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ARTICLE INFO ABSTRACT
Ara‘c{e history: Objective: There has been a growing focus on informed choice in contraceptive research. Because re-
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provider, ensuring informed choice in the adoption of these methods is imperative. We sought to under-
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stand whether information received during contraceptive counseling differed among women using LARC
and those using other modern methods of contraception.

Keywords: Study Design: We used cross-sectional data from Burkina Faso, Céte d’lvoire, the Democratic Republic
Contraception of Congo (DRC), Kenya, Nigeria, and Uganda collected in 2019-2020 by the Performance Monitoring for
Family planning Action project. We included 7969 reproductive-aged women who reported use of modern contraception.

Informed choice

. . . Our outcome of interest, information received during contraceptive counseling, was measured using a
Long-acting reversible contraception

binary indicator of whether respondents answered “yes” to all 4 questions that make up the Method In-
formation Index Plus (MII+). We used modified Poisson models to estimate the prevalence ratio between
method type (LARC vs. other modern methods) and the MlIl+, controlling for individual- and facility-level
covariates.

Results: Reported receipt of the full MIl+ during contraceptive counseling ranged from 21% in the DRC
to 51% in Kenya. In all countries, a higher proportion of LARC users received the MII+ compared to other
modern method users. A greater proportion of LARC users answered “yes” to all questions that make up
the MII+ at the time of counseling compared to other modern method users in DRC, Kenya, Nigeria, and
Uganda. There was no significant difference in the prevalence of reporting the full MIl+ between users of
LARC and other modern methods in Burkina Faso (Adjusted prevalence ratio (aPR): 1.16; 95% confidence
interval (CI): 0.91, 1.48) and Cote d’Ivoire (aPR: 1.13; 95% CI: 0.87, 1.45).
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Conclusion: Information received during contraceptive counseling was limited for all modern contra-
ceptive users. LARC users had significantly higher prevalence of receiving the MIl+ compared to other
modern method users in the DRC, Kenya, and Uganda. Family planning programs should ensure that all
women receive complete, unbiased contraceptive counseling.

Implications: Across 6 sub-Saharan African countries, a substantial proportion reproductive-aged women
using contraception did not report receiving comprehensive counseling when they received their method.
Women using long-acting reversible contraception received more information compared to women us-
ing other modern methods in the DRC, Kenya, Nigeria, and Uganda after controlling for individual- and

facility-level factors.

© 2022 The Author(s). Published by Elsevier Inc.

This is an open access article under the CC BY license (http://creativecommons.org/licenses/by/4.0/)

1. Introduction

Quality of care is an important component of contraceptive ser-
vices. Judith Bruce’s seminal 1990 framework for conceptualizing
quality emphasized “information given clients” as a key element
of high-quality contraceptive care and highlighted the importance
of quality for promoting person-centered family planning program-
ming [1]. In the years since, there has been a growing focus on
the concept and measurement of informed choice, which explores
whether an individual has sufficient, unbiased information about a
range of options when making a decision about contraception [2-
4]. Ensuring the protection of human rights in reproductive ser-
vices, including contraceptive autonomy, requires concerted and
consistent focus on the measurement of informed choice.

Measuring informed choice and quality of contraceptive care
among users of long-acting reversible contraception (LARC), specif-
ically contraceptive implants and intrauterine devices (IUDs), is
vital given that removal requires a trained provider. Users are
therefore dependent on the training, availability, and willingness
of providers to successfully discontinue their method. While LARC
is highly-effective and generally has high rates of satisfaction [5-
8], the reliance on providers has raised concerns about potential
threats to autonomy, particularly if women are unable to discon-
tinue on demand [9-11]. Researchers found that providers imposed
method restrictions in Nigeria, Kenya, Senegal, and India based
on age, parity, and marital status, with stringent restrictions pre-
venting women from accessing IUDs [12-17]. Similarly, studies in
Kenya, Ethiopia, and Ghana have reported provider refusal to re-
move LARC upon the client’s request [18-20]. In order for women
to make informed decisions that balance their preferences across
a range of factors, including user engagement, efficacy, potential
for side-effects, and reliance on providers, it is imperative that
those using LARC receive comprehensive counseling centered on
informed choice.

