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Abstract

Objective: To compare the Centers for Disease Control and Prevention’s (CDC) contraceptive
effectiveness poster with a more patient-centered poster on factors affecting the likelihood of using
effective contraceptives.

Methods: The posters were tested in a randomized controlled trial. Women were eligible if they
were aged 18-44, could speak and read English, were not pregnant or trying to conceive, and had
engaged in vaginal intercourse in the past three months. An online survey administered through
Amazon Mechanical Turk was used to collect baseline and immediate follow-up data on three
primary outcomes: contraceptive knowledge (measured using the Contraceptive Knowledge
Assessment), perceived pregnancy risk, and the effectiveness of the contraceptive the woman
intended to use in the next year. Subgroup analyses were conducted in women with prior
pregnancy scares, low numeracy, and no current contraceptive. Within and between group
differences were compared for the two randomized groups.

Results: From January 26 to February 13, 2018, 2930 people were screened and 990
randomized. For the primary outcomes, the only significant result was that the patient-centered
poster produced a greater improvement in contraceptive knowledge than the CDC poster
(p<0.001). Relative to baseline, both posters significantly improved contraceptive knowledge
(CDC +3.6, patient-centered +6.4 percentage points, p<0.001) and a constructed score measuring
the effectiveness of the contraceptive that women intended to use in the next year (CDC and
patient-centered +3 percentage points, p<0.01). This is equivalent to 1 to 17 out of every 100
women who viewed a poster changing their intentions in favor of a more effective contraceptive.

Conclusion: This study suggests that both posters educate women about contraception and may
reduce unplanned pregnancy risk by improving contraceptive intentions. Of the three primary
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outcomes, the patient-centered poster performs significantly better than the CDC poster at
increasing contraceptive knowledge.

Precis:

A patient-centered poster educated women about contraception more effectively.

Introduction

Methods

Increased contraceptive knowledge is associated with reduced risk of unplanned pregnancy,
by more consistent use of highly effective contraceptives.! However, overall contraceptive
knowledge among U.S. women is low; at least half underestimate the effectiveness of
contraceptives for pregnancy prevention.1~4 Decision aids like posters are one tool that could
be used to educate women about contraception; a Cochrane review found that decision aids
like posters could increase knowledge, help patients make decisions, and help them
experience less conflict about those decisions.®

The Centers for Disease Control and Prevention (CDC) recommends that clinicians educate
patients about contraceptive effectiveness and suggests their own contraceptive effectiveness
poster as a potential tool.> However, the CDC’s poster may not improve knowledge of the
risk of pregnancy with unprotected sex, which is an important risk factor for inconsistent or
non-use of contraceptives 3 7- 8, because it does not include this information. Furthermore,
the CDC poster’s design may be difficult to interpret for women with low health literacy or
numeracy (i.e., facility with mathematics). The Institute of Medicine has declared designing
educational materials for low health-literacy and numeracy populations a key public health

priority.®

We designed a patient-centered poster that is appropriate for women with low numeracy that
includes information about the risk of pregnancy with unprotected sex. Our main hypotheses
are that women who view the patient-centered poster will immediately show greater
increases in their contraceptive knowledge, greater accuracy in their perceived pregnancy
risk, and greater effectiveness in their contraceptive intentions than women who view the
CDC poster.

Our intervention compared exposure to either the CDC10 or the patient-centered (Figure 1)
poster for as long as desired, with a minimum of one minute (average: 1.96 minutes for
CDC, 1.79 minutes for patient-centered). The patient-centered poster was developed through
cognitive interviews with 26 women aged 18-44 living in North Carolina who spoke and
read English and had ever had sex.11 In that study, the final version of the patient-centered
poster was preferred over the CDC poster by women overall based on its ease of
comprehension, relevance to their decision-making needs, and visual appeal.

