Contraceptive Care and Access

INTRODUCTION

hoosing a method of contraception is an important

decision. A method that is not effective can lead to
an unintended pregnancy. A method that is not safe can
create unfortunate medical consequences. A method
that does not fit the user’s personal lifestyle is not likely
to be used correctly or consistently. The best method
of contraception for an individual or couple is one that
is effective, safe, and used correctly and consistently.
Individuals must make choices about their contraceptive
methods in the context of their own needs, attitudes,
social, and cultural circumstances.!

The Context of Contraceptive Care

Although the stereotypical contraceptive visit may consist
of history taking, screening for contraindications, and
dispensing or prescribing a method of contraception,
contraceptive care and adherence takes place in the broader
context of an individual’s own social circumstances, belief
systems, health, sexual behaviour, and reproductive health
needs.

WHAT IS THE SPECIFIC NATURE OF THE
WOMAN’S CURRENT CONTRACEPTIVE NEEDS?

While many women will directly request a particular method
of contraception (e.g., “I'd like to go on birth control,” with
“birth control” commonly referring to the oral contraceptive
pill), it may be valuable to clarify the nature of the woman’s
current contraceptive need. The clinical inquiries “What
are you doing to prevent pregnancy?” and “What are you
looking for in a contraceptiver” may provide important
guidance for contraceptive care. The contraceptive care
implications of “I’'m going off to university” (after brief
counselling, the woman decides on a supply of condoms
and to begin hormonal contraception later if appropriate)
differ from the contraceptive care implications of “My
periods are terrible” (after brief counselling, the woman
decides on hormonal contraception for cycle control).
These may differ from the contraceptive care implications
of “I sort of drank too much last night and had a one
night stand with a guy I just met” (after counselling that
addresses possible sexual coercion and choices for EC,

the woman decides on the emergency contraceptive pill,
STI testing, and the “quick start” of a hormonal vaginal
ring). The contraceptive care implications of “I’m moving
in with my boyfriend and we want to stop using condoms”
(after counselling, the woman decides to talk with her
partner about mutual STI testing and then have an IUD
inserted or start hormonal contraception) may differ
from the contraceptive care implications of “I would like
an abortion” (after counselling, the woman decides on a
Cu-1UD inserted immediately after abortion).

Explore Contraceptive User-Method “Fit”
Contraceptive effectiveness requires adherence
contraceptive method regimen.™” If it is problematic for the
woman or her partner(s) to adhere to a specific contraceptive
method because of its complexity or acceptability,
effectiveness may be in peril. Pre-existing positive attitudes
towards a contraceptive method and partner support
may help to enhance adherence and ensure a better user—
partner—method fit. Exploring a woman’s needs, attitudes,
and concerns as well as those of her partner, will favour
adherence and thereby effectiveness. If a woman requests an
oral contraceptive pill because she thinks her partner dislikes
condoms but she believes that the pill causes weight gain,
it is important to counsel her that studies have not found
that the pill causes weight gain,** to explore whether or why
her partner dislikes condoms, and to present contraceptive
options that may provide a better user—partner—method
fit. In women presenting for abortions with repeated
contraceptive failures, health professionals may offer
intrauterine contraception immediately post-abortion; this
provides effective long-acting reversible contraception
without the discomfort of insertion.”™

to a

Contraceptive Methods Are Diverse but
Contraceptive Choices Are Narrow

Although there are many hormonal and non-hormonal
contraceptive options in Canada, only a very narrow range
of contraceptive methods are chosen and employed by those
of reproductive age. Although contraceptive method choice
is not monitored by government organizations in Canada,
many studies have indicated that the most commonly used
contraceptive methods by Canadians, by a wide margin, are
the oral contraceptive pill and condoms.”'’ In women over
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the age of 40, permanent contraception is the second most
common method of contraception after condom use, with
male stetilization more frequent than female sterilization.”"
Use of other hormonal contraceptives (injectable: 2.4%;
patch: 1.2%; ring: 0.6%), intrauterine contraception (4.3%),
and diaphragm/sponge (1.0%) is considerably lower.” In
contrast, withdrawal is the third most commonly used method
(11.6%).” The dominance of the oral contraceptive pill,
condoms, and sterilization may be due to their acceptability
and effectiveness at particular points in the reproductive life
cycle; however, it may be that more education and counselling
is needed to emphasize a greater range of contraceptive
options to determine the best user-method fit.

