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Abstract

Purpose: Adolescents have limited access to sexual healthcare services, and the Emergency
Department (ED) may be the only place some will seek care. We implemented an ED-based
contraception counseling intervention to assess intervention feasibility, and adolescent intention to
initiate contraception, contraception initiation, and follow-up visit completion.

Methods: This prospective cohort study trained advanced practice providers in the EDs of two
pediatric urban academic medical centers to deliver brief contraception counseling. A convenience
sample of patients enrolled from 2019 to 2021 included females aged 15-18 not pregnant/desiring
pregnancy and or using hormonal contraception/an intrauterine device. Participants completed
surveys to assess demographics and intention to initiate contraception (yes/no). Sessions were
audiotaped and reviewed for fidelity. We ascertained contraception initiation and follow-up visit
completion via medical record review and participant survey at 8 weeks.

Results: 27 APPs were trained, and 96 adolescents were counseled/responded to surveys (mean
age 16.7 years; 19% non-Hispanic White, 56% non-Hispanic Black; 18% Hispanic). Mean
counseling duration was 12 minutes and >90% of reviewed sessions maintained fidelity to content/
style. Most partcipants (61%) reported intention to initiate contraception, and these participants
were older and more likely to report prior contraceptive use, compared to those without intention.
One-third (33%) initiated contraception in the ED or after the follow-up visit.
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Discussion: Contraceptive counseling was feasible to integrate in the ED visit. Intention to
initiate contraception was common and many adolescents initiated contraception. Future work
should increase the pool of trained providers and supports for same-day contraception initiation
for those desiring in this novel setting.

Keywords
Emergency Department; Contraception; Counseling

Unintended adolescent pregnancy is a major public health problem in the United States
(US) [1, 2]. Although adolescent pregnancy rates in the US are at record lows, they remain
among the highest among industrialized countries [3]. While the decline has largely been
due to increased contraceptive use [4-6], the majority of adolescent pregnancies are due

to lack of, inconsistent or incorrect contraceptive use [7, 8]. One approach to increase
contraceptive access among adolescents is to utilize non-traditional settings, such as the
Emergency Department (ED) to reach those with limited access to care [9-11]. Adolescents
in the ED frequently report recent unprotected sexual intercourse as well as intention to
avoid pregnancy, increasing their risk for unintended pregnancy [11-13]. Furthermore, there
is growing support for providing sexual and reproductive healthcare (SRH) services in the
ED [14-18]. As threats to SRH access increase, providing appropriate care in a variety of
settings becomes even more crucial as we seek to protect the health and well-being of our
adolescent patients [19, 20].

Therefore, the ED provides a vital potential window of opportunity to improve contraception
access for adolescents who may not be reached through other clinical settings. While

several studies have investigated the feasibility [21] and acceptability of providing ED-based
SRH services, these have been primarily single-center studies investigating adolescent
preferences for theoretical services [22—-25]. Additionally, most of these studies focused

on SRH services other than pregnancy prevention [26—29], thus an important gap remains
regarding the optimal delivery of ED-based contraceptive counseling services to maximize
patient-centered SRH.

However, providing preventive health care in the ED setting is complex due to the fast-paced
nature of the environment as well as the potential for significant time constraints. Therefore,
identifying an appropriate person or group of people to provide these services can be
challenging. In many EDs, advanced practice providers (APPs — Nurse Practitioners and
Physician Assistants) are a consistent and motivated part of the workforce, caring for
patients primarily and/or under the supervision of an attending physician. These providers
commonly staff the ED for 16 hours per day, and at times 24 hours per day, depending on
the setting. Given their educational background and the fact that APPs generally face fewer
time constraints or competing demands than their emergency medicine physician colleagues,
we felt this group held great potential to train for a contraception counseling program.

The primary objective of this study was to assess intention to initiate contraception among
adolescents who received contraceptive counseling from a trained ED APP. Additional
objectives included assessing feasibility and acceptability of the counseling intervention,
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completion of a contraception-related referral visit and initiation of contraception within 8
weeks of the ED visit.

