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Results

Combined searches yielded an 411 articles 
with 76 articles selected for abstract review. 
After selecting for relevance and study design, 
14 were chosen for in-depth analysis.   

Abstract

Discussion and Conclusions

In summary, both knowledge and cultural 
biases had an effect on the communication 
between patients and providers on counseling 
and prescribing practices. Patients  had a low 
knowledge base initially and which was seen as 
a challenge in demand and 
initiation/continuation by provider. Patients 
expressed major concerns for contraception in 
regard to them causing cancer, male and 
female infertility, and chronic and acute 
conditions (hypertension, infection) in addition 
to use’s impact on their acceptance within 
community and their religion. Younger patients 
showed greater likelihood of using a modern 
contraceptive method with appropriate 
counseling and perceived good treatment by 
provider.  Multiple regions noted information 
holding and direct scolding and chastitizing 
young patients, which may contribute to low 
use. Lower skilled and less knowledgeable staff 
were more likely to have concerns prescribing 
for either ethical reasons or familiarity with the 
method or side effects. There is room for 
improvement of counseling with methods in 
teens for both preferences and multiple 
methods. More education for staff on side 
effects and methods types, accurate 
implementation of national guidelines, and 
training for youth-friendly services appears 
promising to improve contraceptive uptake. 

Figure A: Contraceptive side effects 

Methods

Literature searches using PubMed and Google 
Scholar were utilized. In PubMed, searches 
included MeSH terms “developing countries,” 
“contraception,” and “adolescent.” This was 
repeated with additional search terms in 
combination with MeSH terms including “side 
effects,” “provider,” “attitudes,” and “LARC.” 
Restrictions included English articles published 
from 2000-2017, no discussion of abortion care, 
and must discuss patient-provider interactions 
and/or knowledge assessment of providers. 
Abstract review was done for relevance and 
further text anslysis would look at key factors 
(knowledge or cultural/ethical) assessing 
positive/negative influence on provider/patient 
relationship and patient preferred method. 

Introduction

Despite improvement of contraceptive use, unmet need 
remains high particularly among adolescents. Younger women 
were “often less knowledgeable in modern family planning 
methods and less likely to engage in family planning 
discussion with health workers compared to older women” 
(Wulifan et al 2015). Increased contraception use and 
appropriate family planning care provision has been linked to 
lower teenage pregnancy rates, reduced rates of unwanted 
pregnancies, and reduced abortion rates. Additionally in many 
regions, providers express “discomfort” and moral concerns 
about contraceptive methods that are not evidence-based. 
While many studies have evaluated the patient’s motives for 
use or nonuse of contraceptive methods (including 
demographic factors, male partner and family opposition, and 
fertility and marriage status), no review has yet been 
conducted of the influence of providers on the provision of 
contraceptives and addressing side effect concerns in 
developing nations. This study attempts to examine the  
impacts of knowledge gaps and ethical concerns along with 
communication in regards to youth counseling practices. Such 
results would determine whether interventions should be 
focused more on cultural or evidence-based trainings. 

Figure 2: All figures, charts, and tables 
should include a titled caption which 
summarizes the information.  We 
recommend italics for the captions.

Table 1: All figures, charts, and tables 
should include a caption which 
summarizes the information.  We 
recommend italics for the captions.
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Unmet need for contraceptives in developing countries 
remains a social and health problem and adolescents are 
more likely to struggle in starting long-acting contraceptive 
methods, often due to side effect or other concerns. This 
study aimed to analyze the biases in the provider-patient 
relationship and counselling practices for adolescent patients 
in developing countries. Attention was placed on patient’s 
preferred method, cultural and moral biases, knowledge gaps 
of patient and providers, side effect knowledge, and attitudes 
impacting the relationship upon counseling quality and 
likelihood of contraceptive use. Systematic review of articles 
with MeSH terms “developing countries,” “contraception,” 
“adolescents,” and other search terms yielded 6745 articles; 
14 articles were chosen for further review. Findings highlight 
negative impacts of providers’ ethical concerns and 
knowledge gaps when addressing method use and side 
effects. Low knowledge base by providers of varying skill 
level also highlight a need for improved training on family 
planning methods.

