborative MoC that involves the pro-
cesses for both the provision of EMA and contraceptive
implant insertions by nurses (where appropriate) and
can be implemented through face-to-face consultations
or via telehealth in general practice; and

b. Qualitative semi-structured interviews with PNs, GPs
and Practice Managers (PMs) to ascertain the feasibil-
ity and acceptability of the model

2.1.4 | Co-design of a nurse-led
model of care

A stakeholder workshop will be conducted with
ORIENT investigators, consumers, health professionals
(particularly GPs and PNs), PMs and key stakeholders
including health organisations and policy-makers. Due
to the COVID-19 pandemic, the 1-day workshop will be
held via Zoom video conferencing. The workshop will
be facilitated by Chief Investigator of the ORIENT study,
Professor Danielle Mazza, who will initially provide an
overview of the day and the current funding options for
nurse-led models in general practice. The facilitator will
then introduce two expert keynote speakers who will
discuss the barriers and facilitators of nurse-led LARC
and EMA provision in general practice. One researcher
(JM) will present the results of a scoping review of nurse
and midwife involvement in task-sharing and telehealth
models in primary care.”® Participants will be encour-
aged to ask questions with the raise hand function and
engage with the presentations via the chat function on
Zoom.

A number of tools will then guide the co-design process:

Prototyping

Prototyping is used to test new processes and services to
see if they will work?® (CHF). An adaption of the CHF
toolkit prototype activity will be utilised.** Based on ex-
isting literature and discussion with key stakeholders, a
number of draft MoC will be presented by stakeholder
representatives as prototypes to workshop participants.
These draft models will be a step-by-step summary iden-
tifying the key processes and key stakeholders involved.

Patient journey mapping

Following the model prototype session, participants will
be divided into Zoom Breakout Rooms, in smaller “so-
lutions groups” of 8-10 people: each room with a mix
of participant groups. This is to ensure that the needs of
each group can be identified, and reduces the influence
of expert power, in which the presence of experts in the

85UB017 SUOWILOD @A 11D 8|qeal|dde ay) Ag peusenob ale sojoie YO ‘8sn Jo soni Joy Akeiq 1 8uluQ 48| UO (SUONIPUOD-PUB-SLLLB)/LI0D A8 1M Alelg 1 jeuluo//Sdny) SuonipuoD pue swie | 8y 8es *[£202/c0/2z] uo Ariqiauliuo A|IM ‘S8 Aq 2£62T 1fe/TTTT 0T/I0p/W0d A3 | 1M Atelq 1pul|uo//sdiy Wolj papeojumoq ‘9 ‘2202 ‘¥8STOVYT



MOULTON ET AL.

AJBH) 5 e EOITRVER

GATHER THE EXPERIENCE*

Stakeholder
roundtable on
barriers and
facilitators to
LARC uptake

International
experience
regarding
medical abortion
in primary care

In-depth interviews with GPs
on barriers to LARC, how to
implement medical abortion,
telehealth medical abortion
service provision

In-depth interviews
with consumers of
telehealth medical
abortion service
delivery

Systematic review of
primary care providers’
knowledge, attitudes
and practices of medical
abortion

UNDERSTAND THE EXPERIENCE*

Randomised controlled trial of online
education and rapid referral to LARC
insertion clinics to increase LARC uptake

Audit of nurse-led models of care in
community health and in family
planning services

[
ORIENT STUDY

IMPROVE THE EXPERIENCE

Stakeholder workshop
Design nurse-led models of care and inform the content of the intervention
(implant insertion and removal training and online education, academic detailing and CoP)

H 3

Counselling cards Nurse takes Nurse ideritih
i y local T
Nurseded Wrtltter; (relative contraceptive|| history and provides IUD insertion MU|t'd|CSCI|)p|InarV
protocols |1 efficacy and medical provides implant pathways o
abortion Q&A) counselling insertion

I I I I I | |
Trial nurse-led model of LARC and medical abortion provision

MAINTAIN AND MONITOR THE EXPERIENCE

Monitor stepped-wedge trial design

Maintain community of practice

|
Process evaluation
1

Knowledge exchange workshop
(Government agencies, professional bodies in general practice and nursing, women’s health organisations,
Primary Health Networks, consumers)

FIGURE 1 ORIENT Trial co-design process aligned with guidelines from the CHF (*completed domains)

field may inhibit input by those who do not identify as an
expert,” especially in front of the larger group. The expert
facilitator of each “solutions group” will ask participants
to step through the patient journey and make recommen-
dations at each step of EMA and LARC service delivery
with consideration of the prototypes and what would be
the most appropriate MoC for a rural or regional general
practice setting.

Once each group has completed their brainstorm,
the facilitator will conduct a combined group discussion

and step through the patient journey to gain consensus
on recommendations for the most feasible and accept-
able MoC.

