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Abstract

Objective: In this study we aimed to investigate the content and process of contraceptive 

counseling surrounding combined hormonal contraceptive (CHC) methods (combined oral 

contraceptives, the ring, and the patch).

Study Design: We performed a mixed methods analysis of data collected as part of the Patient-

Provider Communication about Contraception study, in which reproductive age women and their 

providers were recruited at several San Francisco Bay Area clinics from 2009–2012. Participants 

completed pre- and post-visit surveys, and had their visits audio recorded and transcribed. We 

performed descriptive and bivariate analyses of the entire cohort to examine associations between 

demographic characteristics and pre-existing method preferences with method selection and 

counseling content, and coded transcripts of a subset of the sample for salient themes related to 

content and process of counseling about combined hormonal contraceptive methods using a 

directed content analysis approach.

Results: The overall sample included 342 women, with 152 women (44%) having a preference 

for a specific CHC prior to their visit, 127 women (37%) had a preference for a non-CHC method, 

and 63 (18%) having no existing method preference. Of the women who reported preferring a 

CHC in their pre-visit survey, the majority (72%) chose that method. We found that women were 
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inconsistently counseled about the range of CHC methods. For example, women who had no pre-

visit method preference (52%) or who preferred the ring (54%) or the patch (73%) were more 

likely to receive comprehensive counseling about the three CHC methods than were women who 

preferred combined oral contraceptives (35%) or non-CHC methods (33%). Providers mentioned 

the patch the least often, and in qualitative analysis indicated discomfort with prescribing this 

method. Side effects and benefits of methods, as well as strategies to enhance successful use of the 

chosen method, were inconsistently discussed. In only 73% of visits in which a woman chose a 

CHC did the provider assess the patient’s ability to use the chosen method correctly, and in 66% of 

all visits in which women chose a CHC method, providers discussed what to do if she was 

dissatisfied with the method.

Conclusions: Counseling about combined hormonal contraceptive methods often does not 

include information about all available methods, or comprehensive information about side effects, 

benefits, or logistics of use. As this counseling can impact patient’s satisfaction with and 

continuation of their chosen method of contraception, future work should focus on designing 

interventions to improve providers’ ability to meet patients’ needs.

Keywords

Hormonal contraception; contraceptive counseling; vaginal ring; contraceptive patch; combined 
oral contraceptive pills

1. Introduction

Nearly half of all pregnancies in the United States (US) yearly are unintended [1]. While 

correct and consistent use of effective contraception may prevent unintended pregnancy, 

many women do not use any method, use their method incorrectly, or discontinue their 

method after a short period of time [2–6]. Currently, all non-barrier methods require 

consultation and prescription from a provider in most US states, resulting in providers 

having an opportunity and responsibility to support patients’ contraceptive use whenever 

they initiate or change methods. A small body of literature, both internationally and from the 

US, has shown that counseling may influence contraception use [7–11] including method 

choice, adherence, continuation and correct use, with higher quality of care and a positive 

patient-provider relationship being associated with method choice, and contraceptive 

continuation [12–14]. More specifically, a few studies have found that disclosure of 

information about potential side effects is associated with improved outcomes [15–17], 

specifically method continuation and patient satisfaction. In addition, studies have found that 

whether and how providers discuss specific methods influences women’s method choice [7, 

18].

Counseling about combined hormonal contraceptive (CHC) methods (combined oral 

contraceptives, the vaginal ring, and the transdermal patch) has particular importance, as 

these methods are the most commonly used in the US, with more than 11 million women 

using them in 2010 [19]. Combined oral contraceptives, specifically, have remained the most 

frequently used reversible method over the past several decades, despite the introduction of 

multiple new methods during that time. Counseling about these methods is therefore a 
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common occurrence in family planning settings, and its quality has implications for the 

ability of a significant number of women to prevent unplanned pregnancy.

