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We are not there yet”: perceptions, beliefs

and experiences of healthcare professionals
caring for women with pregnancy-related pelvic
girdle pain in Australia
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Abstract

Background Pregnancy-related pelvic girdle pain (PPGP) is a common condition worldwide. Women report being
unprepared about PPGP, and state they receive little recognition and support from healthcare professionals. Situated
within the Common-Sense Model and Convergent Care Theory, this study sought to gain a conceptual understand-
ing of the perceptions, beliefs and experiences of healthcare professionals who provide routine care for women
with PPGP in Australia.

Methods A qualitative research design, using individual, semi-structured interviews with purposive sampling

of healthcare professionals (N=27) consisting of doctors (N=9), midwives (N=9) and physiotherapists (N=9). Most par-
ticipants were female (22/27) with a range of professional experience. An interview guide consisting of open-ended

questions was used with a flexible and responsive approach. Thematic analysis was performed where interview data
were transcribed, coded, grouped into meaningful categories and then constructed into broad themes.

Results Four themes were identified: 1. Identity and impact of PPGP; 2. What works well?; 3. What gets in the way?;
and 4. Quality care: What is needed? Healthcare professionals recognised PPGP as a common and disabling condition,
which created a large impact on a woman’s life during pregnancy. Stepped-level care, including education and physi-
otherapy intervention, was seen to be helpful and led to a positive prognosis. Barriers at patient, clinician and organi-
sation levels were identified and led to consequences for women with PPGP not receiving the care they need.

Conclusion This study elucidates important implications for health care delivery. Acknowledging that PPGP is a com-
mon condition causing difficulty for many women, healthcare professionals identified strong teamwork and greater
clinical experience as important factors in being able to deliver appropriate healthcare. Whilst healthcare profession-
als reported being committed to caring for women during pregnancy, busy workloads, attitudes towards curability,
and a lack of formal education were identified as barriers to care. The findings suggest timely access, clear referral
pathways and an integrated approach are required for best care practice for women with PPGP. A greater emphasis
on the need for multidisciplinary models of care during pregnancy is evident.
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Background

Pregnancy-related pelvic girdle pain (PPGP) is a common
musculoskeletal condition with a prevalence of 44% in
Australia and ranging from 7% to 84% globally [1-5]. A
large proportion of women with PPGP report moderate
to severe pain along with a diminished ability to perform
everyday activities, such as getting up from a chair, bend-
ing and walking [6, 7]. Although the pain can commence
anytime during pregnancy, a significant proportion of
women continue to report symptoms following child-
birth and beyond [2]. Consequently, PPGP has been con-
sidered a major public health issue and warrants effective
management [8]. However, women describe feeling
unprepared for the impact of PPGP and not receiving
enough recognition or support from healthcare profes-
sionals (HCPs) [7—13]. These findings demonstrate there
is a mismatch between the large numbers of women
affected and the level of care that is afforded to manage
PPGP.

This gap in care may be related to the management of
PPGP not being widely understood by HCPs. To some
degree, this is supported by a recent study which reported
that Irish physiotherapists believed PPGP to be a com-
plex clinical presentation requiring early detection and
shared non-evidence based perspectives related to bio-
mechanics and pelvic stability [14]. Similarly, a qualita-
tive study in Sweden reported that midwives considered
PPGP to be a common clinical problem requiring sup-
port, however their knowledge was self-acquired through
personal experiences, suggesting a need for more training
and education [15]. Much like other conditions, knowl-
edge translation efforts, including practitioner training
to support the provision of evidence-informed care that
aligns with clinical practice guidelines, are needed [14,
16].

While knowledge is vital, other factors have the poten-
tial to impact on the provision of care for women with
PPGP. This includes the beliefs and attitudes of HCPs
towards PPGP. There is evidence that some HCPs regard
pelvic girdle pain as normal during pregnancy and believe
it does not warrant intervention [7, 15]. Such beliefs may
reduce the amount of attention HCPs provide to women
or result in a lack of empathy. A dismissive attitude in
maternity care has been shown to reduce patient satisfac-
tion and undermine patient-provider interactions [17].
This may explain why women with PPGP often report a
lack of support from HCPs and seek more recognition [9,
10].

Adequate time for healthcare consultations is also
recognised as an integral component of maternity care
to meet care needs [17, 18]. However, a lack of time in
busy clinical settings may be a barrier to providing care
to women with PPGP, as suggested in a single Swedish
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study [15]. It is plausible that this may be a problem in
Australian settings too, however, more information is
needed to elucidate what HCPs view as the main impacts
to care provision for PPGP. Therefore, this study aimed to
determine HCPs’ beliefs, perceptions, and experiences of
PPGP, and their views about how it should be managed
during pregnancy.

Theoretical frameworks

This study utilised a theory-driven approach for inter-
preting and representing findings and was situated within
the Common-Sense Model (CSM) and Convergent Care
Theory (CCT) [19-21]. These theoretical lenses allowed
for the examination and interpretation of the responses
from HCPs which arose from complex and real-world
clinical settings.

The CSM of self-regulation of health and illness is a
well-established theory that has been used extensively
in health research to explore relationships between cog-
nitive illness representations and health behaviours
[20]. Central to the CSM are representations, or beliefs,
that people have about illness. Leventhal and colleagues
(2003) described five elements of these representations:
identity (the label or name given to a condition); cause
(ideas about perceived causes of a condition); conse-
quences (perceptions regarding the consequences of a
condition); timeline (beliefs about how long the condi-
tion will last); and curability (beliefs about the extent to
which a condition can be cured or controlled) [20]. Pre-
vious studies have adapted the CSM to explore beliefs
about a condition or issue from those affected indirectly
such as family members and HCPs [22, 23]. Therefore, in
the context of the current study, the CSM was adopted
to investigate HCP’s beliefs about PPGP and was used
to design the research questions, organise the interview
schedule and guide the analysis process (Table 1).

The CCT underpins the caring culture that strives
to unite healthcare stakeholders, bond resources, and
join forces to achieve optimal healthcare outcomes [21].
Based on the empirical evidence and practice mod-
els, CCT encompasses four key concepts including:
organisational care (positive environment, culture and
support system that empowers team members); collabo-
rative care (HCPs with various professional backgrounds
work together to provide best optimal care); precision
care (person-centred care tailored to meet individual
patient’s care needs); and self-care (individuals take care
of themselves by actively engaging in healthy behav-
iours and activities) [21]. While the CCT is relatively
new and has limited supporting evidence, the origins of
it are grounded in clinical practice. The CCT establishes
the need for all stakeholders, particularly clinicians, to
work collaboratively to achieve best care incorporating
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Table 1 Interpretation of CSM theory
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Domain Original understanding Interpretations in this study

Identity The label given to a condition The label given to PPGP and identification of how PPGP is seen
and perceived

Cause |deas about perceived causes Ideas about perceived causes and/or risk factors for PPGP

Time-line Beliefs about how long the condition will last Beliefs about how long PPGP will last and temporal aspects
about the management of PPGP, such as the best time to inter-
vene

Curability Beliefs about the extent to which a problem can be cured Beliefs about the extent to which PPGP can be cured

Consequences  Perceptions regarding the consequences and impact of a condi- Perceptions regarding the consequences and impact of PPGP

tion

the growing awareness of the important role of patients’
involvement in their own self-care [21]. Considering the
perspectives of HCPs in this study, the CCT provided an
innovative framework towards improving the manage-
ment of PPGP in ante-natal care.