One of the ways the family planning community has measured
informed choice as an integral element of quality care is through
the Method Information Index (MII). The MII captures three com-
ponents of a counseling visit, relating to counseling on other meth-
ods, side effects, and what to do in case of side effects [21]. In
2019, the MII was adapted into the MII+ with the addition of a
fourth question about whether an individual was told about the
possibility of switching to another method [22].

Despite its wide adoption by researchers and policy makers
to evaluate the success of family planning programs, including
FP2020 [23], some scholars have questioned the validity of the
measure, noting that it may overestimate the information ex-
changed between patients and providers during counseling [24].
Additionally, while the MII was designed to measure information
given to clients during counseling, it has been routinely adopted
as a proxy for the full spectrum of informed choice or for the
construct of quality of care writ large [25-28]. This may be prob-
lematic given that the MII does not include items to capture in-

formation on correct method use, warning signs, or the range of
methods presented to the client, among other elements important
to informed decision-making. To date, however, the MII+ remains
the only population-based measure of contraceptive quality widely
measured in large-scale demographic surveys, such as the Demo-
graphic and Health Surveys.

Previous attempts to measure informed choice for LARC have
found that quality and content of contraceptive counseling may
differ between LARC users and users of other modern methods.
Studies focused on predictors of the MII have reported that women
using LARC were more likely to report receiving all components of
the MII compared to users of other modern methods and general
recipients of contraceptive counseling [26,29-31]. Additionally, a
qualitative study in Tanzania reported that women received biased
contraceptive counseling following a provider-focused postpartum
IUD intervention, with the IUD promoted over other methods [32].
Though previous studies have documented contraceptive counsel-
ing differences between LARC and non-LARC users, no quantita-
tive study has explored the association between method and MII+
across multiple countries, adjusting for relevant confounders of
this relationship. By conducting this analysis across a number of
sub-Saharan countries, we are better able to articulate the differ-
ences in the provision of MIl+ components during contraceptive
counseling in this region of the Global South.

The aim of the present study is to understand if and how re-
ported receipt of the MII+ at the time of contraceptive coun-
seling differs between women using LARC (implants and IUDs)
and those using other modern methods of contraception (pills, in-
jectables, female condom, sterilization, emergency contraception,
lactational amenorrhea method, and the Standard Days Method).
We use nationally representative, population-based data from six
sub-Saharan African countries to examine the association between
modern method used and reported receipt of all four components
that make up the MII+. We explore variability of the MII+ across
a range of geoculturally diverse contexts and assess differences in
the MII+ between LARC and non-LARC users.

2. Methods
2.1. Data and study setting

We use data collected in 2019-2020 by the Performance Moni-
toring for Action (PMA) project, which conducts nationally and re-
gionally representative surveys of women aged 15 to 49 in sub-
Saharan Africa and South Asia. Participants were selected using
a multistage sampling strategy. First, a representative sample of
enumeration areas (EAs) were selected. Households were then se-
lected at random from a list of all households in each EA. All
reproductive-aged women residing in randomly selected house-
holds were invited to participate in a female questionnaire after
providing informed consent. Eligible women ages 15 to 49 pro-
vided oral or written consent to participate, providing information
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about their sociodemographic characteristics, fertility preferences,
reproductive and contraceptive behaviors, and other related infor-
mation. Additional detail about the sampling strategy and survey
procedures can be found in Zimmerman et al. and www.pmadata.
org [33].