An important consideration when counseling about these methods is their specific features, 

including that they are user-dependent and require continuous usage and frequent dosing. As 

a result of these characteristics, the effectiveness of these methods in typical use, 93%, is 

substantially lower than the 99% seen with perfect use [20]. Furthermore, some women 

using these methods experience bothersome hormonal side effects, resulting in incorrect use 

or discontinuation [21–23]. Counseling about these methods can address issues related to 

method adherence and side effects, both of which have the potential to influence method 

selection, as well as a women’s ability to use these methods correctly and consistently [24–

28]. In addition, providers can help women interested in a combined hormonal method 

choose between the three methods – combined oral contraceptive, patch, and ring – which, 

while having similar side effect profiles, have substantial differences in dosing forms and 

schedules.

With respect to counseling specifically about CHCs, limited international studies [29–31] 

have examined the impact of structured contraceptive counseling on choice of CHC; Prior 

studies using this data set have examined counseling about intrauterine devices [32] and 

sterilization [33], as well as differing aspects of contraceptive counseling more generally 

[34, 35]. However, no previous studies have focused on investigating the counseling that 

currently occurs around use of CHC methods specifically [36], including issues related to 

their unique characteristics, such as side effects and different modes of use.

In this analysis of audio recordings of contraceptive counseling visits, we aimed to further 

explore the process and content of contraceptive counseling about combined hormonal 

methods. Given that the three combined hormonal methods have distinct characteristics, and 

that patient’s pre-existing preferences for methods can be influential over counseling [28, 

33, 37], we qualitatively and quantitatively investigated differences in counseling according 

to whether patients had a preference for a specific CHC method. In addition, we explored 

the counseling that occurred for those who chose specific CHC methods related to the 

logistics of method use and side effects. By understanding current counseling practices and 

identifying any potential gaps, this analysis can be used in the development of future, 

patient-centered interventions to optimize this counseling.

2. Methods

2.1 Sample selection

This study uses data collected as part of the Patient-Provider Communication about 

Contraception (PPCC) study, previously described in detail [14, 32, 34, 35]. Briefly, women 

visiting six clinics in the San Francisco Bay Area between August 2009 and January 2012 

had their contraceptive counseling visits audio recorded and completed written pre- and 

post-visit surveys. Inclusion criteria for providers included being a physician, physician 

assistant, certified nurse midwife or nurse practitioner, while inclusion criteria for patients 

were wishing to discuss initiating or changing their contraceptive method and self-

identifying as being white, black, or Latina. The race/ethnicity specifications were motivated 
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by the parent study, which was designed to investigate differences in counseling based on 

race/ethnicity. All patients and providers completed written informed consent prior to the 

clinical encounter and the study received approval from the Institutional Review Board at the 

University of California, San Francisco.

2.2 Quantitative Measures

2.2.1 Surveys—The written pre-visit questionnaire included items related to 

sociodemographic characteristics and whether the woman had a preference for a specific 

contraceptive method (Do you have a preference for what birth control method you will start 
after this clinic visit?). Immediately after the visit, participants completed a questionnaire 

about the visit, and identified which method they ultimately chose. Providers also completed 

a one-time written survey providing demographic information.

2.2.2 Visit Content—To obtain quantitative measures of visit content, we audio 

recorded all visits using a portable recorder placed in the room, and a HIPPA compliant 

vendor transcribed the recordings verbatim. We then coded all transcripts using a checklist 

of key aspects of contraceptive counseling to describe the content of the visit. We developed 

this checklist with the input of family planning clinicians and researchers to describe 

important content for counseling both before and after method choice. Checklist items 

related to CHC included the mention of specific methods, as well as counseling about the 

possibility of having specific side effects and benefits of individual methods. The checklist 

also included items related to whether or not specific topics related to the logistics of method 

use were mentioned during the visit. This included items relevant to all methods, such as 

what the patient should do if dissatisfied with the method and if the provider assessed 

patient’s ability to use the method correctly, as well as items that were specific to individual 

methods, such as what to do if a combined oral contraceptive was missed or if a ring fell out. 

Trained coders conducted the coding after confirming adequate inter-coder reliability. We 

resolved any ambiguities in the coding in group meetings with the senior author (CD).

