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Abstract

Improving the quality of contraceptive counseling is one strategy to prevent unintended 

pregnancy. We identify aspects of relational and task-oriented communication in family planning 

care that can assist providers in meeting their patients’ needs. Approaches to optimizing women's 

experiences of contraceptive counseling include working to develop a close, trusting relationship 

with patients and using a shared decision-making approach that focuses on eliciting and 

responding to patient preferences. Providing counseling about side effects and using strategies to 

promote contraceptive continuation and adherence can also help optimize women's use of 

contraception.
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Introduction

Over the past several decades, the proportion of pregnancies in the United States (US) that 

are unintended has remained stubbornly high at approximately 50%.1 This high frequency of 

unintended pregnancy in the US places a heavy burden on women, their families, and the 

health care system.2,3 Unintended pregnancy is disproportionately experienced by women 

from racial and ethnic minority groups and women of lower socioeconomic status (SES),1 

which can contribute to the cycle of disadvantage among vulnerable populations.

Correspondence: Christine Dehlendorf, MD MAS Associate Professor in Residence Departments of Family & Community Medicine, 
Obstetrics, Gynecology & Reproductive Sciences, and Epidemiology & Biostatistics (415) 206-8712 (ph) (415) 206-8987 (fax) 
cdehlendorf@fcm.ucsf.edu. 

NIH Public Access
Author Manuscript
Clin Obstet Gynecol. Author manuscript; available in PMC 2015 December 01.

Published in final edited form as:
Clin Obstet Gynecol. 2014 December ; 57(4): 659–673. doi:10.1097/GRF.0000000000000059.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



Nonuse of contraceptive methods, use of less effective methods, and incorrect and 

inconsistent use of methods underlie the high frequency of unintended pregnancy.4,5,6 In 

addition, racial and ethnic differences in contraceptive use contribute to disparities in 

unintended pregnancy.6,7 While use of contraception is influenced by a complex set of 

factors, including access to medical care and the influence of social networks,8 providers 

have the potential to positively influence women's ability to use contraception during health 

care visits, especially as all non-barrier methods of contraception require either a 

prescription or a medical procedure. Optimizing this counseling is one approach to helping 

women of all race/ethnicities and socioeconomic strata to improve their ability to plan 

pregnancies.

In this review we present what is known about contraceptive counseling, including how it is 

performed and what is known about what works, and doesn't work, in this area of health 

communication. We will draw on literature from other areas of health communication to 

inform this discussion, while acknowledging the unique nature of family planning 

counseling. Specifically, we recognize that providing this counseling is complicated by the 

fact that providers and patients must not only consider the medical issues involved in 

method selection – such as the presence or absence of contraindications to methods and 

differences in method efficacy – but also consider issues that are intensely personal, 

including relationship influences on contraceptive use, attitudes towards side effects, and 

desire (or lack of desire) for future fertility. In addition, there is a need to take in 

consideration the history in which some family planning providers were involved in 

coercive efforts to limit vulnerable women's fertility when providing this counseling.9,10 

Together, these factors result in the provider's role in method selection having the potential 

to be perceived of differently – by both the patient and the provider – than it would be in 

other medical decisions.

What is the evidence that contraceptive counseling matters?

The first layer of evidence for the value of contraceptive counseling comes from research in 

health communication in general. This literature provides support for the value of quality 

interpersonal communication in the healthcare setting, as it relates to both the formation of a 

positive therapeutic relationship between the provider and the patient (i.e., relational 

communication) and the ability of health care providers to successfully communicate 

essential information about diagnosis and treatment plans (i.e., task-oriented 

communication). (See Table 1)

Looking at relational communication first, the importance of the patient's experience of 

interpersonal care is increasingly being emphasized in the medical literature.11 This 

emphasis can be justified from both ethical and utilitarian perspectives,12 with the first 

focusing on the inherent value of positive interpersonal interactions, and the other on the 

association of high quality communication with concrete outcomes. The ethical argument is 

especially salient in this context, due to the unique nature of contraceptive counseling. 