For this study, we used Amazon Mechanical Turk (MTurk) to select a convenience sample of
U.S. women aged 18-44 who spoke and read English, were not pregnant or trying to
conceive, and who had engaged in vaginal intercourse with a man in the past three months.
MTurk is an online service which allows individuals to post surveys to be completed online
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for a fee.12 Data from MTurk users have been found to be as reliable or more reliable than
data from other sources: workers have been consistently found to be attentive, their answers
to questions consistent, and their answers no more or less truthful than in high-quality
probability samples of the general population.13

We first screened for eligibility using a short online survey, for which participants were
reimbursed $0.05. Eligible participants were invited to complete the full study survey online
and reimbursed $3.60 upon completion, equivalent to the federal minimum wage for their
time. The survey was implemented in Qualtrics, which automatically randomized women to
equal-sized groups. The baseline data collection, intervention implementation, and outcome
assessment were all conducted within one survey and the researchers were blind to
assignment. The study was approved by the University of North Carolina at Chapel Hill
Institutional Review Board (IRB number 17-2955).

This study measured change in the mean scores for three primary outcomes: contraceptive
knowledge, effectiveness of most likely contraceptive intended in the next year, and
accuracy of perceived pregnancy risk. We gathered baseline and follow-up measures for
each of these outcomes immediately before and after the intervention.

Contraceptive knowledge was measured objectively using the 25-item Contraceptive
Knowledge Assessment.14 This produced a score between 0 (0% correct) and 25 (100%
correct). Our contraceptive knowledge outcome was the change in this score between
baseline and follow-up.

“Effectiveness of most likely contraceptive” was operationalized using a woman’s intention
to continue using her current contraceptive and the contraceptive she reported being most
likely to switch to were she to change methods in the next year. We first asked women at
both baseline and follow-up: “Do you intend to use the same birth control method(s) that
you are currently using for the next year?” If the woman said she intended to keep her
contraceptive(s), the effectiveness of the most effective method she used in the past three
months was used as her most likely contraceptive. The effectiveness of contraceptives was
scored using the following WHO-defined categories?: 1UDs, implants, and sterilization were
considered highly effective (score = 3, 0-1% annual failure rate); the pill, patch, ring, and
injection were considered effective (2, 2-9% annual failure rate); condoms, withdrawal,
fertility tracking, and other methods were considered less effective (1, 10-30% annual
failure rate); and no method was its own category (0, 85% annual failure rate). If a woman
said she did not intend to keep her current contraceptive, we used the effectiveness of the
contraceptive she intended to use. We measured this with the question, “If you had to change
to a new birth control method in the next year, which of the following methods would you
consider using?” Participants selected each method they would consider and then ranked the
selected methods from most to least likely method. Our “effectiveness of most likely
contraceptive intended in next year” outcome was the difference between a woman’s score at
baseline and follow-up.

Finally, accuracy of perceived pregnancy risk was assessed by comparing a woman’s current
contraceptive to her perceived pregnancy risk. Perceived pregnancy risk was measured using
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the following question: “What is your chance of getting pregnant this year?” with possible
responses being very high (score = 5, annual pregnancy risk >50%), high (4, risk 25-50%),
moderate (3, risk 5-25%), low (2, risk 1-5%), and very low (1, risk <1%). We assessed the
accuracy of perceived risk based on the most effective birth control method a woman used in
the past three months. In accordance with the WHO categories?, for highly effective
methods, we coded an accurate perception to be very low risk; for effective methods, an
accurate perception was low or moderate risk; for less effective methods, an accurate
perception was moderate or high risk; for no method, an accurate perception was very high
risk. An accurate perception was assigned a score of 1 and an inaccurate perception, 0. Our
accuracy in perceived pregnancy risk outcome was the change in this score between baseline
and follow-up.

Baseline data were collected on factors that might influence these outcomes. We measured
prospective pregnancy intentions with the question, “Are you currently trying to get
pregnant or avoid pregnancy?” with the response options: trying to get pregnant, wouldn’t
mind getting pregnant, wouldn’t mind avoiding pregnancy, trying to avoid pregnancy, and
don’t know.1® We measured past pregnancy scares by asking: “Have you ever had a
pregnancy scare; that is, thought you were pregnant when you didn’t want to be, but later
discovered that you weren’t pregnant after all?”” We measured numeracy using the Berlin
single item numeracy scale.1 This scale has been tested and validated to show that people
who answer this question correctly are in the top 50% of the population in numeracy.16 We
measured whether there were any contraceptives the woman could not use due to health or
safety reasons using two questions. First, we asked the yes or no question: “Are there any
types of birth control that you cannot use for health or safety reasons?”. If the woman
responded “Yes” to this question, she was asked the follow-up question: “If yes, which
forms of birth control are you prevented from using? Mark all that apply.” Her options
included all of the methods except withdrawal and no method. Data were also collected on
the sexes of the woman’s past sex partners, whether she had ever seen the poster before, and
whether there were any types of birth control the woman could not use for cost reasons. The
following variables were measured using questions from the National Survey of Family
Growth (NSFG): biological sex, age, whether the participant was pregnant or trying to
conceive, sexual intercourse in the past three months, education, time since first sex, and
marital status. Finally, the following variables were measured using questions from the
National Longitudinal Survey of Adolescent to Adult Health (Add Health): race and
ethnicity (Wave V), income (Wave V), relationship status (Wave 1V), and health insurance
type (Wave 1V).