Methods

Design and setting

This study adopted a qualitative descriptive design
using semi-structured interviews to obtain an in-depth
description of the beliefs and perceptions of HCPs on
PPGP [24]. A qualitative approach was essential because
little is known about the experiences of HCPS managing
women with PPGP.

This study was conducted at a hospital in Sydney,
Australia from August 2021 to August 2022. The hos-
pital is a large teaching and tertiary referral govern-
ment funded hospital in an urban centre with over 5,200
births recorded annually [25]. The hospital has inpa-
tient and outpatient services for maternity care, includ-
ing ante-natal and post-natal services. Ethical approval
was granted by the institutional Human Research Ethics
Committee. The checklist for the consolidated criteria
for reporting qualitative research (COREQ) was adhered
[26].

Participants

Purposive sampling method was used to recruit doc-
tors, midwives and physiotherapists who provided rou-
tine ante-natal care and could provide information rich
data, relevant to the study aims [24]. It is of note that not
all HCPs work in the same clinical setting. Whilst the
doctors and midwives work in the ante-natal clinic, the
physiotherapists work in an outpatient setting or with
inpatients on the maternity ward where they may manage
women with PPGP as part of their caseload. Information
about the study was distributed via email and posters in
the ante-natal clinic, and HCPs interested in participating
were directed to contact the researcher (DC) by email or

phone to register their interest. The lead researcher (DC)
provided potential participants with verbal and written
information about the study and discussed any questions
raised. Health care professionals were assured that confi-
dentiality and privacy would be maintained and were also
informed that they could withdraw from the study at any
time without their employment or relationship with the
hospital being affected.

Sample size

The sample size required was determined when satura-
tion of themes was achieved such that the collection of
new data did not add any further information on the aims
of the study [24]. It has been suggested that a minimum
sample of six participants is required when analysing
interviews with the focus on identifying patterned mean-
ing across cases rather than idiographic meaning within
cases [27]. Thus, it was planned that at least nine partici-
pants from each professional group of doctors, midwives
and physiotherapists would be interviewed to ensure
richness of the data with a broad and diverse sample. The
enrolment of HCPs within each of the groups was split
and matched for early-career, mid-career and experi-
enced professionals. Although saturation of themes was
evident after the fifteenth interview, the decision was
made to continue to collect data as planned from 27 par-
ticipants to further probe and explore themes to be cer-
tain that no further information became available with
more interviews and to allow for deeper understanding
[24].

Procedure for interviews

The first author (DC) contacted each participant to
schedule an interview either in-person or via tele-video.
Participants were asked to report their age, profession,
and years in practice. An interview guide consisting of
open-ended questions ensured that rich data about the
topic was obtained (see Additional file 1). The interview
guide incorporated elements of the CSM and additional
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questions to allow for flexibility to uncover other con-
cepts. All participants were asked about their perceptions
of PPGP, experiences with management, their confidence
caring for women with PPGP, and expectations about
health care delivery for this condition. The interview
guide ensured the same range of topics was discussed
within each individual interview.

The interviews were digitally recorded, and all par-
ticipants were assigned a coded number to protect their
identities. Ranging from 45 to 60 minutes duration, the
interviews were conducted by the same researcher (DC)
and transcribed verbatim directly after completion. The
transcript was then provided to participants, referred to
as a member checking method [24]. The method ensured
that participants were able to review and edit their
responses if they felt more information was needed or
to reword text if they were not comfortable with it being
included and to ensure the accuracy of their views and
experiences.

Data analysis

Thematic analysis with a mixed deductive and inductive
approach was used to analyse interview responses [24].
The CSM was used to guide analysis deductively and
the authors remained open to other themes developed
through an inductive approach. Firstly, each recorded
interview was listened to several times to make sense
of the data and the interview as a whole [24, 28]. Open
coding was conducted by naming sections of the par-
ticipants’ narratives in the text [29]. Subsequently, there
was a regular discussion between all authors to ensure
thorough and consistent coding patterns of the interview
data. In the process of coding, it became clear that the
CSM did not account for all the emerging codes, there-
fore some inductively derived codes were added to label
this information. To enhance trustworthiness, codes were
then grouped to form meaningful categories as agreed
upon by all authors. The next step was to construct the
final framework of broad themes from the categories with
discussion and comparison amongst all authors, moving
back and forth between text and categories to enrich the
credibility of the data.

Reflexivity

There was a strong commitment from the authors to
work collaboratively in the collection, analysis, interpre-
tation and reporting of the qualitative data with different
levels of involvement at each stage of the study. All the
interviews were conducted by one researcher (DC) who
is a registered and experienced physiotherapist. The pri-
mary researcher’s interest in the topic, having previously
worked in ante-natal care, may have enabled the partici-
pants to talk openly about their experiences. In order to
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avoid personal biases, the progress of fieldwork and inter-
views were regularly discussed among the research team.
Input was sought from all members of the research team,
in particular PL has extensive experience in the collection
and analysis of qualitative data. Data analysis drew on the
combined insights of all members of the research team.

Results

Twenty-seven health care professionals participated in
this study, with nine doctors, nine midwives and nine
physiotherapists of a broad range of age and professional
experience in ante-natal care (Table 2). Most participants
were female (22/27). Eleven interviews were conducted
in-person and 16 interviews were conducted via tele-
video, based on participant preference.