We conducted a prospective cohort study of female (biologically) patients ages 15-18
years old (inclusive) presenting to the ED of two urban, free-standing pediatric hospitals in
geographically distinct regions of the US, with up to 170,000 visits annually (combined;
100K at site 1, 70K at site 2). At least one APP is typically working in each ED

between 7am and midnight, with up to six APPs working in various teams at a given time,
depending on scheduling algorithms and patient volume. At both sites, APPs provide care
independently to less acutely ill patients and provide care under the supervision of attending
physicians for more complex or seriously ill or injured patients. The study protocol was
approved by the lead site’s Institutional Review Board, with a cooperative agreement with
the second site. A Data Safety Monitoring Board (DSMB) was convened, comprised of
experts in adolescent SRH not affiliated with this project or the involved institutions. The
DSMB met on an ad hoc basis to monitor participant safety and study progress.

Advanced Practice Providers were eligible to train to deliver contraceptive counseling if they
worked in the ED for at least 6 months, with no exclusion criteria. APPs were recruited
through email and word of mouth and provided informed consent for participation during
counseling training. We used an “opt-in” strategy for recruiting APPs at both sites.

Adolescent participants were eligible for inclusion if they were females (biologically)
between the ages of 15 and 18 years (inclusive); if they were noted to be at risk of
unintended pregnancy (defined as reporting heterosexual sex within the last 6 months

or likely future sexual activity, did not desire pregnancy (as determined through routine

care by either the ED clinician or the study APP), were not currently using hormonal
contraception/copper intrauterine device); and were proficient in reading and speaking
English. Participants were excluded if they were pregnant; presented after a sexual assault;
had a developmental delay limiting participation; or were deemed too ill to participate by the
treating team.

Adolescent recruitment occurred through two approaches. First, APPs identified potentially
eligible adolescents through regular ED patient care and contacted the research team for
further eligibility assessment and consent procedures. Second, trained research assistants
(RAS) identified potentially eligible adolescents using computerized ED tracking boards,
which log patient visit information in real time, and the electronic medical record (EMR),
when trained APPs were working in the ED; in these cases, the RA approached the provider
caring for the adolescent to confirm that a confidential history had been obtained that
included a sexual history. Once a potential subject was identified, an RA confirmed whether
the patient met inclusion criteria; if the adolescent was interested in participating and an
APP was available to counsel, the RA obtained written consent or assent and HIPAA
authorization. Subjects who were 18 years old provided consent and HIPAA authorization
for their own participation. For minors, a waiver of parental permission and waiver of

J Adolesc Health. Author manuscript; available in PMC 2024 July 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Mollen et al. Page 5

HIPAA authorization were granted, and the minor provided assent for her own participation.
Participants were given the option of having their parent or legal guardian involved in the
consent process, if desired. If a participating minor’s caregiver was present in the ED,

we followed our established practice to share a general overview of the study with the
adolescent while the parent was in the room. Then we asked to speak alone with the
adolescent so they could decide if they wanted to participate and if they wanted their
caregiver involved. If we were unable to speak privately with the adolescent, they were not
enrolled in the study. In addition, caregivers could choose to opt the adolescent out of the
study prior to assent procedures. All counseling sessions took place in private unless the
participant explicitly requested that a parent be present. Participants received $20 for the
initial ED visit and $20 for completing the 8-week follow-up survey.

Counseling Intervention

We created a counseling intervention to incorporate evidence-based contraceptive care into
the pediatric ED setting [30, 31] (Expanding Contraception Access for Teens, eCAT)

by convening a group of pediatric emergency medicine physicians and adolescent SRH
experts from the two study sites and one additional site. This group developed training
learning objectives, based on contraceptive counseling interventions successfully utilized
in other settings [32, 33]. Details about the training are published separately [34]. In
summary, the counseling focused on a tiered-effectiveness approach to patient-centered
contraceptive services and aimed to assess participants’ knowledge and preferences about
methods, personal motivations, and environmental factors affecting contraceptive choice.
The counseling included an overview of contraception options and counseling best practices
[35-40], and utilized Jaccard’s framework for understanding contraceptive choices [18].

