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Objectives: Barriers to the provision of patient-centered contraceptive counseling include time limita-
tions, frequent misconceptions and misinformation about methods among patients, and the availability
of numerous contraceptive options, which increases the complexity of contraceptive decision making.
Decision support tools are interventions designed to facilitate quality decision making in preference-
sensitive decisions. We evaluated the impact of a contraceptive decision support tool, My Birth Control,
on providers’ experience with contraceptive counseling.
Study design: We interviewed 15 providers who participated in the intervention arm of a cluster random-
ized controlled trial of My Birth Control to obtain their impressions of their patients’ interactions with the
tool. We analyzed the interviews using thematic analysis, compared appointment lengths of patients in
each arm (n=749) and assessed provider burnout in each arm (n=28).
Results: Providers reported that incorporating My Birth Control into their practice helped them allocate
time more efficiently, enabling them to hone in on patients’ areas of interest. They also reported that
patients who interacted with the tool appeared more informed about contraception options and features,
and took a more active role in method selection. All providers described using the tool as acceptable and
feasible, and indicated they would like to incorporate it into their practice. There was no difference in
provider burnout scores comparing before and after the trial of My Birth Control.
Conclusion: Providers had a positive impression of the impact of My Birth Control on contraceptive coun-
seling, including the quality of counseling, and perceived the tool to be a feasible intervention to use in
the clinical setting.
Implications: Family planning clinics should consider incorporating My Birth Control into their clinical
services as a means of improving contraceptive care and provider experience of counseling.

� 2019 Elsevier Inc. All rights reserved.
1. Introduction choice of which contraceptive method to use can be complex, as
In the United States, the vast majority of women will use a pre-
scription contraceptive method during their lifetime [1]. The
many women have over 10 methods that are medically appropri-
ate for them. These methods vary across a range of characteristics,
and women have strong and varied preferences for these charac-
teristics [2,3]. When faced with preference-sensitive health deci-
sions such as choice of contraceptive method, providers can
support patients’ decision making by helping them to consider
their preferences, as well as how these preferences relate to the
available options.

The contraceptive counseling visit therefore represents an
important opportunity for providers to support women to achieve
their reproductive goals. However, studies have found that women
report dissatisfaction with their contraceptive counseling due to
receiving insufficient information, perceiving provider coercion

http://crossmark.crossref.org/dialog/?doi=10.1016/j.contraception.2019.08.001&domain=pdf
https://doi.org/10.1016/j.contraception.2019.08.001
mailto:christine.dehlendorf@ucsf.edu
https://doi.org/10.1016/j.contraception.2019.08.001
http://www.sciencedirect.com/science/journal/00107824
http://www.elsevier.com/locate/con


C. Dehlendorf et al. / Contraception 100 (2019) 420–423 421
and not feeling able to voice all of their concerns during these visits
[4–11]. Additionally, providers themselves have identified barriers
to the provision of quality contraceptive counseling, including
prevalent misconceptions about contraceptive methods among
patients, insufficient time to counsel about a range of options
and lack of training in the provision of contraceptive counseling
[12,13]. These challenges leave many providers feeling structurally
impeded from providing quality contraceptive counseling [13,14].

Little research has considered how to implement patient-
centered contraceptive counseling [15]. In the health communica-
tion literature more broadly, recent attention has focused on
‘‘shared decision making” (SDM), a patient-centered approach that
accounts for the importance of patients’ preferences and values,
alongside the provider’s medical expertise, in choosing an outcome
for preference-sensitive decisions [16]. Studies have found that
while patients’ report of engaging in SDM is associated with
increased satisfaction with their family planning experiences
[17], strategies consistent with SDM are infrequently used in the
context of contraceptive counseling [18]. Patient decision aids have
been demonstrated to successfully support SDM in other prefer-
ence sensitive areas of healthcare, including prenatal testing and
orthopedic care [19,20].