Four themes were identified: 1. Identity and impact of
PPGP; 2. What works well?; 3. What gets in the way?;
and 4. Quality care: What is needed? Verbatim quotes
from the interviews are presented to support these

Table 2 Participant characteristics (N=27)

Participant  Profession Gender Age (years) Ante-natal
experience

1 Doctor Female  26-35 6-10 years
2 Physiotherapist ~ Female <25 <6 months
3 Physiotherapist ~ Female  26-35 6-10 years
4 Doctor Female 26-35 6-10 years
5 Doctor Female  26-35 1-2 years

6 Doctor Female  26-35 3-5 years

7 Physiotherapist ~ Female <25 <6 months
8 Physiotherapist ~ Female  26-35 3-5 years

9 Physiotherapist ~ Male 26-35 6-10 years
10 Midwife Female  56-65 >11 years
11 Midwife Female  56-65 >11 years
12 Midwife Female  26-35 6-10 years
13 Physiotherapist ~ Female  26-35 3-5 years
14 Doctor Male 36-45 6-10 years
15 Midwife Female  56-65 >11 years
16 Doctor Male 56-65 >11 years
17 Doctor Female  36-45 >11 years
18 Physiotherapist ~ Male <25 <6 months
19 Physiotherapist ~ Female <25 1-2 years
20 Physiotherapist ~ Female  36-45 >11 years
21 Doctor Female <25 1-2 years
22 Doctor Male <25 3-5 years
23 Midwife Female  26-35 6-10 years
24 Midwife Female  26-35 3-5 years
25 Midwife Female  46-55 >11 years
26 Midwife Female  36-45 >11 years
27 Midwife Female  56-65 >11 years
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themes using the assigned participant code number and
profession.

Identity and impact of PPGP

Health care professionals concurred that PPGP was
common during pregnancy and estimated up to half of
all pregnant women were afflicted with some degree of
pain. Despite this view, most HCPs in ante-natal care
remarked that they did not routinely ask women about
the presence of pain and acknowledged that PPGP was
almost certainly under-reported.

“I think you would find higher numbers if we were
asking all women about pain, but it is not usual
practice. Mainly I will ask women [only] if they look
like they have pain” (Midwife 9).

The pain was described in patho-anatomical terms
by HCPs as being in the pelvic region and attributed to
forces and loads related to changes in the body due to
pregnancy. However, many HCPs across each of the pro-
fessions acknowledged the influence of psychosocial fac-
tors on PPGP, particularly in the context to how women
coped with the pain.

“Some women get this pain and then seem to cope
with just some discomfort, like annoyance. Other
women get really distressed with it, out of propor-
tion, like really over-react” (Midwife 1).

Significant physical impacts were perceived by HCPs as
affecting all aspects of a woman’s daily life when suffer-
ing from PPGP. They identified mobility issues, reduced
capacity for exercise and household chores, and chal-
lenges with paid employment. Considering both the
physical and psychosocial impacts, HCPs believed that
women with PPGP “struggle and have a much harder
pregnancy” (Midwife 23).

Many HCPs spoke of seeing women who were com-
pletely unprepared for the severity of symptoms. These
women were ‘completely miserable” and often accompa-
nied to appointments by partners and/or family members
who were also “very distressed”. Where pain management
as an inpatient was required, HCPs regarded this as a
very stressful situation for all involved. Women with pain
worried about how they would cope with childbirth and
looked to HCPs for support. A few HCPs described situa-
tions where women were so unhappy and distraught that
they requested induced labour to be rid of the pain. In a
few circumstances, labour was induced early because of
PPGP.

“I've seen one case where a woman was not quite
[full] term, who genuinely got to the point where
she couldn’t walk ... we ended up inducing her quite
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early just so she could not be pregnant anymore”
(Doctor 1).

There was the belief that PPGP did not just affect the
pregnancy experience but continued beyond to have
broader negative impacts on women’s lives. For example,
one midwife stated: “This bad pregnancy experience col-
ours so much about life afterwards and you have to look
at the whole picture” (Midwife 10).

What works well?

Most HCPs suggested that women who received treat-
ment for PPGP usually experienced a tangible benefit
in their symptoms. Health care professionals remarked
that women were appreciative of information about the
condition, including tips regarding self-management. For
some women, mainly those with mild symptoms, educa-
tion and advice was considered by HCPs as sufficient to
meet care needs. Women with severe symptoms, gener-
ally with greater levels of pain and disability, were per-
ceived to require a higher level of care and were often
referred to physiotherapy.

“Most women benefit from some simple education,
advice and reassurance. If this is not sufficient, or
they are clearly very bothered by the pain and can’t
cope, then I will refer them to physiotherapy” (Doc-
tor 17).

Physiotherapists adopted a multi-modal approach to
management and were of the view that they “delivered
good care” to women who “responded well” to physi-
otherapy interventions (Physiotherapist 13). This was
supported by the views of doctors and midwives who
acknowledged the beneficial effect of physiotherapy.

“You know the patients are very satisfied with physi-
otherapy care, when they are referred and see physi-
otherapy they are very happy with their care” (Mid-
wife 14).

Some women were also referred by midwives and phys-
iotherapists to doctors for help with medications or if a
medical review was deemed necessary. Thus, an individu-
alised approach was adopted where women were pro-
vided with options for management according to their
perceived needs. A doctor remarked: “Sometimes it may
just be education or information, sometimes it is exercise,
sometimes seeing the doctor, maybe medication, maybe
physio, maybe hydrotherapy ... essentially options that
can help” (Doctor 17).

Most HCPs discussed the positive effects of interven-
tion; however, a few believed PPGP was not “curable”
and would persist for the duration of pregnancy. These
HCPs spoke of women needing to endure the pain until
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the baby was born: “Unfortunately it’'s something that we
can’t really cure, we kind of need to let it play out for the
duration of the pregnancy” (Physiotherapist 8). However,
the majority of HCPs regarded PPGP as “manageable” if
early access to the appropriate care was provided. They
spoke of the importance of early identification of women
with PPGP to facilitate timely interventions, allowing
women to “get on top of the pain” by following recom-
mended advice and exercise. The provision of support
and reassurance, delivered with empathy, was considered
essential to build self-efficacy and empower women to
cope with PPGP.

Health care professionals agreed that on-the-job train-
ing and strong support from senior colleagues helped
them provide good care to women with PPGP. The expe-
rience of HCPs was perceived as an important factor in
being able to deliver care. Within each profession, senior
HCPs felt ‘confident” managing women with PPGP. In
contrast, junior staff felt “less prepared” and “less comfort-
able”. However junior staff discussed the strong culture
of teamwork in maternity care settings, where senior col-
leagues were keen to share tips and advice about PPGP
management. Some HCPs identified the need to provide
basic training about PPGP for all new staff.

The availability of good resources, in written and elec-
tronic forms, was identified as a beneficial factor in being
able to deliver appropriate care to women with PPGP.
This was described as being able to ensure consistency
of information across professions and reducing mixed or
conflicting messages about PPGP. However, not all HCPs
were aware of the existence of the resources or where to
locate them. Some HCPs reported that better visibility of
resources was warranted and could be achieved by add-
ing information to orientation and induction programs:
“Making sure all staff know what resources are available
as we throw a lot of education their way” (Physiotherapist
18).

What gets in the way?

To allow for a deeper exploration of factors impeding care
provision for women with PPGP, three subthemes were
created, including: a system in crisis; clinicians downplay
pain; and the struggle with culturally safe practices.

