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Abstract
Background

Heavy alcohol use in pregnancy is associated with poorer outcomes for babies, while evidence of harm from drinking at low levels is
limited. UK guidance has been progressively strengthened, so that current guidance, underpinned by a precautionary principle, is to
abstain from drinking alcohol if pregnant or planning a pregnancy. The aim of this study was to explore recipients’ and mediators’
awareness, experiences and re�ections on the 2016 alcohol in pregnancy guidance.

Methods

Four focus groups explored the perspectives of policy makers, midwives, third sector advocates and new mothers. Transcripts were
analysed thematically.

Results

Participants inferred a variety of lay programme theories to make sense of the precautionary principle, some of which may run
counter to the intention of guidance developers. Participants also varied in their understanding of the role of message mediators,
understandings included eliciting disclosures, communicating complexity, providing reassurance and contributing to social
surveillance. Coherence of the guidance was challenged by paucity of underpinning evidence base, incongruence with the realities of
pregnancy planning and a wider cultural norm of social drinking.

Conclusions

Improvements in e�cacy may be achieved through recognition of guidance as a form of intervention in a complex system,
underpinned by a logic model and with intended outcomes fully speci�ed. Practical steps could be taken to nuance and layer
communication of the underpinning evidence base. Communication strategies should carefully consider implications of ‘scope
creep’ into pregnancy planning. Guidance could do more to address the role of partners and family members in supporting women’s
decisions.

Background
Many UK women consume at least some alcohol in pregnancy, with estimates varying from 40%1 to 75%2. A third report binge
drinking – de�ned as six or more standard units per drinking occasion during early pregnancy, dropping to around 1% in the second
trimester2. Rates of abstinence in pregnancy have been rising and, beyond the �rst trimester, most women (93%) either do not
consume alcohol or consume at levels below 1 units a week1. Less than 3% report heavier drinking (over 1–2 units per week) beyond
the �rst trimester3.

Heavy alcohol use in pregnancy is associated with negative impacts including low birthweight, premature birth, miscarriage and
foetal alcohol syndrome, with a clear dose-response relationship for level of alcohol use and risk of harm4. However, evidence of
harm at low levels of consumption is limited5.

Guidance progression
Over the past twenty years, UK public health guidance on drinking in pregnancy has been progressively re�ned. In the mid-1990 s,
Department of Health advised pregnant women to drink no more than 1–2 units of alcohol per week6, based on evidence of harm at
high levels of consumption and absence of harm at low levels. This was revised in 2007 to state that women who are pregnant, or
trying to conceive, should abstain from alcohol completely, despite a commissioned evidence review supporting absence of evidence
of harm associated with low levels of drinking7. The 2007 guidance also stated that if women chose to drink, they should consume
no more than 1–2 units a week8. In January 2016, the Chief Medical O�cers (CMO’s) of the UK published new joint public health
guidance on alcohol consumption for the general population, revising down recommended consumption for men. This document
strengthened advice to women who are pregnant or planning a pregnancy, promoting compete abstinence and removing advice for
women who chose to continue drinking5.
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The precautionary principle
The 2016 guidance document suggests that different underpinning principles were applied to the development of general population
recommendations compared to those for women in pregnancy. Guidance for the general population is explicitly underpinned by a
principle of ‘informed choice’ (p. 1) based on evidence of harm, while for pregnant women it is informed by a ‘precautionary’
approach (p. 8) in light of ‘elusive’ 9 evidence of harm from drinking in pregnancy at low levels. The rationale for adoption of a
precautionary principle for pregnant women is absence of evidence of the safety of drinking rather than evidence of harm (p. 8).

The aim of this qualitative study was to explore message recipients’ and mediators’ awareness, experiences, and re�ections on the
content of the 2016 alcohol in pregnancy guidance and the use of the precautionary principle.

Methods
Four focus groups were convened to explore the perspectives of eighteen stakeholders on guidance for alcohol in pregnancy. The
groups comprised:

1. Policy participants – two public health policy leads involved in alcohol policy in Wales and two third-sector policy professionals
from charities concerned with preventing alcohol harm. All participants were known to the researchers through previous
academic work.

2. Midwives – �ve midwives from three Local Health Boards (LHB’s) across Wales, all with a remit for communicating alcohol
advice in pregnancy. Two of these were specialists in supporting substance misuse issues. Participants had no prior knowledge
of researchers but were recruited with the help of gatekeepers know to HT through previous research.