Counseling Training and Implementation

As mentioned above, a detailed description of the training is published elsewhere [34]. In
brief, experts in adolescent SRH at each site trained APPs to employ a patient-centered
approach that included a semi-structured clinical interview to determine factors influencing
contraceptive choice, and review contraceptive options, and their risks and benefits.
Interviews used open-ended questions and reflective listening to enhance focus on patient
preferences and autonomy.

The training consisted of two 4-hour units: a self-paced webinar and an in-person interactive
session. The webinar covered understanding adolescent pregnancy and the ED as the
intervention site; the psychology of contraceptive choices; contraceptive options, including
indications, contraindications, and side effects; and patient-centered counseling techniques,
including teach-back methods. The in-person session reviewed study objectives and
logistics, components of high-quality counseling, and included mock counseling scenarios
with APPs as patients and adolescent medicine expert physicians providing feedback. APPs
were paid their hourly rate for the training time. Weekly study-team emails were sent
including a “Tip of the Week” enabling ongoing education and reinforcing key training
components, and several optional drop-in question and answer sessions occurred throughout
the study. Finally, a resource manual including information about contraceptive options,

a counseling roadmap, and other pertinent information was available for APP use in real
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time. These materials allowed the APPs to use visual aids in addition to verbally sharing
information about contraception and were publicly available [35, 36].

As part of counseling, all interested adolescents were referred to an appropriate site (based
on patient preference) for additional counseling, contraception initiation, or follow-up

on contraceptive initiation, as applicable. APPs were trained in prescribing contraceptive
medications and were able to incorporate prescribing when aligned with patient preference
and within the individual APP’s comfort in prescribing. In these cases, those interested in
starting contraception during the visit (oral pills, patch, vaginal ring [both sites], or hormonal
injection [one site only]) received the medication or a prescription before their ED visit was
completed.

Data Collection

Prior to counseling, participants completed a brief questionnaire to ascertain demographic
information, sexual and contraception history (Appendices A-B). Reporting race and
ethnicity in this study was mandated by the US National Institutes of Health, consistent
with the Inclusion of Women, Minorities, and Children policy. Race and ethnicity were
based on the participants’ report. Trained APPs then provided the confidential counseling
session. Intention to initiate contraception was assessed through a post-counseling survey
question, “are you interested in starting a type of birth control; yes/no” (Appendix C).
Those answering “yes” were categorized as having “high intention” to initiate contraception.
To assess acceptability, after counseling participants responded to a 4-question survey
about their learning about side effects, satisfaction with counseling, and understanding of
information using 5-point Likert-scale (Appendix D). Each response was dichotomized by
grouping strongly disagree/disagree/neutral vs. agree/strongly agree, and we dichotomized
each participant into “agree with 0-3 items” v. “agree with all 4 items.” The APP providing
counseling also completed a brief questionnaire including questions about counseling ease
and timing (Appendix E).

To assess completion of a contraception-related referral visit and the proportion who
ultimately initiated contraception within 8 weeks, all participants were contacted by text
message 8 weeks after the ED visit to complete a follow-up survey. If the participant did not
respond, up to three follow-up texts/phone calls were attempted. In addition, we reviewed
the EMR to determine contraception prescription or administration at the index visit and/or
for participants seen for follow-up at hospital-affiliated clinics. Data obtained from survey
or EMR review were included in outcome measurement. All consent forms, data collection
and text messaging were managed through the Research Electronic Data Capture (REDCap,
©Vanderbilt University).

