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7.1           Introduction 

    Contraceptive counseling and care are one of the mainstays of ambulatory women’s 
health care. Prescribing the pill seems to be a very easy and simple procedure and 
not worth of further mentioning. Looking closer, it becomes however evident that 
there are some indicators that point to the fact that there is still room for 
amelioration:

•    A persistent rather high prevalence of unwanted pregnancies [ 1 – 6 ]  
•   Some rare but severe complications in young healthy women [ 7 – 14 ]  
•   Frequent complaints about side effects with subsequent discontinuation and risk 

of unwanted pregnancy [ 15 – 18 ]    

 It seems therefore justifi ed to look at the contraceptive decision-making process 
from a total quality management point of view, which includes a concept of quality- 
related outcome objectives [ 19 – 21 ]. Contraceptive counseling should thus [ 22 ,  23 ]:

•    Maximize contraceptive effi ciency  
•   Minimize health risk  
•   Optimize tolerability  
•   Realize additional health benefi ts  
•   Avoid unnecessary costs     
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7.2    The Contraceptive Triangle 

 To reach these objectives the medical professional needs to work with what we have 
called the contraceptive triangle. By this we mean the interaction of three entities: 
 method variables ,  patient variables , and  situation variables  [ 22 – 25 ] (Fig.  7.1 ).

   The science and art in contraceptive counseling and care consists in providing a 
perfect fi t between these three interacting groups of variables. 

7.2.1    Method Variables 

•     Objective characteristics derived from experimental data: pharmacodynamic 
properties, pharmacokinetics, way of application, interactions with other drugs, 
and metabolizing enzymes  

•   Probability characteristics derived from statistical data: Pearl index (Life Table 
Analysis), health risks, health benefi ts, and side effects     

7.2.2    Patient Variables 

•     Subjective characteristics: individual preferences, values, and family planning 
objectives  

•   Biopsychosocial profi le:
 –    Biomedical characteristics: diseases and drugs (personal history), age, weight, 

blood pressure, and genetic outfi t  
 –   Psychosocial characteristics: education and professional situation        

7.2.3    Situation Variables 

•     Phase of life  
•   Relationship characteristics      

  Fig. 7.1    The    contraceptive 
triangle       
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7.3     Contraceptive Counseling and Care as an Interactive, 
Structured Process 

 A structured process is best suited to provide the optimal interaction of these vari-
ables. This process follows basic bioethical principles [ 26 ]:

•    Respect of autonomy. This means in contraceptive counseling that the objectives 
and values of the patient (client) are respected.  

•   Nonmalefi cence. Do not harm means that she or he is effectively protected 
against unwanted pregnancies and that health risks and negative side effects are 
minimized.  

•   Benefi cence. This principle means that the health and well-being of the patient is 
promoted and cared for.  

•   Justice. All patients (clients) should have the same access to contraceptive infor-
mation and care.    

7.3.1     Step 1: Assess the Woman’s Expectations and Preferences 
( Respect of Autonomy ) 

 In the fi rst step the professional should assess  the individual woman’s expectations , 
 objectives , and  preferences . This corresponds to the ethical principle of respect of 
autonomy. 

 Women may have very different objectives and values. The following are some 
examples:
  Objectives 

•    Absolute need to prevent pregnancy in the context of life situation   
•    Pregnancy not absolutely unwanted but not now   
•    Spacing pregnancies   
•    Family planning fulfi lled, no more children   
•    Etc.    

  Values and needs 

•    Natural method   
•    Easy to use   
•    Independent of partner   
•    Involvement of partner   
•    Safety high priority   
•    Fear of health risks   
•    Etc.     

 The information obtained in this part of the interview is important for step 4a in 
the decision-making process.  
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7.3.2     Step 2: Assess the Woman’s Biopsychosocial Profile and Life 
Situation (Objective Patient and Situation Variables) 

 We differentiate between fi ndings (objective facts), risks (probabilities), and condi-
tions (elements of quality of life) [ 22 – 25 ]. 