Study geographies include Burkina Faso, Cote d’Ivoire, Demo-
cratic Republic of Congo (DRC, Kinshasa and Kongo Central), Kenya,
Nigeria (Kano and Lagos states), and Uganda. In these countries,
modern contraceptive use ranges from 18% in Nigeria to 25% in
Kenya and Burkina Faso. LARC use among family planning users
ranges from 33% in Cote d’'Ivoire to 58% in Burkina Faso. LARC use
in these geographies is dominated by the implant, which ranges
from 29% of the method mix in Cote d’Ivoire to 53% in Burkina
Faso. IUD use ranges from 4% in Kenya and Cote d’'Ivoire to 10% in
Nigeria.

2.2. Measures

Our primary outcome is information shared during contracep-
tive counseling measured by the MII+. Current and recent family
planning users were asked to reflect back on their last counseling
visit and asked, “when you obtained your [current or most recent
method], were you told about:” 1) side effects or problems you
might have with your method?, 2) what to do if you experienced
side effects? 3) other methods that you could use?, and 4) the pos-
sibility of switching to another method if the method you selected
was not suitable? For each question, participants responded yes/no.
Each individual component of the MII+ is treated as a binary vari-
able (yes/no). We use a binary indicator (yes/no) of “reported re-
ceipt of the complete MII+” for those who responded “yes” to all
4 counseling components [22,28]. Our primary exposure is LARC
use, defined as either use of a LARC method (implant or IUD) or
another modern method (pills, injectables, female condom, steril-
ization, emergency contraception, lactational amenorrhea method,
and the Standard Days Method).

Our analysis includes a number of covariates at the individual
level, which we both describe and include in our models. We iden-
tified these covariates using a directed acyclic graph. Covariates
include age (continuous), marital status (married/unmarried), and

Table 1

parity (continuous). Information on the facility where the woman
received her contraceptive method was self-reported, including fa-
cility ownership (public facility vs. other), type (hospital vs. other
facility type), and urbanicity of clientele (urban/rural).

2.3. Sample

We restrict our analytic sample to modern contraceptive
method users. We exclude women who reported male condom use
as their only form of contraception, as it is common for men to
obtain condoms themselves, precluding many women from contra-
ceptive counseling. We also exclude the small number of women
for whom data on all four aspects of the MII+ were not collected
due to non-response (Burkina Faso N = 6; Cote d'Ivoire N = 12;
Democratic Republic of Congo N = 51; Kenya N = 80; Nigeria
N = 17; Uganda N = 35).

2.4. Analysis

We describe sociodemographic characteristics of modern con-
traceptive users by country and present the proportion of women
who received each of the components of the MIl+ and all four
components, stratified by LARC use status (LARC users vs. other
modern method users). Finally, we use modified poisson regres-
sion with a log link to estimate prevalence ratios for the associ-
ation between a binary indicator of women’s method type (LARC
vs. other modern method) and reported receipt of the complete
MII+ (yes/no), adjusting for age, marital status, parity, urbanicity,
and facility ownership and type where the woman sourced her
contraceptive method. All analyses were weighted to account for
the complex sampling design and stratified by country to explore
contextual variations in this relationship.

3. Results

Altogether, 7969 modern contraceptive users were included
across the six geographies. Of women included, LARC users ac-
counted for 58% of women in Burkina Faso, 33% in Cote d’Ivoire,
46% in DRC, 46% in Kenya, 43% in Nigeria, and 42% in Uganda. The

Demographic characteristics of women using modern contraceptive methods in six sub-Saharan African countries, 2019-2020

Burkina Faso Cote d’Ivoire

Democratic Kenya Nigeria Uganda

Republic of Congo

N 1468 720
Age (years)
15-24 25% 28%
25-34 39% 40%
35-49 36% 32%
Married 91% 70%
Never attended school 60% 21%
Urban 26% 61%
Parity
0 5% 11%
1-2 30% 36%
3-4 28% 26%
5+ 38% 27%