Empiric evidence for the value of attending to interpersonal communication in the general 

medical literature includes studies finding positive associations between patient experience 

of interpersonal communication and outcomes, including self-reported and objectively 
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determined health status, adherence, and use of preventive services.12 With respect to task-

oriented communication, studies in the general medical literature have found, for example, 

that provision of information, including communication about such specific aspects of 

treatment plans as potential side effects of medications, leads to better outcomes.13-15

In the area of family planning specifically, the impact of counseling is clearly seen in studies 

that have found that women's selection of a new contraceptive method is influenced by 

whether providers mention or recommend specific methods.16,17 In addition, there is a small 

body of evidence supporting the value of both relational and task-oriented communication. 

Several observational studies in the United States have found a relationship between the 

interpersonal quality of family planning counseling and contraceptive use. These include 

two studies that have found that patients who are more satisfied with their family planning 

visits are more likely to be satisfied with their method,18,19 and similarly, that women who 

are satisfied with their most recent gynecologic visit are more likely to be using 

contraception.19 One study in Egypt, using audiorecordings of contraceptive counseling 

visits, found that receiving counseling that was more “client-centered”, as opposed to 

“physician-centered,” was associated with continuation of one's chosen method.20 In this 

study, client-centered behaviors were those designed to facilitate women's involvement in 

the counseling visit, such as statements of partnership, whereas physician-centered 

behaviors were those that limited this involvement, such as overt directiveness. In addition, 

several prospective studies in the developing world have used composite measures of 

counseling, including measures of both relational and task-oriented aspects of 

communication, and have found that women who report experiencing higher quality care 

have higher rates of contraceptive continuation21,22 and contraceptive use.21,23 Studies have 

also found that provision of information about side effects specifically is associated with 

improved outcomes.24,25

What do we know about how contraceptive counseling is performed?

Studies using observation of family planning encounters have been conducted in both the 

developing and developed world. With respect to relational communication, these have 

documented that, across settings, the interaction is often provider-dominated, with minimal 

engagement between women and their providers in the process of method selection20,26,27 

and with frequent failure of providers to deliver personalized counseling tailored to the 

individual women's needs and preferences.27-29,30 Similarly, providers inconsistently engage 

in such task-oriented communication as providing information about side effects or how to 

use a method correctly. For example, one study documented that 37% of women choosing 

the hormonal IUD were not informed of the likelihood of irregular bleeding with this 

method,30 and in a study of counseling about oral contraceptive pills 26% of women were 

not given any information about what to do if they forget a pill.29

Additional studies have used qualitative interviews of both patients and providers to assess 

their experiences of contraceptive counseling, with respect to both relational and task-

oriented communication. These have found that women often report being dissatisfied with 

their experience of counseling, including feeling that they are unable to discuss their 

concerns and that they receive insufficient information about their options.31-33 Quantitative 
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studies investigating this question have also found that many women express dissatisfaction 

about the patient-centeredness and adequacy of counseling.19,34,35 Other studies have found 

that providers frequently have inaccurate knowledge about contraceptive methods, including 

out-of-date information about the safety of IUDs.36-39 Qualitative studies of providers have 

had varying reports of the counseling strategies utilized. One study of clinicians serving 

high-risk communities throughout the United States found that many reported having an 

influence on patients’ decisions about contraception, including through the use of scare 

tactics and by drawing on authority derived from their professional expertise.40 In contrast, a 

similar study, also using qualitative methods, of providers serving African American 

adolescents in community health centers in Chicago found that providers emphasized 

relationship building in their counseling.41

Overall, these studies support the need for improved counseling about contraceptive 

methods, both with respect to the interpersonal relationship between the patient and the 

provider and quality of information that is provided during counseling. The varying 

perspectives on counseling in the two studies of providers themselves suggest the presence 

of substantial variation in approaches among family planning providers.

What are best practices for contraceptive counseling?

In the following sections we present what is known about how best to perform contraceptive 

counseling with respect to relational and task-oriented communication. These findings are 

summarized in Table 2.