We first tested whether the demographic and other factors were balanced between our
randomized groups using two-sample t-tests and likelihood-ratio tests as appropriate. We did
not find any statistically significant imbalances for any of the variables. We conducted two-
sample t-tests on the change in the mean score for each of our outcomes to test whether each
poster improved the three primary outcomes relative to baseline and in comparison to the
other poster. We used the Bonferroni correction to account for multiple comparisons. Using
the same methods, we also tested the hypotheses that the three pre-specified subgroups (low
numeracy, pregnancy scares, and no birth control) had greater increases in their mean scores
for the patient-centered poster versus the CDC poster. We chose these subgroups because the
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patient-centered poster was designed to appeal to the needs of these groups. Finally, because
correct answers to some of the questions on the Contraceptive Knowledge Assessment were
not given by either poster, we could determine the proportion of the change in contraceptive
knowledge that was attributable to the posters. We did this by analyzing the change in
contraceptive knowledge separately for questions that did and did not have the correct
answer provided by either poster. All analyses were conducted in Stata (Stata SE 15, College
Station, TX, US).

For our power calculations, we assumed an alpha of 1% and a power of 80%. For our final
analysis sample of N=936, comparing the two posters we can detect a 3 percentage point
difference in mean change in contraceptive knowledge (standard deviation of 0.1814), a 0.8
percentage point difference in accuracy of perceived pregnancy risk (standard deviation of
0.05), and a 6 percentage point difference in the mean change in effectiveness of most likely
contraceptive (standard deviation of 0.3517).

Participants were enrolled between January 26 and February 13, 2018 (Figure 2). Enrollment
ended when our target enrollment goals were met.

To evaluate the representativeness of our sample, we descriptively compare the distributions
of baseline factors in our study sample to their distribution in the 2013-2015 National
Survey of Family Growth (NSFG) survey, weighted to represent the national population of
U.S. women eligible for our study (Table 1). We found no significant differences between
the randomized groups on any of these baseline characteristics, but there are differences
between the study population and the NSFG sample. The study sample appears to be more
educated, more White, more middle-income, more likely to be cohabiting, less likely to be
monogamous, more likely to have had female sexual partners, and less likely to be using
effective contraceptives.

Table 2 shows descriptive results for our outcomes. Both groups started with a score of about
66% correct on the Contraceptive Knowledge Assessment. At baseline, the majority of
women believed they were at very low risk of getting pregnant and only 23-24% of women
had an accurate pregnancy risk perception. The majority of women (72%) using no method
believed they had a low or very low chance of getting pregnant in the next year, despite the
fact that 85 out of 100 sexually active non-users of contraceptives (or 164 of the 194 non-
users of contraceptives in our study) will conceive over the course of a year.18 High
percentages of women at baseline in both poster groups (64% CDC, 63% patient-centered)
reported they were likely to use no or less effective contraceptives.

Table 3 shows the results of our main hypothesis tests. Out of our three main hypotheses, we
found that the patient-centered poster was only significantly more effective than the CDC
poster at improving contraceptive knowledge (p<0.001). Both posters significantly improved
contraceptive knowledge relative to baseline (p<0.001). The patient-centered poster
improved contraceptive knowledge scores by 6.4 percentage points, or 1.6 additional correct
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questions, and the CDC poster improved scores by 3.6 percentage points, or 0.9 additional
correct questions on average.