A system in crisis

The fast-paced antenatal setting in a tertiary, teaching
hospital with heavy caseloads was seen as the major bar-
rier to HCPs providing the necessary care for women
with PPGP. Doctors and midwives spoke of time con-
straints, which limited the ability to identify women with
PPGP and affected care provision.

“(Care) is limited by how busy we are which means
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we don’t have enough time to do what we want ...
Sometimes you are scared to ask women if they have
any questions because you just don’t have the time to
spare to answer anything that is not urgent. Sounds
terrible I know, but it is the honest truth” (Midwife
26).

Midwives and doctors reported they did not prioritise
pain when there were competing demands in their clini-
cal duties. This resulted in less ‘@irplay” about PPGP and
was attributed as being due to time constraints rather
than clinicians’ attitudes towards PPGP.

“It is not that staff want to ignore women, it is just
that time is short and you are focussed on getting
through what you need to do for that appointment”
(Doctor 17).

Many doctors and midwives commented on problems
related to being able to refer women to physiotherapy.
They were confused about whether there was a paper or
electronic system, and some considered this extra step (or
steps) a challenge with competing demands in ante-natal
care. Many were held the opinion that there were long
waiting times for women to access physiotherapy and
lamented that not having a physiotherapist in the ante-
natal unit caused unnecessary delays in women accessing
early assessment and intervention for PPGP: “If you had
physio in clinic it would eliminate the wait” (Midwife 10).

Physiotherapists, on the other hand, spoke of receiving
referrals that lacked sufficient details, causing interrup-
tions or delays to contact women with PPGP to schedule
appointments. They reported variability in information
included as there was not a standard referral template
available. Physiotherapists were also frustrated with
referrals being made late in the third trimester, often at
38 weeks’ gestation or beyond, seeing this as a missed
opportunity for early intervention.

“It is quite upsetting when we get these referrals and
they are quite late in the pregnancy and they’ve been
having pain for months. When they could have been
given this education and exercises much earlier”
(Physiotherapist 3).

The nature of ante-natal clinics where women are seen
by a different clinician each visit was also identified as a
health service factor affecting care provision. The lack of
continuity of care and professional rapport, often built
over time, meant there was the chance that women may
“fall through the cracks” The notion that care may not be
co-ordinated in the best way possible at a health service
level was a consistent narrative amongst all groups of
HCPs. One physiotherapist elaborated:

“At the moment it can be hit and miss depending on
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who you see and what referrals are made. So inevi-
tably and unfortunately, there are women missing
out on having the care they need in the current sys-
tem” (Physiotherapist 19).

Clinicians downplay pain

Despite the overall impression that the management of
PPGP formed part of routine care, some HCPs raised the
possibility that there are clinicians who are dismissive of
the pain and treat PPGP as a normal part of pregnancy.
A midwife remarked that “I think there are a few clini-
cians that are very dismissive, you know this is pregnancy,
you will have pain, there is an element that you just have
to put up with it” (Midwife 10). Doctors in particular
thought their medical colleagues may not pay PPGP the
attention it deserves: “I honestly think most of my col-
leagues would just ignore it” (Doctor 4). A similar view
was expressed by some midwives and physiotherapists
who suggested they thought women “may be missed if
they are only seeing doctors” (Physiotherapist 7).

The level of knowledge of HCPs was identified as a fac-
tor that influences care provision by all three professions.
It was postulated that HCPs with less experience may
not be able to provide comprehensive care compared to
those with more experience due to a lack of knowledge
about the condition and understanding of treatment
options available. Further, according to many, PPGP was
not included in their undergraduate training, and they
suggested more education of new and junior staff to
build workforce capability. Few reported having attended
external courses or professional development opportuni-
ties relating to PPGP.

The struggle with culturally safe practices

There was a common theme amongst HCPs that some
women did not cope well with PPGP due to a range of
barriers. A lack of motivation was identified, and HCPs
reported that despite receiving education, many women
did not follow up on the advice to exercise or follow
through with recommendations to use a pelvic belt or
gait aid to help manage pain. Whilst some HCPs felt this
was because the women ‘did not listen”, others perceived
it as a “reluctance to make changes” or, more simply, “not
wanting to actually do anything” to help themselves.

“They will complain about it but when you say there
are things you can do then women may not actu-
ally do those things. So they won't get better because
they’re not doing what they need to do” (Doctor 1).

Hence, HCPs reported a strong emphasis on managing
the patient’s expectations and promoting self-manage-
ment strategies. There was an agreement between HCPs
that interventions should be matched to the woman’s
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goals. “No point talking about exercise if the person isn't
interested ... so then it is about matching what they are
willing to do with what we can provide” (Midwife 23).

Engaging women from culturally and linguistically
diverse (CALD) backgrounds was viewed as a challenge
by HCPs in this study. There was the notion that women
from certain CALD backgrounds may be more prone to
catastrophizing pain behaviours and less willing to exer-
cise due to existing cultural beliefs.

“Sometimes it may be related to their culture and
they don’t do exercises in pregnancy. So it is impos-
sible to get them to do any exercise when they have
a whole family at home telling them to stay off their
feet. You can’t win” (Midwife 26).

However, there was an acknowledgement that women
from CALD backgrounds may be less empowered to dis-
cuss PPGP in the health care setting and so may be “Gui-
etly suffering”. One doctor stated: “Some women from
certain cultural backgrounds may feel intimidated about
complaining to doctors about how they feel ... or they
may not feel empowered to do this” (Doctor 17). Ensuring
resources are available in a range of languages and invest-
ing in multicultural health support were seen as impor-
tant strategies to help improve access to care for women
from CALD backgrounds.

Other patient factors mentioned by HCPs included
women of younger age and those who could not pri-
oritise time for their own health needs due to com-
peting demands, such as employment, childcare and
family commitments. These groups of women were seen
to “have a much harder time dealing with pain” due to
limited engagement and participation in health care
despite the best intentions of HCPs.

“When theyve got many kids, competing priorities
and demands and they can’t always put themselves
first ... I find that sometimes quite hard to work
around ... even though we try and problem solve this
if there is no change that occurs around their routine
then that'’s a bit tricky I find” (Physiotherapist 20).

Quality care: what is needed?