2.3 Data analysis

2.3.1 Quantitative—To describe our sample, we first determined the association 

between demographic characteristics and pre-visit method preference, as well as pre-visit 

preference and chosen method, using chi-squared, Fisher’s exact and ANOVA tests as 

applicable. For quantitative assessment of provider counseling during the decision making 

process, we determined the number of methods mentioned during counseling and whether 

the patient left with her initially preferred method, both overall and by initial method 

preference using chi-squared and Fisher’s exact testing. We also performed quantitative 

analysis limited to those who chose a CHC method, in order to determine the frequency with 

which counseling about specific aspects of the chosen method (side effects, benefits, and 

logistics of use) that are relevant to use of the method occurred. We determined the 

proportion of these visits in which specific content was mentioned, and then examined 

differences in proportions across categories of method choice, again using chi-squared and 

Fisher’s exact testing.
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2.3.2 Qualitative—For qualitative analyses, we initially stratified our full sample of 342 

transcripts by which method the woman chose during the visit (combined oral contraceptive, 

ring, patch, or non-CHC method) and selected a random sample of transcripts from each 

group. In order to obtain adequate representation in initial method preference, we then 

purposively selected additional visits based on the pre-visit method preference, as measured 

in the pre-visit survey previously described.

In the total qualitative sample (71 visits), we coded 18 visits in which women had a 

preference for the combined oral contraceptive, 11 who preferred the patch, 10 who 

preferred the ring, 20 who had no preference for any particular method and 12 who preferred 

a non-hormonal method. With respect to ultimate method choice, this sample included 25 

visits in which women chose the combined oral contraceptive, 19 in which women chose the 

ring, 7 in which women chose the patch (representing all women in the study choosing this 

method), and 20 visits in which the woman chose a non-CHC method.

We used a directed content analysis approach [38], a technique that uses a combination of 

predetermined codes and codes identified in the analysis, to organize and explore the content 

of contraceptive counseling. The first (AC) and senior (CD) authors iteratively developed a 

coding list using themes that emerged from the data and themes from the literature. 

Predetermined codes described content considered to be important in contraceptive 

counseling, as defined both by input from family planning researchers and clinicians, as 

described above, and by a review of the literature [37]. This included education about 

different methods, counseling about adherence and logistics of method use, and discussion 

of side effects. In addition, we drew from CD’s previous work on models of counseling to 

code whether providers “foreclosed” the discussion of methods based on patient’s pre-

existing preferences [37]. The codes that were not pre-determined included more nuanced 

assessments of provider communication, such as differences in how providers presented 

different methods. To ensure consistency in coding, AC and CD identified codes in 30 

transcripts and developed a detailed codebook with examples and descriptions of each code. 

After finalizing the coding structure, AC coded all transcripts, and CD also coded a subset of 

the visits to ensure fidelity in coding and agreement with the coding structure. Upon 

completion of coding the 71 chosen transcripts we found that we had sufficient data to 

describe the codes, thus achieving thematic saturation. We used NVivo versions 8 and 10 

(QSR International Pty Ltd) to organize the data.

3. Results

A total of 342 participants provided data for the quantitative analysis (7 participants from the 

original sample did not have audio recorded data and were therefore excluded). The 

sociodemographic characteristics of the patient participants by initial method preference are 

displayed in Table 1, with parity being the only sociodemographic variable associated with 

these preferences.

Thirty-eight providers participated in the study, with an average age of 50 years (range 35–

74) (data not shown). Ninety-eight percent were women, with the majority being nurse 

practitioners (61%), although obstetrics/gynecology physicians (17%), family medicine 
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physicians (13%), physician assistants (5%) and certified nurse midwives (5%) also 

participated.

3.1 METHOD SELECTION

In order to understand the process of method selection, we quantitatively analyzed 

counseling around method preference and method introduction for the entire 342 women in 

our sample, and qualitative analyses included all 71 transcripts as previously described.

3.1.1 Women with a preference for a CHC method—Of the entire study sample, 

127 women (37%) had a preference for a non-CHC method, and 63 women (18%), had no 

pre-visit method preference. Of the 152 women (44% of the total study sample) with a pre-

visit preference for a CHC method, the majority (72%) left with the method they initially 

preferred, and an additional 7% chose a different CHC method (data not shown). Those with 

a preference for combined oral contraceptives (78%) and the ring (75%) were significantly 

more likely to leave with their preferred method than those with a preference for the patch 

(9%, Table 1).