7.3.2.1    Biomedical Dimension 
•      Findings  (age, BMI, blood pressure)  
•    Risks  (cardiovascular risks, neoplastic risks, metabolic risks, STI risks, bone risks)  
•    Conditions  (hyperandrogenemic signs, dysmenorrhea, mastalgia, PMS, PMDD, etc.)    

 These data are assessed through a careful clinical history and examination. 
Findings and risks are important for step 4 (see below) in the structured process. 
Information about preexisting physical complaints and elements of quality of life 
are signifi cant for step 5 (see below).  

7.3.2.2    Psychological Dimension 
•      Findings  (depression, anxiety, drug abuse)  
•    Risks  (behavioral risks, STI risks)  
•    Conditions  (somatoform disorder, sexual dysfunction)    

 The psychosocial history, the open interview, and the assessment of present com-
plaints provide this information. Of special importance are the behavioral character-
istics and preexisting emotional problems for step 4 and step 5 (see below).  

7.3.2.3    Social Dimension 
•      Findings  (socioeconomic status, education)  
•    Risks  (cultural restrictions, dependence, migration)  
•    Conditions  (stress, relationship issues)    

 Especially the sociocultural background and the present relationship characteris-
tics are important elements of this part of the clinical interview, and they have an 
impact on step 4 (see below).   

7.3.3     Step 3: Educate Women About Methods 
with Understandable Risk/Benefit Information Based 
on EBM Results (Method Variables) (Beneficence) 

    This step should empower women and help them to make informed choices. It is 
thus part of benefi cence duty of the professional. 

 Women should be informed about the methods in a way that responds to two demands:

    (a)     The information should be based on the latest scientifi c evidence.   
   (b)      The information should be given in didactic, understandable way and adapted to 

the individual needs of the patient.     
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 The fi rst request is quite easily feasible; the second is much more diffi cult. Some 
general guidelines of information giving are as follows:

   Elicit preexisting knowledge and questions.  
  Provide clear and simple information:

•    Give information in small units.  
•   Encourage questions.  
•   Summarize and repeat.     

  Elicit the understanding and the meaning given by the patient.    
 The issues and questions concerning the information exchange    are as follows. 

7.3.3.1     How Effective is Method x, y, and z to Prevent an Unwanted 
Pregnancy? 

 This question can be answered by a visual aid showing the effi ciency of the methods 
if used by 100 women for 1 year. 

 The typical information to be given refers to the lowest expected percentage of 
women with a pregnancy during the fi rst year of use [ 6 ,  15 ]. 

  Highly effective methods: 

   Combination pill 0.1 %, progestin only 0.5 %, IUD copper T380A 0.6 %, levonorg-
estrel IUD 0.1 %, implant 0.1 %, injectable 0.3 %, female sterilization 0.2 %, and 
male sterilization 0.1 %    

  Medium effective methods: 

   Male condom 3 %, ovulation method 3 %, symptothermal 2 %, and post 
ovulation 1 %    

  Methods with low effectiveness: 

   Withdrawal 4 %, spermicides 6 %, diaphragm and spermicides 6 %, calendar 9 %, 
and cervical cap (parous women 20 %, nulliparous 9 %)     

7.3.3.2     How Much is the Effectiveness Dependent 
on Proper Use? 

 The discussion of this issue points to the discrepancy between theoretical and typi-
cal Pearl index and allows a classifi cation with respect to the necessary compliance 
and discipline [ 6 ,  15 ]. 

  Methods with high demand on compliance: 

   Combination pill (lowest expected rate 0.1 % versus typical use rate 5–7.6 %)  
  Condom (lowest expected 3 % versus typical use rate 10–14 %)    
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  Methods with low demand on compliance: 

   IUDs (lowest expected rate 0.1–0.6 % versus typical use rate 0.1–0.8 %)  
  Implants (lowest expected rate 0.2 % versus typical use rate 0.2 %)     

7.3.3.3    What are the Health Risks of the Method? 
 This is a crucial part of the information exchange process. It is important to give a 
risk background and to describe risks in absolute numbers or give some points of 
reference [ 15 ,  23 ,  27 ]. 

