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ABSTRACT
Objectives: Women are at risk of unplanned pregnancy and inappropriate choice of contraception if not given effective 
contraception counselling. We aimed to understand the contraceptive needs of women, improve effective contraception 
counselling promoting modern contraception methods during gynecology outpatient visit using a contraception counsel-
ling questionnaire.

Material and methods:  All reproductive-age women over 18 were given Contraception Counselling Project Form to fill in 
while in the waiting room. The form consisted of 15 questions evaluating patients’ characteristics and contraceptive method 
used. Physicians evaluated these forms during the examination and an appropriate method was chosen. Forms of preg-
nant, postmenopausal and sexually inactive patients as well as forms with more than one answer missing were excluded. 

Results: 778 questionnaires were accepted for evaluation. 340 women (43.8%) used modern contraception, 112 (14.4%) 
used interrupted coitus, 3 (0.4%) used calendar method. 738 women could be given adequate contraception counselling 
by the physicians. 215 women among 323 women (66.5%) who did not use modern contraception and did not desire 
pregnancy, were convinced to use modern contraception and 103 (91.9%) among 112 women who used interrupted 
coitus for contraception were convinced to use modern contraception. There was a significant relationship between age, 
education, working state, parity, number and type of delivery, previous OCP usage, resources of contraception and the 
preferred contraception method. 

Conclusions: More than half the women preferred to use modern contraception methods by means of contraception 
counselling questionnaire. Women’s backgrounds significantly affected their choice of contraception method.  

Key words: contraception; contraception counselling; oral contraception; intrauterine device

Ginekologia Polska 2020; 91, 10: 582–588

INTRODUCTION
Contraception can be defined as the use of methods 

intended to prevent reproduction. Contraception can be cat-
egorized as modern or traditional. Modern methods of con-
traception include sterilization, intrauterine devices (IUD), 
subdermal implants, oral contraceptive pills, condoms and 
other barrier methods, injectable contraceptives, contra-
ceptive patches, and vaginal rings [1]. Traditional methods 
of contraception include the rhythm method, withdrawal 
prior to ejaculation, lactational amenorrhea, and abstinence. 

Contraception counselling is crucial in gynecology 
practice even in patients who do not apply for contracep-
tion counselling. In the outpatient clinic, time devoted for 
contraception counselling may be limited. Some patients 
express other complaints more often or physicians may 
concentrate on patients’ complaints rather than counselling.  
The aims of the counselling are to educate women about 

contraception, select an appropriate method according to 
demand and preferences, prevent unintended pregnancy, 
and provide fertility when desired. 

The American College of Obstetricians and Gynecologists 
advises to ask all women between ages 18–50 if pregnancy 
is desired over next year [2]. If pregnancy is not desired, ap-
propriate contraception should be chosen according to state 
of health, personal values, and preferences. Even in countries 
with a high rate of contraception usage, almost 40% of wo-
men are at risk for unintended pregnancy [3]. In 2011, 45% of 
pregnancies in US were unintended [4].  Most sexually active 
women in US had used some form of contraception in their 
lifetime, but multiple barriers prevented women from obtai-
ning contraceptives or using them effectively or consistently 
[5]. The main reasons for imperfect use of contraception were 
inappropriate counselling and incorrect choices of contra-
ception method [6]. Rates of contraceptive use throughout 
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Europe are high; 90% of women in Europe have been reported 
as using contraception [7]. However, in Europe, 45% of preg-
nancies are unintended and 64% of these result in abortion 
[8]. Almost half of these unintended pregnancies occur as 
a result of incorrect or inconsistent use of contraceptives [9]. 
Mean age at first birth is over 30 in Europe; thus most couples 
must use contraception for many years in order to avoid unin-
tended pregnancy [10]. But different models of contraception 
care and contraception counselling exist across Europe which 
may not be adequate in some cases [11]. 

Alkema et al reported that contraceptive prevalence in 
Turkey increased from 62.2% in 1990 to 72.2% in 2010 with 
a decrease in the unmet need for contraception from 14.7% 
to 8.7% [12]. Modern contraceptive prevalence was reported 
between 20–40% [13]. Also, 51% of all women and 74% of 
the married women in the reproductive years use contra-
ception with unintended pregnancy rate of 47.3% [14]. 
Only 33% of all women and 47% of married women use 
modern contraception. This might be due to inadequate 
counselling given to women regarding modern contracep-
tion methods. Kahramanoglu et al evaluated the differences 
in contraceptive choices before and after counselling Turk-
ish women and suggested that contraceptive counselling 
significantly changed the contraceptive choices of women 
[15]. However, few studies have been published on how to 
implement contraceptive counselling to women [16–20]. 