In qualitative analysis of provider communication about different methods, we found that 

providers seeing women with a preference for a CHC method often agreed to start the 

patient’s preferred CHC method without discussing, in a more than cursory fashion, any 

other methods, including failing to explore whether one of the other two CHC methods 

might be more appropriate. In cases where other CHC methods were introduced, this often 

involved simply mentioning a method without exploring the patient’s initial method 

preference, knowledge about each method, describing the methods’ unique characteristics, 

or comparing one CHC method to another. An example of this dynamic is provided in the 

following exchange, where the provider makes a passing reference to the ring while 

counseling a woman with a preference for combined oral contraceptives:

Clinician: …Have you ever considered something like the NuvaRing or do you 

definitely want to go with the oral tablet?

Patient: I definitely want to go with the pill.

Clinician: Good. You seem to know what you want, my dear.

(47 year-old white nurse practitioner speaking to 17 year-old white patient)

A few providers described other methods besides the one originally preferred by the patient. 

This more thorough counseling often revealed that despite their original preference, the 

patient was unaware of other methods:

Patient: I was interested in starting birth control.

Clinician: Okay. Any particular type of birth control?

Patient: Definitely pills.

Clinician: Definitely pills. Okay. Do you know about the different methods of 

hormonal birth control?

Patient: No. I wanted to learn about the different options.
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…

Clinician: Okay. So, you’ve never been on anything before then.

Patient: Nope.

(54 year-old white female nurse practitioner speaking to 19 year-old Hispanic 

patient)

With respect to the low proportion of those who had a preference for the patch who in fact 

chose that method, we found in quantitative analysis of the entire sample that women with a 

preference for the patch received the most comprehensive counseling about other CHC 

methods (Table 2). For those that preferred combined oral contraceptives, 35% had all three 

CHC methods mentioned compared to 54% for those who preferred the ring and 73% for 

those with a patch preference. Further, when providers mentioned CHC methods other than 

the one for which the patient expressed a preference, they were least likely to mention the 

patch. Qualitatively, when discussing different CHC methods, providers used more 

complimentary language in describing the ring than the patch. For example, one provider 

stated to a patient preferring combined oral contraceptives:

“…the patch isn’t always the first thing I recommend to women, but if she’s 

missing a lot of pills and that kind of thing, then that’ll be one thing. The ring is 

great…you don’t have to think about it for a month and you don’t get that double 

up, you know, nausea and stuff.....” (47 year-old white nurse practitioner speaking 

to 22 year-old African American patient)

Providers seeing women with a preference for the patch often indicated discomfort with 

prescribing this method due to concerns about safety. Specifically, providers indicated that 

they were more concerned about adverse outcomes with the patch, as compared to other 

estrogen-containing methods, due to higher estrogen levels, and actively discouraged women 

from choosing the patch for this reason by describing it, for example, as a “last resort”.

3.1.2 Women without a method preference or with a preference for a non-
CHC method—In quantitative analysis of the whole sample, while providers mentioned 

combined oral contraceptives to nearly all of the women without a method preference (94%, 

Table 2), only slightly more than half of providers mentioned all three CHC methods. For 

women who preferred a non-CHC method, combined oral contraceptives were mentioned 

substantially more often (81%) than the ring (49%) and the patch (38%); furthermore, only 

one-third of visits include mention of all three methods.

In qualitative analysis, women who preferred a non-CHC method often introduced their 

preferred method and explained why other methods, including CHC methods, did not work 

for them. In a few cases, the provider introduced CHC methods by targeting a specific 

characteristic the patient desired, such as avoiding a side effect or decreasing dosing 

frequency. Similar to women preferring CHC methods, in a few cases the provider simply 

agreed to start the preferred method with limited or no discussion of other methods.