CONTRACEPTION AND SEXUAL
BEHAVIOURAL PATTERNS

Contraceptive counselling must consider the relationship
between patterns of sexual behaviour and appropriate
contraceptive choice. Contraceptive care in the setting
of unpredictable or intermittent sexual activity may
differ from contraceptive care in the case of predictable
and ongoing sexual activity, with respect to both of
contraceptive method and prevention of STIs. In the
case of unpredictable or intermittent sexual activity,
condoms in dual use with a hormonal contraceptive
method or IUD might address contraception and STI
prevention, while in the case of ongoing and predictable
sexual activity recommending a highly effective reversible
contraceptive choice might be more appropriate.! The
health care provider should also be aware of the potential
for contraceptive methods to influence sexual function,
including the potentially liberating effect of freedom from
concern about pregnancy, the potential for condom use to
improve or impair sexual function, and the potential effect
of hormonal contraception on a woman’s libido."

Contraception and Sexually Transmitted Infection

It is necessary to consider contraceptive care in the context
of vulnerability to STIs.*™ Contraceptive care should
include discussion of STIs as appropriate, including
recommendations for condom use and dual protection
(condoms together with a non-barrier contraceptive such as
the oral contraceptive pill or intrauterine contraception) and
STI screening and its limitations. Several studies have shown
that condom use decreases with longer relationship tenure
and when the sexual partner is considered to be the main
partner,""® likely due to a lower petceived risk of STTin that
relationship.'® Given these findings, health care providers
should highlight the use of condoms not only for STI
protection but also as a back-up method when adherence
to a hormonal contraceptive may be suboptimal."” Health
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care providers should also be aware that coital onset in
Canada often occurs duting adolescence and that the age of
first birth in Canada averages 30 years."” A lengthy interval
of serial monogamy and risk of unintended pregnancy
and STT often extends between the two.”” The number of
sexual partners a woman has or has had in her lifetime is
not necessarily diagnostic of STT risk. It is very common for
women to have one sexual partner at present, but a history
of several serially monogamous sexual partners, presenting
an underappreciated risk of STIs and their sequelac. Health
care providers should consider visits for contraceptive care
as an opportunity to address STI prevention and screening
at the level of method choice (e.g, dual protection),
recommendations for vaccination (hepatitis B and human
papillomavirus), recommendations for screening (e.g., Pap
tests, STI screening), and post-exposure prophylaxis for
secondary prevention of sequelae of STIs.

Long-Term Contraceptive Needs and

Method Transitions

A woman’s contraceptive needs may change throughout
her reproductive years and thus consultations for
contraception require sensitivity to her longer term family
planning needs and the likelihood that she and her partner(s)
will likely transition from one contraceptive method to
another across time.”'” Common contraceptive transitions
in response to changing contraceptive needs over time
might involve movement from barrier methods or dual
protection (for women in less stable and less predictable
relationships), to transition to sole reliance on hormonal
contraception or intrauterine contraception (for women in
more stable and predictable relationships). Contraception
may be stopped when pregnancy is desired, followed by
a transition to appropriate methods during breastfeeding,
and then hormonal contraception, condoms, or IUD
use can be continued until menopause. Alternatively,
permanent contraceptive methods (male or female) may
be chosen once childbearing is complete.