3. Third-sector advocates/information providers – four professionals from the NCT charity who are involved in utilising and
communicating public health information to parents, face-to-face, by telephone and via a parent support helpline. Participants
had no prior knowledge of researchers but were recruited with the help of gatekeepers know to HT through previous research.

4. New mothers – �ve mothers with babies under one year, recruited from an NCT postnatal group they attended. Participants had
no prior knowledge of researchers.

Both researchers have signi�cant experience in conducting qualitative research in the �elds of alcohol research and infant/maternal
health. Participants were �rst contacted by email, including a study information sheet and asking for expressions of interest. All
participants were informed of the reason for the study and a brief professional background of the researchers, with the opportunity
to ask further questions. All policy, health professional and third sector participants approached agreed to contribute to the study.
Group 1 was conducted with two participants in attendance and two on conference call in the room at the host University, while
groups 2–4 were conducted face to face (group 2 at the host university and groups 3 and 4 at an NCT setting). Group 4 (mothers)
brought their babies with them. All groups were run by both female authors in their current research roles and no external parties
were in attendance. Groups took 1–2 hours.

In preparation for the focus groups, the authors undertook an initial document review of historical and current guidance on alcohol
and pregnancy, as well as the content and underpinning evidence for the UK CMO 2016 alcohol guidelines. This formed the basis of
the topic guides developed by the authors and used throughout (Appendix 1). Due to time constraints, the topic guide was not pre-
tested. Groups began with a statement-sorting task, based on key issues and controversies identi�ed in this review (See Fig. 1), with
participants organising statements by ‘agree’, ‘disagree’, ‘not sure’. This was followed by a 5-minute presentation of key �ndings from
the document review. A semi-structured topic guide was developed for the rest of the discussion, starting with discussion of the
content of the sorting activity. Further discussion then included awareness and experience of the CMO’s guidance; own experience of
alcohol in pregnancy and awareness of the underpinning evidence (Appendix 1). After each group, the researchers discussed events
and made any additional notes of relevance.

Recordings were transcribed in full and a coding frame developed through a two-phased, inductive and deductive approach,
involving open reading for initial familiarisation, followed by identi�cation of codes from both this and the document review. All
transcripts were analysed thematically10 by each author, with ongoing discussion of divergence and contradiction in coding leading
to �nal theme identi�cation. Due to study time constraints, transcripts were not returned to participants for comment.
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Results
This section sets out participants’ approach to sense-making – or lay theorising – about the principles underpinning the abstinence
message and the roles of mediators in message communication. Three areas of challenge to the perceived coherence of the
guidance are then presented: the paucity of evidence relating to drinking alcohol at low levels; lack of congruence between guidance
to abstain and a spectrum of pregnancy planning behaviours; and wider social constraints on individual-level decision-making.

Interpretations of the precautionary principle

Participants interpreted the rationale for a precautionary principle and an abstinence message in three main ways. These were (i) to
provide an extra layer of protection of the foetus, (ii) to reduce accidental immoderate drinking, (iii) to instigate long-term behaviour
change within families.

Protection for the foetus
Participants across all groups suggested that a precautionary approach was intended to provide additional protection for unborn
babies against the theoretical chance that alcohol might do them harm. Some felt that this was justi�ed and was likely to be
consistent with the personal agendas of most expectant mothers, who – it was assumed – would prefer to err on the side of caution
to protect their baby. However, several participants in midwifery and third sector groups expressed concern that prioritising the
theoretical harms to the foetus represented public health overreach into maternal autonomy, with an ‘extra protection’ rationale
problematising the legal status of the foetus in relation to the mother:

It’s the protection of the unborn child, isn’t it? Which is a dichotomy, because it hasn’t got any rights within the law, and yet we’re still
using the mother to enforce the [foetus’s] rights.

