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Objectives: We explored how negative stories about long-acting reversible contraception (LARC) — defined as a
firsthand negative experience with LARC shared directly with the study participant — were involved in partici-
pants’ decisions aboutwhether to use LARC following abortion, and how counseling affected the influence of neg-
ative LARC stories on contraceptive choices.
Study design:We performed a multi-methods study, embedded within a trial examining the impact of a theory-
based counseling intervention on LARC uptake post-abortion. Participants completed a baseline survey to deter-
mine the influence of negative LARC stories. We subsequently invited respondents who reported having heard
negative LARC stories to participate in a semi-structured qualitative interview. We analyzed quantitative data
with univariate statistics. We analyzed qualitative data using thematic content analysis.
Results: Among the 60 participants, 16 (27%) reported having heard negative LARC stories. Two of the 16 (13%)
planned to initiate LARC prior to counseling, compared to 18 of 44 women (41%) who had not heard negative
LARC stories (p=0.06). Prior to counseling, 69% of participants with negative LARC stories reported that these
stories made them less likely to use LARC. In qualitative interviews with 9 women, we identified several key
themes: (1) negative LARC stories deterred LARC use; (2) friends and family were valued informants; (3) poten-
tial side effects were important to LARC decision-making; and (4) positive and negative features of the counsel-
ing encounter influenced the effect of negative LARC stories.
Conclusions: Negative LARC stories are common among women presenting for abortion at our institution and
may influence patient uptake of these methods.
Implications
This study uses amulti-methods approach to examine the influence of negative stories about long-acting revers-
ible contraception (LARC) on decision-making about LARC. These findings can help providers elicit patients’
needs in contraception counseling and generate hypotheses for future counseling research.

© 2019 Elsevier Inc. All rights reserved.
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1. Introduction

Informal sources of contraceptive information, such as friends, fam-
ily members and partners influence women’s use of contraception, in-
cluding uptake of long-acting reversible contraception (LARC) such as
contraceptive implants and intrauterine devices (IUDs) [1–4]. Some
prior studies suggest that receipt of information from informal sources
is associatedwith uptake of LARC [1,3], while other studies show the op-
posite [5,6]. Studies have shown that shared negative experiences de-
crease patient interest in LARC and other contraceptive methods
[7–11], while shared positive experiences are associated with intention
to use LARC [11,12]. Qualitative studies exploring the conversations
women have with friends and family about contraception have found
that women more frequently recall past negative stories compared to
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positive stories and that these negative stories influence story recipi-
ents’ contraceptive decision making more than positive stories [4,13].
However, these papers do not examine how common negative LARC
stories are. They also do not fully address the process by which such
stories affect contraceptive decisions or the contraception counseling
encounter. Such information could help guide providers as they explore
patients’ values and concerns when they are choosing a contraceptive
method.

We sought to explore hownegative LARC stories— defined as a first-
hand negative experience with LARC shared directly with the partici-
pant — were involved in participants’ decisions about whether to use
a method of LARC among abortion patients at our institution. We also
sought to explore how contraception counseling affected the influence
of negative LARC stories on contraceptive choices.
2. Materials and methods

We performed a multi-methods study, embedded within, and de-
signed to further contextualize the findings of a randomized controlled
trial (parent RCT) examining the impact of a structured counseling in-
tervention on uptake of LARC [14–16]. Our sample included 60
women presenting for induced abortion at an urban, academic,
hospital-based family planning clinic. The clinic provided access to the
full spectrum of post-abortion contraception.

We recruited participants for the parent RCT and for the present sub-
study between June, 2013 and March, 2014. Inclusion criteria were:
aged 15–29 years and able to consent in English. We excluded partici-
pants if the abortion was for medical or fetal indications; if they had re-
ceived any sedatives or cervical ripening agents; if they intended to
become pregnant again within 12 months; or if the pregnancy was
the result of sexual assault. Staff obtained written consent from all par-
ticipants. The University of Chicago Biological Sciences Division Institu-
tional Review Board approved the protocol and granted a waiver of
parental consent for minors. Participants received up to $40 in compen-
sation for their time.

When a research assistant enrolled participants in the parent RCT,
participants also completed an additional REDCap-hosted baseline sur-
vey, administered via tablet, to elicit a history of exposure to negative
LARC stories and to assess the influence of negative LARC stories on
decision-making. We measured influence by asking how negative
LARC stories affected interest in methods of LARC, with responses
framed by a five-point Likert scale anchored by “Madememuch less in-
terested in using this method” and “Made me much more interested in
using this method.” The baseline survey also included demographic in-
formation and items to assess contraceptive preferences prior to the
clinic visit. We then randomized participants to receive a structured
contraception counseling intervention in addition to usual care or to
the control arm of usual care alone, followed by their abortion proce-
dures. Intervention-trained physicians performed counseling in both
arms of the RCT. Usual care in this clinic ensures that women have
time to speak one-on-onewith a physician about contraceptive options,
following the individual physician’s standard practice.