The results for the analyses testing the change in contraceptive knowledge for questions that
were and were not addressed by the posters can also be found in Table 3. We found a smaller
increase in the mean percent correct for questions that were not addressed by either poster
(1.8 percentage points for CDC and 2.1 percentage points for patient-centered) as compared
to questions that were addressed by the posters (5.8 percentage points for CDC and 11.9
percentage points for the patient-centered poster). The magnitude of the change in the mean
score for questions that were not addressed by either poster did not significantly differ
between the posters.

While neither poster performed significantly better than the other at improving the score
measuring the effectiveness of the most likely contraceptive intended in the next year, both
posters improved this score compared to baseline by 3 percentage points (p<0.001) (Table
3);. This increase corresponds to between 1 and 17 out of 100 women increasing the
effectiveness of their most likely contraceptive by one category (i.e., moving from no
method to a less effective method).

The results in our subgroup analyses of women with pregnancy scares, low numeracy, or no
current contraceptive were similar for all outcomes (results available from corresponding
author). Participants reported no harms or unintended effects.

Discussion

Out of our three primary outcomes, we found that the patient-centered poster was only
significantly more effective than the CDC poster at improving contraceptive knowledge.
There were no statistically significant differences between the CDC and patient-centered
posters’ effects on perceived risk of pregnancy and the score measuring effectiveness of the
most likely contraceptive intended for the next year. However, relative to baseline we found
that both the CDC and patient-centered posters significantly improved contraceptive
knowledge and a score measuring effectiveness of the most likely contraceptive intended for
the next year. We also found that the increases in contraceptive knowledge were attributable
to the posters themselves.

A Cochrane review!? identified interventions that increased contraceptive knowledge,
including two that tested educational tables? or charts?0. These two studies reported 14 to 37
percentage point increases, depending on the chart, for two questions asking participants to
select the more effective contraceptive from a pair of methods.2 20 However, compared to
past studies that only assessed a small number of items tailored to the intervention®, ours
comprehensively assessed the impact of these educational posters on contraceptive
knowledge. Our study also found significant impacts on women’s intended contraceptive,
which the Health Belief Model 21 suggests is likely to be more strongly associated with
contraceptive behavior than contraceptive knowledge. Our results held in subgroups of
participants who had low numeracy, prior pregnancy scares, and who do not use birth
control, who may have greater challenges understanding information about contraception.
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We also saw these results despite participants only being exposed to the poster passively and
for a very short period of time, similar to what they might experience if viewing the posters
while waiting in a clinician’s office.

Our results are not generalizable to the general population of U.S. women because
participants were recruited online using MTurk, meaning that in addition to our other
inclusion criteria, participants also were by definition internet users. It is notable that our
sample is more White, educated, and wealthy than the U.S. female population. However, the
differences between our study sample and the NSFG sample are similar to the differences
between Americans who use the internet and the general U.S. population.? In the United
States 99% of 1829 year olds and 96% of 30-45 year olds use the internet.23 Our study
sample also appears to be more knowledgeable about contraception than the general
population#; because of this, it is possible that our findings underestimate the impact of
posters on contraceptive knowledge. On the other hand, because our sample is better
educated than the general US population, it is possible that they were more capable of
learning from the posters, and our findings may overestimate the impact of posters on
contraceptive knowledge. Finally, our study does not assess the impact of these posters on
actual behaviors. Because of this limitation and the lack of previous studies using the
Contraceptive Knowledge Assessment in a clinical population, we are unable to comment on
the clinical significance of the 3 percentage point difference in the increase in contraceptive
knowledge that we observed between the CDC and patient-centered posters. However, we
did measure contraceptive intentions, which have been shown to be a good predictor of
behavior.24 25 The impact of these posters on actual contraceptive choices in clinical
practice should be studied in future research.

Clinicians often struggle to educate their patients about the multitude of important health
topics in the limited amount of time they have during appointments.28 This study tested two
inexpensive tools to educate patients about contraception independently from a provider, and
found that they effectively increase contraceptive knowledge and intentions to use more
effective contraceptives. Using these posters in practice could allow doctors to spend more
of their time answering questions about the patient’s specific contraceptive needs, rather
than educating them on the basics of how each method works and how effective it is.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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What Are My Birth Control Options?