Contraception and the Media

The media can influence women’s reproductive health
practices and acceptance of contraceptives. Whether in
relation to third and fourth-generation progestin-containing
oral contraception,?'* human papillomavirus vaccination,”**
or postmenopausal hormone replacement therapy,” the
media may accurately inform, partially inform, or misinform
women in a fashion that can directly impair adherence or
lead to abandonment of a chosen contraceptive method
or reproductive health practice. Health care providers must
be aware of current media controversies in this area, arm
themselves with evidence-based facts from reliable sources,
and be able to briefly and directly communicate the correct
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information so that women are appropriately informed
about media controversies concerning reproductive health.
Clinicians should also provide assistance for women seeking
to switch methods in the wake of media controversy should
she decide to do so.

CONTRACEPTION IN THE BROADER
CONTEXT OF WOMEN’S HEALTH CARE

The contraception visit provides an opportunity for
screening, discussion, and management of a broad range of
women’s health concerns, including BMI, blood pressure,
and smoking cessation. Family planning counselling may
naturally segue into screening for sexual function concerns
and intimate partner violence. For example, given that 38%
of abortions in Canada are second or subsequent abortions,
clinicians should be sensitive to the fact that women who
have had more than one therapeutic abortion may be twice
as likely to have a history of intimate partner violence and
twice as likely to have a history of sexual coercion.”?
Contraceptive Care Access

Counselling regarding the nature of women’s contraceptive
needs and determining a good user-method fit, often
assumes that women have access to care, but this is far
from uniformly the case. Young women may prefer to
receive contraceptive care from dedicated contraception
clinics (i.e. youth clinics, Planned Parenthood), a school-
based clinic, or a walk-in clinic; however, such access may or
may not exist in their community, these clinics may or may
not have after school hours, and there may or may not be
rural satellite clinics to serve the needs of women who live
outside of urban areas.”” Women may not have access to
contraceptive methods due to barriers of cost, immigration
status, language, lack of knowledge of options, partner
ot peer pressures/coercion, ot lack of understanding of
the health care system. Health care providers may also
be barriers to contraceptive access, either intentionally or
unintentionally, through lack of appropriate counselling,
by applying inappropriate contraindications, by delaying
initiation for menses or investigations, through selective
prescribing practices, due to lack of training or comfort
in contraceptive provision (including IUD insertion), or
by applying their own personal beliefs and values to their
patients.” Slow regulatory approval of contraceptive and
reproductive health formulations due to several factors
such as pharmaceutical concerns about lack of profitability
can further limit access to contraception in Canada.*

Available Contraceptive Methods, Effectiveness,
Side Effects and Risks, and Contraindications

With sensitivity to the broader context of family planning
issues that range from the nature of the woman’s

contraceptive needs to her sexual behaviour patterns,
STI risk, and aging and fertility, health care providers can
review and discuss contraceptive options with a woman
to determine which would be most appropriate for her.
Contraceptive methods include intrauterine contraceptives,
hormonal contraceptives, barrier methods, natural family
planning, and permanent methods. Intrauterine devices
are the most effective reversible contraceptives available.
They vary in composition (copper or LNG), possible side
effects, length of use, and cost. Hormonal methods vary in
compliance requirements (e.g, daily oral contraceptive pill,
weekly transdermal patch, monthly vaginal contraceptive
injectable progestins), in hormonal
composition (e.g, combined estrogen-progestin, progestin-
only), in possible side effects, and in cost. Most hormonal
contraceptive methods are highly effective with perfect use
but less effective with typical use. Permanent contraceptive
methods for women and men are also highly effective.
Barrier methods atre coitally-dependent and must be used
consistently if chosen. Discussion on barrier methods
should include their additional role for STI protection,
particularly when non-barrier contraception is chosen.
Natural family planning, although much less effective, may
suit specific needs such as spacing children. Emphasis on
LARC and on highly effective methods to avoid unintended
pregnancy is appropriate and must take into consideration
the nature of the woman’s need for contraception and STI
protection and her personal preferences, circumstances, and
beliefs. The challenge of contraceptive counselling is to craft
brief and informative clinical contacts that can identify a
woman’s priorities and situation and match them to method
characteristics to achieve optimum fit while taking into
consideration relative and absolute contraindications.