There was a strong view amongst HCPs that the cur-
rent healthcare system failed to meet the needs of all
women with PPGP and that there is scope for improve-
ment. Health care professionals had views on elements
of care they felt were essential with similar suggestions
from the three professions (see Table 3). A clear and con-
sistent message was the need for multidisciplinary and
integrated care to manage PPGP effectively in the ante-
natal setting. Midwife 10 said: “I would love to be able to
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Table 3 Essential elements of integrated care for women with PPGP as identified by HCPs

Suggestion Quote

Screening for PPGP

‘More proactive in asking the women about pain rather than just waiting for women to mention it themselves ... then we

may be able to catch women earlier” (Physiotherapist 13)

“Screening early to be able to target the risks before the pain takes hold” (Midwife 15)

“Access to early screening. Here could be a focus on women with risk factors, for example multi-parity, or those in third
trimester where there is higher risk of having PPGP” (Doctor 16)

“Screening women so we don’t miss them and don't miss the opportunity to intervene early” (Physiotherapist 20)

Education resources

"More information, more education and maybe cultural and language specific’ (Doctor 1)

“Be pointed in the right direction that there are resources on the webpage and education sessions they can attend” (Physi-

otherapist 13)

“I think it comes down to education, education, education and early” (Midwife 15)
“We need more resources translated into different languages” (Doctor 5)
“There is the scope with telemedicine to have online information sessions that can reach a large number of people without

the need to come into hospital” (Doctor 22)

Individualised treatment options

“Having some online videos may also be flexible, so people can use them as needed” (Midwife 12)

“For all women to have access to the services they need, whether that is fact sheets and brochures online, or hydro classes or
physiotherapy. Just more flexibility in what we offer and when to match their needs” (Midwife 12)

“I'think it is about all women having access to the care they need, whether that be access to written information, a quick
education session by the doctor or midwife in clinic, or referral to physio as needed” (Physiotherapist 20)

“Women seem to be able to learn how to cope with pain better when they understand what options they have in being able
to try things to help the pain” (Physiotherapist 9)

Multidisciplinary teams
(Midwife 10)

“There is a need to have more allied health in the clinic. There are many people who can help with a piece of the puzzle”

“We need links to services to better support women, it is not up to the midwife alone to fix this” (Midwife 11).

“At the moment, we send them to physio, which is somewhere down the back from the hospital, why can't we have physio
here in the clinic where it is needed?” (Doctor 14)

“I think best care should be multidisciplinary so that it can meet individual needs” (Physiotherapist 19)

“Ensuring there is a multi-disciplinary team that is dealing with things per their scope” (Doctor 22)

‘It is about having the right staff mix to deal with this” (Midwife 26)

say you are in the best place where all of your health care
needs are looked after in clinic, but we are not there yet”.

The idea of a “one-stop shop” was mentioned to reduce
the fragmentation of care and facilitate multidisciplinary
input including midwifery, medical and allied health ser-
vices in one central location. Having physiotherapy in the
ante-natal clinic was viewed as a solution to streamline
access, avoid unnecessary delays, and reduce variations
in care. Included in this model could be a routine screen-
ing of all women and a decision-making tool to support
timely and appropriate referrals to physiotherapy.

“I think the midwives could ask all women coming
for their 28 week (appointment) about pain and
then provide information or a referral to physio as
needed” (Physiotherapist 2).

Health care professionals spoke of experiences in other
settings where integrated models were successful and
that ante-natal services could learn from these exem-
plars. Mainly, the ability to individually tailor interven-
tions from a suite of options according to patient needs
was viewed as an important aspect of high quality care.
“I mean look at areas like cancer care where there are
these fantastic multidisciplinary models and they can link
in to services they need. That's how we should be running
our services” (Midwife 10). Adopting a multidisciplinary

approach was also seen by HCPs as a way of building
shared learning opportunities across professions. Not
only would this “promote interdisciplinary dialogue and
conversation” around patient care, it would also harness
the ‘different skills mix of professions” to build capacity in
ante-natal clinics.

Advances in information communication technolo-
gies (ICT) were acknowledged as an opportunity to inte-
grate care. The recent pivot to telemedicine and online
resources with the COVID-19 pandemic was identified
by HCPs as a potential area for growth and expansion
to increase the flexibility of ante-natal services and meet
patient needs. One midwife suggested: “Online options,
like some videos of gentle exercise sessions the women
could do from home. It is a digital world and this may be
an opportunity like during COVID to expand our digital
or online resources” (Midwife 12).

Discussion

The aim of this study was to investigate the perceptions,
beliefs and experiences of HCPs who provided routine
maternity care for women with PPGP in a metropolitan
hospital in Australia. The key message by HCPs inter-
viewed was that the management of PPGP needed to be
commenced early during pregnancy and facilitated by
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an integrated and multidisciplinary approach to ensure
comprehensive care.

Two strong themes that emerged from the interviews
were “what works well” and “what gets in the way”
regarding current care provision for women with PPGP
(Fig. 1). This information depicts perceived enablers and
barriers to care and may be used by HCPs and health
organisations as a road map to inform improvements in
ante-natal care services. Presenting the information from
an inner individual patient level, a middle clinician level
and an outer organisation level allows for varying care
solutions to be considered. Women with PPGP who were
informed and pro-active in seeking care, alongside clini-
cians with a caring approach who had access to adequate
resources and workplace training at an organisation level,
were likely to assist with care provision. On the other
hand, women with PPGP who missed follow up appoint-
ments and clinicians who faced competing priorities in
an organisational setting which lacked screening pro-
cedures and a clear referral pathway, may impede care
delivery. This information represented the views of HCPs
and provides a novel perspective of health care services
towards PPGP.

Situated within the CSM theory, the current study
revealed that PPGP was a common condition causing sig-
nificant disruption to women during their daily life. Fur-
ther, HCPs agreed that women who received treatment
for PPGP had good outcomes consistent with previous
studies [7, 9, 10, 13]. Whilst the presentation of PPGP
was acknowledged as prevalent, HCPs did not routinely
ask women about this type of pain. Therefore, it is possi-
ble that PPGP is under-reported and the care for women
in pain is being neglected as has been suggested by other
authors [7, 9, 10, 12, 13].

Enablers
\
\

yd " Senior colleague support

Workplace training _

e

Treatment options
/

Availability of good educational resources

Clinical experience

/ Caring approach
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In this study, HCPs reported a lack of screening of
women for PPGP in maternity care. Whilst Austral-
ian clinical practice guidelines for pregnancy care have
highlighted PPGP as a common condition, they do not
include screening for PPGP as part of routine practice
[30]. There is evidence that early screening and interven-
tion in other conditions during pregnancy, such as gesta-
tional diabetes and depression, is effective at improving
maternal health outcomes and reducing childbirth com-
plications [31-34]. Consequently, maternal care work-
ers have expressed the need for incorporating routine
screening in service pathways for practice change to
occur [35]. With the growth in knowledge of risk factors
associated with PPGP, the inclusion of early screening in
routine care could reduce the burden of disease [1].

The current finding that HCPs may have a lack of
knowledge about PPGP is supported by previous stud-
ies and presents a barrier to care [14, 15]. Most HCPs
in this study reported their knowledge about PPGP had
developed from on-the-job training and resources, with
very few having attended external continuing education
courses. Whilst there was mention of the need for train-
ing and education to assist new staff, HCPs reported that
they felt more confident caring for women with PPGP
with experience. Indeed, experience was perceived by
all professionals in this study as an important factor in
delivering comprehensive care. Nevertheless, the find-
ings support the need to ensure on-boarding procedures
include information about PPGP to prepare HCPs who
care for pregnant women.