Objectives
Our primary aim in this study was to screen out women 

who needed contraception counselling before they entered 
physicians’ room with a form that they filled out while waiting 
and to evaluate the results. We evaluated whether effective 
contraceptive counselling increased the rate of modern con-
traceptive method usage among women who either did not 
use any contraception or used interrupted coitus for contra-
ception.  Our secondary aim was to evaluate the factors such 
as age, education, working state, parity, number and type of 
delivery, previous OCP usage, resources of contraception that 
influenced the preferred contraception method. 

 MATERIAL AND METHODS
Between June–December 2016, all reproductive-age 

women over 18 who applied to the gynecology clinic of 
Istanbul University Istanbul Faculty of Medicine Depart-
ment of Obstetrics and Gynecology and who were men-
tally capable of filling out the questionnaire were given the 
contraception counselling form prepared by our institution. 
Ethics approval was obtained from the institutional ethics 
committee. Forms of patients who were postmenopausal, 
pregnant, or sexually inactive were excluded. Other exclu-
sion criteria were being mentally incapable of filling out the 
form, being illiterate and not willing to participate in study. 

The contraception counselling form was formed by four 
gynecologists experienced in contraception counselling. 
The form consisted of 15 questions, including age, educa-
tion, ongoing pregnancy or desire for pregnancy, parity, 
type of delivery, lactation, previously and currently used 
contraceptive method, reasons for not using contraception 
or changed method, sources of information regarding con-
traception, smoking, menstrual history, and history of diag-
nosed diseases (Appendix 1). Pilot testing was performed in 
ten women recruited from the gynecology outpatient clinic. 
Two experts interviewed the women after filling out the 
forms. There were no missing answers. The women thought 
that the questionnaire was applicable. 

One thousand four hundred fifty-six women were re-
cruited. The total number of women participating and the 
number of forms filled were 1000. Forms, which had more 
than one unanswered question were excluded. Forms in 
which the advised contraception method was not noted 
by the physicians were accepted as counselling not giv-
en. All participants filled out the forms by themselves in 
a designated private room while waiting and the patient 
and the physician evaluated the form in the examination 
room. Of the 1000 women, 87 forms were excluded because 

Appendix 1. Contraception Counselling Form

1. Age

2. Last Menstrual Period

3. Have you ever delivered? Yes No

If your answer is yes

4. How many deliveries?

5. Time of last delivery?

6. Are you lactating?

7. Do you plan a pregnancy in the next 6 months? Yes No

8. Do you use a method to prevent pregnancy? Yes No

9. If your answer is yes, which method do you use?

Oral contraceptive pills

Intrauterine device

Condom

Interrupted coitus

Tubal ligation

Calendar method

10. Have you ever used oral contraceptive pills and  
 for how long? Yes No

11. Reason for quitting oral contraceptive pills?

12. Do you smoke? Yes No

13. How long does your period last?

14. Your weight and height?

15. Do you have a diagnosed illness? Yes No 

If yes, what is it?
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46 women were postmenopausal/sexually inactive, and 
41 women missed out more than one question. The number 
of women able to fill out the questionnaires completely was 
823. Sixty women missed out one question and physicians 
did not counsel 30 patients although they filled out the form 
completely. One hundred thirty-five women were currently 
pregnant and were excluded. As a result, 778 forms were 
accepted for evaluation. 

Physicians performed gynecologic examination on all 
patients. Menstrual irregularities, pelvic pain, vaginal dis-
charge, breast diseases, abnormal PAP-smear results were 
assessed. PAP-smear and ultrasonography was performed 
when indicated.  At the end of the examination, the form was 
examined by the physician and contraception counselling 
was given to patients. 

Contraception counselling included types of contra-
ceptive methods available in Turkey, their mechanisms of 
action, efficacy of each method, possible side effects, risk 
of cancer, effects on fertility, effects on menstrual cycle, 
and non-contraceptive benefits. Physicians advised most 
preferred contraceptive methods by Turkish women. These 
were copper-intrauterine device (Copper-IUD), levonorg-
estrel-releasing intrauterine device (LNG-IUD), combined 
oral contraceptives (OCP), progestin only pill, condom, bi-
lateral tubal ligation (BTL), depot medroxyprogesterone ace-
tate. Physicians used WHO medical eligibility criteria for con-
traception and ACOG guidelines for counselling [2, 21, 22].  
At the end of the visit, method advised was noted on the 
form by the physician. 

