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Abstract

OBJECTIVE: This study assesses emergency contraception (EC) dispensed before and after a 3-

minute video counseling intervention on EC.

METHODS: We used a quasi-experimental design and two data sources to assess the impact of 

offering the video counseling intervention. We used electronic health records from six Planned 

Parenthood Association of Utah health centers with onsite oral EC dispensing to determine pre- 

and post-intervention EC distribution. Beginning July 2015, three participating locations offered 

the video counseling intervention to English-speaking EC clients. These clients completed a brief 

survey assessing EC knowledge and uptake, providing a patient-level data source. We used a 

difference-in-difference analysis of the clinic-level data to assess the effect of the video counseling 

intervention. This analysis compares the variation in oral EC distribution between clinics offering 

the video intervention and clinics not offering the video counseling before and after the video 

counseling was introduced. Multivariable logistic regression assessed client characteristics 

associated with receiving ulipristal.

RESULTS: The six health centers served 8,269 English-language EC clients during 2015. At 

participating sites, provision of ulipristal increased from 12% (269/2315) pre-intervention to 28% 

(627/2266) post-intervention (p<0.001). Non-participating sites did not see a change. Clients 

seeking EC at sites offering video counseling were more likely to receive ulipristal, even after 

controlling for age, insurance, and ethnicity (adj.OR 3.4, 95% CI 3.0–3.9). Using the difference-

in-difference analysis, the video counseling intervention accounted for an 18% (95%CI 14%

−21%) increase in ulipristal provision at the participating health centers. Among the 2,266 women 

seeking EC who were offered video counseling, 19% (425/2,266) watched the video, and 60% 

(254/425) reported the video affected their EC preferences. Knowledge of the IUD for EC 

increased but reported uptake of this method remained low (6.8%).
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CONCLUSIONS: Exposure to video counseling increased use of more effective oral EC and 

increased knowledge about all EC options.

IMPLICATIONS: Use of a brief informational video about EC options at family planning clinics 

may increase the proportion of EC clients receiving more effective EC methods.

INTRODUCTION

Women seeking emergency contraception (EC) desire to prevent a pregnancy after 

unprotected intercourse (UPI). Currently, the EC options for women in the United States 

include: oral levonorgestrel (LNG), oral ulipristal acetate (UPA), and the T380 copper IUD. 

The two oral options can be dispensed at the pharmacy, and the IUD requires an in-office 

procedure with a trained provider. The fourth EC option is the Yuzpe method of combined 

oral contraceptive pills. This less effective approach can still be used if the above options are 

not available or affordable, but its use will not be further addressed here. EC clients need to 

consider time since unprotected intercourse, risk of pregnancy, BMI, and desire for a reliable 

ongoing contraceptive option when choosing which option is best for them:.

EC users can access oral LNG, the most commonly used EC method, in pharmacies without 

a prescription. In 2010, the US Food and Drug Administration (FDA) approved oral UPA, a 

selective progesterone receptor modulator, for prescription EC use. However, women using 

EC who weigh more than 160lbs experience significantly lower efficacy with oral LNG 

relative to oral UPA [1]. Additionally, UPA efficacy and FDA approval for use extends up to 

120 hours following unprotected sexual intercourse [2]. FDA approval and the package 

insert limit use of oral LNG to 72 hours after intercourse, but efficacy may go beyond that 

timeframe [3, 4]. The final and most effective form of EC is the copper IUD, which has a 

pregnancy risk of 1/1000, 1/10th the risk of UPA [5]. It also is the only option that continues 

to provide highly effective contraception for as long as the user desires up to twelve years 

after insertion. Though the FDA has labeled the copper IUD for up to 10 years of use, strong 

evidence indicates that it is effective for up to 12 years [6]. Disadvantages of the IUD for EC 

include its greater expense, the additional time for placement by a medical provider, patient 

discomfort at the time of placement, and potential unwanted side effects.