We developed a contraceptive decision support tool, My Birth
Control, designed to facilitate the implementation of the best prac-
tices of shared decision making in family planning services [21].
Evaluations of the effects and patient satisfaction with the tool
are reported elsewhere [22]. Here, we report on how patients’
use of the contraceptive decision support tool, My Birth Control,
impacts provider experience of contraceptive counseling, including
provider resistance and burnout, and influence on appointment
time. Specifically, we examined whether providers felt using My
Birth Control impacted their counseling, whether it was acceptable
and feasible for use in the clinic setting and whether they per-
ceived any negative effects or had concerns.
2. Materials and methods

This analysis is part of a cluster randomized controlled trial
designed to evaluate the effects of the contraceptive decision sup-
port tool My Birth Control. The interactive tool includes a contra-
ception education module, solicits user preferences and relevant
medical history, and then creates a list of recommendations based
on the user’s answers, which are included on a final printout along
with the user’s questions, for the provider to view prior to the con-
traceptive counseling visit [23].

Between 2014 and 2016, we conducted a cluster randomized
controlled trial at four safety-net clinics in San Francisco. We
invited licensed and nonlicensed providers who performed contra-
ceptive counseling to participate, and after they completed
informed consent, we randomly assigned them to counseling
patients who interacted with My Birth Control or control patients
who received usual care. Patient participants gave informed con-
sent and then interacted with My Birth Control prior to their visit
or received usual care, according to the assignment of their provi-
der. Providers were eligible to participate if they conducted contra-
ceptive counseling at one of the study sites and were planning to
remain in their job for 6 months postenrollment. Patients were eli-
gible if they were female, 15 to 45 years old, were not pregnant or
desiring pregnancy within 7 months of enrollment, and wanted to
discuss starting or switching a contraceptive method during their
visit with one of the study providers.

Prior to randomization, provider participants (n=28) completed
a survey, which included demographic questions, as well as the
Maslach Burnout Inventory (MBI) to assess provider burnout. The
MBI [24] is a validated, 22-item measure of workplace burnout
among human services workers with subscales in three domains:
emotional exhaustion (subscore range 0–54), depersonalization
(subscore range 0–30) and personal accomplishment (subscore
range 0–48). Providers also completed a survey at the completion
of the study in which they repeated the MBI. We measured this
construct to test our hypothesis, developed through qualitative
interviews with providers and consultation with our provider
stakeholders, that providing contraceptive counseling in a time-
limited environment contributes to job stress [13]. Through pro-
viding contraceptive decision support to patients, we hypothesized
that family planning providers would feel less frustrated and have
greater job satisfaction. All providers who were randomized to the
intervention arm (n=15) participated in a standardized 30-min ori-
entation to My Birth Control, which included a brief description of
how it works, the motivation for its creation, and time to play with
the tool and view sample birth control profile printouts. We asked
providers in the intervention arm not to discuss the content of the
tool, its motivation or printouts, with providers randomized to the
control arm in order to avoid contamination.

Research staff measured total patient visit time and time the
providers spent with the patients using direct observation. Finally,
following completion of the providers’ participation in the cluster
randomized controlled trial, two research staff, J.F., who is trained
in global health, and R.R., who is trained in public health, con-
ducted semistructured interviews with all providers assigned to
the intervention arm to explore their experiences with patients
who had interacted with My Birth Control. J.F. and R.R. conducted
in-person interviews with providers, who they did not know per-
sonally and had not interacted with during implementation,
between March 2015 and June 2017. We developed the interview
guide with input from a multidisciplinary provider stakeholder
group and included questions aimed at understanding the provi-
ders’ perception of the tool’s influence on counseling, clinic flow
and patient experience. Interviews averaged just under half an
hour in length, were audio recorded and were transcribed verba-
tim. The Institutional Review Board at the University of California,
San Francisco, approved all study protocols.
2.1. Analysis