Statistical analysis
Statistical analysis was performed with Statistical 

Package for the Social Sciences (SPSS) version 21.0 (SPSS, 
Chicago, IL, USA) by a professional statistician. Data was 
expressed as mean ± standard deviation and frequen-
cies. The relationship between factors that could affect 
choice of contraception and the contraception methods 
preferred by the women were analyzed using Pearson’s 
correlation. Groups of preferred contraception methods 
were analyzed using Chi-square test for categorical variables 
and Kruskal-Wallis test for continuous dependent variables.  
A p value < 0.05 was considered as statistically significant. 

RESULTS
Seven hundred seventy-eight forms were accepted for 

evaluation. Demographic variables are summarized in Table 1.  
Mean age was 36.8 ± 8.1. 609 (78.3%) women had delivered 
before. Mean number of deliveries was 2.1 ± 1.1.  48.9% of 
women delivered vaginally. 286 women (36.8%) were work-
ing. 164 (21.1%) women were planning a pregnancy soon, 
23 women (2.9%) did not answer this question. 62 women 
(7.9%) were lactating. 

Resources that patients had received information about 
contraception are summarized in Figure 1. 605 women 
(77.8%) recalled receiving information regarding contra-
ception before. 399 women (65.9%) recalled receiving in-
formation from physicians, whereas only 2 women (0.3%) 
from newspapers. 

Four hundred fifty-five (58.5%) women used a contracep-
tive method; 340 women (43.8%) used modern contracep-

Table 1. Demographic variables of women included in the study

N = 778

Age 36.8 ± 8.1 (19-51)

Height 161.7 ± 6.3 cm (143–185 cm)

Weight 68.4 ± 13.3 kg (47–120 kg)

Parity

Yes 609 (78.3%)

No 169 (21.8%)

Mean number of deliveries 2.1 ± 1.1 (1–9)

Type of Delivery

Vaginal delivery 293 (48.1%)

Cesarean section 248 (40.7%)

Vaginal delivery+ 
Cesarean section 68 (11.2%)

Education Level

Primary school 293 (37.7%)

Middle school 112 (14.4%)

High school 190 (24.4%)

University 157 (20.2%)

Higher degree 21 (2.7%)

No answer 5 (0.6%)

Working

Yes 286 (36.8%)

No 492 (63.2%)

Aware of last menstrual period

Yes 645 (82.9%)

No 133 (17.1%)

Lactation

Yes 62 (8.0%)

No 716 (92.0%)

Smoking 

Yes 206 (26.5%)

No 572 (73.5%)

Plan of a pregnancy in the near 
future

Yes 164 (21.1%)

No 591 (75.9%)

No answer 23 (3.0%)
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tive methods whereas 112 women (14.4%) used interrupted 
coitus and 3 women (0.4%) used the calendar method. 
The number of women that did not use any contraceptive 
method was 323 (41.5%). Distribution of modern contracep-
tive methods is summarized in Figure 2; 151 women (44.4%) 
used condoms whereas only 32 women (9.4%) used OCP. The 
patients without a pregnancy plan (9.7%) didn’t use a contra-
ceptive method and 22.9% of women without a pregnancy 
plan used interrupted coitus. One hundred seventy-eight 
(55.1%) women out of 323 women who did not use any 
contraceptive methods commented on the reason; main 

reasons were concern for side effects (n = 39), absence of 
a partner (n = 36), pregnancy plan (n = 82), difficulty of use 
(n = 10), and other reasons (n = 11). 

Two hundred seventy-nine women (35.9%) had used OCP 
before, 177 (63.4%) had used OCP for contraception whereas 
102 women (36.6%) due to physicians’ prescriptions. Mean du-
ration of usage was 23.8 ± 39.4 months. One hundred nineteen 
(42.7%) women had used OCP for less than 6 months. The 
majority of short-term users used OCP for medical reasons 
whereas most long-term users used for contraception. Rea-
sons for ending OCP usage are summarized in Figure 3. 