All counseling sessions were audiotaped to allow for monitoring for fidelity to intervention
content, as one measure of feasibility. After each APP’s first counseling session, a study
team member with expertise in adolescent health reviewed the audiotape using a 17-item
standardized assessment form, based on methods utilized in the CHOICE project [32,

33]. The assessment included items such as using open-ended questions, explaining the
limits of confidentiality, using a tiered-effectiveness approach to contraception choice,
providing medically accurate information, and utilizing teach-back (Appendix F). The APP
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received constructive feedback and needed to demonstrate fidelity to the counseling prior to
performing additional counseling. A second counseling session by an APP was reviewed if
the feedback from the first session indicated this was necessary. During the study period, a
convenience sample of additional recorded sessions was reviewed to assess ongoing fidelity
to counseling procedures, with the goal of reviewing one half of the sessions. As part

of the sampling strategy, we aimed to review additional sessions from the full cohort of
participating APPs.

Data Analysis

Results

The primary outcome was the reported intention to initiate contraception. Additionally,
feasibility was assessed by measuring counseling session duration and assessing fidelity to
the counseling principles; acceptability was assessed through analysis of both the adolescent
acceptability and APP feasibility surveys (questions about ease of delivery and time to
deliver). Additional outcomes included the completing a contraception related referral visit
and contraception initiation as assessed through EMR review and/or follow-up survey data.

Baseline and demographic characteristics were summarized by standard descriptive
summaries. Participant demographics and behaviors were compared between those intending
and not intending to initiate contraception using chi-square test and t-test. We used
univariate logistic regression models first to identify associated behaviors with the intention
to initiate contraception. Due to multicollinearity and clinical relevance, we then conducted
bivariate logistic regression analyses after adjusting for participant race and age. We
conducted all statistical analyses using Stata version 16 (StataCorp, College Station, TX).

Participant Demographics

A total of 159 eligible adolescents were approached for enrollment from November 2019
until February 2021, with a brief pause in enrollment due to the onset of the COVID 19
pandemic; of these, 108 consented to participate (Figure 1). None refused to participate
specifically because of the audiotaping of the session. Nine were withdrawn from the study
due to ineligibility or inability to provide counseling, leaving 99 total participants (54 at site
1, 45 at site 2). Of these, 29 included their parent or caregiver in the counseling session. A
total of 96/99 participants responded to the primary outcome question and comprised our
final sample. Demographic data and sexual history information are noted in Table 1. Across
the two sites, 44 APPs were eligible for inclusion at the start of the study (24 at site 1, 20 at
site 2); of these, we trained 27 (16 at site 1, 11 at site 2).

Counseling Feasibility

Of the providers who were trained, 14 providers at site 1 and nine providers at site 2
conducted one or more sessions during the study period. The mean number of counseling
sessions per individual provider was four at site 1 (range 0-6) and five at site 2 (range 0-10),
and counseling lasted a mean of 12 minutes (range 5 to 29 minutes).
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The audiotapes of 50 sessions (52%) were reviewed for fidelity to counseling content and
style. Nearly all reviewed sessions included an overview of the risks, benefits and side
effects profiles of the various contraceptive methods (98%, n=49). Further, most sessions
were noted to include a tiered-effectiveness approach to prioritize the most effective methods
(92%, n=46); nearly all APPs asked open-ended questions (96%, n=48); and most used
teach-back methods (76%, n=38) in their counseling. APPs discussed confidentiality (96%,
n=48) and personal goals of the adolescent (96%, n=48), and also used shared decision-
making to establish a contraceptive plan (92%, n=46).

Intention, follow-up and contraception initiation

Most of the participants (59/96, 61%) reported intention to initiate contraception (“high
intention”). Compared with those not reporting intention to initiate contraception (“low
intention”), those with high intention were slightly older (16.9 years v. 16.4 years), reported
2 or more sex partners, and were more likely to report prior birth control use. A total

of 32 participants (33%) initiated contraception either during the ED or follow-up visit,
including two who reported no prior sexual activity. Five received an injectable hormonal
contraceptive and 11 were provided prescriptions for oral contraceptives during their ED
visit. Thirty-five participants (36%) completed a contraception-related referral visit within 8
weeks of their ED visit. Forty-five additional participants completed the follow-up survey or
were reached by phone for follow-up; sixteen were not reached and were grouped in the “no
follow-up visit” category. Participants who indicated high intention to start contraception
were significantly more likely to initiate contraception and complete a contraception-related
referral visit (Table 2).