Relational communication

As described, women who are more satisfied with their family planning experiences are 

more likely to use contraception. Limited research has explored what women value in their 

relationship with their providers to guide clinicians in fostering these positive interpersonal 

relationships.

1) Developing close personal relationships—Given the sensitive and personal nature 

of discussions of contraception, it is perhaps not surprising that research suggests that 

women value an intimate, friend-like relationship with their clinicians when discussing their 

family planning options.33 The desire for this type of connection raises the question of 

whether it is appropriate for providers to disclose anything about their own contraceptive use 

during the counseling interaction. This type of self-disclosure is a controversial topic in the 

health communication literature in general, as it can be seen, on one side, as enhancing the 

therapeutic relationship, or, alternatively, as a transgression of professional boundaries and 

an inappropriate distraction from the needs and experiences of the patient. Evidence from 

one study in family planning suggests that this type of disclosure is generally perceived to be 

appropriate by patients and contributes positively to the counseling dynamic,42 which is 

consistent with patients’ desire for a closer personal connection with their provider in this 

context. The power of self-disclosure during contraceptive counseling is highlighted by a 

study that found that self-disclosure of IUD use increases uptake of this method.43
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2) Building trust—A related consideration for family planning providers when 

establishing an interpersonal relationship with their patients is the importance of working to 

ensure they are perceived of as trustworthy. Patients commonly have concerns and 

misconceptions about the safety of contraceptive methods and the potential for side effects, 

and several studies indicate that women may have doubts about their providers’ willingness 

to reveal potential negative aspects of contraceptive use.33,44 This lack of trust may 

negatively impact women's willingness to use contraception.33 While one approach to this 

issue is a full discussion of side effects, as will be reviewed in more detail below, on a 

relational level providers can work to enhance trust through respectful communication, 

including a demonstrated interest in understanding patient concerns.

3) Optimizing decision making—Finally, a key component of relational communication 

that has received attention in the family planning literature is how providers and patients can 

and should interact when choosing the contraceptive method the patient will use. In this 

literature there is a tension between prioritizing patient autonomy in the choice of a method 

and the desire to encourage women to use highly effective methods. On one side, the 

recognition of contraceptive choice as a highly personal decision that relates to intimate 

issues such as sexuality and future fertility desires is the most important consideration. From 

this perspective, often termed the “informed choice” model,45,46 providers should focus on 

being objective and nonjudgmental, providing only information and not participating in the 

selection of the method itself, so as to ensure that women are not inappropriately influenced. 

The alternative perspective is a more directive approach, placing increased value on the role 

of the provider in promoting methods that are statistically best at preventing pregnancy, 

based on the assumption that it is valuable on both a population and individual level to 

prevent unintended births or abortions.47

Empiric evidence to support either of these perspectives is scant, with most intervention 

studies informed by either perspective being unsuccessful.48,49,50 One finding that suggests 

that a directive approach may, in fact, be counterproductive, came from a study of women 

using a contraceptive implant, which found that those who felt pressured to use this method 

during counseling were more likely to discontinue it.51 One family program in St. Louis, 

Missouri, the CHOICE project, has taken elements of both approaches by combining an 

emphasis on the most highly effective methods with comprehensive provision of 

information on the range of reversible methods,52 but the published evaluation of this 

program found no difference in uptake of highly effective methods, compared to usual care, 

and did not evaluate continuation. With respect to women's preferences for decision making, 

one study found that while women desired more control over contraceptive decision making 

than over decisions about general health care, there was substantial variation in preferences, 

with 50% of women wishing to make the decision independently and the remaining 50% 

desiring to have some degree of provider involvement.53

In the health communication literature more generally, there has been an increased focus on 

the concept of shared decision making, which lies between the two poles of informed choice 

and directive counseling (Figure 1).54 In this model, each party is recognized as having 

relevant expertise, with the health care provider having superior knowledge of the medical 

information and the patient being the expert regarding her own values and preferences.55 As 
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a result, the decision making process is seen as a process of bringing these two areas of 