Among 438 women who did not use modern contra-
ception or used interrupted coitus or calendar method for 
contraception, 115 women were planning pregnancy and 
323 women remained who didn’t use modern contraception 
and didn’t desire a pregnancy. Also, 215 of the 323 women 
(66.5%) were convinced to use contraception. Contraceptive 
methods preferred by women after physician counselling 
are summarized in Figure 4. In addition, 103 (91.9%) among 
112 women who used interrupted coitus for contraception 
were convinced to use modern contraception. Results are 
summarized in Figure 5. On the other hand, Copper-IUD was 

Figure 1. Distribution of resources that women had received 
information about contraception before

Figure 2. Distribution of contraception methods used by the women

Figure 3. Reasons for stopping combined oral contraceptive usage

Figure 4. Distribution of the accepted contraception methods by the 
women who were convinced to use contraception after counselling 
(n = 215)

Figure 5. Distribution of accepted contraception method by the 
women who had used interrupted coitus before counselling (n = 103)
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switched to LNG-IUD in 24 women due to heavy menstrual 
bleeding. 

When factors influencing the preferred contraception 
method were analyzed, there were significant relationships 
between age (p < 0.001), education level (p = 0.017), working 
state (p = 0.016), parity (p < 0.001), number (p < 0.001) and 
type of delivery (p < 0.001), previous OCP usage (p = 0.001), 
resources of contraception information (p = 0.006) and the 
preferred contraception method. Women who chose OCP 
were significantly younger than the women in the other 
groups (p < 0.001). Women over 40 years of age did not 
prefer to use OCP, but rather preferred IUD insertion. Most of 
the working women preferred OCP (p = 0.016). Women who 
chose OCP had a higher education level when compared 
to the women in the other groups (p = 0.017). Women who 
preferred BTL had higher number of children (p < 0.001). 
Most of the nulliparous women chose condoms and OCP. 
Nulliparous women did not prefer to use IUD; 97% of the 
women who chose IUD insertion were parous. Only 5 nul-
liparous women chose LNG-IUD insertion. More women 
who underwent BTL had a history of cesarean section when 
compared to other groups (p < 0.001). More women in the 
Copper-IUD and LNG-IUD groups had received informa-
tion about contraception from physicians (p = 0.006). More 
women who chose condoms had received information from 
the web or their partners. 

DISCUSSION
Due to high rate of unintended pregnancies, contracep-

tion counselling is crucial [23]. Time must be devoted to 
effective contraception counselling or other means should 
be provided in order to increase the efficacy especially in 
crowded outpatient clinics [24]. The World Health Organi-
zation (WHO) recommends that lifestyle issues and patient 
preferences should be considered when choosing the most 
appropriate contraception method for the women [21]. 

In our study, we showed that majority of women could 
effectively fill out the questionnaire by themselves and the 
physicians gave appropriate counselling to these women; 
only 30 women were not given effective counselling or 
counselling was not documented. After appropriate and in-
dividualized counselling, most of the women who used tra-
ditional contraceptive methods or did not use any method 
at all were convinced to use modern contraceptive methods. 

This result is especially important considering the high 
number of primary school graduates in our study. Education 
level was highest in younger women aged 15–24 years. Caeta-
no et al suggested that rates of unintended pregnancies were 
higher among younger women despite higher education 
level, which may be associated with inconsistent use of oral 
contraceptives [25]. In addition, 36.8% of the women were 
working in our study. As women’s role in the society increases, 

contraception and planned timing of pregnancy becomes 
more important. In addition, busy schedules and life stressors 
may lead to inconsistent use of contraception and in these 
cases contraceptive counselling should include discussion 
of any potential barriers to adherence [25]. 

Most women in our study had received information 
about contraception previously. The main source of in-
formation was the physicians. In the TANCO study, 82% 
of the women stated that their healthcare provider was 
the most important person for contraception counselling 
compared with just 10% stating that their partner was the 
most important person [26]. Physician’s role remains quite 
important in contraception counselling; physicians may 
direct women to individualized contraception methods 
according to women’s preferences and needs. Therefore, 
incorporation of contraception counselling to daily prac-
tice of gynecologists is essential even when the women’s 
gynecologist visits involve other problems. Dehlendorf et al 
evaluated a patient-centered decision support tool for con-
traception counselling [27]. Patients used this tablet-based 
decision support tool prior to family planning visit and 
contraceptive continuation, method of use, satisfaction, and 
unintended pregnancy were evaluated. Authors concluded 
that the method had no effect on contraception continuity, 
but increased experience of contraceptive counselling and 
informed decision-making. A recent systematic review of 
patient preferences for contraceptive counselling found that 
women value comprehensive education about methods, 
with a emphasis on education about side effects [28, 29].  
Kahramanoglu et al. [15] evaluated women’s choices about 
contraception before and after gynecologist counselling. 
Physicians and health care providers were the best source 
for information about contraception. Partner input also had 
an impact on contraceptive choice. Religious beliefs may 
affect choice of BTL. Authors also suggested that hardest 
prejudices to overcome were anxiety of insertion and remo-
val of an IUD, fear of weight gain from OCP usage, religious 
beliefs in case of BTL. Influences from social media and/or 
friend were found to be important factors in determining 
choice of contraception method as well. 

