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Abstract

Objective(s)—Provider self-disclosure (PSD) – defined as providers making statements 

regarding personal information to patients – has not been well-characterized in the context of 

contraceptive counseling. In this study we describe the incidence, content and context of 

contraceptive PSD.

Study Design—This mixed methods analysis used data from the Provider-Patient Contraceptive 

Counseling study, for which 349 family planning patients were recruited from 2009 to 2012 from 

six clinics in the San Francisco Bay Area. Audio-recordings from their visits were analyzed for the 

presence or absence of PSD, and those visits with evidence of PSD were analyzed using 

qualitative methods. The associations of patient and provider demographics and patient 

satisfaction measures, obtained from survey data, with PSD were analyzed using bivariable and 

multivariable analyses.

Results—37% of providers showed evidence of PSD during at least one visit, and PSD occurred 

in 9% of clinic visits. 54% of PSD statements were about intrauterine devices. About half of PSD 

statements occurred prior to the final selection of the contraceptive method and appeared to 

influence the choice of method. In post-visit surveys, all patients who reported receiving PSD 

considered it to be appropriate, and patient-reported PSD was not statistically associated with 

measures of patient satisfaction.

Conclusion(s)—This study provides some support for the appropriateness of PSD during family 

planning encounters, at least as practiced during the sampled visits. Further research could explore 

whether this counseling strategy has an impact on patients’ ability to identify the best 

contraceptive methods for them.
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Introduction

As half of pregnancies in the United States are unintended [1], helping women wanting to 

prevent pregnancy to use contraception through effective clinical counseling can have 

positive impacts for individuals and on public health. The quality of contraceptive 

counseling is associated with a woman’s ability to use contraception correctly and 

consistently, but many specifics about the counseling interaction have yet to be thoroughly 

investigated [2–8].

Provider self-disclosure (PSD) – defined as providers making statements regarding personal 

information to patients – is one aspect of counseling that has recently received increased 

attention in the health care literature. Studies have found that this disclosure is a common 

occurrence during outpatient visits, occurring in 15–34% of primary care visits [9,10]. The 

impact and appropriateness of PSD is unclear, as it could be interpreted positively as a 

valuable tool to enhance a personal connection between the patient and the provider or 

negatively as a distraction from patient care or transgression of professional boundaries [11].

The frequency and nature of PSD in the setting of contraceptive counseling has not been 

well studied. Investigation of this type of communication and its appropriateness is 

particularly important in this area given the complex social context of contraceptive decision 

making. On one hand, as contraceptive counseling addresses profoundly personal issues 

related to sexuality and fertility, it has been suggested that there is value to intimacy in the 

provider-patient relationship, which would support the value of PSD [12,13]. Additionally, 

PSD might strengthen the legitimacy of information given by the provider, as studies have 

found that patients value information obtained through personal experiences of 

contraception [12,14,15]. On the other hand, the concern remains that PSD may be 

perceived as, or in fact be, inappropriate or even coercive [16].

The purpose of this study is to further our understanding of PSD about contraceptive use 

during contraceptive counseling, and explore its potential influence on patient perception of 

the visit. In this study we use both quantitative and qualitative methods to describe the 

incidence, content and context of PSD in a cohort of women receiving contraceptive 

counseling, as well as women’s reactions to PSD.

2. Materials and Methods

2.1 Population

We used data from the Provider-Patient Contraceptive Counseling study, a direct observation 

study of provider-patient communication about contraception [17,18]. Briefly, we recruited 

349 patients from 2009 to 2012 from six clinics in the San Francisco Bay Area if they 

wished to discuss contraception during their clinic visit. Eligibility requirements included 

being female; non-pregnant; English speaking; and self-identifying as being of white, black 

or Latina race/ethnicity (due to the original study being designed to observe disparities 

between these ethnic groups). Thirty-eight providers participated in the study.
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The institutional review board at the University of California San Francisco approved of this 

study. All participants provided written consent.

2.2 Measures

After enrollment, participants completed a brief demographic survey in the waiting room. 

Visits with providers were then audio recorded. As 7 participants had audio recordings that 

were unusable due to technical issues, a total of 342 audio recordings were collected from 

these clinic visits. We transcribed the audio recordings in a HIPAA compliant manner. Study 

staff reviewed the transcripts using a standardized checklist that included evaluating for 

PSD, defined as provider statements that revealed personal information related to 

contraception. MM and CD then examined possible instances of PSD and reached consensus 

on ambiguous statements based on assessment of whether the patient would perceive the 

information as PSD.

After the visit, the patient completed another questionnaire, which included questions 

regarding her satisfaction with counseling. This included the question, “Did your provider 

share anything about his or her personal experience with birth control with you?” Those who 

responded positively were asked a follow up question, “Did you feel sharing this information 

was appropriate?” Similarly, a patient’s satisfaction with the visit was assessed through 

questions about her satisfaction with the decision making process, with her method, and with 

her overall satisfaction. These questions had answers on a Likert scale from completely 

unsatisfied to completely satisfied. Since the responses were strongly skewed in a positive 

direction, we dichotomized them as completely satisfied or less than completely satisfied. 