ring, quarterly

TOWARDS AN INTEGRATED APPROACH
TO CONTRACEPTIVE CARE IN THE CONTEXT
OF WOMEN’S HEALTH

A woman’s knowledge about contraception, her motivation
toacton this knowledge, and her ability to act on it effectively
will influence contraceptive choice and adherence over time.
Supportive environmental factors such as knowledge of
potential choices, access to contraceptive care, affordable
contraception, and a supportive partner or family are also
critical to a person’s ability to use contraception effectively
(Figure 2). Well-informed and well-motivated individuals
who have the necessary skills to negotiate the occasionally
complex social and sexual challenges of contraceptive
adherence are more likely to choose and adhere to safe
and effective contraception.” An integrated approach to
contraceptive counselling informs, motivates, and enhances
an individual’s skills to successfully use contraception.
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Figure 2. Individual and environmental determinants of
contraceptive choice and adherence.

Factors
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Contraceptive Information

Contraceptive information that is relevant, practical,
and easy to act upon is central to a woman’s ability to
choose a contraceptive method that meets her needs and
to adhere to it over time. Canadians continue to have
limited awareness of their contraceptive options and
have suboptimal adherence to contraceptive methods.”!"
Health care providers can help address these challenges by

providing accurate, non-judgemental information about:

* the range of birth control options and each method’s
effectiveness, health benefits, and possible side effects
and risks

¢ how to use a chosen method

* strategies to assist an individual’s or couple’s correct
and consistent use of a chosen method

* what to do if problems occur with using the chosen
method

* back-up strategies such as EC and/or condoms

* information on preventing STIs in conjunction with
using the chosen method

To provide information that is relevant to an individual’s
needs and lifestyle, health care providers must elicit
information about their sexual activity, family planning
intentions, and personal preferences. A two-way flow of
contraceptive information is essential to achieving an
optimal user-method fit that will promote appropriate
choice, satisfaction, and adherence.

Motivation

Motivation is an additional critical determinant of effective
contraceptive use. Ambivalence about pregnancy is
common and is associated with a decreased likelihood of
using an effective method of contraception.”* Personal
motivation (attitudes towards specific contraceptive
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practices) strongly influences contraceptive choice.
People with negative attitudes about contraception or
who are uncomfortable with their sexuality are unlikely
to anticipate the need for contraception in advance, to
calmly choose an appropriate method, or to carefully
adhere to a method.* They are also unlikely to be able
to discuss this matter with their partner(s) or with their
health catre provider.”*=*> A health care provider can seck
to moderate negative attitudes that may interfere with
a woman’s choice of and adherence to a contraceptive
method and work with her to determine which method
would be most acceptable and appropriate for her. A
woman’s perceptions about what is accepted or rejected
by a partner, a parent, an ethno-cultural community, or
the health care provider him/herself can also influence

contraceptive choice and adherence.*

By considering
the characteristics of a range of contraceptive methods,
individuals can tailor the method they choose to their
own attitudes and set of social expectations. Perceived
vulnerability to and perceived costs of unwanted
pregnancy may also play a role in the decision to use
contraception.** Motivational interviewing techniques™
or structured counselling®’ may help women to choose
the most appropriate method of contraception and

increase contraceptive adherence.