2.1.5 | Feasibility and acceptability
To inform the implementation of the co-designed nurse-

led MoC, semi-structured interviews will be conducted
with PNs, GPs and PMs to ascertain whether the model
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is feasible for implementation in the rural and regional
general practice setting, and to gather recommendations
to facilitate its integration into practice service provi-
sion. The researchers will develop a set of key questions
to guide the interviews; however, due to the flexibility of
a semi-structured approach,*® additional topics and ques-
tions may emerge.

2.2 | Participants and recruitment
Consumers, health professionals, PMs and key stakehold-
ers will be invited to participate in the workshop by tar-
geted recruiting through ORIENT partners. Recruitment
will occur Australia-wide, and potential participants will
be invited based on their role and organisation. We will
focus recruitment on individuals who have lived and/or
worked in rural and regional Australia; however, some
metropolitan-based individuals may be invited if their ex-
pertise is relevant, for example, medical abortion provi-
sion. We will also invite organisations based in rural and
regional areas, as well as those that are national and/or
state-wide.

We will aim to recruit at least 10 participants in each
of the consumer and service provider groups, alongside
ORIENT investigators and other key stakeholders. Existing
stakeholders and contacts through the SPHERE NHMRC
Centre of Research Excellence in Sexual and Reproductive
Health for Women in Primary Care (SPHERE) will be
utilised to ensure purposive recruitment including the
SPHERE Consumer Advisory Group. ORIENT partner or-
ganisations will also be invited. Potential participants will
be invited via email and will be provided with an overview
of the study and researcher contact details for further in-
formation. Invitees that provide interest in the study will
be provided with an explanatory statement and informed
consent form that can be signed electronically. These
forms will be emailed/scanned to the student researchers'
email address and stored on a Monash University secure
drive.

Professional organisations will aid in recruitment of
PNs, GPs and PMs for the feasibility and acceptability
study by emailing study recruitment flyers through their
networks and advertising through social media and news-
letters. We will also utilise SPHERE networks and adver-
tise through relevant Facebook groups. The advertisement
will invite PNs, GPs and PMs with an interest in sexual and
reproductive health and/or EMA and LARC provision to
participate. We will also utilise snowballing®® as the adver-
tisement is shared through interested networks. Eligibility
criteria include history of employment in rural, regional
or remote general practice as a GP, a PN or PM. Interested
parties will be sent additional information including an

explanatory statement written in plain language and con-
sent form via email. This includes data privacy and infor-
mation about withdrawal from the study. As above, these
forms will be emailed/scanned to the researchers’ email
address and stored on a Monash secure drive. Upon re-
ceipt of a signed informed consent, the researcher will
schedule a time for a Zoom interview. We will aim to re-
cruit 12-15 PNs, 12-15 GPs and 3-5 PMs unless data satu-
ration is reached, and no new themes are identified. This
is based on qualitative research guidelines suggesting that
semi-structured/in-depth interviews require a minimum
sample size of between 5 and 25 participants in a hetero-
geneous population.* Interview participants will be reim-
bursed for their time with online gift cards.

2.3 | Data collection

One researcher (JM) will take notes throughout the co-
design workshop, and the session will be recorded using
the Monash University Zoom Account Cloud recording
function to capture dialogue. A member of the research
team will share their screen in each breakout room with
a template for the patient journey mapping and will note
down key aspects of the discussion. Participants will
also be encouraged to write down any ideas on the chat
function.

Semi-structured interviews will be conducted via Zoom
video or audio due to the COVID-19 pandemic and travel
restrictions in Australia. The researcher (Author 1) will
first provide participants with an overview of the study,
obtain verbal informed consent for the interview and its
recording and answer any questions before commencing
the interview. The researcher will briefly provide an over-
view of the MoC. Consented participants will receive this
model as a table summary and flow chart prior to the in-
terviews. A set of open-ended questions assessing accept-
ability and feasibility of the model will be used as the basis
for the interview. The acceptability and feasibility study
questions will aim to identify existing knowledge, any per-
ceived barriers, suggestions to improve the model and any
additional support for implementation. Interviews will be
recorded and later transcribed for analysis (see Table 1).

2.4 | Data analysis

The workshop and interview recordings will be tran-
scribed verbatim by the researcher or professional
transcribing service. This includes individual and tem-
plates from each Breakout Room. Any text written in
the chat box will also be included in the analysis. The
transcripts from the semi-structured interviews will be
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TABLE 1 Semi-structured interview

Domai
with PNs, GPs and PMs omain

Existing knowledge

Acceptability
Feasibility

Perceived barriers and facilitators

provided to participants for their review to ensure data
accuracy prior to analysis. Reflexive thematic analysis
guided by Braun and Clarke methodology** will be used
to analyse the data for both the workshop and inter-
views. Thematic analysis examines qualitative data to
generate meaning from the perspectives and experi-
ences of participants.*

For data emerging from the co-design workshop, one
author (Author 1) will independently analyse the discus-
sions in NVivo using both inductive and deductive coding.
We will deductively develop codes that are synonymous
with steps in the patient journey to build the nurse-led
model iteratively. In addition to steps in the model, we
will use inductive coding for findings that may support the
implementation of the model. Two further authors will
independently assess the codes against the transcripts to
ensure they accurately reflect the data. Following analysis
of the workshop data, a set of key recommendations and
a draft MoC will then be developed. These recommenda-
tions and MoC will then inform the feasibility and accept-
ability interviews with practice nurses.