expertise together. The health care provider's role includes provision of information, 

facilitating the identification of patient preferences, ensuring that preferences are not based 

on misinformation, helping patients to think about how their preferences relate to the 

available options, and coming to a mutually acceptable decision. This is in contrast to the 

than promotion of a specific course of action seen with directive counseling or the 

abdication of involvement in the decision making process that is inherent in the informed 

choice model.54 In the contraceptive context, this approach would allow for both the focus 

on patient preferences and respect for autonomy that is prioritized in the informed choice 

model and a structure by which to explore whether efficacy is a priority for a given patient 

and to emphasize highly effective methods if this is in fact the case, while acknowledging 

that for some patients other method characteristics may take priority.

This approach has not been discussed extensively in the context of family planning and is 

infrequently used: one study that used audio recordings of contraceptive counseling visits in 

the United States to determine the frequency in which shared decision making occurred 

found that this approach was used in less than a quarter of visits, with most patients being 

counseled with either the informed choice approach or, most commonly, a foreclosed 

approach. This latter approach, which had not been previously described, consisted of 

providers only giving information about methods that patients explicitly mentioned. 

However, a qualitative study found that women reported that counseling with features of 

shared decision making was consistent with their preferences for family planning care.33 In 

addition, a few intervention studies, while not explicitly grounded in the shared decision 

making approach, have used approaches that are consistent with this model. One study in 

Italy found that use of a patient-centered model of counseling, in which there was a 

structured and intensive dialogue between the patient and both a psychologist and a 

gynecologist, did increase use of effective contraception.56 Studies of the WHO's 

contraceptive flip chart, which is explicitly designed to promote informed decision making 

grounded in women's values, have found evidence of improved counseling behaviors, 

although they have not documented improved contraceptive use.57,58

Task-oriented communication

Studies of interventions designed to improve the provision of information about women's 

contraceptive options have been limited and largely unsuccessful. In the absence of strong 

evidence-based guidance, we offer some principles for contraceptive counseling based on 

the available literature:

1) Offer adequate counseling regarding side effects and risks—Ensuring that 

women have all necessary information about side effects can assist them both with method 

selection and method continuation. From a method selection perspective, as intolerance of 

contraceptive side effects is a common reason for discontinuation of contraceptive methods, 

assessment of the acceptability of contraceptive side effects along with the relative value 

placed on these, is an important component of task-oriented communication.59 In addition, 

providing information about risks associated with methods is essential in order for women to 

make informed decisions about their method. Once a woman has selected a method, 
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ensuring that she receives further anticipatory guidance regarding side effects can facilitate 

method continuation, as shown in multiple studies regarding the contraceptive injection and 

its associated menstrual changes.25,60 In addition, one study of the levonorgestrel 

intrauterine system found that anticipatory guidance about menstrual changes with this 

method was associated with subsequent satisfaction with the method.24 When counseling 

about side effects and risks, family planning providers should ensure that they are providing 

evidence-based information about side effects and risks for which there is adequate data to 

support an association with a given method.61 Providers must also be prepared to 

respectfully address specific concerns that women may have about side effects and risks of 

contraceptive methods, including those related to the often unfounded or overblown 

controversies they may be aware of through media coverage, such as issues related to the 

contraceptive injection and bone density62,63 and combined hormonal contraceptive 

methods and blood clots.64

In communicating risk, providers should be careful when communicate numerical figures. 

When using figures such as single-event probabilities or conditional probabilities the 

reference group should be explicitly clarified, as a failure to do so can lead to 

misinterpretation.65 For example, the statement ‘the levonorgestrel IUD has a 0.2% failure 

rate’ may be unclear, as it may refer to failure rate per day, per sexual act, or per person. 