Unique to this sub-study, at a three-month follow-up contact, re-
search team members invited participants who had reported hearing
negative LARC stories to participate in semi-structured qualitative tele-
phone interviews to understand better how negative LARC stories and
counseling influenced contraception decision-making. Interviews
were conducted by one of two team members trained in interviewing
for qualitative studies by a more senior qualitative researcher (SLM):
one male resident physician (BPB) and one female research assistant
(CHM, bachelor’s-level training). We used an interview guide for all in-
terviews, which included questions about participants’ sources of con-
traceptive information; the content of negative contraceptive stories
shared by friends, familymembers and partners; and participants’ opin-
ions about the study counseling session.
The sample size for the parent RCT was pre-determined at 60. Our
primary hypothesis, based on previous literature [7,9] was that 25% of
participants would report negative LARC stories. We attempted to con-
tact and invite all study participants who reported encountering nega-
tive LARC stories to participate in a qualitative interview. With our
small sample size, our goal was not to reach thematic saturation. Rather,
our intent was to interview an adequate number of participants in our
convenience sample to develop a set of meaningful descriptive hypoth-
eses to enrich the quantitative data presented here and those gathered
in the parent RCT, otherwise known as reaching theoretical sufficiency
[17].

We analyzed quantitative datawith Stata 14.2 (StataCorp LP, College
Station, TX). We compared categorical variables using chi-squared and
Fisher’s exact tests and continuous variables using t-tests. Qualitative
interviews, which lasted approximately 30 minutes to 1 hour each,
were audio-recorded, transcribed, iteratively coded and analyzed for sa-
lient themes and co-occurring topics. Wemanaged our qualitative data
using Atlas.ti 7 (Atlas.ti Scientific Software Development GmbH, Berlin).
We developed the analysis codebook based on the interview guide, then
refined and expanded it during coding.We subsequently used the code-
book to conduct thematic content analysis [18]. Two researchers (BPB
and MEW) coded each transcript independently and subsequently re-
solved disagreement through discussion and code refinement until
they reached consensus. Our most experienced qualitative researcher
(LEH) oversaw codebook development and coding.We used qualitative
data to contextualize the quantitative data from this sub-study and the
parent RCT. Representative quotes from the qualitative data are identi-
fied by pseudonyms for participants.
3. Results

3.1. Participant characteristics

Our study population was majority black, and most of our respon-
dents were single, living alone and had annual household incomes of
$30,000 or less. The majority of participants had at least some college
education. Of the 60 participants in the parent RCT, 16 (27%) reported
having heard negative LARC stories: 13 about the IUD (22%) and three
about the implant (5%). Demographic characteristics were similar be-
tween those who reported negative LARC stories and those who did
not (Table 1).
3.2. Quantitative data

Among the participantswhohad heard negative LARC stories, two of
16 (13%) had planned to initiate a method of LARC prior to counseling,
while 18 of the 44 women who had not heard negative LARC stories
(41%) had intended to obtain LARC prior to counseling (p=0.06).
Prior to counseling, 69% of participants with negative LARC stories
(11/16) reported that these stories made them less likely to use a
method of LARC.
3.3. Qualitative data

Of the 16 participants who reported hearing negative LARC stories,
we reached 11 participants and invited them to participate in a qualita-
tive interview. Nine participants agreed to participate in an interview
(Fig. 1). We identified several key themes in the qualitative data:
(1) negative LARC stories deterred LARC use; (2) friends and family
were valued informants; (3) perceived or potential side effectswere im-
portant to the LARC decision-making process; and (4) positive and neg-
ative features of the counseling encounter influenced the effect of
negative LARC stories.



Table 1
Participant characteristics

Total
(n=60)

Heard negative LARC stories
(n=16)

No negative LARC stories
(n=44)

p-Value

Age (years)
Mean ± SD 22.8 ± 3.8 24.1 ± 3.9 22.3 ± 3.7 .11
Range 16-29 16-29 16-29

Race (n, %)
Black, non-Hispanic 47 (78) 14 (88) 33 (75) .42
White, non-Hispanic 4 (7) 1 (6) 3 (7)
Hispanic 6 (10) 0 (0) 6 (14)
Other 3 (5) 1 (6) 2 (5)

Marital status (n, %)
Single, living alone 47 (78) 14 (88) 33 (7) .81
Single, living with partner 9 (15) 2 (13) 7 (16)
Married 3 (5) 0 (0) 3 (7)
Divorced or separated 1 (2) 0 (0) 1 (2)