  High risk: between >1 and 1 in 100 

   For example: Gastrointestinal side effects of antibiotics 10 in 100; risk of pregnancy 
while using spermicides 6 in 100    

  Moderate risk: between 1 in 100 and 1 in 1,000 

   For example: Death due to smoking 10 cigarettes/day: 5 in 1,000  
  Having a baby with Down syndrome at age 35 years: 5 in 1,000    

  Low risk: between 1 in 1,000 and 1 in 10,000 

   For example: Venous thromboembolism attributable to COC: 3 to 6 in 10,000  
  Death due to car accident: 12 in 10,000  
  Diagnosis of breast cancer under 45 years possibly attributable to current OC use: 

8 in 10,000    

  Very low risk: between 1:10,000 and 1:100,000 

   For example: Death due to soccer playing: 4 in 100,000  
  Risk of death from all causes in OC users: 1 in 100,000    

 After the general understanding of risk, the patient should be informed about the 
typical risks or the methods [ 15 ,  24 ,  27 – 34 ]. 

  Combined OCs: 

•    Venous thromboembolic disease, myocardial infarction, and stroke – very low 
absolute risk (1 case in 10,000 users down to 3 in 100,000 users)  

•   Breast cancer and cervical neoplasia – very low absolute risk    

  Progestogen only: 

•    No or very low health risk    
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  IUDs copper: 

•    Perforation, PID, and ectopic pregnancy – low to very low risk    

  Levonorgestrel IUS: 

•    Perforation, PID, and ectopic pregnancy – low to very low risk     

7.3.3.4     What are the Factors that Influence the Health Risks 
(Increase or Decrease)? 

 This information helps the patient to understand her personal nonmodifi able and 
modifi able risks. She can learn about the impact of a healthy lifestyle on her indi-
vidual risk during the use of different contraceptives [ 15 ,  27 ,  35 ,  36 ].

•    Reduce cardiovascular risks by controlling weight, exercising, stopping smok-
ing, and lowering cholesterol.  

•   Reduce risk of STI, PID, and CIN by using condom and avoiding sex with 
“risky” partners or under risk conditions (alcohol, drugs, etc.).     

7.3.3.5     What are the Possible Noncontraceptive Health Benefits 
of the Method? 

 It is important to give not only information about risks but also about possible non-
contraceptive health benefi ts of the methods. 

 For example, condoms diminish considerably the risk to acquire a sexually trans-
mitted disease (for HIV with consistent use at about 97 %, against HSV highly 
effective, against HPV not very effective) [ 37 ]. 

 For example, OC benefi ts are less endometrial cancer, less ovarian cancer, fewer 
ectopic pregnancies, more regular menses (less fl ow, less dysmenorrheal, less ane-
mia), less salpingitis, increased bone density, probably less endometriosis, possibly 
less benign breast disease, possibly less rheumatoid arthritis, possibly protection 
against atherosclerosis, possibly fewer fi broids, and possibly fewer ovarian cysts 
[ 15 ,  38 ]. 

 For example, levonorgestrel IUD reduces blood loss in hypermenorrhea,  possibly 
diminishes fi broma size, and may protect against PID [ 34 ].  

7.3.3.6     What are the Most Frequent Possible Negative 
and Positive Side Effects Having an Impact on the Quality 
of Life? 

 It is important to comment on possible negative and positive side effects at the same 
time. Many of the effects observed by the patient are very individual and cannot be 
predicted. Mentioning possible negative effects is important to avoid unnecessary 
anxiety, disappointment, and insecurity. 
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   Hormonal Contraception 

  For example: combined OCs 

   The most important possible negative side effects which should be discussed 
 including information about their frequency are changes in bleeding pattern (fre-
quent), breast tension (sometimes), headache (rare), mood swings (rare), and 
skin changes (rare).  