Group 2 - Midwife

Reducing accidental immoderate drinking
Participants across all groups tended to think that the advice to abstain had been developed to reduce potential for
misunderstandings that might arise from not knowing how much is ‘too much’, risking excessive and damaging consumption.
Midwives most frequently suggested that their clients would prefer clear and straightforward messages over more complex content.
Both midwives and mothers thought that women often underestimated the amount that they drank; some midwives felt that women
were unable to count units, others had experience of women ‘saving up’ an allowance of alcohol to use on a planned drinking binge.
Participants in the midwifery and mothers groups tended to believe that the clear and simple approach would help to safeguard the
babies of more ‘vulnerable’ women who, they perceived, would struggle with a complex message – in particular, women with less
education, drug or mental health issues:

I think for the clientele that I work with, I think having a clear, ‘You should do this, you shouldn’t do that’, women know where they
stand. And I think a lot of women get confused by so many different messages that sometimes it’s easier to say, ‘Right, You don’t
drink, or you shouldn’t smoke…’

Group 2 - Midwife

By contrast, several participants in the policy, third sector and mothers groups, suggested that the lack of nuance was patronising:

If you assume that pregnant women are somehow less capable of understanding complex messages, compared to the rest of the
population, then there’s a very good argument [for taking a precautionary approach].

Group 1 – Alcohol policy participant

Changing family drinking behaviours
Some in the policy and midwifery groups thought the precautionary guidance might be intended to have a longer-term impact on
health behaviour, taking advantage of an intervention window during which women are particularly susceptible to health messages.
Some believed that women’s abstinence during pregnancy might lead to sustained bene�ts for families, perhaps stimulating
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permanent changes in consumption. However, this contradicted the experience of some mothers, who suggested that abstinence in
pregnancy was made tolerable through knowing it was temporary.

Perceptions of the role of message mediators

Participants held contrasting understandings about the intended role of message mediators – health professionals, other expert
advisors, family and friends and the general public – in communicating the abstinence message. This understandings included: (i)
eliciting disclosures, thereby identifying women whose foetus is at risk and providing additional information or support, (ii)
selectively communicating a more complex message, (iii) providing reassurance for women who had drunk alcohol before knowing
they were pregnant and advising these women to stop drinking as soon as possible, (iv) re-enforcing social shaming and
surveillance to prevent alcohol consumption from taking place.

Eliciting disclosures from reluctant women
Midwife participants felt that the clear abstinence message could act as a tool to elicit disclosures to help them to identify and
support women who might have be inclined to underplay their drinking levels in antenatal appointments:

They might say, ‘I have one or two units a week’, they’ll just disclose what they think they should say.

Group 2 - Midwife

In fact, midwives were far more prone to use the word ‘disclosure’ compared to other group participants and frequently as mothers
being persuaded to talk when they may have been resistant. This contrasted with other uses, including an observation in the parent
group that ‘disclose’ is potentially stigmatising. It was suggested in the policy group pressure to disclose might result in an unwanted
referral to support services, leading to self-censorship among women, resulting in fewer disclosures.

Communicating complexity
Some midwife and third sector participants saw their role as nuancing and moderating the message, making it appropriate to the
level of understanding of individuals they were addressing. Third sector participants understood their role as supporting informed
choice, allowing expectant mothers to consider the complexity of the evidence. They agreed with midwives that different parents
wanted different degrees of complexity, and sought ways to meet these varying needs:

I do feel like for some parents you just want to be told, ‘Do I do this, or do I do that?’ […] for others, they do want to know everything,
so, if they’ve made this decision, they want to know all the evidence behind it. All the reasoning.

Group 3 -Third sector participant

Some policy, third sector and mother participants perceived an inherent contradiction between simplicity and clarity in the guidance
and an understanding that midwifery practice is moving towards a more person-centred model of care. Several midwives noted that
a more nuanced communication approach was congruent with a drive towards person-centred antenatal consultations and
relationship-building between midwives and pregnant women. Operationalising an absolute abstinence message could lead to
reduced trust between midwifes and mothers who wanted to engage with the complexity of the evidence.

Providing reassurance to women who have consumed alcohol
Some believed that the guidance was intended to help message mediators deliver reassurance to women who had drunk alcohol
while encouraging abstinence from then on. However, this reassurance was experienced by midwives and third sector participants as
problematic and contradictory. Participants in all groups highlighted the potential to trigger anxiety among women who had drunk
alcohol before knowing they were pregnant. Some felt that the guidance encouraged false reassurance in the light of understanding
that harm would be more likely in the early weeks of the pregnancy, and if consumption was high:

We have to be open and honest with them, and have to say, ‘This is what the guidance says, it’s unlikely you’ve caused any problems,
but we don’t know’.