Normal side effects of birth 
control methods

Exaggerated or incorrect side 
effects of birth control

Minor, common: Weight gain, 
irregular or heavy menstrual 
bleeding, amenorrhea, 
headache, nausea, dizziness, 
skin changes
 
Moderate: depression, 
irritability, reduced sexual 
desire, breast cancer
 
Adverse effects: clotting risk 
(DVT, PE), hypertension

Irreversible infertility of man or 
woman, abdominal cancer, 
birth defects, transmission of 
STIs through method

No. Year Author(s) Title Journal

1 2003 Chen J, Smith KB, 
Morrow S, Glasier A, & 
Cheng L
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of China
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International 
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5 2008 Mngadi PT, Zwane IT Health providers' perceptions of adolescent 
sexual and reproductive health care in 
Swaziland

International 
Nursing Review

6 2011 Nalwadda G, Mirembe F, 
Tumwesigye NM, 
Byamugisha J, & Faxelid 
E

Constraints and prospects for contraceptive 
service provision to young people in Uganda: 
provider's perspectives

BMC Health 
Service

7 2013 Nishtar NA, Sami N, Alim 
S, Pradhan N, & Hasnain 
FU

Determinants of contraceptives use amongst 
youth: an exploratory study with family 
planning service providers in Karachi, Pakistan

Global Journal 
of Health 
Sciences

8 2013 Godia PM, Olenja JM, 
Lavussa JA, & Quinney D

Sexual reproductive health service provision to 
young people in Kenya: health service 
providers' experiences

BMC Health 
Service

9 2014 Meskele M, Mekonnen 
W

Factors affecting women's intention to use 
long-acting and permanent contraceptive me
thods in Wolaita Zone, Southern Ethiopia: A 
cross sectional study

BMC Women's 
Health

10 2015 Tumlinson K, Pence BW, 
Marshall SW, & Speizer 
IS

Quality of Care and Contraceptive Use in 
Urban Kenya

International 
Perspectives on 
Sexual and 
Reproductive 
Health
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M, & Meulemans H

’It is challenging… oh no, nobody likes it!’: a 
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adolescents and young adults’ experiences 
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BMC Women's 
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13 2017 Ayanore MA, Pavlova M, 
& Groot W

Context-specific Factors and Contraceptive 
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Table 1: Selected articles for review 

Study Type Number of participants Culture (+/-) Knowledge (+/-)

1 Questionnaire survey 
of patients (verbal) 
and gynecologists 
(written and 
anonymous)

500 patients, 89 
gynecologists

n/a 12.1% of patients had concern for 
congenital malformation;  33% of docs 
accurately identified effectiveness at 
99-99.99%; textbooks as major resource 
with 37% reporting FP workshops as 
information sources 

2 F2F interviews for 
survey and 8 FGDs 
with FP staff, 8 FGDs 
with FP providers

1927 FP workers (965 
providers, 962 
community-based 
distributors), 123 FP 
workers in 16 FGDs

>80% of FP workers expressed 
willingness to provide 
information/counseling to 
unmarried young people regardless 
of views; significantly varying time 
for starting of SRH education 
(equally split amongst age ranges)  

>92% providers wanted more 
in-depth/explicit information for 
unmarried adolescents

3 Self-administered 
written questionnaire 
of HCPs

256 HCPs (45.3% 
physicians, 27.0% nurses, 
18.0% pharmacists, 9.8% 
CHW)

32% HCPs thought adolescents 
were appropriate candidates for 
ECPs,  15% of those who knew 
"would give the woman a serious 
reprimand" for ECP use, 6% would 
do nothing as personally opposed 
to abortion (-)  