Maximum level of education (n, %)
High school or less 22 (37) 7 (44) 15 (34) .85
Some college 27 (45) 7 (44) 20 (46)
College grad 10 (17) 2 (13) 8 (18)
Declined / Missing 1 (2) 0 (0) 1 (2)

Annual household income (n, %)
Less than $10,000 24 (42) 5 (31) 19 (43) .75
$10,001 to $30,000 21 (37) 7 (44) 14 (32)
$30,001 to $50,000 6 (11) 2 (13) 4 (9)
More than $50,000 6 (11) 2 (13) 4 (9)
Declined / Missing 3 (5) 0 (0) 3 (7)

Parity (n, %)
Nulliparous 28 (47) 6 (38) 22 (50) .56
Parous 32 (53) 10 (63) 22 (50)

Legend: Baseline demographic data.
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3.3.1. Negative LARC stories deterred LARC use
Participants reported that negative LARC stories deterred use of

methods of LARC. Key themes of these stories centered on the device be-
coming lost, causing pain, resulting in hospitalization, or failing to pre-
vent pregnancy. One respondent summarized the effect of a negative
story saying, “About the IUD I said no automatically. […] Because of
[my friend’s] experience […] she can’t find her IUD, like you can’t find
it, they don’t know where it went, so I said no,” (Alessandra, 29 years
old, Black, Non-Hispanic). Another participant explained, “One of [my
closest friends] ended up mentioning to me that she had an IUD and it
got moved, I think she said, and it caused her a lot of pain and she
ended up having to go to the hospital […] I didn’t get all of the story
but it [was] scary [and] I didn’t want to hear the rest of it.” (Frederica,
20 years old, Biracial, Non-Hispanic)
Participants

(n=60) 

No negative 
LARC stories

(n=44)

Negative
LARC stories

(n=16)

Reached by phone

(n=11)

Participated in qualitative 
interview

(n=9)

Lost to follow-up

(n=5)

Declined to 
participate

(n=2)

Fig. 1. Participant recruitment for qualitative interviews.
3.3.2. Friends and family members were valued informants
The weight of stories from informal sources was reinforced by the

fact that participants frequently identified friends and family members
as their most important informants for contraception decisions. In par-
ticular, they emphasized the importance of close personal relationships:
“these people that I knew and know […] it’s not just people that I see
and we holdin’ a conversation. No, these are people that I actually
knowand had these experienceswith birth control.” Shewent on to un-
derscore, “these are close friends, not just ‘oh, that’s a friend.’ No, these
are close friends and familymembers,” (Robin, 27 years old, Black, Non-
Hispanic). Participants also underscored the value of experiential infor-
mation in their thought process, and identified a tension between the
firsthandknowledge shared by a friend or familymember and physician
counseling: “I do base my decisions on my closest friends and family
whohave gone through stuff. […] I try to keep it as true towhat the doc-
tor tells me of course, but hearing it like that firsthand really helps,”
(Frederica, 20 years old, Biracial, Non-Hispanic).

3.3.3. Side effects were important to the LARC decision-making process
Respondents consistently identified perceived and feared side effects

as deterrents to LARCuse,whether they arose fromnegative LARC stories
or not. Concerns ranged from less-severe side effects, such as bleeding
changes, weight gain, pain and hair loss, to serious health consequences
such as infertility and thrombosis. As one woman explained about hear-
ing friends’ negative LARC stories, “It makes me less want to try it [con-
traception]. Especially if they had some type of really bad reaction that
may not necessarily be specific to that person.” She went on to highlight
concerns specific to longer-acting methods, saying, “[I]f it’s something
that’s more of a permanent method or extreme — I guess extreme is
not the word I’m looking for — but if it’s one of those other types of
methods I’ll be less likely to — I’ll have a strong reaction to [the story],”
(Jamie, 25 years old, Black, Non-Hispanic).

3.3.4. Positive and negative features of counseling influenced the effect of
negative LARC stories

A number of participants expressed that counseling moderated the
influence of negative LARC stories when the counseling resulted in the
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sharing of new or comprehensive information, and when providers tai-
lored the discussion to their individual needs. However, several partici-
pants also expressed that they valued second-hand experiential
information from negative LARC stories more strongly than contracep-
tion counseling. Participants disliked feeling like the provider was min-
imizing their concerns. Conflicting themes emerged about perceived
provider promotion of particular methods.

As one woman described the way contraception counseling moder-
ated the influence of negative LARC stories:

Interviewer: Did [the counseling] make you feel better about the
[negative LARC] stories you’d heard?