  The most important possible positive side effects (health benefi ts) are diminution of 
dysmenorrhea (frequent), diminution of blood loss (frequent), and amelioration 
of acne (frequent) [ 15 ,  24 ,  27 ,  38 ].    

  For example: progestogen implant 

   The most important negative side effect is the occurrence of bleeding disorders. 
Positive side effects are in some women the establishment of a stable amenorrhea 
(if desired) and the decreased necessity of regular intake or compliance (see above).    

  For example: levonorgestrel intrauterine system 

   The most important possible side effect is irregular bleeding during the fi rst months; 
much rarer are systemic side effects like depressed mood or acne. Even more 
seldom are functional ovarian cysts.  

  Positive possible side effects are induced hypomenorrhea and amenorrhea if desired 
by the woman [ 34 ].     

   Nonhormonal Contraception 

  For example: copper IUD 

   The most frequent side effects are hypermenorrhea and pain with a 15 % rate of 
removal due to bleeding and pain [ 15 ]. There are special positive side effects.  

  For example: condom and diaphragm  
  The most important side effect is the possible negative impact on sexual spontaneity 

and sexual interaction (condom) and an increased incidence of UTI 
(diaphragm).      

7.3.3.7     When Do They Occur, for How Long Do They Typically Last, 
and What Medical Significance Do They Have? 

 Patients should be informed about the probable duration of side effects, whether 
these subside after the fi rst months and whether or not patients must expect a recur-
rence. This time frame gives patients more control about the treatment and increases 
compliance. 
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  For example: OCs and progestogen-only contraception 

   Intermenstrual bleeding and spotting occurs typically during the fi rst months of 
treatment and disappears afterwards. These bleeding abnormalities do not have a 
pathologic signifi cance.      

7.3.4     Step 4: Shared Decision Making About Contraceptive 
Method 

 The medical professional can now enter into what is called shared decision making 
about the contraceptive method to be used by the individual patient. With respect to 
informed consent and shared decision making, we can distinguish four typical clini-
cal situations:

    1.    Low risk with 1 therapeutic option = simple consent   
   2.    Low risk with several therapeutic options = simple consent and shared decision 

making   
   3.    High risk with 1 therapeutic option = informed consent   
   4.    High risk with several therapeutic options = informed consent and shared deci-

sion making     

 Contraceptive counseling corresponds mainly to situation 2 and sometimes to 
situation 4. The shared decision-making process in contraception comprises two 
steps of exclusion of methods, one step of search for additional benefi t and a fi nal 
step of personal choice. 

7.3.4.1     Step 4a: Exclusion of Methods Not Matching Patient’s 
Expectations and Preferences (Respect of Autonomy) 

 In this step the patient has the lead. The values, past experiences, and health beliefs 
expressed during step 1 of the interview exclude some methods (Fig.  7.2 ).

    For example, some patients do not want to take any hormonal contraceptive. It is 
of course important to discuss the background of this attitude or judgment, but it is 
important to show an a priori respect for this position and after information 
exchange in case of persisting wishes of the patient to accept her exclusions .  

7.3.4.2     Step 4b: Exclusion of Methods with Respect to Major 
Somatic and Psychosocial Health Risks (Nonmaleficence) 

 By combining the results of the biopsychosocial profi le of the patient (step 2) with 
the EBM-based characteristics of the methods (step 3), the medical professional can 
contribute his or her knowledge and experience [ 28 ,  29 ,  39 – 44 ] to exclude methods 
which should not be used because:

    A.    There is an unacceptable health risk.   
   B.    The theoretical or proven risks usually outweigh the advantages (Fig.  7.3 ).
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        Example A : Identifi ed clotting abnormality of any kind; any past proven arterial 
or venous thrombosis excludes combined oral contraceptives. 