Least
Effective % Pregnant Within First Year Using Your Method
NO BIRTH CONTROL Use emergency contraception after
unprotected sex to lower your
pregnancy risk.
Unprotected Use within:
Sex s

Ella® Pill 5 days

Unprotected Sex Morning-After Pill 3 days

85% (over-the-counter)

NON-HORMONAL METHODS Always use condoms to
prevent STis.

H 579 TR Condom Use during sex
times QQ ® X4EHH X
more e Ejaculate outside

293031 (D 2|34 Withdrawal

effective woman
Condom Withdrawal Fertility Tracking Fertility s en e
18% 22% 24% Tracking days
HORMONAL METHODS Injectable Injected by doctor

(Depo-Provera®)  every 3 months

Take at the same

10

Pill

v time daily
times
more Ring Replace in vagina
effective . (NuvaRing ®) monthly
Injectable ;
6% Patch Replace sticker
weekly
LONG-LASTING METHODS
Get inserted by doctor into arm
(implant) or uterus (IUD).
Lasts up to:
1 5 0 Implant IUD
0.05% 0.2% (hormonal) lmplant By
times 0.8% (non-hormonal) (e fplimelin?)
more Hormonal IUD 3-5 years
effective (Mirena®, Skyla®,
SURGICAL METHODS Liletta®, Kyleena®)
Non-Hormonal IUD 10 years
(Paragard ®)
Vasectomy Permanent
Vasectom Ti
0.15% y B Jg;’:s e Having Tubes Tied Permanent
Most
Effective Talk to your doctor to find a method of birth control that works best for you.
These estimates are based on each birth control method's observed effectiveness in the population, including
couples using their method inconsistently or incorrectly.
Information from CDC and Trussell J. Contraceptive failure in the United States. Contraception 2011;83:397-404.
Figure 1:

The patient-centered contraceptive effectiveness poster. Data from Trussell J. Contraceptive
failure in the United States. Contraception 2011; 83:397-404 and modified with permission
from Centers for Disease Control and Prevention. Effectiveness of contraceptive methods.
2018; Available from: https://www.cdc.gov/reproductivehealth/contraception/index.htm. Use
of the material does not imply an endorsement by the Centers for Disease Control and
Prevention (CDC) or Health and Human Services (HHS) of any particular organization,
service, or product, and that any views expressed in the book do not necessarily represent the
views of CDC or HHS. Portions of the figure are reprinted with permission from: World
Health Organization. Family planning: a global handbook for providers (2011 update).
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Available at: http://apps.who.int/iris/handle/10665/44028. Retrieved October 11, 2018; and
World Health Organization Department of Reproductive Health and Research (WHO/RHR)
and Johns Hopkins Bloomberg School of Public Health/Center for Communication
Programs (CCP), Knowledge for Health Project. Family Planning: A Global Handbook for
Providers (2018 update). Baltimore and Geneva: CCP and WHO, 2018.
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Allocation

Follow-up

Analysis

Figure 2:
CONSORT flow diagram showing the progression to analysis sample by randomized poster

group. CDC, Centers for Disease Control and Prevention.
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intervention intervention

(n=479) (V=482)

Lost to follow-up, dropped

out bafore finishing survoy

{n=3)

»

Lost to follow-up, dropped

E

Comploted survey

| |

Comploted survey

¥ out before finishing survey
Excluded (n=9)

{n=3}
Past sexual partners

¥ only famale: §
Trying to concalve: 4

=4 =47
Excluded (n=10) (o276) {r=479)
Out of age range: 3
Past sawual partners
only fomale: 3
Trying b e 4
Analyzed Anatyzed
(n=466) | ‘ {n=470) l

Obstet Gynecol. Author manuscript; available in PMC 2020 January 01.