Several studies demonstrate gaps in patient knowledge of EC [7–9]. Patient-oriented video 

decision support tools provide an ideal opportunity to support EC clients to make an 

informed choice when multiple EC options are offered [10]. To meet this need, we 

developed a 3-minute video counseling for emergency contraception that seeks to counsel 

clients on their EC options. (Appendix 1. Video counseling script or for the full video 

https://www.youtube.com/watch?v=_Q2E8tsyCQE). We evaluated the impact of the video 

counseling on oral EC dispensing at the clinic level. Among clients who watched the video, 

we assessed EC knowledge, changes in EC plans, and satisfaction with the video as a 

decision support tool.
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METHODS

STUDY DESIGN

We used a quasi-experimental design (i.e without random assignment to treatment and 

control groups) and two data sources to assess the video counseling intervention. At the 

clinic level, we used electronic health records from January 2015-December 2015 from six 

Planned Parenthood Association of Utah health centers with onsite oral EC dispensing. In 

the second half of the assessment period, from July 2015-December 2015, three locations 

adopted the video counseling intervention. Participants who watched the video completed a 

brief survey which provided a second data source. These clinics provide three EC options: 

oral LNG, UPA, and the copper IUD. In addition, while pharmacies provide oral LNG for 

EC without a prescription, Planned Parenthood remains the preferred EC provider among 

patients in these communities because the clinics provide EC services on a sliding scale 

based on ability to pay, making it more affordable than pharmacies. Out-of-pocket cost of 

EC at Utah’s Planned Parenthood clinics varies from $5 for oral LNG, $30 for UPA, and 

around $500 for the copper IUD; however, the payment scale slides to zero, if needed, for all 

EC visits. Women preferring oral LNG may approach the clinic front desk and receive the 

medication in less than 5 minutes without an appointment. Oral UPA requires a prescription 

and involves a minimal encounter with an advanced practice clinician. Finally, a copper IUD 

demands a full clinic appointment including counseling on the device and the insertion 

procedure. However, during the time of the intervention not all clinics had a clinician 

available for IUD insertion every day. On these days clinics provided clients with the oral 

EC of their choice and scheduled them for an IUD insertion at a later date.

During the intervention period, front desk staff offered English-speaking clients presenting 

for EC the opportunity to watch the video. The animated English-language video included 

information on oral LNG, oral UPA, and the copper IUD. Eligible women spoke English and 

requested EC at a participating health center during the 6-month intervention period. The 

study protocol did not include any additional eligibility criteria. Prior to starting the video 

and survey, an electronic cover letter approved by the University of Utah IRB explained the 

details of the study and continuation to the video implied consent. The counseling video 

content compared method characteristics of oral LNG, oral UPA, and the copper IUD and 

provided information on method efficacy, impact of BMI, and availability. This included the 

over the counter availability of oral LNG, the need for a prescription with UPA, and the need 

for professional placement with the copper T380 IUD. We developed the script based on 

information included on commonly used client sheets for EC users shared at Planned 

Parenthood clinics and on the Bedsider.org website. After watching the video, the client 

completed an anonymous survey reporting basic demographics, prior knowledge of EC, the 

impact of the video on their EC choice, and if they would recommend this video to other 

women seeking EC (Appendix 2. Video counseling survey). The client then continued with 

their clinic visit per standard of care. We used REDCap, a secure web application, to build, 

administer, and manage the online survey and database [17].

First, to examine the impact of the video counseling intervention we used pharmacy 

dispensing records from participating and non-participating health centers for the 6-months 
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prior to the video counseling intervention, and during the 6-month video counseling 

intervention. We describe characteristics of clients’ age, race/ethnicity, and insurance status 

by sale of oral LNG and oral UPA, and use logistic regression to assess client characteristic 

associations with selection of UPA. During the study period, clinics did not have 

standardized reporting of which clients receiving IUDs used them specifically for EC, thus 

these data were not available from the clinical data. We compared oral EC dispensing data 

using a difference-in-difference analysis to assess the impact of the intervention on UPA, the 

more effective oral EC option. Difference-in-difference estimates the specific intervention 

effect of the intervention by comparing the observed outcome trend to an unobserved 

counterfactual. Second, using the survey data, we describe characteristics of the video 

counseling participants, baseline EC knowledge, EC type participants planned to request 

before watching the video, and what participants planned to request after video counseling. 

We used multivariable logistic regression to determine associations between patient 

characteristics and changing their mind on the type of EC they planned to request at their 

visit after watching the video. We adjusted for available sociodemographic data with 

potential associations with EC method selection including age, race/ethnicity, insurance 

status, gravidity, income, and highest level of education. We used Stata14 or higher to 

analyze all data (College Station, TX). The University of Utah Institutional Review Board 

approved this study.