Behavioural Skills
Specific behavioural —skills are needed to acquire
contraception and use it correctly and consistently. The
individual must acknowledge the fact that she is (or
soon will be) sexually active. She then must formulate a
contraceptive health agenda that may involve acquiring
and using a method of birth control, practicing safer sex,
and seeking reproductive health care. Once this agenda is
set, the individual must actively seek information about
contraception and related reproductive health issues,
choose and obtain a method of contraception, negotiate
its use with a partner, and use it correctly and consistently
over time. By being aware that contraception is a complex
matter involving a number of tasks, health care providers
may be proactive and assist women to develop the skills
required to acquite and adhere to a method over time.
Health care providers should review with individuals how
they might use these skills in situations when sexual activity
is likely. For example, discussing how to bring up condom
use with a partner can help build skills essential for
practicing safer sex (“Tell him: I want to have sex. Go get
a condom.”). Simple information about routines in one’s
life (“A lot of my patients take their pill every morning or
every evening when they brush their teeth.”) can identify

naturally occurring adherence-boosting cues.
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Environmental Factors

Environmental factors may lessen the ability of even well-
informed and well-motivated women to use contraception
effectively. Those who are in abusive or disempowered
relationships, who cannot afford contraception, who have
limited access to care, who are chemically dependent, and
who have major competing life demands are less likely to use
adherence-dependent contraception effectively, unless such
environmental battiers are addressed.”” Environmental
factors can also facilitate the provision of contraceptive
care. Health care providers can provide environmental cues
in the clinical care setting that signal to women that they
are an approachable, non-judgemental, and knowledgeable
resource for contraceptive and reproductive health care
(e.g., a poster advertising sexandu.ca, the SOGC supported
sexual health education website). Proactive creation of a
referral network for specialized care allows family planning
providers to have confidence in the availability of referral
resources for issues of intimate partner violence, STIs, sexual
dysfunction, induced abortion services, child protection
services, and other challenges that the clinician may uncover
while providing contraceptive care in the broader context of
women’s health.

Summary Statements

8. Although there are many contraceptive options
in Canada, only a narrow range of contraceptive
methods are commonly used by those of
reproductive age. (II-3)

9. Condom use decreases with longer relationship
tenure and the perception of one sexual partner
as primary, likely due to a lower perceived risk of
sexually transmitted infection in that relationship.
Condom use may also decrease markedly as an
unintended consequence when an effective non-
barrier method, such as hormonal contraception or
intrauterine contraception, is initiated. (II-3)

10. Family planning counselling provides a natural
segue into screening for concerns about sexual
function or intimate partner violence. (I1I)

11. Well-informed and well-motivated individuals
who have developed skills to practise safer sex
behaviours are more likely to use contraceptive and
safer sex methods effectively and consistently. (11-2)

Recommendations

8. Comprehensive family planning services, including
abortion services, should be accessible to all
Canadians regardless of geographic location. These
services should be confidential, non-judgemental,
and respectful of individuals’ privacy and cultural
contexts. (III-A)

9. A contraceptive visit should include history
taking, screening for contraindications, dispensing
ot prescribing a method of contraception, and
exploring contraceptive choice and adherence
in the broader context of the individual’s sexual
behaviour, reproductive health risk, social
circumstances, and relevant belief systems. (111-B)

10. Health care providers should provide practical
information on the wide range of contraceptive
options and their potential non-contraceptive
benefits and assist women and their partners in
determining the best user-method fit. (I11-B)

11. Health care providers should assist women and
men in developing the skills necessary to negotiate
the use of contraception and the correct and
consistent use of a chosen method. (I11-B)

12. Contraceptive care should include discussion and
management of the risk of sexually transmitted
infection, including appropriate recommendations
for condom use and dual protection, ST screening,
post-exposure prophylaxis, and Hepatitis B and
human papillomavirus vaccination. (I11-B)

13. Health care providers should emphasize the use of
condoms not only for protection against sexually
transmitted infection, but also as a back-up method
when adherence to a hormonal contraceptive may
be suboptimal. (I-A)

14. Health care providers should be aware of current
media controversies in reproductive health and
acquire relevant evidence-based information that
can be briefly and directly communicated to their
patients. (I1I-B)

15. Referral resources for intimate partner violence,
sexually transmitted infections, sexual dysfunction,
induced abortion services, and child protection
services should be available to help clinicians
provide contraceptive care in the broader context
of women’s health. (III-B)
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