Respondent: Yes. Yes, it definitely did. […] [W]ith the counseling [at
the study visit], I had all of the time in the world, I could ask ques-
tions. Like, I felt at ease, you know? And this was a doctor who was
specialized in birth control also so she knew everything about it, an-
swered all of my questions that I could even think of, so I thought it
was really great. (Frederica, 20 years old, Biracial, Non-Hispanic)

Participants had negative responses when they perceived the pro-
vider had minimized their concerns. One woman remarked, “Don’t try
to play it down. These people get fat off the shot,” (Jamie, 25 years old,
Black, Non-Hispanic). Some participants identified unwanted pressure
toward adoption of certain contraception options: “Honestly, some-
times the doctors say any birth control is good so you can just get on,
and I want to know everything about why I should choose that birth
control,” (Alessandra, 29 years old, Black, Non-Hispanic). Others, how-
ever, saw a role for promoting contraception based on the life situation
of the patient.

4. Discussion

The results of this study support our primary hypothesis that ap-
proximately one quarter of participants would report shared negative
LARC stories. Moreover, both the survey and interview data suggested
that participants valued negative LARC stories in the contraception
decision-making process. Our quantitative analysis revealed a notable
trend toward participants with negative LARC stories being less likely
than those without negative LARC stories to plan on starting a method
of LARC at presentation for their abortion.

Interviewdata corroborated the survey findings by underscoring the
value participants place on experiential information and the deterrent
effect of negative LARC stories. Interview data suggested that thesemis-
givings may be mitigated by empathetic counseling that validates pa-
tient concerns.

These results are both consistent with prior qualitative research and
contribute additional nuance to our understanding of contraceptive
decision-making. While Gilliam and colleagues found that negative ex-
periences shared by friends or family were barriers to uptake of contra-
ception [10], a study led by Benson found a positive association between
shared positive experiences of IUD use by an informal informant or a
provider and IUD uptake [12]. Furthermore, Anderson and colleagues
found that, compared to positive ones, women more commonly re-
ported negative IUD stories from social contacts and television commer-
cials and that negative stories had a greater influence on contraceptive
decision making [4].

With regard to the role of contraception counseling on women’s
contraceptive decision-making, a mixed-methods study by Levy and
colleagues analyzed audio recordings of contraception counseling visits
with 342 women [13]. The authors found that 42% of the sessions in-
cluded mention of discussions that participants had had with members
of their social network about contraception. Of these discussions, 95
(70%) included negative stores and 57 (40%) included positive stories.
During counseling, providers frequently avoided directly addressing pa-
tients’ concerns elicited through the reported negative stories [13]. In
contrast, several participants in our study appreciated counseling that
responded to their individual needs and concerns and expressed that
such counseling helped to counter the influence of negative LARC
stories. Therefore, our study’s findings echo those by Elwyn and col-
leagues who found that women desire a balance of autonomy and
shared decision-making, so long as provider advice respects the
woman’s values and needs [19].

Our study reaffirms that women value shared negative experiences
in the contraceptive decision making process, and provides new in-
sights regarding the role that contraception counselingmay play inmit-
igating such concerns. These findings may help inform contraception
counseling in several ways. First, those patients who have heard nega-
tive LARC stories may weigh them heavily. Therefore, addressing the
concerns raised by such stories is an important part of clinical care
and should form the basis for future research. Second, counseling that
aims to validate patient experiences and concerns is likely to be viewed
positively by patients. Third, providers may wish to focus on sharing
comprehensive information about the contraception methods under
discussion, clearly articulating both positive and negative attributes.

This study has a number of limitations, including the small sample
size. In particular, the limited number of participants means that we
likely have not reached saturation for all potential themes in the quali-
tative data. However, the consistency of responses in the qualitative
data has allowed us to generate meaningful hypotheses to enrich the
quantitative data collected and form the basis for future work. An addi-
tional limitation of the study is the fact that participants came from a
convenience sample recruited at the time of an abortion, which limits
transferability.

A key strength of our study is the multi-methods approach, which
provides both quantitative and qualitative data that offer information
about the context of our participants’ decisions. Additionally, while
other authors have begun to unpack the influence of informal infor-
mants on contraception choices in general, our study focuses on how
negative LARC stories influence the counseling encounter specifically,
offering insight that may help providers as they work with patients.
These data also indicate directions for future research: importantly,
somedomainswithin thequalitative datawould benefit fromadditional
investigation, specifically, the exact nature of patients’ fears about the
side effects of contraception, the sources of these concerns, and how
to improve patient understanding of contraceptives’ safety profiles.
5. Conclusions

Negative LARC stories are common among women presenting for
abortion at our institution and have a negative effect on patient uptake
of these methods. These findings can help providers elicit patients’
needs in contraception counseling and generate hypotheses for future
counseling research.
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