Group 2 - Midwife.
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Prevention through surveillance and shaming
Participants in all groups felt that the guidance increased the likelihood of social surveillance and social shaming but differed as to
whether they believed that this was actually intended, and whether it was ethical. For example, some felt that the alcohol industry
logo on bottles was an intended and acceptable tool to reinforce social pressure to refrain from drinking alcohol:

[If I saw the logo] I might feel guilty as a drinker, the other is that other people … I might feel shamed by other people, and those are
positive reinforcers.

Group 2 – Midwife

However, many participants saw social surveillance and shaming as inappropriate tools to encourage behaviour change. For some,
direct intervention by others into women’s decisions was seen an part of a wider cultural norm that accepts interference in what
pregnant women’s actions

I was like, out having a glass of wine somewhere, at a gig. And someone I kind of knew, but not that well, and she was like, ‘Well, you
shouldn’t be doing that should you?’ [She] looked at the bump, looked at the glass of wine. And I was like, well, ‘One glass of wine,
that’s all I’ve had this week’, and she was like, ‘Still shouldn’t have it, should you.’ And I was like, didn’t really know her that well, and I
was like, ‘Cheers for that’ […] Soon as you’re pregnant… people can say anything.

Group 4 - New mother

Challenges to guidance coherence

There were three main ways in which the coherence of the guidance on abstention in pregnancy was challenged. These were: (i) the
paucity of underpinning evidence base, (ii) the realities of pregnancy (un)planning, and (iii) A wider cultural norm of social drinking.

Lack of evidence of harm
Participants in all groups tended to feel that the lack of clear evidence around low levels of drinking limited the credibility and
coherence of the abstinence message:

It’s using terms like ‘elusive’ … or ‘hard to interpret’ ... It’s a strange use of the language around any research �nding.

Group 1 – Alcohol policy participant

Several in the policy and third sector groups were concerned that lack of evidence might impact on perceived reliability of public
health guidance more broadly:

If you �nd out that it’s not, actually... this very speci�c statement, ‘It’s not safe to …’. What it if it is? […] nobody’s shown that to be true.
How does that impact on public health messages?

Group 3 – Third sector participant

However, despite these limitations, some felt that the risk, in terms of potential damage to the baby, was too great to wait for clearer
evidence. Known harm from drinking at higher levels was seen as enough to justify an absolutist approach:

…in the absence of evidence, is it bad for us to say, ‘It’s still No Alcohol, No Risk’’ […] which is where the Heads of Midwifery have
gone down. They’ve said: we know that high level drinking causes problems, we’ve got some sort of bits of evidence that are popping
up around low level drinking, and the impact on things like foetal movements, which we know end up in still births, so actually, it’s
better that we go with ‘No alcohol in pregnancy’, so that it’s out there and it’s clear.

Group 1 – Alcohol policy participant

Lived experience of pregnancy planning
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The guidance on abstention during pregnancy planning was problematic in all groups and was considered di�cult to operationalise
because it assumed a level of pregnancy planning that many participants had not themselves experienced.

Parents, third sector participants and policy makers identi�ed that becoming pregnant could take years, making long-term
abstinence unrealistic where it reduced participation in typical social activities:

How far down the line do you have to go? Do you say, ‘Don’t’ drink at all if you’re of childbearing age?’ That’s the whole of your
twenties and thirties! That’s almost a lifetime. If there’s a chance that you might become pregnant, I don’t think women think that far
in advance.

Group 1 – Alcohol policy participant

Some participants felt that the temporary nature of abstinence in pregnancy was what actually made it more acceptable, while
extending this to pre-pregnancy constituted over-reach.

Wider social drinking norms
Participants in all four groups told personal stories of inadvertent drinking before knowing they were pregnant which, in the context
of alcohol being a common part of UK social life, was challenging to avoid.

Parents and third-sector participants also identi�ed that not drinking in social occasions could act as an indicator of pregnancy to
other people, which was di�cult where women felt not ready to yet disclose this. The anxiety caused by this could be exacerbated by
fear of unwanted disclosure to employers and work colleagues. For women trying to get pregnant, not drinking in situations where
they would normally do so led to unwanted scrutiny and di�cult conversations:

If you’re not drinking because you are pregnant then you are in some kind of nice pregnancy club, and then if you’re trying… well,
then you’ve got friends around thinking ‘So-and-so’s not had a drink, I wonder if she’s pregnant’, and that sort of thing.