  Example B : Family history of parent or sibling <45 with thromboembolic disease 
with recognized precipitating factor would  under usual circumstances  exclude 
combined OCs, and personal history of high-risk sexual and addictive behavior 
would under usual circumstances exclude oral hormonal contraception. 

  Fig. 7.2    Shared decision making about contraceptive method – women’s expectations and preferences       

  Fig. 7.3    Shared decision making – exclusion of methods with respect to major somatic and psy-
chosocial health risks       
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 Conditions which correspond to the description A are called absolute contraindi-
cations in older terminology and now are categorized by WHO as category 4 [ 28 ], 
meaning that the method should never be used in a patient with this diagnosis. 

 Condition B is much more directing towards the importance of the clinical judg-
ment of the family planning professional. If, for example, the individual preference 
or value system of the patient would exclude medically safer methods (e.g., the IUD 
mentioned in the above example), then it is important for the clinician to negotiate 
with the patient and make the decision-making process transparent by visualizing 
the pros and cons and their respective weight [ 28 ].  

7.3.4.3     Step 4c: Evaluation of Methods with Additional Health 
Benefits or in Case of Side Effects with the Actually Used 
Method Search for Alternatives (Beneficence) 

  After the two steps of exclusion,  the information about relevant health conditions of 
the patient (step 2) is used to positively select methods that can contribute to an 
amelioration of clinical conditions and quality of life. 

    This is either in the case of, fi rst, the active use of knowledge about  additional 
health benefi ts (a)  or, in the case of side effects with the present method, the use  of 
knowledge about side effect specifi c characteristics of methods (b)  [ 15 ,  34 ,  38 ,  45 – 49 ] 
(Fig.  7.4 ).

    Example A: Skin problems respond positively to OCs, but especially to combined 
OCs with a progestogen having antiandrogenic properties.  

  PMS-like symptoms seem to correspond well to a drospirenone-containing 
preparation.  

  Preexisting cycle irregularities seem to respond well to vaginal hormonal 
contraception.  

  Fig. 7.4    Shared decision making – positive selection of methods with additional health benefi ts 
and QoL impact       
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  Example B: Nausea, headache, and breast tension under combined OC would 
request the change to a less estrogen dominant OC or progestogen-only 
contraception.  

  Bleeding irregularities under progestogen-only or low-dose combined OCs can 
be resolved by changing to higher dosage of EE or the vaginal contraceptive ring.  

  Lack of sexual desire while using OCs could be due to the SHBG increase and 
androgen decrease. Changing to an OC with less SHBG increase and possibly a 
progestogen with androgenic properties would then be helpful.   

7.3.4.4    Step 4d: Personal Choice of the Contraceptive Method 
 Having gone together through these steps mentioned before, the medical profes-
sional and the patient will come to a shared decision about the contraceptive method 
to be used. 

 This structured process seems in our opinion to be the best precondition to reach 
the optimal outcomes described above.   

7.3.5     Step 5: Evaluation of the Outcome and Ongoing 
Adaptation of Choices 

 Each follow-up consultation serves the purpose to evaluate whether the abovemen-
tioned objectives have been reached or whether there is room or necessity for ame-
lioration and change.   

7.4    Summary 

 The objectives of contraceptive counseling are to maximize contraceptive effi -
ciency, minimize health risk, optimize tolerability, realize additional health benefi ts, 
and avoid unnecessary costs. 

 To reach these outcomes, contraceptive counseling and care has to be provided 
in an interactive, structured way following fi ve steps which integrate patient- 
centered communication to assess patient’s aims and values, biopsychosocial com-
petence to determine the patient profi le, professional patient education about 
methods, principles of shared decision making to choose the optimal method for the 
individual patient, and continuous evaluation to assess whether the objectives of 
contraceptive counseling and care for the individual patient have been reached.     
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