After adjusting for race and age, adolescents had a higher odds of high intention to initiate
contraception if they reported two or more sex partners (OR 4.3, 95% CI 1.1, 16.5); had
previously used birth control (OR 3.9, 95% CI 1.3-11.3); and agreed to all four items on

the counseling acceptability survey (OR 4.2, 95% CI 1.2-14.4). The odds of completing a
contraception-referral visit were increased only in the group reporting intention to initiate
contraception (OR 3.9, 95% CI 1.4-11.3). Finally, the odds of intention were not impacted
by report of prior emergency contraception use. Reporting high intention was the only factor
associated with increased odds of initiating contraception (OR 4.5, 95% CI 1.5-3.7) (Table
3).

Counseling Acceptability

APPs reported that counseling was easy to deliver (n=24; 90%) and they had sufficient time
(n=23; 85%) to provide the counseling. Most adolescents (n=89; 90%) reported satisfaction
with the counseling session. While responses to the individual acceptability questions did
not differ between high and low intention groups, adolescents in the high intention group
were significantly more likely to respond positively to all four items on the acceptability
survey (Table 4).
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Discussion

Our ED-based study assessed the intention to initiate contraception among adolescents who
received contraceptive counseling from a trained ED provider. A majority of counseled
adolescents expressed intention to initiate contraception after the session. In addition, we
demonstrated the feasibility of training APPs in contraceptive counseling, with a focus on
patient-centered care, confidentiality, and a tiered-effectiveness approach to contraceptive
counseling based on recommended best practices at the time of the study [37-41]. Once
trained, the APPs were able to implement the counseling during the ED visit for interested
adolescents in a succinct manner, typically requiring only 10-15 minutes of time. APPs
were trained to identify appropriate patients during their shifts, without constraints limited to
specific chief complaints, allowing for a broad reach of the intervention.

Of note, while the participants with the highest risk of pregnancy (those who were sexually
active with more than one partner and those with a prior use of hormonal contraception)
were the most likely to express interest in initiating contraception, almost one-fifth of

study adolescents reported they were not yet sexually active. This finding is critical when
designing interventions to improve reproductive health outcomes among adolescents. Future
studies should include adolescents before they report being sexually active to maximize

the intervention’s impact, which aligns with the American College of Obstetrics and
Gynecology recommendation [31] that “contraceptive counseling conversations should take
place before [adolescents] are sexually active.”

Perhaps unsurprisingly, most participants did not complete a follow-up visit even though
the majority of adolescents expressed intention to initiate contraception after the counseling.
Similar results were reported from a recent intervention to improve access to long-acting
reversible contraceptives for adolescents in the ED [42]. Side effects and safety concerns,
uncertainty about the future / pregnancy desire, ambivalence, peer and family influences,
contraception experience, and method knowledge, myths and misinformation have been
identified as barriers to contraception use among adolescents and young women [43-47].
While our counseling intervention was designed to mitigate many of these concerns, there
is opportunity to further refine the content to improve follow-up visit rates. Additionally,
our findings suggest that incorporating a same-day start for contraception or contraceptive
referral options for patients may improve contraception initiation rates; however a “one size
fits all” approach is not likely to be successful in the ED setting. More work is needed

to continue to understand the barriers to contraceptive initiation to allow for intervention
tailoring.

The strengths of our project include designing and implementing a counseling strategy that
was grounded by theory and based on already-studied interventions adapted to the ED
setting [22-25]. In addition, our study builds on prior work by including more than one
site, which provided important geographic diversity, and including the intervention as part
of routine clinical care, allowing for the potential to scale up the intervention at our own
sites as well as in other EDs. Another strength of our study was the robust plan to ensure
fidelity to the counseling principles and content. Finally, while many of our trained APPs
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had no prior experience with contraceptive counseling, we found high acceptability of the
intervention as well as fidelity to the counseling among the trained group.