Page 12



1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuen Joyiny

Anderson et al. Page 13

Table 1:

Descriptive Statistics for Full Sample, Randomized Poster Assignment Groups, and a Nationally
Representative Survey

=88] (N 0 (N=s02
Age (mean, min, max) 32 (18,44) 32(18,44) 32 (18,44) 31.4(18,44)
Education
Less than high school * (<1%) * (<1%) * (<1%) 11%
High school graduate or GED 138 (30%) 130 (28%) 268 (29%)  34%
Two year college graduate 82 (18%) 94 (20%) 176 (19%) 19%
Four year college graduate 177 (38%) 184 (39%) 361 (39%)  23%
Graduate or professional school 68 (15%) 59 (13%) 127 (14%)  13%
Race or Ethnicity
White 352 (76%) 350 (74%) 702 (75%)  62%
Black or African American 44 (9%) 35 (7%) 79 (8%) 13%
Hispanic or Latinx 17 (4%) 21 (4%) 38 (4%) 15%
Some other race 28 (6%) 33 (7%) 61 (6%) 1%
Multiple race 25 (5%) 31 (7%) 56 (6%)
Yearly Household Income
<$9,999 16 (3%) 11 (2%) 17 (2%) 10%
$10k to $14,999 21 (5%) 18 (4%) 39 (4%) 7%
$15k to $19,999 19 (4%) 20 (4%) 39 (4%) 5%
$20k to $24,999 22 (5%) 31 (7%) 53 (6%) 4%
$25k to $29,999 33 (7%) 30 (6%) 63 (7%) 6%
$30k to $39,999 53 (11%) 55 (12%) 108 (12%)  11%
$40k to $49,999 62 (13%) 69 (15%) 131 (14%) 8%
$50k to $74,999 101 (22%)  118(25%) 219 (23%)  19%
$75k to $99,999 72(15%) 67 (14%) 139 (15%)  10%
$100k> 67 (15%) 51 (11%) 118 (13%)  21%
Health Insurance Type
No Insurance 52 (11%) 50 (11%) 92 (10%) 14%
Work 140 (30%) 140 (30%) 280 (30%)
Spouse 111 (24%) 117 (25%) 228 (24%) .
Parent 31 (7%) 30 (6%) 61 (7%) oo%
Buy Private 41 (9%) 44 (9%) 85 (9%)
Medicaid 77(17%) 83 (18%) 160 (17%)  17%
Other 14 (3%) * (<1%) 30 (3%) 3%
Marital Status
Never married 108 (23%) 107 (23%) 215 (23%)  25%
Living with a partner 116 (25%) 126 (27%) 242 (26%) 19%
Married 224 (48%) 216 (46%) 440 (47%)  49%
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(N=466)" Z\?Sﬂm) (N=936) (N =3021)
Divorced 14 (3%) 18 (4%) 32 (3%) 4%
Separated *(<1%) * (<1%) *(<1%) 3%
Widowed 0 (0%) 0 (0%) 0 (0%) 0%
Number of Live Births
0 211 (45%)  225(48%) 436 (47%)  35%
1 90 (19%) 88 (19%) 178 (19%)  18%
2 104 (22%) 91 (19%) 195 (21%)  25%
3 36 (8%) 33 (7%) 69 (7%) 15%
4 18 (4%) 28 (6%) 46 (5%) 5%
5+ * (<1%) * (<1%) 12 (1%) 2%
Pregnancy Scare
Yes 339 (73%) 351 (75%) 690 (74%)
No 126 (27%) 118 (25%) 244 (26%)
Age at First Sex (mean, min, max) 175(7,33) 17.3(11,34) 17.3(7,33) 17.1(3,40)
Effectiveness of Most Effective Contraceptive Used in Past Three Months
Highly Effective (IUD, Implant, etc.) 72 (15%) 81 (17%) 153 (16%) 37%
Effective (Pill, Patch, Ring, Injection) 38 (8%) 45 (10%) 83 (9%) 24%
Less Effective (Condom, etc.) 258 (55%) 246 (52%) 504 (54%)  29%
No Method 98 (21%) 96 (20%) 194 (21%)  10%
Cannot Use Some Contraceptives for Health Reasons
Yes 75(16%) 79 (17%) 154 (16%)
No 391 (84%) 391 (83%) 782 (84%)
Pregnancy Intentions
Trying to get pregnant 0 (0%) 0 (0%) 0 (0%)
Wouldn’t mind getting pregnant 36 (8%) 44 (9%) 80 (9%)
Wouldn’t mind avoiding pregnancy 33 (%) 23 (5%) 56 (6%)
Trying to avoid pregnancy 389 (83%) 396 (84%) 785 (84%)
Don’t know 0 (0%) 0 (0%) 0 (0%)
Previously Seen Poster
Yes 36 (8%) 28 (6%) 64 (7%)
No 415 (89%)  438(93%) 853 (91%)
Don’t know *(<1%) *(<1%) 19 (2%)
Numeracy
Top 50% 211 (45%) 228 (49%) 439 (47%)
Bottom 50% 255 (55%) 240 (51%) 495 (53%)