Transcripts were coded using thematic analysis [25]. We started
withopencoding informedby initial themesof interest to theoverall
study: the impact, acceptability and feasibility of usingMyBirth Con-
trol in contraceptive counseling. C.D., K.K. and R.R. read all tran-
scripts and collectively developed a draft codebook based on the
focal interests of this analysis. Codes were intentionally broad to
allow for a parsimonious codebook (e.g., ‘‘impact” entailed discus-
sion of any and all perceived impacts of the tool, not simply those
related to contraceptive selection).UsingDedoose, a qualitativeana-
lytical software package, R.R. coded three interviews using the draft
codebook, identifying ambiguous, redundant and emergent codes to
achieve thematic saturation. K.K. reviewed this coding, and R.R. and
K.K. refined thecodebookbasedon this application.During this stage
of the analytical process, through discussionwith K.K., who brought
an outside perspective, having not been involved in the data collec-
tion phase, R.R. engaged in robust consideration of howher and J.F.’s
positionalities had impacted the interviews. Of particular relevance,
R.R. identified points in the interview transcripts where the inter-
viewers’ familiaritywith the field of contraceptive counseling provi-
sion had led them to limit their probing of respondent responses.
This occurrence — and recognition of how it affected the data — led
R.R. and K.K. to further narrow the codebook to areas most fully
explored in the interviews. R.R. then coded all transcripts using the
refined codebook, takingnotes about overall themes across the data.

C.D., K.K. and R.R. discussed R.R.’s identified themes and
selected several broad codes for further subcoding to illuminate
patterns in the data. K.K. and R.R. iteratively developed unique sub-
codes and collectively applied them to all relevant excerpts. All dis-
agreements were resolved through discussion. We considered
coding complete when no new codes emerged. Finally, we tallied
the presence or absence of each subcode in every transcript.

For the regression analysis of provider burnout subscale scores,
we controlled for site and used bootstrapping for inference given
small sample sizes (n=28). Finally, we conducted t tests to compare
appointment time as well as patient time spent with the provider
between intervention and control arms (n=758).
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3. Results

3.1. Sample characteristics

We randomized 15 providers to the intervention arm; all eligi-
ble providers completed an interview. Seven were nurse practi-
tioners, six were health educators, one was a physician’s
assistant, and one was a certified nurse midwife. All the providers
were women, aged 20–29 (4), 30–39 (3), 40–49 (4), 50–59 (3) and
60–69 (1), with the following racial ethnic distribution: Asian (2),
Latino (4), multiracial (1) and white (8). Each provider conducted
a mean of 24 visits with patients who had used My Birth Control,
with a range of 6–41 visits.

3.2. Qualitative results

3.2.1. Influence on time
In the interviews, providers repeatedly emphasized the impact

of using My Birth Control on their allocation of time during contra-
ceptive counseling sessions with patients, with all but one report-
ing that the tool made their counseling more efficient and all but
two describing My Birth Control as improving how they allocated
time during counseling. One provider explained, ‘‘You can kind of
get to the core of your contraceptive counseling faster because
you have more context and that’s been very helpful.” Another said,
‘‘I think [My Birth Control] made [counseling] a lot easier, it made it
a little more concise [. . .] So that [patients’] time with me would be
used more efficiently.” Some providers even shared their percep-
tion that the tool shortened their visits with patients. One said,
‘‘The actual visits themselves were either shorter or the same [as
without My Birth Control].”

Other providers elaborated on how the use of My Birth Control
enabled better allotment of counseling time. One explained that
receiving the printout meant she could dispense with much of
the general education she typically provided her patients: ‘‘I would
say it cuts down on counseling time a little bit and it [. . .] let me
focus counseling time on what they [patients] wanted to talk about
versus having to run through the whole gamut of birth control
methods and get the foundation layered down.” Another provider
echoed the idea that the tool helped focus her counseling, saying,
‘‘it made it faster for me to narrow things down for the patients
because they already had in their mind what they really wanted
to go over.” When patients used My Birth Control prior to the con-
traceptive counseling visit, providers reported that they were able
to be more structured in their counseling and use the session time
better in terms of educating the patient and ensuring her method
selection best met her preferences. No provider reported negative
impacts of My Birth Control on their use of counseling time.