Group 4 – New mother

It was widely acknowledged that o�cial guidance was impacted by competition from signi�cant others in mothers’ social networks.
This included fear of being interpreted as condemning the actions of others who had taken different decisions in response to
previous iterations of the guidance:

It’s very awkward for you to say, ‘Well, actually, your daughter looks lovely, but I’m not going to drink’. And then my sister had a friend
whose baby was conceived when she was at the work Christmas party and, you know, as drunk as she’d ever been and I remember
my sister saying, ‘Well, so-and-so did it and, you know, her baby is �ne’.

Group 4 – New mother

Partners’ drinking choices were viewed in all groups as signi�cant, with the potential to either help or hinder women’s adherence to
abstinence guidance. Several mothers described that it was unfair of partners to continue drinking at existing levels when they had
to give up. Most participants supported more action to encourage partners to re�ect on, and reduce their drinking, both as a
statement of support and as an opportunity to reduce their own consumption, maximising the public health bene�ts of this unique
life-stage.

Discussion
This study adds to understanding of the impact and effectiveness of public health guidance in general and on alcohol and
pregnancy guidance more speci�cally. It’s strength is that participants were represented from a range of roles, all having direct
experience of the guidance, providing multiple perspectives insights. However, this was a small qualitative study, drawing on a
convenience sample of participants meaning a complete range of beliefs and behaviours is not represented. Further research with
wider groups of professionals and with mothers from a broader range of socio-economic backgrounds is recommended.

The study highlights contrasting interpretations of current guidance on alcohol in pregnancy, as well as barriers to acceptability and
effectiveness. These are considered below in relation to improving guidance acceptability, improving coherence with lived
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experience, and improving ‘ecological reach’.

Improving acceptability

Acceptability is increasingly acknowledged as an important construct in designing, implementing and evaluating interventions, and
a ‘necessary but not su�cient’ condition for intervention effectiveness11. Group discussions highlighted key issues that impacted on
the acceptability of the guidelines relating to coherence in the use of the precautionary principle to underpin an abstinence message,
with differing views regarding a perceived trade-off between clarity and accuracy.

The guidance prioritises clarity, however where the evidence base is uncertain, a ‘clear’ message can never be entirely clear. For
several participants in this study, particularly policy professionals and midwives, the trade-off between nuance and simplicity felt
justi�ed however over-simpli�cation of the evidence may constitute a form of paternalism, which undermines the autonomy of
women12. Our �ndings suggest that while some mothers like an abstinence message because it simpli�es their own choices, others
would prefer more nuanced information than is currently available in the guidance, for example, whether drinking is more harmful in
early stages of pregnancy than later. They want to know about the uncertainty in the evidence around risk of drinking at low levels
and are interested in the controversy surrounding interpretation. Such interest does not appear to be incompatible with individuals
making personal decisions to take a ‘better safe than sorry’ approach, in line with the conclusions of the guidance, once the evidence
has been considered.

There is a need to consider the role of health professionals in mediating the guidance. A communication strategy should relate to
existing approaches used by health professionals when talking with mothers. While some health professionals may prefer an
unambiguous message, they also recognise the challenge this presents to an ethos of person-centred care. While such tensions are
unresolved maternity care staff will, by necessity, decide for themselves which mothers would prefer a simpli�ed approach and
which would respond to more complex information, with the potential for this to be an inaccurate judgement. Health professionals
lack the time and space to develop individualised communications for pregnant women and would bene�t from additional guidance.

Parenting support services with a person-centred focus may feel that lack of nuance is contradictory with their aims and would
favour providing opportunity for users to engage with complexity and to consider multiple sources of information. This would
involve facilitating service users to access and evaluate information at a level of their own choosing, with access to realistic
assessment of the evidence base for those who would like it.

Issues of acceptability also arise in relation to the potential for guidance to cause unintended negative impact. This study is too
small to explore such impacts in detail so further work should consider exploring guidance interaction with parental anxiety and
impact on mutual support within social networks. We would also suggest further exploration of positive message framing
highlighting the gains of abstinence in pregnancy as well as the risks. Although evidence is currently limited, there is some indication
that positive messaging can facilitate health prevention behaviours more effectively than negative messages13, including intended
avoidance of the risk of FASD14.