However the statement ‘2 out of 1000 typical users of the levonorgestrel IUD will become 

pregnant over the course of a year’ more clearly communicates this risk. Providers should 

also be cautious when reporting relative, rather than absolute, risk due to the potential for 

relative numbers to be misinterpreted. For example, the absolute risk of VTE in both users 

and nonusers of combined hormonal contraception is extremely rare, however stating that 

the relative risk of VTE is 3 times higher among users of combined hormonal contraception 

can lead to a disproportionate level of concern.66

2) Communicate about contraceptive efficacy in a meaningful way—Although it 

is important to note that efficacy is not always the most important factor driving method 

selection – with issues such as side effects, duration of action, and privacy also playing 

prominent roles - it commonly is one of the most important factors.67 Thus, communicating 

about contraceptive effectiveness in a way that is informative and meaningful for patients is 

critical. In doing so, it is essential to take into account issues related to health numeracy.68 

Several basic strategies have been suggested to effectively communicate about risk 

including using plain language, presenting both absolute and comparative risks, and possibly 

presenting only information that is relevant to a patient's decision making, perhaps at the 

expense of completeness.69,70

With regard to specific tools to help ensure understanding of contraceptive efficacy, a 

systematic review of strategies identified seven trials with varied interventions, including 

visual aids, oral communication, and audio-visual aids.71 This review concluded that audio-

visual aids were more effective than oral communication, and that presenting contraceptive 

efficacy with respect to categories of effectiveness, rather than exact numbers, was 

preferable. We suggest the WHO tiered counseling chart as a model, which has been shown 

to effectively improve knowledge of relative contraceptive efficacy.72,73 For an image of the 
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WHO tiered counseling chart, please refer to Figure 1 in Lathrop and Jatloui's article in this 

issue.

3) Anticipate and address barriers to consistent and correct contraceptive use
—Given the high discontinuation rate of many contraceptive methods and the frequency of 

contraceptive failure, suggesting inconsistent or incorrect use, strategies to promote 

improved contraceptive use following method selection are essential. One general strategy, 

called ‘contingency counseling’ which provides additional attention to problems that might 

arise with use of a particular contraceptive method can empower patients to trouble-shoot 

any issues that may arise without the added barrier of additional provider visits. 

Contingencies may include general financial or logistic barriers as well method specific side 

effects. One study found a 15% reduction in pregnancy testing and emergency contraception 

services when ‘if-then’ contingency planning was employed.74 A second study found a 

reduction in the 6-month pregnancy rate, but not the 12-month pregnancy rate following 

contingency counseling that included general and method-specific planning.75

Gaps in contraceptive coverage are known to contribute to unintended pregnancy76, so 

making follow-up visits, including telephone visits, easily available may help patients switch 

between methods without exposing themselves to pregnancy risk.6 Providers can help 

patients who choose a non-LARC method succeed by ensuring that multiple packs (ideally 

up to a 12-month supply) are dispensed at one time, and helping patients strategize about 

remembering refills or appointments, for example by utilizing free online or text reminder 

services.77,78 Lastly, advance provision of emergency contraception should be standard, as 

this has been show to increase its use.79

4) Address (mis) perceptions of low susceptibility to pregnancy—Recent data 

has suggested that perceived low susceptibility is a common reason for contraceptive non-

use or inconsistent use.80,81 In one study of women presenting to family planning clinics, 

92% of women overestimated the chance of pregnancy from a single act of unprotected 

intercourse, yet 24% underestimated the pregnancy risk of unprotected intercourse at one 

year, suggesting a lack of understanding of the high cumulative risk of repeating a low-risk 

activity.82 Furthermore, nearly half of women in the same sample engaged in unprotected 

intercourse because of perceived infertility.83 Women's perceptions of infertility may result 

from having had previous episodes of unprotected intercourse in which conception did not 

occur, especially in light of gross overestimations of the expected chance of pregnancy from 

a single act of unprotected intercourse. More research is needed to determine how best to 

communicate this complex topic which involves both reproductive biology and advanced 

numeracy.