When viewed through the CSM lens, the current study
adds to the body of evidence that perceptions of HCPs
towards PPGP affect care provision in this population
[9, 10, 15]. Attitudes of some staff were identified as an

~ = \
P Pro-active in seeking care \
Being informed \

// Participate in decision making \

[ ORGANISATIONAL LEVEL |

CLINICIAN LEVEL

PATIENT LEVEL ‘

‘\ Lack of time

High clinical workloads

Unclear referral pathways

No routine screening
procedures in place

Competing priorities
Lack of knowledge

Inadequate orientation

Care is not multidisciplinary

Lack of motivation Don’t follow up with advice /

CALD background Younger age

Negative attitude towards PPGP

Fig. 1 Factors identified as enablers and barriers to care provision for women with PPGP from a patient, clinician and organisational level
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obstacle to care, with HCPs conceding PPGP may be
disregarded by colleagues who view PPGP as a normal
part of pregnancy and do not consider it curable. How-
ever, most HCPs acknowledged that PPGP was manage-
able with appropriate services, highlighting the need for
education of maternity staff to promote empathy and
support. Such an approach closely aligns with the CCT,
which is underpinned by human connections and a cul-
ture of caring to improve health outcomes for women
with PPGP [21].

High workloads resulting in time constraints were
considered a significant barrier to the provision of care
in this study. A lack of time for clinical health consulta-
tions has previously been identified as a factor in mater-
nity units in Australia and other countries worldwide [36,
37] and may limit the attention provided to women with
PPGP [15]. Not only does this impact on the provision
of care for patients, but the systems-related problems
include a failure to allow clinicians the capability to pro-
vide high quality care. Clinicians spoke of having to pri-
oritise the care they provide due to competing demands
and not being able to fulfil their roles as HCPs. This may
have serious consequences for occupational satisfaction,
fatigue, stress, and potentially lead to burnout of HCPs
[38].

There was a view amongst the HCPs interviewed that
PPGP could be managed more effectively with a stepped
approach to care. The first line care would include edu-
cation and information for all women with PPGP, and
whilst this could be delivered by any HCP as part of
interdisciplinary care, midwives, often the point of first
contact, may be best placed to provide general informa-
tion. If the pain was severe and disabling, the second line
of care would include physiotherapy and/or review by a
doctor. Medical review by a doctor was especially impor-
tant if analgesia was considered as part of the manage-
ment or there was concern for an underlying medical or
obstetric problem. Importantly, a streamlined pathway,
including clear referral processes, is required to ensure
timely access to the right care for women.

The findings of this study have several implications
for health care. As theorised in the CCT, an integrated
approach delivering care that is seamless, effective and
efficient is vital to meet the whole of a person’s health
needs [21]. The current findings support the importance
of a multidisciplinary team for “flexibility” and being able
to “match options for treatment to care needs” as part
of a patient-centred paradigm [39]. A multidisciplinary
approach between HCPs has previously been advocated
to optimize the management of women with PPGP [10,
15].

It was acknowledged in this study that there are good
educational resources available to support women with
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PPGP, however, greater visibility was required to ensure
all HCPs are aware of existing resources. A unified
approach to information delivery and standardised edu-
cation has been previously identified as important needs
by pregnant women [10]. From this study, HCPs also con-
sidered the availability of culturally sensitive resources in
all languages was essential for good healthcare. Targeting
vulnerable women, such as those from a CALD back-
ground and those of younger age, is vital to maximise
opportunities for engagement by these groups, especially
if the advice provided is different to socio-cultural norms
or expectations.

The findings suggest HCPs may struggle with cul-
tural differences in the care for women with PPGP. The
concept of cultural safety obligates HCP to identify and
respect individual preferences while providing care
during pregnancy [40]. There is some evidence from
this study that culturally safe practices may be lacking,
impacting the quality of care delivered and reducing the
level of satisfaction for both patients and HCPs. A recent
scoping review revealed Australian midwives’ under-
standing of cultural safety differed widely, and training
was required to improve how it is translated into mid-
wifery practice [41]. Improving culturally sensitive prac-
tices has the potential to promote a more rewarding
relationship between women and their HCPs, and may
better meet the care needs of women with PPGP.

Harnessing recent developments in information and
communication technologies may help meet the need
for flexibility and reach more women. Recognized as a
potential area for growth in ante-natal care, technological
advances may assist with increasing access to education
and resources, such as online exercise programs and vid-
eos [10]. Evidence from the recent COVID-19 pandemic
suggests there is a good uptake of information provided
online or via telehealth by pregnant women [42, 43]. Text
messaging has also been shown to be feasible and accept-
able in electronic screening and information delivery
during pregnancy and may present a novel option for
implementation of routine screening and education for
PPGP [44].

Strengths and limitations

The methodology for sampling ensured a large cohort of
HCPs from various professions and level of experience
who were able to provide rich, authentic experiences.
However, participants self-selected into the study from a
single hospital site and the findings may not generalise to
the beliefs and experiences of HCPs in other health ser-
vices. Moreover, there were few males who volunteered
to participate in this study and there may be a gender bias
to the themes even though saturation was achieved.
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There was strong agreement across the professions for
many themes. Although physiotherapists tended to take
a more patho-anatomical approach in their descrip-
tion of PPGP, all three professions acknowledged that
psychosocial factors influenced PPGP. The use of CSM
as a theory worked well for uncovering HCPs beliefs
about PPGP and has provided greater understanding
about the views across professions which were similar.
Opportunities provided by the alliance of HCPs in car-
ing for women with PPGP adds support for the CCT as
an approach to improve healthcare delivery for women
with PPGP.

This study offered a flexible approach for participa-
tion with interviews conducted either in-person or via
tele-video. It is not likely the two modes of data col-
lection impacted the interviews as there were no dif-
ferences evident in the duration of interviews or the
resultant codes between in-person and tele-video inter-
views. Each participant was able to provide information
in a private and confidential manner to ensure their
responses were a true indication of their beliefs and
perceptions. The use of focus groups may have added
to the richness of the information, however, were not
possible due to social distancing restrictions during the
COVID-19 global pandemic. Therefore, it is not known
if the information offered in a group setting would have
been different to the responses provided in a one-to-
one interview, however, may have been useful to trian-
gulate findings.

Conclusion

The use of the CSM and CCT as lenses to interpret data
in this study provides a strong theoretical framework to
underpin knowledge about HCP’s beliefs about PPGP
and their expectations regarding care provision. The find-
ings have tangible implications for health care services
such that a greater recognition is needed about PPGP
being a significant health problem. This will in turn afford
greater attention by HCPs to manage this disabling con-
dition and highlights the importance of timely access and
clear referral pathways as a means to streamline services
for women. Although not historically a part of ante-natal
services worldwide, a multidisciplinary and integrated
model would support a more coordinated approach to
better meet the care needs of women with PPGP.