Current most effective method of
contraception

Implant 53% 29%
IUD 5% 4%
Injectable 30% 28%
Pill 11% 31%
Emergency contraception - 8%

Standard days/cycle beads - -
Female sterilization - -
Received family planning from 89% 60%

public facility

753 3700 322 1005
27% 22% 10% 29%
43% 44% 38% 42%
30% 34% 52% 29%
67% 83% 90% 79%
5% 3% 10% 5%
100% 31% 91% 31%
12% 3% 6% 5%
36% 40% 25% 34%
27% 34% 43% 28%
24% 23% 26% 32%
44% 42% 33% 36%
- 4% 10% 6%
20% 38% 23% 41%
10% 8% 18% 6%
17% 1% 12% -
4% 1% - 3%
- 5% - 6%
45% 75% 57% 62%

“—* Missing indicates sample size was too small to produce reliable estimates at the population level.
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INDIVIDUAL COMPONENTS AND FULL METHOD INFORMATION
INDEX PLUS IN SIX SUB-SAHARAN AFRICAN COUNTRIES, 2019-
2020

W Told by provider about side effects of method m Told what to do if experienced side effects
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Fig. 1. Individual components and full Method Information Index Plus in six sub-Saharan African countries, 2019-2020.
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Table 2

Aspects of the method information index plus comparing long-acting reversible contraceptive users and other modern method users in six sub-Saharan African countries,

2019-2020

Burkina Faso Cote d’Ivoire

The Democratic

Kenya Nigeria Uganda

Republic of Congo

LARC Non-LARC LARC Non-LARC LARC Non-LARC LARC Non-LARC LARC Non-LARC LARC Non-LARC
N=85 N=613 N=235 N=485 N=343 N=410 N=1732 N=1968 N=138 N=184 N=419 N =587
Told about side 62% 55% 60% 40% 79% 34% 75% 64% 86% 48% 78% 55%
effects
Told what to do if 58% 45% 49% 31% 71% 24% 70% 56% 79% 42% 72% 44%
experienced side
effects
Told about methods 70% 65% 63% 48% 53% 29% 82% 71% 91% 60% 80% 59%
other than current
method
Told they could 71% 70% 71% 48% 51% 36% 83% 71% 76% 59% 83% 60%
switch to another
method
MIl+ 46% 40% 32% 21% 36% 8% 59% 45% 59% 36% 60% 35%

implant was the most common modern method of contraception
in Burkina Faso (53%), Cote d'Ivoire (29%), the Democratic Repub-
lic of Congo (44%), Kenya (42%), and Nigeria (33%), followed by the
injectable. In contrast, in Uganda, the injectable was the most com-
mon modern contraceptive method (41%), followed by the implant
(36%). Across all countries, most women were married (67-91%).
In our sample, between 30 and 40% of women had 1 to 2 children,
26 to 43% of women had 3 to 4 children, and 24 to 38% of women
had 5 or more children.

Across geographies, receipt of counseling content varied widely.
Roughly 47 to 69% of women were told about side effects of their
method at the time of contraceptive counseling, 37 to 63% of all
women were told what to do if they experienced side effects, 40
to 74% were told about other methods, and 43 to 71% were told
they could switch to another method. Thus, in all countries, fewer
than 80% of participants reported receipt each of the individual
components that make up the MII+ indicator. Receiving informa-
tion about method switching during counseling was the most fre-
quently reported component of the MII+ in Burkina Faso (71%),
Cote d’lvoire (55%), Kenya (77%), and Uganda (70%). In the DRC,

receiving information about side effects was the most frequently
reported component of the MII+ (55%) and in Nigeria, receiving
information about other contraceptive methods was the most fre-
quently reported component (74%) of the MII+.

Reported receipt of all 4 components of the MIl+ was low
across all countries, ranging from 21 to 51%. Kenya had the highest
proportion of women who reported receipt of the full MIl+ (51%),
followed by Nigeria (46%), Uganda (46%), Burkina Faso (43%), Cote
d’Ivoire (24%), and the DRC (21%). Individual components and the
full MII+ are shown by country in Figure 1.