5) Counsel about dual protection for women at risk for STIs—When reviewing 

the efficacy of various methods of contraception for pregnancy prevention, it is important 

that condoms not be dismissed altogether given their relatively poor effectiveness in 

preventing pregnancies compared to other methods. While there is little evidence to guide 

the provision of this counseling, the concept of dual protection for women at risk of sexually 

transmitted infections should be reinforced during counseling, including discussing women's 

self-efficacy for negotiating condom use with their partner(s).84
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6) Consider screening for reproductive coercion and offer harm reduction 
strategies—Recent reports have illuminated that women commonly report experiences 

with reproductive coercion – defined as behavior by a partner intended to maintain power or 

control in a relationship through coercion to become pregnant or interference with 

contraceptive methods.85 Reproductive coercion has been linked to unintended pregnancy,86 

and women with abuse histories appear to have differences with regard to contraceptive 

method selection and have higher rates of contraceptive discontinuation.87 Asking more 

directed questions regarding a woman's agency in choosing her contraceptive method or 

using contraception at all may illuminate partner dynamics that put women at risk for 

unintended pregnancy. A brief family planning clinic-based intervention in which providers 

asked about reproductive coercion, prompted by cards distributed throughout the clinic, was 

show to decrease the odds of pregnancy coercion by 71% at 12 and 24 week follow up, and 

is feasible to implement in practice, as the screening took less than a minute to perform.88 

Harm reduction strategies may include provision of “hidden” or discreet methods of 

contraception, including IUDs (without strings), subdermal implants, or injections to help 

women ensure privacy and autonomy and avoid conception in the interim between 

identification of a dangerous or unhealthy relationship and a woman's ability to safely exit it.

Disparities in contraceptive counseling

Given observed racial and ethnic differences in contraceptive use and profound disparities in 

rates of unintended pregnancy, it is critical that we consider how to optimize patient-

provider communication and contraceptive counseling across diverse populations. In health 

care generally, studies have shown that health care providers communicate with patients 

differently based on their race/ethnicity. Compared to white patients, black patients 

experience less patient-centered communication, receive less information, experience 

shorter clinic visits, and are less likely to report understanding everything their doctor 

said.89-94 Such differences are thought to contribute to disparities in health outcomes.95-98 In 

the family planning context, there is evidence that minority women perceive lower-quality 

interactions. Black and Hispanic women have rated their family planning visits less 

positively than white women19,80 and are also more likely to report feeling pressured to use 

contraception and limit their family size.99,100 In addition, in one survey of black women, 

67% reported that they had experienced race-based discrimination when obtaining family 

planning services, and 52% reported experiences that reflect stereotypes of black women 

(e.g., provider assumed they had multiple sexual partners).101

Such patient perceptions, and particularly perceptions of discrimination, are important 

irrespective of provider intentions since patients’ subjective experiences can affect their 

interactions within the health care system and can fuel their documented distrust of family 

planning methods.44,102 However, additional studies that have documented actual 

differences in family planning care by race/ethnicity indicate that these perceptions are, to 

some degree, based in reality. In one recent study, providers more often recommended IUDs 

to black and Hispanic women of low SES.103 In an older study from 1988, physicians were 

more willing to sterilize black and poor women than white and higher income women.104
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These findings are not surprising, given providers, like everyone else, hold stereotypes 

(often subconsciously) based on a patient's race, gender, class – and these stereotypes can 

affect health-related communication and clinical decisions.96,105-107 It is also important to 

recognize that stereotyping is not simply a product of the individual provider but may also 

be heightened by features of the health care setting that decrease cognitive capacity, such as 

fatigue, work overload, and time pressure, which can lead to heuristic thinking or mental 

short cuts and the application of stereotypes to guide clinical decisions.108 Fortunately, these 

biases can be corrected. One line of research suggests that if providers are made aware of 

particular scenarios in which racial and ethnic minority group members are subjected to 

discriminatory and biased care, they may be motivated to reexamine their behaviors for 

possibility of bias and correct for these.97,106,108 Thus, recognizing that there are racial and 

ethnic differences in family planning care and attending to our own complicity and the 

system characteristics that contribute to them can ultimately help to advance equity, improve 

quality, and attenuate disparities.