97% physicians vs. 52% CHW had heard 
of it.; physicians had best knowledge 
(35%) vs CHW (23%), pharmacists (15%), 
or nurses (9%); 44.4% HCPs believed 
ECP only effective within 24 hr window, 
13% induced abortion

4 Qualitative study with 
IDIs and patient FGDs, 
individual and group 
discussion with 
nursing staff

35 patients for IDIs, 5 
FGDs; 14 nursing staff for 
individual and group 
interviews

Religious leaders spread poor 
knowledge of contraceptives; Teens 
expressed perception of 
stigmatization reinforced by nurses, 
older staff, and patients in clinic 
waiting rooms and were scolded by 
staff; Nurses often uncomfortable 
with giving prescriptions and gave 
false information and would lecture 
them as “children” for “immoral” 
behavior

Patients most commonly noted friends 
for contraceptive knowledge source, 
some reported occasional visits to 
clinics (-); Changing methods seen by 
staff as reserved for cases with "real 
medical problem" vs patient preference 
(irregular menses) (-) 

5 Anonymous written 
questionnaire with 
descriptive statistics 
and content analysis 
for key themes

56 HCPs (physicians, 
midwives, nurses, nursing 
assistants) in 11 clinics

When asked if would prescribe for 
daughter, 84% HCPs would 
prescribe ECP while remaining 16% 
advised abstinence; 22% of 
respondents did not provide 
contraception on basis of personal 
religious belief; HCPs desiring more 
training for adolescent services, 
68% identified as Christian 

80% did not have guidelines on 
adolescent SRH services; 46% thought 
national government should be more 
involved in promoting adolescent SRH 

6 Cross sectional study 
of population for site 
selection, followed by 
verbal questionnaires 
for F2F interviews

102 total of public, 
private non-profit, private 
for-profit health care 
providers (physicians, 
midwives, 
nursing/nursing 
assistants); 67% midwives

HCPs viewed disapproval by male 
partners (49%) and peers (13%), 
cultural norms of big family (43%), 
religious beliefs (30%) as affecting 
BC use with low perceived demand 
in community; 33.3% HCPs 
reported they would give BC to 
patient who were <18yrs, 
unmarried, in school, and w/o 
children, but 14% HCPs noted 
morally unacceptable to provide BC 
as parents themselves; 23.5% 
would discourage use by youth w/o 
children, fear of harm by BC

63% of providers viewed fear of SE as 
reasons for nonuse of contraceptives (-); 
Providers felt highly competent to 
provide pills, injectables, condoms but 
often not to provide IUDs, ECPs, barrier 
methods other than condoms; public 
facilities more likely to feel competent; 
20% would discourage due to concern 
for side effects, <33% believe there was 
long-term infertility

7 Qualitative and 
exploratory study with 
10 IDIs with HCPs

10 total (2 physicians, 4 
"lady health visitors", 4 
"lady health workers", 2 
pharmacists)

Patients reported feared exclusion 
from religion and community 
practices for using BC or 
sterilization methods; HCPs 
identified with local religious 
community practices, reflected in 
self-reported personal counselling 
practices (-)

HCPs had correct knowledge of risk of 
expulsion of IUD; some HCPs preferred 
FBM or condoms at baseline. A 
physician expressed does not counsel 
on IUD, injection, or pills at baseline for 
youth

8 Qualitative study of 8 
health facilities, 19 
IDIs and 2 FGDs with 
HCPs

19 IDIs, 2 FGDs HCPs expressed youth were 
"difficult to work with" & that 
patients were ignorant and hide 
information (-); HCPs expressed 
moral dilemmas in matching 
traditional/cultural beliefs with 
modern methods; language barriers 
noted between elderly HSP &  poor 
intergenerational communication; 
One expressed "at the end of the 
day the choice is theirs" 