In most cases where CHC methods were mentioned to women without a preference, they 

were largely presented as default methods, as one provider (52 year-old white female nurse 
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practitioner) described to a 20 year-old Hispanic patient“…You know, condoms are good, 

but if you…want to have something a little more effective and secure we could try you on 

the birth control pill. That’s kind of a good start. We have other methods too but a lot of 

people, for their first start, the pill is the good way to go…”

3.2 COUNSELING FOR WOMEN CHOOSING A CHC METHOD

In order to understand the experiences of women who chose a CHC method with respect to 

counseling about side effects, benefits, and logistics of method use, we quantitatively 

analyzed the content of counseling only among the 173 women in our sample who choose 

the combined oral contraceptive, patch or ring.

3.2.1 Side Effects Counseling—In quantitative analysis, potential side effects were 

infrequently mentioned to the 173 women who chose a CHC method (Table 3). The 

possibility of breast symptoms (e.g. pain or tenderness) was more frequently mentioned to 

women choosing the patch than to women choosing combined oral contraceptives, while 

those choosing the ring were less likely to be counseling about mood changes/depression 

and weight gain than those choosing combined oral contraceptives. In qualitative analysis, 

we found that when discussing side effects, some providers emphasized that due to the short 

acting nature of CHC methods, patients could discontinue them at any time if side effects 

became a concern.

Interviewer: …So, the pill is great because …if you don’t like the method for 

whatever reason you can just stop taking it and typically the side effects or 

whatever it is about the method you’re using goes away almost immediately 

because the, sort of, the duration that’s in your system is very short. That’s why you 

have to take it every day.

(37 year-old Hispanic female nurse practitioner speaking to 26 year-old Hispanic 

patient)

3.2.2 Counseling about non-contraceptive benefits—Non-contraceptive health 

benefits of CHC methods were also inconsistently mentioned (Table 3). Notably, regulation 

of periods was more often mentioned in visits where the patch and ring were chosen (43% 

and 21%), as compared to combined oral contraceptives (11%). Improvement of acne or 

clear skin was the least frequently mentioned benefit. Qualitatively, providers typically listed 

these benefits alongside other negative side effects without extensive explanation, but in a 

few cases, providers explicitly educated patients about these benefits as a standard indication 

to use a CHC method even when women were not at risk of unintended pregnancy:

Interviewer: …The benefits are usually pills will lighten the period. We often put 

people on birth control even when they don’t need protection from pregnancy for 

acne because it tends to …help with acne, also to make the period lighter.

(52 year-old white female nurse practitioner talking to 22 year-old white patient)

3.2.4 Counseling on logistics of use—Providers infrequently engaged in discussions 

of how to use the chosen method correctly and consistently (Table 4). Overall, in only 73% 
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of visits in which a woman chose a CHC did the provider assess the patient’s ability to use 

the chosen method correctly, with the percentage of visits in which this assessment occurred 

varying from 49% of visits with woman who chose the ring to 86% of visits with women 

who chose the patch. They also infrequently discussed correct use of methods, but the 

majority did discuss refills or follow-up plans. In 34% of all visits in which women chose a 

CHC method, providers did not discuss what to do if she was dissatisfied with the method. 

In visits with women choosing the patch, 29% included discussion of what to do if the patch 

falls off; similarly, with women choosing the ring, 36% discussed what to do if the ring falls 

out.

In qualitative analysis, discussions surrounding method adherence included both assessing 

patients’ past behaviors and improving future method adherence. In these discussions, 

however, providers rarely used neutral language. For example, during the method selection 

process these conversations would often be initiated by the provider asking if a patient was 

“good” with remembering to take a pill.

Interviewer: …So, are you thinking about any other method or do you feel clear 

that you want to do the pill?

Patient: Just the pill.

Interviewer: Are you pretty good about taking the pill every day when you’re on 

them?

Patient: Yeah.

(39 year-old white female nurse practitioner speaking to 17 year-old African 

American patient)

This framing appeared to limit the responses from patients, with many responding simply 

with one-word, affirmative answers. Analysis of the discussion of follow-up plans revealed 

that when providers discussed follow-up, they did so in a non-specific manner that placed 

the onus on the patient. For example, in a few cases providers told the patient they did not 

need to come back for follow-up, without referencing the possible need for future care 

related to problems with the method. A small number of providers mentioned the availability 

of follow-up care if they had problems, explicitly opening the door to changing methods.