There are several limitations to this study. First, both study sites are academic centers

in urban settings, potentially limiting generalizability. Future studies should implement a
similar intervention in other settings, such as rural or suburban areas, to see if this approach
produces a similar result. Future studies could employ our intervention with different types
of providers, such as registered nurses, or physicians in training. Additionally, the training
was time-intensive, and because counseling encounters were rare for an individual provider,
we provided ongoing support; the time needed to ensure comfort and competency with the
counseling could inhibit implementation in other settings. Despite this concern, we believe
this training can be reproduced elsewhere given that much of the training was online and the
remainder could be completed during regularly scheduled educational sessions. The APPs
reported feeling comfortable with the counseling [34] and frequently used point-of-care
materials such as the resource binder and counseling roadmap. While the mean time of
counseling was only 12 minutes, this time could impact patient flow through the ED and
there is the potential that the number of patients seen by an APP on a given shift could
decrease. Given that counseling can occur while patients are waiting for test results or
other reassessments, and that only one or two patients per shift would be appropriate

for counseling, we believe the impact on these metrics is likely minimal or negligible.
Furthermore, the number of patients presenting for care during the study period varied
considerably, from very many to very few, due to the COVID-19 pandemic. It is possible
that our enrollment and counseling implementation was affected by this variation, although
we did not match counseling data to daily ED census data.

Next, there were some participants that were not reached for follow-up data collection who
may have sought care outside of our health systems. However, we expect that this would
be a rare occurrence for adolescents in our communities, as comprehensive reproductive
care opportunities for adolescents are limited. Additionally, contraception counseling best
practice has recently moved away from using a tiered-effectiveness approach in favor of
approaches that focus on individual values, experience, and needs [48-50]. Counseling
approaches that consider individual perspective and adolescent needs during counseling
may help reduce barriers to contraception use [48-52]. The counseling should be revised
to reflect this shift. Lastly, this study took place during the COVID-19 pandemic which
presented challenges in recruitment and data collection. However, pandemic-related changes
in care could address some of these challenges, such as leveraging telehealth platforms to
provide counseling services in the ED setting. Future studies may explore how best to use
technology/media to improve our existing counseling intervention [42,53]

Conclusion

This is one of the first studies to assess contraception counseling and initiation among
adolescents in the ED. We found that training providers is feasible, increases access to

care and can facilitate contraception initiation for interested adolescents. Our training was
developed using evidence-based, theory-driven principles specifically tailored to adolescents
in the ED. Adolescents found counseling to be a useful adjunct to the ED visit, and many
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reported intention to initiate contraception after counseling. Future work should focus on
increasing the pool of trained counseling providers, as well as on considering same-day
initiation of contraception, when appropriate.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Implications and contributions:

Increased access to contraceptive services for adolescents is needed to improve
adolescent health. This study shows that it is feasible to train Advanced Practice
Providers to deliver brief contraception counseling to adolescents during the Emergency
Department visit. Intention to initiate contraception was common and one third of
adolescents initiated contraception.
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Figure 1.
Screening Consort Flow Diagram
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Participant Demographics (n=96)

Characteristic N (%)
Age in years, Mean (SD) 16.7 (1.0)
Race/ethnicity, %

Non-Hispanic white 18 (19)

Non-Hispanic black 54 (56)

Hispanic 17 (18)

Non-Hispanic other/mixed 6 (6)

No response 1(1)
Education, %

Completed high school 22 (23)

Not completed high school 73 (76)

No response 1(1)
History of pregnancy, %

No 83 (87)

Yes 3(3)

No response 10 (10)
Number of sex partners, %

0 17 (18)

1 22 (23)

2+ 50 (52)

No response 7(7)
Previous emergency contraception use, %

No 78 (81)

Yes 18 (19)
Previous birth control use, %

Never 26 (27)

Ever 70 (73)

a . . - . R
Included birth control pills, condom, injection, contraceptive patch and contraceptive ring.

J Adolesc Health. Author manuscript; available in PMC 2024 July 01.