Among LARC users, 32 to 60% reported receipt of the full MII+,
compared to 8 to 45% of users of other modern methods. In all
countries, a higher proportion of LARC users reported receipt of
each individual component of the MII+ and the full MIl+ com-
pared to other modern method users (Table 2, Fig. 2). The differ-
ence in reported receipt of MIl+ comparing LARC users and other
modern method users was smallest in Burkina Faso (46% of LARC
users vs. 40% of non-LARC users) and largest in the DRC (36% of
LARC users vs. 8% of non-LARC users). In Burkina Faso, the DRC,
Kenya, and Uganda, the proportion of women told what to do in
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PERCENTAGE OF LARC AND NON-LARC USERS WITH THE
METHOD INFORMATION INDEX PLUS IN SIX SUB-SAHARAN
AFRICAN COUNTRIES, 2019-2020
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Fig. 2. Percentage of long-acting reversible contraception (LARC) users and non-LARC users with the Method Information Index Plus in six sub-Saharan African countries,

2019-2020.

Table 3

Crude and adjusted® prevalence ratios and 95% confidence intervals for the association between LARC use and the Method Information

Index Plus in six sub-Saharan African countries, 2019-2020

Country

Crude prevalence ratio
(95% confidence interval)

Adjusted prevalence ratio
(95% confidence interval)

Burkina Faso
Cote d'Ivoire
Democratic Republic of

Congo

Kenya 1.32 (1.21, 1.43)
Nigeria 1.66 (0.59, 4.68)
Uganda 1.70 (1.48, 1.95)

1.15 (0.92, 1.45)
1.55 (1.10, 2.18)
4.32 (1.95, 9.56)

1.16 (0.91, 1.48)
1.13 (0.87, 1.45)
3.65 (1.52, 8.75)

1.26 (1.15, 1.38)
1.28 (1.07, 1.54)
1.64 (1.42, 1.89)

2 Adjusted for age, marital status, parity, urbanicity, facility ownership, and facility type.

case of side effects was the element of the MII+ with the largest
difference between LARC and non-LARC users.

Crude and adjusted prevalence ratios estimating the relation-
ship between LARC use and reported receipt of all 4 MIl+ com-
ponents, stratified by country, are presented in Table 3. The preva-
lence of the MII+ was significantly higher among those using LARC
compared to those using a other modern methods in the DRC,
Kenya, Nigeria, and Uganda. In Burkina Faso and Céte d’lvoire,
there were no significant differences in reported receipt of the
MII+ between LARC users and other modern method users. Ad-
justed prevalence ratios ranged from 1.13 in C6te d'Ivoire (95% CI:
0.87 1.45) to 3.65 in the DRC (95% CI: 1.52, 8.75).

4. Discussion

In this multicountry analysis, we find that information received
during contraceptive counseling, an important aspect of informed
choice, was limited for all modern contraceptive users with consid-
erable differences between LARC users and other modern method
users. Across 6 countries, fewer than 60% of women reported re-
ceiving counseling on side effects, what to do in case of side ef-
fects, other contraceptive methods, and method switching. Con-
trary to our hypothesis, women using LARC had significantly higher
prevalence of reporting the full MII+ at the time of counseling

compared to women using other modern methods in the Demo-
cratic Republic of Congo, Kenya, Nigeria, and Uganda.

Reported receipt of all components of the MII+ differed sub-
stantially by country, ranging from 51% in Kenya to 21% in the DRC.
These findings are in line with studies that have previously exam-
ined the MII in the included countries and reflect the range of in-
formation given to contraceptive clients across sub-Saharan African
countries [31,34, 35, 22]. Previous studies have found that clients
who did not receive counseling on all components of the MII are
more likely to discontinue their method within a year of initiat-
ing [26,36]. Discontinuation may be an example of women exer-
cising autonomy over their contraception use, and it may also re-
flect insufficient counseling on method management prior to adop-
tion. Improving counseling given to clients is therefore imperative
to ensure that all people have the information they need before
choosing which method to adopt.