3.3. Benefits to patients’ knowledge and confidence

From providers’ perspectives, My Birth Control also improved
patient’s precounseling contraceptive knowledge, including their
knowledge of method options and features. One provider
explained that this helped jumpstart the counseling discussion as
patients were already reflecting on their values and preferences.
She said, ‘‘[they were] aware of more methods off the bat, which
was helpful, and then [it inspired] inward thinking on patients
[. . .] ‘What do I actually want? I know I want birth control, but
what does that mean to me?’”

Providers also described patients who used My Birth Control as
more confident in their method preferences, which allowed them
to play a more active role during their contraceptive counseling.
One reflected on this with the following statement:

‘‘It allowed me to give the client the floor first to talk about
what they had learned and what was interesting to them and what
stuck out to them as something that they might be interested in
versus me starting off giving my spiel about birth control methods.
I feel like it gave them a little bit more agency in the process.”

With respect to method choice, providers also reported that
they felt patients had more clarity in their final decision, as
reflected in this quote, in which the provider stated that My Birth
Control enabled her ‘‘to move the conversation further along the
path of her actually making an active choice in the matter and then
making a decision with a clinician [. . .] with a better idea of why
they’re choosing that method.”

3.4. Acceptability

Every respondent reported that incorporating My Birth Control
into their counselingpracticewasbothacceptable and feasible.Most
went further, describing the tool as beneficial to their practice.
Specifically, they found interacting with patients who were more
informed and engaged with the decision making process provided
greater satisfactionandfitbetter into themodelof care towhich they
aspired. One provider, for instance, was enthusiastic in her support
for the tool: ‘‘It’s [counseling with My Birth Control is] better. I’m
muchmore satisfied. I feel like I’ve done a better job because I don’t
have to go over that initial information and I [can focus on giving]
information on what she likes, what she doesn’t like.” Another said,
‘‘it provides some great, like basic education, and really gets women
thinking and kind of focusing their thoughts and questions before
they see us. I’m a big fan.” Some, however, noted challenges that
had to be overcome to successfully integrate the tool. One explained
that having patients interact with the tool prior to the visit could
hamper clinic flow: ‘‘Sometimes, it did definitely slow things down
and back things up some. [So] you just had to kind of figure it out,
do something else, see another patient, kind of switch things up,
dependingonhowthepatientsarrive. So, Imean, it did change things
up.” Nonetheless, all respondents voiced support for integrating the
tool into their practices, even when they noted challenges.

Whenasked if patients commentedonusingMyBirthControldur-
ing their contraceptive visit, 13 of the 15 providers reported that
their patients said positive things about it. The remaining two provi-
ders shared that they believed their patients liked the using tool, but
did not report patients talking about their experience using the tool
during their visits. When asked if they believed that using the tool
influenced contraceptivedecisionmaking, 14of theproviders stated
that they perceived use of the tool to be acceptable to patients and
that it positively affected contraceptive decision making. One
explained, ‘‘Not all of [my patients] commented about it a lot, but
those that did said that they found it useful and that they also
thought that it was really user-friendly.” Another similarly related,
‘‘Almost every patient that I had dealt with said something positive
about it. I never had anybody say anything negative at all.” These
experiences suggest that patients, like providers, found the tool
helpful in their contraceptive counseling visit. As with the accept-
ability to providers, some respondents identified challenges to full
implementationof the tool forpatients, suchasdifficulty forpatients
unfamiliar with technology, but none that providers thought could
not be overcome.None of the providers reported any patient sharing
a negative experience of the tool with them.