Abbreviations

PPGP Pregnancy-related pelvic girdle pain

HCP Healthcare professionals

CSM Common-Sense Model

CCT Convergent Care Theory

COREQ Consolidated criteria for reporting qualitative research
CALD Culturally and linguistically diverse

Page 11 of 12

COVID-19  Coronavirus disease of 2019
Supplementary Information

The online version contains supplementary material available at https://doi.
0rg/10.1186/512884-023-06000-x.

[ Additional file 1. Interview Guide Questions. }

Acknowledgements
Not applicable.

Authors’ contributions

All authors contributed to the design of the study. DC acquired the data. All
authors contributed to the analysis and interpretation of data. DC drafted
the manuscript and prepared the tables and figure. All authors reviewed the
manuscript and approved the final version.

Funding
DC is supported by Research Training Program funds from Western Sydney
University.

Availability of data and materials
All data generated or analysed during the current study are included in this
published article.

Declarations

Ethics approval and consent to participate

Ethical approval was granted by the Westmead Hospital and Western Sydney
University human research ethics committees. Written consent was obtained
prior to participation in an interview. All methods were performed in accord-
ance with the relevant institutional review board guidelines and regulations.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details

'School of Health Sciences, Western Sydney University, Sydney, Australia.
’Physiotherapy Department, Westmead Hospital, Sydney, Australia. *College
of Nursing and Health Sciences, Flinders University, Adelaide, Australia. *Col-
lege of Health Sciences, VinUniversity, Hanoi, Vietnam.

Received: 26 March 2023 Accepted: 14 September 2023
Published online: 21 September 2023

References

1. Ceprnja D, Chipchase L, Fahey P, Liamputtong P, Gupta A. Prevalence and
factors associated with pelvic girdle pain during pregnancy in Australian
women: a cross-sectional study. Spine (Phila Pa 1976). 2021;46(14):944-9.

2. Kanakaris NK, Roberts CS, Giannoudis PV. Pregnancy-related pelvic girdle
pain: an update. BMC Med. 2011;9:15.

3. Van De Pol G, Van Brummen HJ, Bruinse HW, Heintz AP, Van Der Vaart
CH. Pregnancy-related pelvic girdle pain in the Netherlands. Acta Obstet
Gynecol Scand. 2007;86(4):416-22.

4. Kovacs FM, Garcia E, Royuela A, Gonzélez L, Abraira V, Spanish Back
Pain Research Network. Prevalence and factors associated with low
back pain and pelvic girdle pain during pregnancy: a multicenter study
conducted in the Spanish National Health Service. Spine (Phila Pa 1976).
2012;37(17):1516-33.


https://doi.org/10.1186/s12884-023-06000-x
https://doi.org/10.1186/s12884-023-06000-x

Ceprnja et al. BMC Pregnancy and Childbirth (2023) 23:682

20.

21

22.

23.

24.

25.

26.

27.

Bastiaanssen JM, de Bie RA, Bastiaenen CH, Heuts A, Kroese ME, Essed GG,
van den Brandt PA. Etiology and prognosis of pregnancy-related pelvic
girdle pain; design of a longitudinal study. BMC Public Health. 2005;5:1.
Elden H, Ladfors L, Olsen MF, Ostgaard HC, Hagberg H. Effects of
acupuncture and stabilising exercises as adjunct to standard treatment
in pregnant women with pelvic girdle pain: randomised single blind
controlled trial. BMJ. 2005;330(7494):761.

Pierce H, Homer CS, Dahlen HG, King J. Pregnancy-related lumbopelvic
pain: listening to Australian women. Nurs Res Pract. 2012;2012: 387428.
Elden H, Lundgren I, Robertson E. The pelvic ring of pain: Pregnant
women'’s experiences of severe pelvic girdle pain: an interview study. Clin
Nurs Stud. 2014;2(2):30-41.

Ceprnja D, Chipchase L, Liamputtong P, Gupta A.“This is hard to cope
with”: the lived experience and coping strategies adopted amongst
Australian women with pelvic girdle pain in pregnancy. BMC Pregnancy
Childbirth. 2022;22:96.

Ceprnja D, Lawless M, Liamputtong P, Gupta A, Chipchase L. Applica-
tion of caring life-course theory to explore care needs in women with
pregnancy-related pelvic girdle pain. J Adv Nurs. 2022;78(8):2586-95.

. Persson M, Winkvist A, Dahlgren L, Mogren I."Struggling with daily life

and enduring pain”: a qualitative study of the experiences of preg-

nant women living with pelvic girdle pain. BMC Pregnancy Childbirth.
2013;13:111.

Elden H, Lundgren |, Robertson E. Life’s pregnant pause of pain: Pregnant
women'’s experiences of pelvic girdle pain related to daily life: a Swedish
interview study. Sex Reprod Healthc. 2013;4(1):29-34.

Gutke A, Boissonnault J, Brook G, Stuge B. The severity and impact of
pelvic girdle pain and low-back pain in pregnancy: a multinational study.
JWomens Health (Larchmt). 2018;27(4):510-7.

Dufour S, Mags C Smith, Tichband L. Pregnancy-related Pelvic Girdle
Pain: Irish Physiotherapist’ Perspectives. Obstet Gynecol Reprod Sci. 2019.
https://doi.org/10.31579/2578-8965/029.

Mogren |, Winkvist A, Dahlgren L. Trust and ambivalence in midwives'
views towards women developing pelvic pain during pregnancy: a
qualitative study. BMC Public Health. 2010;10:600.

Beales D, Hope J, Hoff T, Sandvik H, Wergeland O, Fary R. Current practice
in management of pelvic girdle pain amongst physiotherapists in Nor-
way and Australia. Man Ther. 2015;20(1):109-16.

Mannava P, Durrant K, Fisher J, Chersich M, Luchters S. Attitudes and
behaviours of maternal health care providers in interactions with clients:
a systematic review. Global Health. 2015;11:36.

Charitou A, Fifli P, Vivilaki VG. Is empathy an important attribute of mid-
wives and other health professionals?: A review. Eur J Midwifery. 2019;3:4.
Meyer S, Ward P."How to' use social theory within and throughout qualita-
tive research in healthcare contexts. Sociol Compass. 2014;8(5):525-39.
Leventhal H, Brissette |, Leventhal EA. The common-sense model of self-
regulation of health and illness. In: Cameron LD, Leventhal H, editors. The
self-regulation of health and illness behaviour. London: Routledge; 2003.
p.42-65.