Table 1.

Page 17



Mollen et al. Page 18

Table 2.

Association of Intention to Initiate Contraception with Participant Demographics, Referral Completion, and
Contraceptive Initiation Characteristic

1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuep Joyiny

Low Intention (N=37) N (%) | High Intention(N=59) N (%) | P-value
Age in years, Mean (SD) 16.4 (1.0) 16.9 (1.0) 0.03
Race/ethnicity 0.10
Hispanic 11 (65) 6 (35)
Non-Hispanic black 16 (30) 38 (70)
Non-Hispanic other/mixed 3 (50) 3 (50)
Non-Hispanic white 7(39) 11 (61)
No response 0 (0) 1(100)
Education 0.14
Completed high school 5(23) 17 (77)
Not completed high school 32 (44) 41 (56)
No response 0 (0) 1(100)
History of pregnancy 0.09
No 29 (35) 54 (65)
Yes 1(33) 2(67)
No response 7 (70) 3(30)
Number of sex partners 0.002
0 10 (59) 7 (41)
1 13 (59) 9 (41)
2+ 10 (20) 40 (80)
No response 4 (51) 3(43)
Previous emergency contraception use 0.11
No 33 (42) 45 (58)
Yes 4(22) 14 (78)
Previous birth control use, 0.004
None 16 (62) 10 (38)
Yes, any type 21 (30) 49 (70)
Contraception initiated or prescribed at ED or referral visit, 0.004
No 31 (48) 33 (52)
Yes 6 (19) 26 (81)
Completed a contraceptive referral visit by 8 weeks after
counseling 0.004
Not completed 30 (49) 31 (51)
Completed 7 (20) 28 (80)

T-test and chi-square tests. Row percent was presented.

a . : S . -
Included birth control pills, condom, injection, contraceptive patch and contraceptive ring.
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Table 3.

Associated Factors in the Odds of Initial Intention, Completion of a Contraception Related Visit and
Contraception Initiation (n=96)

OR (95% Cl)

Characteristic High intention to initiate Contraception-referral visit | Contraception initiation
contraception

Number of sex partners

0 (reference)
1 0.7 (0.2-3.0) 0.8 (0.2-3.3) 0.7 (0.2-3.1)
2+ 4.3(1.1-16.5) 2.5(0.7-9.4) 1.9 (0.5-7.4)

Previous emergency contraception use

No (reference)

Yes 3.5(0.7-18.2) 0.7 (0.2-2.4) 0.6 (0.2-2.3)

Previous birth control use?

Never (reference)

Ever 3.9 (1.3-11.3) 2.6 (0.8-7.8) 2.0 (0.7-6.0)

Patient acceptability

Agree to 0-3 items (reference)

Agree to 4 items 4.2 (1.2-14.4) 2.7 (0.7-10.6) 2.5 (0.6-9.6)

Intention to initiate contraceptive

Low (reference)

High . 3.9 (1.4-11.3) 45 (15-13.7)

Bivariate logistic regression model after adjusting for race and age and excluding no responses.

a . . S . R
Included birth control pills, condom, injection, contraceptive patch and contraceptive ring.
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Table 4.

Comparing the Level of Counseling Acceptance by Intention to Initiate Contraception (n=96)

Total N | Low intention (N=37) | High intention (N =59) | P-value

Learned about side effects, % 0.16
Neutral/disagree 7 71 29
Agree 87 36 64
No response 2 50 50

Would recommend birth control, % 0.06
Neutral/disagree 6 83 17
Agree 88 35 65
No response 2 50 50

Was satisfied with the counseling, % 0.13
Neutral/disagree 5 80 20
Agree 89 36 64
No response 2 50 50

Found the information easy to understand, % 0.50
Neutral/disagree 9 55.6 44
Agree 85 37 64
No response 2 50 50

Overall acceptability, % 0.04
Agree to 0-3 items of above 15 67 33
Agree to 4 items of above 79 33 67
No response 2 50 50

Chi-square tests
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