*
Indicates cells with <10 observations
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Table 2:

Pre- and Post-Exposure Descriptive Statistics for Outcomes

Outcome Variable

CDC Poster (N=466)

Patient-Centered Poster (N = 470)

Pre Post Pre Post
Mean Contraceptive Knowledge Score” 16.6+376 175+3.68 16.7+3.63 18.3+3.49
Range: 0to 25 66.4% 70% 66.8% 73%
correct correct correct correct
Perceived Pregnancy Risk?
Very High * * * *
High * 12 (3%) 14 (3%) 17 (4%)
Moderate 72(15%)  65(14%) 50 (14%) 50 (11%)
Low 127 (27%) 130 (28%) 109 (23%) 117 (25%)
Very Low 252 (54%) 252 (54%) 293 (62%) 283 (60%)
Accuracy of Perceived Pregnancy Risk Score” 024£043 024+043 023+042 024 £0.43
Range: 0to 1
Most Effective Acceptable Method in Next Year?
Highly Effective (JUD, etc.) 148 (32%) 199 (43%) 151 (32%) 193 (41%)
Effective (Pill, etc.) 133 (29%) 128 (27%) 152 (32%) 154 (33%)
Less Effective (Condom, etc.) 160 (34%) 124 (27%) 142 (30%) 106 (23%)
No Method 25 (5%) 15 (3%) 25 (5%) 17 (4%)
Most Likely Method Intended in Next Year?
Highly Effective (JUD, etc,) 106 (23%) 130 (28%) 105 (22%) 120 (26%)
Effective (Pill, etc.) 65(14%) 59 (13%) 69 (15%) 76 (16%)
Less Effective (Condom, etc.) 222 (48%) 205 (44%) 220 (47%) 203 (43%)
No Method 73 (16%) 72 (15%) 76 (16%) 71 (15%)
144+101 153+106 143+101 152+1.03

Mean Most Likely Method Intended in Next Year Score”

Range: 0to 3

fReporting Mean + standard deviation

’tReporting n (% of total for that poster)
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Results of T-Tests

Table 3:

Page 16

Outcome

Comparison Pre
and Post for
CDC Poster

(N=466)

Comparison
Pre and Post for
Patient-
Centered Poster
(N=470)

Comparison
Between
Posters

Primary Outcome: Mean Change in Contraceptive
Knowledge Score (99% Confidence Interval)
Range: =25 to 25

0.90 7 (0.66-1.13)

1.6 (1.31-1.90)

Patient-centered performed better

Absolute Percentage Point Change 3.6 6.4
Primary Outcome: Mean Accuracy of Perceived Pregnancy 0 (-0.02-0.02) 0.013 (-0.01-0.04)  Fail to reject the null hypothesis
Risk Score (99% Confidence Interval)
Range: —1to 1

Absolute Percentage Point Change 0 13

Primary Outcome: Mean Change in Most Likely Method
Score (99% Confidence Interval)
Range: -3to 3

0.0977(0.02-0.17)

0.09(0.01-0.17)

Fail to reject the null hypothesis

Absolute Percentage Point Change

3

3

Positive Control: Mean Change in Questions Addressed by
Posters (99% Confidence Interval)
Range: 11 to 11

0.64(0.50-0.78)

1.317(1.11-1.51)

Patient-centered performed better

Absolute Percentage Point Change

5.8

11.9

Change in % Correct

68.5% to 74.4%

68.6% to 80.5%

Negative Control: Mean Change in Questions Not
Addressed by Either Poster (99% Confidence Interval)
Range: —14 to 14

0.26 **(0.10-0.42)

0.2977(0.12-0.47)

Fail to reject the null hypothesis

Absolute Percentage Point Change

1.8

2.1

Change in % Correct

64.9% to 66.6%

65.5% to 67.6%

*
p<0.01,

Hk
p<0.001 to account for multiple comparisons
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