Provider: But otherwise, you don’t have to come back for anything until the pill, 

one year of pills is up….So, feel free to come back and see us if you feel like it’s 

not the right pill for you. I mean that’s, you know, you don’t have to stick with it 

and I certainly don’t want to you be unprotected against pregnancy if you don’t 

want to be…so come back and we’ll talk about changing it to a different, kind of a 

trial of something different.”

(47 year-old white nurse practitioner speaking to 30 year-old Hispanic patient)
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4. Discussion

Our qualitative and quantitative analysis of audio recordings of contraceptive counseling 

visits identified a lack of comprehensive counseling about CHC methods related to method 

choice, method side effects and benefits, and the logistics of method use.

Women who were parous were more likely to have a pre-existing preference for the patch or 

a non-CHC method, which may be explained by greater contact with the healthcare system 

or potentially more past experiences with other contraceptive methods. With respect to 

counseling about method choice, we found that, quantitatively, providers were least likely to 

counsel about the patch, and that women with a preference for the patch were less likely to 

leave with their preferred method than were those with a preference for combined oral 

contraceptives or the ring. Our qualitative data provided context for these results, in that we 

found that when the patch was discussed, providers often expressed concerns about the 

method, which often led to discouraging its use. This finding is likely related to the 2005 

FDA black box warning [39] added to the contraceptive patch prescribing information 

regarding concerns about higher levels of estrogen with the patch compared to combined 

oral contraceptives.

More broadly, our quantitative data showed that while counseling about the ring occurred 

more frequently than the patch, this was still much less common than combined oral 

contraceptives. This pattern of counseling resulted in many women, and particularly those 

with a pre-visit preference for combined oral contraceptives, not hearing about all their 

method options. While patient-centered counseling does not necessarily require reviewing 

all methods, the differential discussion of the different CHC methods, with patch and the 

ring being less commonly mentioned, raises the question of whether women are being 

adequately counseled about these newer methods. This is particularly relevant for women 

with a preference for a CHC method, as their expressed interest in an estrogen-containing 

method may indicate interest in other methods with similar characteristics and side effect 

profiles. Our qualitative data suggests that in fact there were missed opportunities for 

counseling about additional methods, as women who had a preference for a method who did 

receive more comprehensive counseling often indicated that they had not previously known 

about their options. These findings suggest that the percentage of women who left with their 

initially preferred method would potentially be lower if patients in fact received more 

comprehensive counseling, and that this may particularly be true of those with a preference 

for the combined oral contraceptive pill.

Among patients who chose a CHC method, providers often failed to discuss the methods’ 

side effects. These results are consistent with another study that assessed the content of US 

contraceptive counseling, with a focus on intrauterine contraception [32]. As counseling 

about side effects has been associated with improved contraceptive use including 

continuation [15–17], this represents a lost opportunity to support patients’ contraceptive 

use. In addition, providers often failed to provide counseling to facilitate patients’ successful 

method use, such as providing information about correct use and making a plan for refills. 

This inadequate information may negatively affect both adherence and continuation of the 

chosen method [40].
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This study has several limitations. Because we audio recorded the clinical interaction, 

providers may have experienced a Hawthorne effect and modified their counseling approach. 

However, this would be expected to improve the quality of counseling compared to usual 

care. Given that all clinics were in a geographically limited urban setting with access to all 

contraceptive methods, generalizability to other populations may be affected, although, 

again, this would likely result in more comprehensive counseling in this sample given that 

providers in the San Francisco Bay Area may have greater access to reproductive health 

training and education due to relatively high levels of funding for family planning programs 

in California [41] and the presence of a robust family planning community. In addition, the 

fact that this data were collected between 2009 and 2012 raises the question of whether 

counseling content may have changed since this time. However, as no new CHC methods 

have been introduced, we do not consider this to be very likely, although nationwide there 

has been a shift towards promotion of long-active methods such as the intrauterine device or 

contraceptive implant. Finally, our findings reflect communication initiated by either the 

provider or the patient, and therefore may overestimate the quality of counseling provided in 

settings where patients are less engaged or communicative in the clinical encounter.