3.5. Quantitative results

Overall visit time was on average 11.81 minutes longer in the
intervention arm compared with the control arm [confidence
interval (CI): 8.54–18.66; p<.001], while the providers’ patient-
facing time was not different (b=1.05; CI: �3.19 to 5.29; p=.63).

On the MBI, there was no significant change on the emotional
exhaustion (b=�3.97; CI: �10.62 to 2.68; p=.24), depersonalization
(b=�1.52; CI: �4.76 to 1.72; p=.36) or personal accomplishment
(b=�1.64; CI: �4.61 to 1.34; p=.28) scales.

4. Discussion and conclusion

We found that providers seeing patients who had interacted
withMy Birth Control had positive experiences. Providers perceived
that incorporating the tool affected the way they used their time
during the visit, specifically that it made their counseling more
direct or focused, and therefore more relevant to patients. Provi-
ders also reported feeling that using the tool made many of their
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patients more informed about available methods. While our quan-
titative analysis did not find a significant impact of the implemen-
tation of My Birth Control on provider burnout, our ability to detect
a difference was limited by our small sample size.

Overall, the providers in this study were universally enthusias-
tic about using the tool in their family planning services. Few iden-
tified any negative impacts of the tool or even complications to
their clinic flow and patient care of implementing the tool. Provi-
ders’ positive impressions of the tool are of particular importance
given that previous research investigating the dissemination of
decision support tools has identified provider resistance as a
prominent barrier [26,27]. Our findings indicate that provider
resistance would not be an obstacle in the integration of My Birth
Control into practice, which has the potential to ease more wide-
spread uptake of the tool. Our analysis of visit time further indi-
cates the feasibility of use of My Birth Control, as there was no
effect on time spent with the provider. However, the significantly
increased overall visit time suggests that clinics implementing this
tool may need to alter clinic flow to accommodate patients’ inter-
action with the tool.

Limitations of this study include the small number of providers
included in our sample, which resulted from the fact that our study
was powered to find an effect on patient-level, and not provider-
level, outcomes. We therefore had limited ability to detect a differ-
ence in our analysis of burnout between providers in different study
arms. In addition, this small sample may limit our ability to identify
problemsorpoorfit of the toolwith someproviders.Wealso empha-
size that this study evaluated provider perspectives on the tool, not
patient perspectives. However, by gathering different perspectives
on the experience of integratingMy Birth Control into contraceptive
counseling, providers’ perspectives reported here and patients’ per-
spectives reported elsewhere [22], we are able to triangulate our
findings to increase the trustworthiness of these results. Another
limitation of the study is that the study took place at only four sites
in a single geographical area that is known for welcoming technol-
ogy, which limits its transferability to sites outside of this area. The
impact of incorporating the tool inpopulations that are less comfort-
able with technology may be different. Future research should also
examine the larger structural and administrative requirements for
successful implementation. Finally, while the interviewers’ affilia-
tion with the evaluation study of My Birth Control facilitated access
to and initial rapport with the interviewed providers, it may also
have affected what they shared in the interviews. For example, they
may not have elaborated on elements of their experience they
believed the interviewers already knewand theymayhavebeen less
inclined to be critical of the tool.

In a cluster randomized controlled trial evaluatingMy Birth Con-
trol, use of the tool was associated with positive impacts on
patients’ experience of counseling and perception of decision qual-
ity [22,23] without increasing patient-facing time for the provi-
ders. Together, both quantitative analyses of patient experience
reported elsewhere [22] and mixed-method analyses of provider
experience demonstrate the tool’s efficacy in encouraging a
patient-centered, shared decision-making approach to contracep-
tive counseling without increasing provider burden. Given that
use of My Birth Control improved patient experience of contracep-
tive counseling and decision quality, [22] and that providers iden-
tified no negative consequences to the incorporation of the tool
into their counseling, clinics and systems providing contraceptive
counseling should strongly consider utilizing this tool.
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