Public health messages in pregnancy occur in a wider culture that tends to take for granted that pregnant women have a duty to
minimise all risks to their foetus and are delivered in a moralizing media discourse15, where ‘everything the pregnant women does
and feels (or does not do and does not feel) will impact on the foetus, for better or worse’16. In such a context guidance to abstain
from drinking exposes pregnant women who do drink to having their behaviour policed and feeling shamed for their decisions.
Guidance should make explicit whether shame is a deliberate mechanism for change (as some of our participants assumed) or an
unintended consequence and, where it is the latter, should be reviewed in light of their potential to facilitate unintended harms. Steps
to reduce acceptability of shaming and policing should be taken, including through advice to health professionals on more effective
tools for managing conversations with women and, potentially, family members.

Acknowledging the lived reality of pregnancy planning

Recommendations to abstain during pre-pregnancy do not accurately re�ect current data on the spectrum of pregnancy planning in
the UK, with around 16% of pregnancies unplanned, and a further 30% of mothers suggesting ambivalence in pregnancy planning17.
Even when is planned for, the timescale involved is highly unpredictable, making adherence to abstinence guidance problematic.
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Inclusion of pre-pregnancy in current guidance on alcohol consumption both oversimpli�es the reality for many women and risks
over-reach of the public health role. Communication strategies should carefully consider the risks and bene�ts of this.

Improving ecological reach

The complex ecological nature of drinking as a part of the social landscape of the UK is not acknowledged in the guidance, which
favours individual-behaviour change approaches, with little recognition of the social and interpersonal pressures and in�uences
affecting choice. All stakeholders agreed that women who had made a decision not to drink in pregnancy appreciated support from
social network members. Mothers, third sector workers and midwives believed that encouraging partners of expectant mothers to cut
down or stop drinking for the duration of the pregnancy would be a�rming, would help strengthen the family unit and would reduce
the social cost of not drinking among expectant mothers.

The British Medical Association argue that reducing and preventing FASD should be considered within the context of overall
reductions in consumption18, where population-level change is the desired outcome. Current guidance positions women as
decontextualized, individual drinkers with primary responsibility for child health, rather than people living in a society where not
drinking is socially unusual and often doesn’t receive social support. Drinking decisions are in�uenced by both cultural and social
network norms, with partners of particular importance. It may be helpful to explore approaches to involving partners in behaviour
change by highlighting the social in�uences on drinking and the challenges involved in adherence to current guidance. This may
include joint strategies for managing social situations and pregnancy disclosure, as well encouraging re�ection on the shared
responsibility for child health.

Conclusions: Guidance as an intervention

To improve e�cacy of guidance it may be helpful to recognise it as form of intervention in a complex system, and to apply MRC
guidance to future development, including establishing and verifying programme theory and incorporating process evaluation to
consider social impact of message dissemination and mediation as part of guidance development. The interpretive and coherence
challenges, highlighted above, suggest potential bene�t in applying intervention theory to understanding acceptability and
effectiveness of public health guidance. Discussing development of complex interventions, Craig et al., (2018)19 have pointed out
that programme theories are often not fully articulated, particularly where the ‘intervention’ in question is a policy decision. They
argue, nonetheless, that those intending to evaluate and improve interventions (including policy decisions) should seek to articulate
and develop programme theories, beginning with implicit theory outlined in documents, and in the minds of programme developers
and other stakeholders. A key di�culty for understanding, or evaluating, the impact of alcohol in pregnancy guidance is uncertainty
as to how the guidance was intended to work and what the impact was intended to be. In other words, description of programme
theory for guidance delivery is lacking. The principles underlying the guidance is fuzzy and mechanisms for guidance delivery and
the intended role of mediators is largely unspeci�ed. This leads to a vacuum in which stakeholders infer their own understandings
about underlying principles and intended change processes. The intended intermediate and long-term outcomes of the abstinence
guidance are also unclear – what proportion of drinking in pregnancy, when, among which groups of women, do guidance
developers anticipate will be reduced? What is the scale of the intended impact on infant and child health?

In this study, stakeholders inferred a variety of lay programme theories to make sense of the use of the precautionary principle in
guidance construction. In some cases, these lay understandings appeared to run counter to the intention of guidance developers; for
example, where expectant mothers concluded that the abstinence message was intended for ‘more vulnerable women’ and not for
them. In line with principles of intervention development, underpinning rationales for a decision to adopt a precautionary message
(rather than taking an ‘informed-choice’ approach) could be made transparent. A transparent approach would help inform message
delivery and would align with wider principles of honest communication and clear risk presentation20.
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Figure 1

Sample statements sorted by participants as ice-breaker for group discussion
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