RESULTS

The six health centers with onsite EC dispensing reported 8,269 EC visits during 2015. Of 

these, 51% (n=4,216) occurred from January-June and 49% (n=4,053) from July-December. 

Approximately half of visits occurred at the three participating clinics (55%; n=4,581). EC 

clients at participating and non-participating clinics had similar ages and insurance status; 

however non-participating clinics had larger proportions of Hispanic, non-white clients 

(38% versus 22%; p-value<0.001) (Table 1). UPA dispensing increased from 12% 

(269/2315) pre-intervention to 28% (627/2266) post-intervention (p<0.001) at participating 

health centers, the other non-participating health centers did not see a change in UPA (10% 

vs 9%; p-value=0.11). Using the difference-in-differences analysis, the video counseling 

intervention accounted for an 18% (95%CI 14%−21%) increase in use of UPA at the 

participating health centers. Figure 1 provides observed monthly proportions of oral LNG 

and oral UPA among EC clients at participating clinics and non-participating clinics pre- and 

post- intervention. Figure 2 provides both the observed monthly averages and the regression 

predicted values of EC method uptake during the pre- and post-intervention periods. In this 

figure, we visualize the 18% intervention effect as the difference between the observed 

outcome trends and the unobserved counterfactual. Using multivariable logistic regression, 

we identified two variables associated with selecting UPA: insurance status and potential for 

video counseling exposure. Individuals using insurance (Medicaid or private insurance) 

reported UPA use 3.3 times more often (95%CI 2.7–4.2) than self-pay individuals. Clients 

seeking EC at sites offering video counseling were more likely to receive ulipristal, even 

after controlling for age, insurance, and ethnicity (adj.OR 3.4, 95% CI 3.0–3.9).(Table 2).

A total of 2,266 eligible EC visits occurred during the intervention period at participating 

clinics, 19% (425/2266) of clients opted to watch the video counseling for EC and 
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completed the survey. Individuals completing the survey ranged in age from 16 years to 43 

years with a mean of 23 years old. The majority of participants in the video counseling 

intervention reported being single, non-cohabitating (76%), no prior pregnancies (86%), and 

annual household incomes of less than $24,000 per year (71%). Table 3 shows the 

demographics of the intervention participants.

Among those completing the survey, over half (56%) of participants lacked awareness of EC 

options beyond oral LNG prior to watching the video, two-thirds (67%) did not know of 

more effective EC options, and three-quarters (77%) did not know that EC efficacy 

decreased for heavier women (>160lbs). The majority of women (60%) who engaged with 

the video counseling indicated that the video changed their EC choice they planned to 

request that day (Figure 3). Among the clients who said they changed their mind, 4% opted 

for a less effective option, while 96% indicated they changed to selecting a more effective 

method of EC than originally planned. Overall, 48% of the 319 women who walked into the 

clinic expecting to obtain oral LNG for EC ended up requesting UPA instead after watching 

the video. Using multivariable logistic regression, we assessed patient characteristics 

associated with changing desired EC method after watching the video compared to their 

desired method before watching the video. Figure 4 demonstrates this changed desire of EC 

method. Clients who had incomes over $24,000 more commonly reported they had changed 

their mind after watching the video. Age, ethnicity, insurance, previous pregnancy, and 

education did not have a significant association with reporting a change in EC method 

requested after watching the video (Table 4). Overall, patients reported high satisfaction with 

the video as almost all participants (96%) said they would recommend the the video to other 

women at the clinic to get EC.

DISCUSSION

Our findings showed that a brief video intervention can increase the uptake of more effective 

EC options and is highly acceptable to clients. After the patients viewed the video 

counseling, 4 out of 10 women decided to change their planned method of EC to a more 

effective form of EC. Although we lacked the ability to assess the effect of the video 

counseling on the uptake of IUDs for EC in the clinic data, we did see an increase in self-

reports of selecting an IUD among participants in the survey. Additionally, nearly all patients 

who engaged with the intervention said they would recommend this video to other women 

seeking EC counseling. Limited prior studies address patient knowledge of EC options. 

Hickey and colleagues [7, 8] identified patient knowledge gaps pertaining to oral LNG, but 

did not address knowledge or misconceptions related to oral UPA or the copper IUD for EC. 