Most women in our study preferred condoms, followed 
by IUD. The rate of OCP usage for contraception is quite low 
in Turkey when compared to other developed countries. In-
deed, 35% of women in our study had used OCP, but only 
11% of women were using OCP at the time being. Most 
had used OCP for short periods. Main reasons for stopping 
other than pregnancy plan were side effects and switch-
ing to another contraception method. After counselling by 
using the questionnaire, the number of women preferring 
to use OCP increased. This emphasizes the importance of 
counselling in OCP usage and individualization of treatment 
in order to prevent side effects. 
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The majority of women using modern contraception 
preferred long-acting contraception. In the TANCO study 
involving 1089 physicians and 18521 women, 61% of the 
women were using oral contraceptives and only 9% were 
using long-acting contraceptive methods [26]. However 
60% of the women stated that long-term contraception 
would be an option for them if they had received more 
information about it. In the Contraceptive CHOICE proj-
ect, among 7637 women, 47% chose intrauterine systems 
whereas only 12% preferred OCP [30]. Cultural influences 
also affect the choice of contraception method. 

Erfani and Yuksel-Kaptanoglu evaluated withdrawal 
method use in Iran and Turkey [31]. Lower education, pov-
erty, having more than four children, and older age were 
associated with withdrawal use in Turkey. Authors suggested 
that family planning and reproductive health programs 
in Iran and Turkey should be aware of groups that have 
high rates of withdrawal and should encourage more ef-
fective contraceptive methods. Indeed, in our study 66.5% 
of women who did not use contraception and 83.5% of 
women who used interrupted coitus for contraception but 
didn’t desire a pregnancy were convinced to use an effective 
method after contraception counselling with Contraception 
Counselling Form. 

BTL has been a popular contraception method in Turkey. 
Forty-six women had undergone BTL and 7 women were con-
vinced to undergo BTL in this study. The popularity of BTL is 
mostly due to high Cesarean section rates in Turkey and BTL 
is performed during Cesarean section when partners prefer. 
Laparoscopic BTL is also sometimes desired. In our study, we 
have shown that women may prefer laparoscopic BTL when 
they desire permanent contraception and are informed about 
the procedure. Eskicioglu et al evaluated regret state in women 
following BTL [32]. The rate of regret was 12–15%. Factors as-
sociated with regret were young age (age < 30), absence of 
spouse’s support, not understanding permanent nature of pro-
cedure, lower education level, and thought of inability to have 
children in the future. Therefore, women and their partners 
must be thoroughly informed about nature of the procedure 
and misbelieved side effects in order to decrease rate of regret. 

None of the couples used vasectomy in our study. Kısa 
et al, showed that more than 88% of Turkish men were 
not willing to have vasectomy and 35.4% thought that va-
sectomy had negative effect on marriage and health [33]. 
Sociocultural factors and misconceptions about vasectomy 
were main barriers for vasectomy use in Turkey.

In conclusion, contraception counselling using a ques-
tionnaire may aid in asking questions regarding method 
used or future use even if patients had come for other rea-
sons to outpatient clinic and helps women to choose the 
best method. When considering that physicians were the 
most common source of information in our study, contra-

ception counselling given to 97% of women applying for 
other reasons has been a success.  Limitations of our study 
are lack of follow-up to evaluate usage of the preferred 
method, non-randomized nature of study, and lack of a con-
trol group. Education of women and adolescents regarding 
contraception, involvement of partners in counselling and 
support of all contraception methods by health insurance 
may aid in providing the most appropriate contraception. 
Contraception counselling using a questionnaire is an ef-
fective strategy to increase awareness about contracep-
tion both in women and physicians and to discuss about 
misconceptions aroused by society and social media about 
side effects. 
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