Overall, the observed gaps in counseling suggest that family planning patients may not 

receive counseling about their full range of methods and may fail to receive the information 

and support they need to optimize their contraceptive use once they select a method. 

Reasons for these findings are likely multifactorial, including lack of time, lack of training, 

and, with respect to mention of specific methods, assumptions about patient interest in these 

methods. To improve contraception counseling, clinicians should consider using technology 

such as decision aids or computer modules during the clinical visit [42–46], which can 

increase the standardization and comprehensiveness of counseling, and training in patient 

counseling [12, 14, 47–51] targeted towards identified deficiencies. By improving the 

provision of patient-centered, comprehensive contraceptive counseling, women can be better 

supported to make informed decisions about their reproductive health and to achieve their 

reproductive goals.
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Implications:

Short acting hormonal contraception is widely used, but counseling for these methods 

often neglects key features. Comprehensive counseling about all methods and their 

individual features can improve contraceptive selection and use.
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Table 1.

Characteristics of patient participants and method chosen, by method preference before visit (n=342)

Total N (% total 
population)

Preference for 
Pill N (%)

Preference for 
Patch N (%)

Preference for 
Ring N (%)

Preference for 

non-CHC
a
 N 

(%)

No preference N 
(%)

342 (100) 113 (33) 11 (3) 28 (8) 127 (37) 63 (18)

Mean age 
(years, SD)

27 (7) 26 (7) 28 (9) 27 (7) 28 (7) 27 (6)

Parous 112 (33) 25 (22)* 7 (64)* 8 (29)* 49 (39)* 23 (37)*

Race/ethnicity

 White 158 (46) 53 (47) 4 (36) 11 (39) 62 (49) 28 (44)

 African 
American

98 (29) 30 (27) 6 (55) 9 (32) 34 (27) 19 (30)

 Latina 86 (25) 30 (27) 1(9) 8 (29) 31 (24) 16 (25)

Education

 <High school 91 (27) 32 (28) 3 (27) 3 (11) 41 (32) 12 (19)

 Some college 130 (38) 41 (37) 4 (36) 15 (54) 38 (30) 31 (49)

 College grad 121 (35) 39 (35) 4 (36) 10 (36) 48 (38) 20 (32)

Parental education

 <High school 126 (37) 40 (35) 3 (27) 13 (46) 48 (38) 22 (35)

 Some college 87 (26) 35 (31) 6 (55) 2 (7) 28 (22) 16 (25)

 College grad 128 (38) 38 (34) 2 (18) 13 (46) 50 (40) 25 (40)

Income in % FPL

 <100 145 (42) 42 (37) 8 (73) 9 (32) 58 (46) 28 (44)

 101–200 71 (21) 24 (21) 2 (18) 5 (18) 25 (20) 15 (24)

 >200 126 (37) 47 (42) 1 (9) 14 (50) 44 (35) 20 (32)

Method chosen
b,c,d

 Pill 119 (35) 88 (78)*** 4 (36)*** 2 (7)*** 12 (10)*** 13 (21)***

 Ring 47 (14) 5 (4)*** 0 21 (75)*** 12 (10)*** 9 (14)***

 Patch 7 (2) 0 1 (9)** 0 1 (1)** 5(8)**

 non-CHC 
method

166 (49) 20 (18)*** 6 (55)*** 5 (18)*** 101 (80)*** 34 (54)***

*
p<0.05

**
p<0.01

***
p<0.001 (Reference group: preference for pill)

a
Includes IUD, implant, injectable contraception (DMPA), condoms, other (sterilization, diaphragm, cervical cap)

b
Sample of 341 due to missing post-visit data from one participant

c
Test of significance using chi-square for choosing each method vs. choosing any other method, by preference

c
Total does not equal to 100 due to method choices not listed

Abbreviations: FPL (federal poverty level)
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Table 2:

Methods included in counseling, by pre-visit method preference (n=342)

Method preference (N, %)