2.5 | Participant data and
study management

All participants (both for the workshop and semi-structured
interviews) will be allocated a unique code for deidentifica-
tion purposes. Verbal data from both the workshop and in-
terviews will be audio recorded. These recordings will then
be transcribed and stored as MS Word documents. Any
written data will be compiled onto a MS Word document.
All transcripts and workshop templates will be stored on
Monash University password-protected computers and dis-
posed of after 5years in line with university protocol.

2.6 | Ethics and dissemination

The researchers will ensure that ethical procedures and
research integrity is upheld. This includes ensuring par-
ticipants are able to give informed consent that is free from
coercion. Participants will be informed on how to withdraw

N WiLE Y-

Semi-structured interview

Current role

Knowledge of contraception and abortion provision
Acceptability of the model in general practice
Feasibility of the model in general practice
Individual

Organisational
Government and policy

from the study at any time. Pseudonyms will be used in any
publicly available documents to deidentify participants. To
protect the privacy of participants, all data where participants
or their organisations could be identified will be deidentified
and if relevant generalised to regions. This is particularly
relevant for a study in rural and regional areas where lim-
ited organisations and health services may make data more
easily identifiable. Ethics approval to undertake the research
was obtained from the Monash University Human Research
Ethics Committee (Project identification number: 27509).

Abstracts, conference papers and journal articles will
all be made available to participants via email or post and
links shared on social media.

3 | RESULTS

Recommendations from the workshop will inform devel-
opment of an innovative collaborative nurse-led MoC for
LARC and EMA provision in rural and regional general
practice that is adaptable to individual practices. This MoC
will provide practical guidance for practices in rural and
regional Australia to set up and deliver a nurse-led model
that allow nurses to deliver contraceptive implant inser-
tions and EMA services, and that can be implemented
through face-to-face consultations or via telehealth.

Qualitative interviews of PNs, GPs and PMs with rural
and regional general practice experience will test the fea-
sibility and acceptability of the model and will inform a
further iteration of the MoC to be piloted and evaluated in
future research.

4 | DISCUSSION

This protocol describes a co-design process to increase
access to LARC and EMA services in rural and regional
general practice. Incorporating the lived experience of
patients and providers into the development and delivery
of sexual and reproductive health services through a co-
design can improve outcomes for patients and providers
and support development of a MoC that is more likely to
be feasible and acceptable.
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4.1 | Strengths and Limitations

We designed our stakeholder “co-design” workshop to
engage with the range of health care professional end
users who would be directly engaged in implementing
the model of care as part of the ORIENT trial and any
new models of care the study results would suggest. We
will recruit across Australia including rural, regional, re-
mote and metropolitan areas, among all relevant health
professional organisations. A strength of the research is
that the MoC will provide a workflow process for deliver-
ing a LARC and EMA service that can be tailored to suit
the needs of each individual practice, due to the varia-
tion in demographics, geography and legislation across
Australian regional, rural and remote contexts.

A limitation of the study is that the co-design process
focuses on a generalised population, and is not tailored for
specific priority populations such as Aboriginal and Torres
Strait Islander people, migrant and refugee groups and the
LGBTQIA+ community. However, we will aim to recruit
and engage rural and remote health care professionals
alongside metropolitan counterparts including those serving
Aboriginal and Torres Strait women and serving the wide
range of other rural and remote populations, while recognis-
ing the additional challenges and workloads faced by rural
and regional health workforces. In subsequent research,
when the model is to be implemented in rural and regional
general practices, the educational outreach team will work
with the practice to tailor the model and to ensure that it is
safe and appropriate for their patients including anything
that needs to be done to make the model more culturally
appropriate. Interviews will also be conducted with patients
who receive care while the nurse-led model is implemented
as part of the trial evaluation. Any recommendations from
these interviews can be incorporated into future models with
the intention to be scaled. Further, the model of care could
be tailored for specific groups through additional co-design
processes that are adapted, informed and lead by members
of these population groups in order to tailor a MoC that is
appropriate, safe and sensitive to the needs of these groups.

4.2 | Conclusion

Through the co-design process, a nurse-led MoC will be
developed that aims to address key barriers to accessing
effective contraception and abortion services for women
and people who can get pregnant living in rural and re-
gional Australia. We anticipate that this model will allow
nurses to work to their full scope of practice, increase col-
laboration between PNs and GPs in general practice and
increase accessibility of EMA and LARC services in rural
and regional Australia.
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