Batur and colleagues [18] addressed knowledge gaps among clinicians, finding that 95% of 

reproductive health clinicians had heard of oral LNG, with 81% actively prescribing it to 

patients, and only 52% had heard of UPA with 14% of them prescribing it for EC. Most 

reproductive health clinicians (83%) had heard of the copper IUD as a method for EC, but 

only 35% actively prescribed it for this purpose. These knowledge and practice gaps can be 

attributed to the convenience of oral LNG being offered over the counter. UPA and the 

copper IUD require more clinician attention. Our study identifies knowledge gaps among EC 

users, and provides a counseling tool widely accepted by this population of women. This 
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work expands scientific literature to include information on the use of video counseling for 

EC to discuss alternatives to levonorgestrel pills [19].

A final critical aspect of placing this work in current context involves the complexities of 

transitioning to other hormonal contraception following UPA. When this video was 

developed we were unaware that women who initiate oral contraceptives soon after taking 

ulipristal are more likely to ovulate [20][21]. Current best practice requires sharing this 

information with women seeking EC, in addition to the information provided in the 

counseling video we studied.

Study limitations include the small proportion of EC clients that viewed the video 

counseling (19% of eligible clients). With a limited number of iPads available, clinic staff 

offered many patients video counseling but they did not want to wait for an iPad to become 

available. In addition, clinics lacked the ability to provide participant-level data from the 

clinic records for those exposed to video counseling. Therefore, specific patients who 

received video counseling could not be followed to confirm their use of their reported EC 

choice. Additionally, we lack specific data on the population unexposed to video counseling. 

Selection bias may have played a role in that those with video counseling exposure may 

have known less about EC, and their exposure could have been driven by the desire for more 

information about EC. Thus, the surveyed population may not be representative of the entire 

EC population. We also did not ask about the reasons why participants may or may not have 

changed their EC strategy. For instance, among the 4% of participants that opted for the less 

effective options we did not gauge why they changed their mind and if the video influenced 

the change. Understanding rationale for changes in behavior is an important area of future 

research. It is possible that clients may have been more comfortable watching the video in a 

private room rather than a waiting room; however, our team opted to use headphones in the 

waiting room to reduce disruption to clinic flow and to allow individuals who wished to 

continue with their purchase of LNG EC to do so without waiting for an exam room.

In conclusion, clinics that encourage women seeking EC to watch a 3-minute video about 

their EC options, appear to increase the number of women receiving more effective forms of 

EC.
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Figure 1. 
Medical record data on EC dispensing before and after video counseling was offered at 

participating health centers, compared to health centers offering no video counseling 

(Intervention starts month 6)
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Figure 2. 
Predicted mean monthly proportion of EC users receiving oral UPA at clinics that do and do 

not offer video counseling, data from medical records (Intervention starts month 6).
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Figure 3. 
Preferred methods of EC, before and after video counseling among those receiving video 

counseling and completing surveys (n=425)
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Figure 4. 
Change in preferred method of EC after receiving video counseling among those completing 

surveys (n=425).

Note: The width of arrows corresponds to the proportion of participants reporting that 

particular combination of EC choices.
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Table 1.

Demographic characters of Pre- and Post-Intervention by participating (n=3) and non-participating (n=3) 

clinics January 2015-December 2015, from medical records

Participating Clinics (n=3) Non-Participating Clinics (n=3)

Pre-
(n=2315)

n (%)

Post-
(n=2266)

n (%)

Pre-
(n=1901)

n (%)

Post-
(n=1787)

n (%)

Age group

≤21 723 (31) 758 (33) 639 (34) 626 (35)

22–25 731 (31) 701 (31) 603 (32) 499 (28)

26–29 430(19) 393 (17) 347 (18) 301 (17)

30+ 431 (19) 414 (18) 312 (16) 361 (18)

Insurance Status

Private 102 (4) 111 (52) 73 (4) 73 (4)

Public 7 (0.3) 12 (0.5) 4 (0.2) 6 (0.3)

None/Self-pay 2206 (95) 2143 (95) 1824 (96) 1708 (96)

Race/Ethnicity

White, Non-Hispanic 1511 (65) 1539 (68) 960 (51) 928 (52)

Hispanic, Non-White 533 (23) 476 (21) 733 (39) 650 (37)

Non-Hispanic, Other 271 (12) 251 (11) 208 (11) 209 (11)

Clinic Location

Clinic 1A/2A 398 (17) 366 (16) 1388 (73) 1371 (77)

Clinic 1B/2B 1279 (55) 1222 (54) 261 (14) 244 (14)

Clinic 1C/2C 638 (28) 678 (30) 252 1 (13) 172 (9)

EC Type

Oral LNG 2046 (88) 1639 (72) 1710 (90) 1635 (91)

Oral UPA 269 (12) 627 (28) 191 (10) 152 (9)

*
p-values all non-significant (p>.10) between pre- and post-intervention with the exception of EC-Type p<0.001. There only statistical difference 

between participating and non-participating clinics were race/ethnicity (p<0.001) and EC type(p<0.001)
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Table 2.