Our study found similar associations to previous studies that
examined LARC use as a predictor of the MII, and built on this
work by delving into the individual components of the MII+
[26,29]. Similar to studies in Kenya, Togo, and Ethiopia, we find
that women using LARC were more likely to have the full MII+
compared to women using other modern methods [26,30,34]. We
report that a higher proportion of LARC users received each com-
ponent of the MII+ compared to users of other modern methods
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in all countries. This suggests that our findings were not driven
by one component of informational counseling, but rather that
LARC users were overall provided more information during coun-
seling sessions. This may be because LARC requires longer inter-
actions with providers, and thus clients have more time to be ex-
posed to information about their method and ask questions. It may
also be that providers delivering LARC have more experience than
those delivering other methods and are therefore more confident
in counseling. The largest driver of difference in the MII+ between
LARC and non-LARC users was either being told about side effects
or what to do in case of side effects in 5 of the 6 countries. Re-
sults from this analysis suggest that women who reported using
LARC seem to be at a advantage in receipt of counseling compo-
nents as measured by the MIl+, even after controlling for factors,
like facility-type, that likely influence receipt of the MII+.

Previous research has highlighted limitations to the MII mea-
sure that have important implications for these results. In 2019,
Chang et al. [24] assessed the MII by comparing the binary ques-
tions that make up the measure to detailed questions about what
information was shared during counseling, asking participants to
list what other methods they knew, the side effects of their
method, and what specifically they were told to do in case of side
effects. They found that adjusting the MII for discordance between
the MII score and actual knowledge after counseling led to sig-
nificant reductions in the indicator. These reductions were largest
among users of the IUD and considerable among implant users, in-
dicating that the validity of the MII may be different for LARC users
and users of other methods. Though we report that women us-
ing LARC had higher prevalence of receiving the MII+, differential
measurement of our outcome (the MII+) by our exposure (method
type) may bias these findings. If this is the case, estimates pre-
sented in this manuscript may overestimate the true association
between method type and MIL Further research exploring the as-
sociations between other validated indicators of method type and
counseling content would be useful to further understand this re-
lationship.

We also note that the MII and MII+ were designed to cap-
ture only a small portion of the elements of informed choice. Nei-
ther measure, for example, captures outcomes related to counsel-
ing bias,which research has shown is of particular salience to LARC
methods [37,38]. Further exploration into how to accurately mea-
sure other aspects of informed choice beyond content discussed
during counseling, as well as other domains of contraceptive au-
tonomy, is an essential next step in understanding quality of care
and autonomous decision-making in family planning. New indica-
tors of autonomy should be deployed in large-scale, population-
based surveys, so informed, full, and free choice in contraceptive
decision-making can be better understood. Other limitations in-
clude that women were asked the questions that make up the
MII+ about when they last obtained their method. Thus, women
who have been using their method for a lengthy period may expe-
rience from potential recall bias, which may be especially promi-
nent for LARC users, given the longer duration of these methods.
This study was strengthened by the large, nationally representative
sample of women included across 6 sub-Saharan African countries,
and the use of widely adopted measures of contraceptive counsel-
ing content.

We find that regardless of method duration of action, many
contraceptive clients are not provided complete information about
other methods, method switching, potential side effects, and how
to handle side effects during counseling. We also find that women
who were using LARC were more likely to have received more
complete contraceptive counseling content. Programs and services
that aim to meet the reproductive health needs of women seek-
ing contraception should work to ensure basic and essential com-

ponents of information are delivered to all clients, regardless of
which method they plan to adopt. (Table 1)

Data availability

The data used in this analysis are publicly available at www.
pmadata.org.
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