Total Pill Patch Ring non-CHC None P-value

342 (100) 113 (33) 11 (3) 28 (8) 127 (37) 63 (18)

Method mentioned*

Pill 310 (91) 112 (99) 10 (91) 26 (93) 103 (81) 59 (94) <0.001

Patch 157 (46) 47 (42) 9 (82) 15 (54) 48 (38) 38 (63) <0.01

Ring 206 (60) 65 (58) 8 (73) 26 (93) 62 (49) 45 (71) <0.001

Number of CHC methods 
mentioned**

No CHC method 27 (8) 1 (1) 1 (4) 1 (9) 22 (17) 2 (3) <0.001

1 CHC method 95 (28) 40 (35) 1 (9) 2 (7) 39 (31) 13 (21) <0.001

2 CHC methods 82 (24) 32 (28) 1 (9) 10 (36) 24 (19) 15 (24) <0.001

3 CHC methods 138 (40) 40 (35) 8 (73) 15 (54) 42 (33) 33 (52) <0.01

*
Test of significance in each preference group using Fisher’s exact test for having each method mentioned vs. not having each method mentioned

**
Test of significance in each preference group using Fisher’s exact test for having each number of methods mentioned vs. any other number of 

methods mentioned
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Table 3.

Counseling about side effects with the chosen methods, by CHC method chosen at visit (n=173)

Total (N,%) Chose Pill (N,%) Chose Patch (N,%) Chose Ring (N,%)

Total (N, % of population choosing CHC method) 173 (100) 119 (69) 7 (4) 47 (27)

Mentioned by provider or patient during visit...?
a

 Side effects

  Spotting/irregular bleeding 58 (35) 46 (39) 2 (29) 10 (21)

  Nausea 33 (24) 28 (24) 1 (14) 4 (9)

  Breast changes (tenderness, swelling) 25 (16) 17 (14) 3 (43)* 5 (11)

  Mood changes/depression 40 (22) 32 (27) 1 (14) 7 (15)*

  Weight gain 15 (9) 13 (11) 1 (14) 1 (2)*

  Application site skin irritation b b 4 (57) b

 Benefits of method use

  Lighter/less painful periods 41 (35) 25 (21) 4 (57) 12 (26)

  Regular periods 26 (17) 13 (11) 3 (43)* 10 (21)*

  Decreased acne 35 (21) 29 (24) 0 6 (13)

*
p<0.05, test of significance using Fisher’s exact test for having each side effect mentioned for a particular method chosen vs. having each side 

effect mentioned in patients who chose pills

a
Add up to >100 due to non-mutually exclusive incidence

b
Not applicable
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Table 4.

Counseling on logistics of use, by CHC method chosen after visit (n=173)

Total (N, %) Chose Pill (N, %) Chose Patch (N, 
%)

Chose Ring (N, 
%)

Total (N, % of population choosing CHC method) 

Mentioned by provider or patient during visit...? 
a

173 (100) 119 (69) 7 (4) 47 (27)

 Patient’s ability to use method correctly 127(73) 77 (65) 6 (86) 23 (49)

 Importance of starting hormones on time after hormone-
free week

27 (16) 16 (13) 2 (29) 9 (19)

 What to do if dose missed 50 (29) 40 (34) 1 (14) 9 (19)*

 Need for backup use due to lag in efficacy after initiation 92 (53) 62 (52) 3 (43) 27 (57)

 Plan for follow-up or refills 150 (87) 102 (86) 5 (71) 43 (91)

 What to do if dissatisfied with method 114 (66) 79 (66) 5 (71) 30 (64)

 What to do if patch falls off b b 2 (29) b

 What to do if ring falls out b b b 17 (36)

 Extending ring use past 28 days b b b 15 (32)

 Continuous cycling b b b 14 (30)

 Discussion of partner feeling ring b b b 25 (53)

*
p<0.05, test of significance using Fisher’s exact test for having each logistic of use topic mentioned for a particular method chosen vs. having each 

logistic of use topic mentioned in patients who chose pills

a
Add up to >100 due to non-mutually exclusive incidence

b
Not applicable
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