Future areas for research

Clearly, more research is needed to guide evidence-based strategies for effective 

contraceptive counseling. This research must take into account the context in which 

contraceptive counseling occurs, including the limited time available to providers and the 

complexity of the decision, in which patients have a diverse array of methods with varying 

characteristics from which to choose. In addition, it is essential to consider the unique 

historical and social context of family planning care, including the intimate nature of 

decisions related to fertility and sexuality and the need for sensitivity in order to avoid 

recreating or appearing to recreate a dynamic in which women are pressured to use specific 

methods, when designing future research.

Particular areas of research that deserve attention include those for which there is a lack of 

evidence identified in this review, including how to communicate risk of pregnancy from 

unprotected sex, how to optimally support women during the process of selecting a 

contraceptive method, and how to encourage appropriate use of dual protection for 

prevention of sexually transmitted infections. In addition, the development and/or testing of 

products designed to enhance contraceptive counseling that can be widely implemented (e.g. 

decision support tools, reproductive life plans, or online patient-facing tools such as 

“Bedsider.org”) could improve both the quality and the efficiency of contraceptive 

counseling. Finally, understanding how to best leverage men's interest in contraceptive 

decision making could positively influence women's contraceptive use.

Conclusion

Contraceptive counseling has great potential as a strategy to empower women who do not 

desire pregnancy to choose a method of birth control that she can use correctly and 

consistently over time, thereby reducing her individual risk of unintended pregnancy. While 

the research on which to base specific recommendations is limited, our review highlights the 

potential value of a shared decision making approach that focuses on eliciting and 

responding to patient preferences and of specific task-oriented communication strategies to 
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enhance the process of method selection, facilitate correct use of a chosen method, and meet 

women's overall reproductive health needs.
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Figure 1. 
In the contraceptive counseling literature, there appears to be a tension between prioritizing 

patient autonomy in the choice of a method (informed choice) and the desire to encourage 

women to use highly effective methods (directive counseling).

Shared decision making lies between these two poles.
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Table 1

Categories of Communication in the Health Care Setting

Relational Communication Task-Oriented Communication

Definition Interpersonal communication that contributes to the formation of a 
positive therapeutic relationship between the provider and the patient.

Communication of essential information about diagnosis 
and treatment options and plans

Rationale 1.Inherent ethical value of positive interpersonal interactions
2.Evidence that links positive patient-provider communication with 
improved health outcomes

Evidence linking provision of information with 
improved health outcomes.
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Table 2

Do's and Don'ts for Contraceptive Counseling

Do's Don'ts

Relational Communication Develop appropriate level of closeness with 
patients in order to foster therapeutic 
relationship

Dismiss patients’ concerns

Build trust, including respectfully 
addressing patients’ concerns about 
contraceptive methods

Pressure women to use a specific method

Work to optimize decision making 
dynamic, including incorporating aspects of 
shared decision making such as focusing on 
patient preferences for features of 
contraceptive methods

Assume that efficacy is the only, or most important, 
contraceptive feature that should be factored into choice 
of a method for all women

Use self-disclosure as a means to direct patients to a 
specific method

Task-Oriented Communication Offer adequate, evidence-based counseling 
about side effects

Encourage women to be concerned about the potential 
for side effects for which there is no evidence of an 
association with a given method

Anticipate and address barriers to consistent 
and correct contraceptive use

Neglect to consider role of limited health literacy and 
numeracy on understanding of contraceptive efficacy

Ensure advance provision of emergency 
contraception to all sexually active women

Create barriers to switching methods if a patient is 
dissatisfied

Address (mis) perceptions of low 
susceptibility to pregnancy

Use abstract concepts such as percent or relative risk 
when communicating about risks and contraceptive 
effectiveness.

Counsel about dual protection for women at 
risk for STIs, including addressing self-
efficacy for negotiating condom use

Consider screening for reproductive 
coercion and offer harm reduction strategies

Address disparities in 
contraceptive counseling

Foster awareness of one's own biases and 
work to consciously overcome their impact 
on behavior

Assume that a lack of conscious stereotyping eliminates 
the potential effect of bias on health communication
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