Associations between video counseling on emergency contraception and selected EC approach.

Variables Unadjusted OR 95%CI Adjusted OR* 95%CI

Age (years) 1.00 [1.00, 1.00] 1.01 [1.00, 1.02]

Race/Ethnicity

White, Non-Hispanic REF REF REF REF

Hispanic, Non-White 0.87 [0.75, 1.00] 1.02 [0.88, 1.46]

Non-Hispanic, Other 1.12 [0.93, 1.35] 1.20 [0.99, 1.46]

Insurance Used

Self-Pay REF REF REF REF

Public or Private 3.28 [2.63, 4.08] 3.31 [2.64, 4.16]

Clinic Location 1.13 [1.09, 1.17] 0.98 [0.94, 1.02]

Intervention

Not exposed to video counseling REF REF REF REF

Exposed to video counseling 3.37 [2.98, 3.82] 3.54 [3.06, 4.10]

*
Adjusted for age, ethnicity, insurance status, and clinic location
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Table 3.

Demographic characteristics of participants who completed surveys after video counseling on emergency 

contraception (N=425)

Patient Characteristics N %

Age Group

16–18 58 17.0

19–21 101 29.6

22–25 95 27.9

26–29 48 14.1

30+ 39 11.4

Relationship Status

Single/Divorced/Separated 315 75.5

Married/Living with Partner 102 24.5

Race/Ethnicity

White, Non-Hispanic 260 64.4

Hispanic, Non-White 95 23.5

Other, Non-Hispanic 49 12.1

Gravidity

Nulligravida 354 85.9

Gravid 58 14.1

Annual Income

≤24,000 304 71.5

24,001–60,000 81 19.1

>60,000 40 9.4

Insurance Status

None 154 47.1

Public 28 8.6

Private 145 44.3

Education Level

High school or less 146 35.2

Some college or currently enrolled 189 45.5

College graduation or beyond 80 19.3

Employment Status

Unemployed/Homemaker 65 16.0

Student 63 15.5

Employed, part-time 124 30.5

Employed, full-time 155 38.1

*
if columns don’t add up to 425 it is due to missing data
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Table 4.

Variables associated with participants reporting selection of a method of emergency contraception after 

receiving video counseling that differed from their initially intended method of emergency 

contraception(n=425).

Variables Unadjusted Odds Ratio 95% CI Adjusted Odds Ratio* 95% CI

Age 1.04 [1.00, 1.09] 1.04 [0.97, 1.11]

Race/Ethnicity

 White, Non-Hispanic REF REF REF REF

 Hispanic, Non-White 1.36 [0.83, 2.22] 1.30 [0.64, 2.63]

 Non-Hispanic, Other 1.00 [0.54, 1.86] 0.68 [0.30, 1.54]

Insurance Status

 None REF REF REF REF

 Public 0.97 [0.43, 2.20] 0.91 [0.33, 2.51]

 Private 1.20 [0.75, 1.90] 0.73 [0.39, 1.36]

Gravidity

 Nulligravida REF REF REF REF

 Gravid 1.30 [0.73,2.33] 0.97 [0.41, 2.29]

Income Category

 <$24,000 REF REF REF REF

 24,001–60,000 1.99* [1.17, 3.39] 3.31** [1.50, 7.32]

 >60,000 1.46 [0.74, 2.91] 4.82* [1.29, 18.00]

Highest Level of Education

 High school or less 0.92 [0.59, 1.43] 0.59 [0.31, 1.11]

 Some college or currently enrolled REF REF REF REF

 College grad or beyond 1.02 [0.60, 1.74] 0.52 [0.24, 1.11]

*
Adjusted model includes age, race/ethnicity, insurance status, gravidity, annual income, and education.
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