Wei H. The development of an evidence-informed Convergent Care
Theory: Working together to achieve optimal health outcomes. Int J Nurs
Sci. 2021;9(1):11-25.

Taylor J, Bradbury-Jones C, Kroll T, Duncan F. Health professionals’ beliefs
about domestic abuse and the issue of disclosure: a critical incident
technique study. Health Soc Care Community. 2013;21(5):489-99.
Bradbury-Jones C, Ogik P, Betts J, Taylor J, Lund P. Beliefs about people
with albinism in Uganda: a qualitative study using the Common-Sense
Model. PLoS ONE. 2018;13(10): €0205774.

Liamputtong P. Qualitative Research Methods. 5th ed. Melbourne: Oxford
University Press; 2020.

Western Sydney Local Health District. The year in review. https://www.
wslhd.health.nsw.gov.au/Education-Portal/Research/Research-Categ
ories/Centre-for-Infectious-Diseases-and-Microbiology-Public-Health/
Publications/wslhd-year-in-review. Accessed 15 June 2022.

Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative
research (COREQ): a 32-item checklist for interviews and focus groups. Int
J Qual Health Care. 2007;19(6):349-57.

Clarke V, Braun V. Thematic analysis. In: Lyons E, Coyle A, editors. Analys-
ing qualitative data in psychology. London: Sage Publications; 2016. p.
84-103.

Page 12 of 12

28. BraunV, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
2006;3(2):77-101.

29. Corbin J, Strauss A. Basics of Qualitative research: techniques and pro-
cedures for developing grounded theory. 4th ed. Thousand Oaks: Sage;
2014,

30. Australian Government Department of Health. Clinical Practice Guide-
lines: Pregnancy Care. https://www.health.gov.au/resources/pregnancy-
care-guidelines. Accessed 28 Oct 2022.

31. Ryan DK, Haddow L, Ramaesh A, Kelly R, Johns EC, Denison FC, Dover
AR, Reynolds RM. Early screening and treatment of gestational diabetes
in high-risk women improves maternal and neonatal outcomes: a retro-
spective clinical audit. Diabetes Res Clin Pract. 2018;144:294-301.

32. Pillay J, Donovan L, Guitard S, Zakher B, Korownyk C, Gates M, Gates A,
Vandermeer B, Bougatsos C, Chou R, Hartling L. Screening for gestational
diabetes mellitus: a systematic review to update the 2014 U.S. preventive
services task force recommendation. Rockville: Agency for Healthcare
Research and Quiality (US); 2021.

33. O'Connor E, Rossom RC, Henninger M, Groom HC, Burda BU. Primary care
screening for and treatment of depression in pregnant and postpartum
women: evidence report and systematic review for the US preventive
services task force. JAMA. 2016;315(4):388-406.

34. Siu AL, Force USPST, Bibbins-Domingo K, Grossman DC, Baumann LC,
Davidson KW, Ebell M, Garcia FA, Gillman M, Herzstein J, et al. Screening
for depression in adults: US preventive services task force recommenda-
tion statement. JAMA. 2016;315(4):380-7.

35. McCauley M, Brown A, Ofosu B, van den Broek N.“I just wish it becomes
part of routine care”: healthcare providers'knowledge, attitudes and
perceptions of screening for maternal mental health during and after
pregnancy: a qualitative study. BMC Psychiatry. 2019;19(1):279.

36. Catling C, Rossiter C. Midwifery workplace culture in Australia: A national
survey of midwives. Women Birth. 2020;33(5):464-72.

37. Holmlund S, Lan PT, Edvardsson K, Ntaganira J, Graner S, Small R, Mogren
. Vietnamese midwives'experiences of working in maternity care - a
qualitative study in the Hanoi region. Sex Reprod Healthc. 2022;31:
100695.

38. West CP, Dyrbye LN, Shanafelt TD. Physician burnout: contributors, conse-
quences and solutions. J Intern Med. 2018;283(6):516-29.

39. Stewart M. Towards a global definition of patient centred care. BMJ.
2001,322(7284):444-5.

40. Shahid S, Anwar A. Provision of culturally sensitive maternity care. J
Patient Care. 2015;1(1). https://doi.org/10.4172/2573-4598.1000102.

41. Capper TS, Williamson M, Chee R. How is cultural safety understood
and translated into midwifery practice? A scoping review and thematic
analysis. Nurse Educ Pract. 2023;66: 103507.

42. Chen XW, Jiang LY, Chen'Y, Guo LF, Zhu XH. Analysis of online antenatal
education class use via a mobile terminal app during the COVID-19
pandemic. BMC Pregnancy Childbirth. 2022;22(1):412.

43. DeNicola N, Grossman D, Marko K, Sonalkar S, Butler Tobah YS, Ganju N,
Witkop CT, Henderson JT, Butler JL, Lowery C. Telehealth interventions
to improve obstetric and gynecologic health outcomes: a systematic
review. Obstet Gynecol. 2020;135(2):371-82.

44. Ondersma SJ, Beatty JR, Puder KS, Janisse J, Svikis DS. Feasibility and
acceptability of e-screening and brief intervention and tailored text
messaging for Marijuana use in pregnancy. J Womens Health (Larchmt).
2019;28(9):1295-301.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


https://doi.org/10.31579/2578-8965/029
https://www.wslhd.health.nsw.gov.au/Education-Portal/Research/Research-Categories/Centre-for-Infectious-Diseases-and-Microbiology-Public-Health/Publications/wslhd-year-in-review
https://www.wslhd.health.nsw.gov.au/Education-Portal/Research/Research-Categories/Centre-for-Infectious-Diseases-and-Microbiology-Public-Health/Publications/wslhd-year-in-review
https://www.wslhd.health.nsw.gov.au/Education-Portal/Research/Research-Categories/Centre-for-Infectious-Diseases-and-Microbiology-Public-Health/Publications/wslhd-year-in-review
https://www.wslhd.health.nsw.gov.au/Education-Portal/Research/Research-Categories/Centre-for-Infectious-Diseases-and-Microbiology-Public-Health/Publications/wslhd-year-in-review
https://www.health.gov.au/resources/pregnancy-care-guidelines
https://www.health.gov.au/resources/pregnancy-care-guidelines
https://doi.org/10.4172/2573-4598.1000102

	“We are not there yet”: perceptions, beliefs and experiences of healthcare professionals caring for women with pregnancy-related pelvic girdle pain in Australia
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 

	Background
	Theoretical frameworks

	Methods
	Design and setting
	Participants
	Sample size
	Procedure for interviews
	Data analysis
	Reflexivity

	Results
	Identity and impact of PPGP
	What works well?
	What gets in the way?
	A system in crisis
	Clinicians downplay pain
	The struggle with culturally safe practices

	Quality care: what is needed?

	Discussion
	Strengths and limitations

	Conclusion
	Anchor 27
	Acknowledgements
	References