HCPs felt uncomfortable to provide 
depo, implants and IUDs due to lack of 
STI/HIV protection but also concern for 
infertility; aware of methods and 
informed of advantages & 
disadvantages in methods; HCPs 
expressed patients get answers from 
internet and would ask questions of 
HCPs, which they did not always feel 
confident in answering and expressed 
communication barriers

9 Cross-sectional study 
of mixed methods 
with individual patient 
interview and 
questionnaires; 
additional IDIs of 
patients and providers

411 patients; 6 FP users, 6 
FP healthcare providers

15-24yrs pts 46.8% likely to use 
LARCs, the greatest proportion of 
respondents (+) 

Increased knowledge score of patients 
associated with 1.77 increased 
likelihood of using contraceptives (+)

10 Survey data of 
patients and provider 
interviews linked to 
exit interview of 
patient; followed by 
multivariate analysis

3990 patients, 260 
facilities, 126 clinics for 
exit interview

44.0% HCPs discussed reproductive 
goals with clients; 91% patients had 
felt comfortable asking questions; 
57% were asked about method 
preferences; 33% said treated “very 
well”; greater likelihood of 
returning (1.2), with greatest effect 
(1.44) in 15-19yrs vs (1.30) in 
20-24yrs vs (1.18) in 25-29yrs (++)

66% patients reported provider 
explained proper use, 41% said 
providers helped them select a method; 
52.6% HCPs explained how to use, 
81.0% discussed SE; 50% received 
in-service training in FP provision (+)

11 DHS survey evaluation 
with MII calculated

25 national DHS surveys 
for 2 separate years

Three country analysis showed shift 
of use from pill/injectables to IUDs, 
implants and sterilization, 
otherwise N/A 

Changes over 5 years for reports had 14 
countries w/changes of less than 5% 
points for quality of contraceptive 
counseling (MII range); greatest 
increases in Cambodia, Rwanda, Benin, 
Egypt; greatest decreases in Tanzania 
and Honduras; average 42.0% of 20-24 
yrs had full counseling on SE/methods 

12 Qualitative survey 
with FGDs, IDIs, 
informal conversations 
with teenaged 
patients; split equally 
by gender

16 IDIs, 8-13 each per 
FGDs (42 patients total), 4 
informal conversations

Seeds/plants as  traditional 
methods, believe more effective. 
Often young women consult with 
"Misconducts" or older women to 
consult on SRH, marriage and tap 
into community knowledge; poor 
privacy at clinics, short discussions 
with overworked staff

Changes in methods done without 
consulting healthcare nurses; nurses did 
not understand injectables side effects; 
patients reported overly technical 
language and minimal explanations, no 
HCPs were trained on working with 
adolescents

13 Mixed methods; 
quantitative of 
multiple health 
facilities; qualitative 
data thru IDIs with 
female patients, male 
partners, & midwives

Quantitative: 6 health 
centers, 4 clinics, 12 
community services 
centers, 2 private 
facilities. Qualitative: 30 
female patients, 10 male 
partners, 3 midwives

FGDs: patients reported being 
scolded and poor treatment by 
health facility staff; patients 
reported HCPs withholding 
essential information, primarily by 
nursing staff

Young women with focused counselling 
services were most likely to "be 
empowered to overcome opposition at 
home as well as address side effects" (+) 

14 3rd National Family 
Health Survey (India) 
with MII calculation

13,152 women Adjusted OR for receiving 
counseling lowest in younger 
patients at  +1.00 (15-19yrs) and 
+1.58 (20-24yrs) with older patients 
showing greater AOR for getting 
counseling +1.94 (30-34yrs), +1.99 
(35-39yrs)

IUD users received more information 
than other methods on SE, how to 
manage or other methods (53%, 49%, 
46% respectively); users for each who 
received "no information" pill (52%), 
IUD (35%), injectable (44%), sterilization 
(63%); only 15.6% for total information 
(1 in 6 receiving al information)

Table 2: Articles’ study design, sample and 
knowledge and ethical barriers for counseling 