Participants were also asked about whether they would recommend the provider to a friend 

or return to see the provider themselves.

2.3 Quantitative analysis

We used descriptive statistics to report demographic information for patient and providers. 

We performed bivariable and multivariable logistic analyses to assess for significant 

demographic differences between patients who did and did not receive PSD, and between 

providers who did and did not self-disclose. We used Χ2 analyses and multivariable logistic 

regression to compare reported satisfaction levels between patients who were and were not 

disclosed to and whether they would recommend the provider or return to see the provider. 

We adjusted all multivariable logistic regression analyses for the theoretically important pre-

specified variables of patient age, patient race/ethnicity, provider age, provider race/ethnicity 

and provider degree (MD/DO vs. NP/PA). As no other variables were found to be significant 

in bivariable analysis at a p value of <0.05, only these variables were included. These 

analyses adjusted for clustering by provider using mixed effect logistic regression. We 

performed all analyses using STATA 12 (College Station, TX). P<0.05 was considered 

statistically significant.

2.4 Qualitative analysis

Each incident of PSD was coded using themes emerging from the data, as well as predefined 

themes based on a review of the literature, including the content and context of the PSD, 

consistent with a modified grounded theory approach [19]. We used a qualitative data 
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analysis software program (NVivo 9; QSR International, Doncaster, Australia) to assist with 

coding. MM and CD refined the coding structure through independent review of the 

transcripts and iterative group meetings. After the final consensus coding structure was 

developed, MM coded the remaining transcripts. CD coded a subset of 10 transcripts using 

the final coding structure to ensure consistency in coding.

3. Results

3.1 Association of PSD with patient and provider demographics

The patient population included in the study represented a range of ages, race/ethnicities and 

income levels (Table 1). The providers were primarily white (71%) and were certified as 

CNMs, NPs or PAs (76%). PSD about contraception occurred in 29 visits (9% of 

encounters) with a total of 46 separate statements about providers’ contraceptive use. 

Twenty-four providers never self-disclosed (63%), 8 self-disclosed once (21%) and 6 self-

disclosed multiple times (16%). White providers were more likely to self-disclose than non-

white providers (Table 1, p=0.02 in multivariable analysis). The impact of provider gender 

could not be determined as there was only one participating male provider. In bivariable 

analysis no patient-level variables were associated with PSD, although in multivariable 

analysis patients in the oldest age category of those 35 and older had a nominally 

statistically increased likelihood of receiving self-disclosure than those less than 20 (Table 1, 

p=0.04 for those <20 compared to those 35 and older in multivariabIe analysis).

3.2 Content of PSD

Intrauterine devices (IUDs) were the contraceptive method about which providers self-

disclosed most often, in just over half of these encounters (n=15). When the type of IUD was 

specified, it was most often the levonorgesterol IUD (LNG-IUD) (6 encounters), with the 

copper IUD being mentioned specifically only once. Oral contraceptive pills and condoms 

were mentioned in 5 encounters each, and the etonogestrel/ethinyl estradiol vaginal ring in 

4. The cervical cap and diaphragm were each mentioned in 2 encounters, and the 

contraceptive injection, contraceptive patch, contraceptive sponge and male and female 

sterilization each mentioned in one encounter. PSD statements fell into one of three 

categories: personal use of contraception (63%), contraceptive use by family members or 

friends (14%), and personal preferences for method characteristics (23%).

When speaking about their own use of contraception or use by family members or friends, 

statements clustered around a few subjects. Providers tended to speak about their experience 

with the non-contraceptive benefits of contraception, such as this provider speaking about 

the decrease in menstrual bleeding expected with the LNG-IUD: “I wanted [the Mirena] to 
reduce my suffering from my menstrual period.” They also spoke about the side effects of 

hormonal contraception, such as perceived mood changes with the ring (e.g. “I tried the ring 
for one month. It made me psycho.”) Finally, they spoke about logistics of method use, such 

as how to use barrier methods or how to remember when to take a pill.

In contrast, PSD about personal preferences exposed the values held by providers regarding 

contraception instead of direct experience. Often these values related to the non-
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contraceptive benefits of contraception, such as this provider talking about why she prefers 

LNG-IUD induced amenorrhea: “people like me really want to be free of the pain and 
suffering of their menstrual cycle.” A different provider described her priorities, again in 

support of IUDs: “Which is better - a chemical or a small foreign object? … I personally 
would rather have the foreign object ‘cause there’s no chemicals in it. It’s not for an entire 
whole bloodstream. It just sits in your uterus.” In these instances, providers seemed to be 

taking preemptive stances in opposition to many of the commonly voiced objections to 

contraception, such as that it’s healthier to have frequent periods or that having something 

inside the uterus is dangerous [20].

3.3 Context of PSD

PSD statements were primarily short supporting statements, consisting of 1–2 sentences 

embedded in longer explanations. They were usually directly related to a clinical issue, 

either through responding to a patient’s question, agreeing with a patient or contributing to 

the clinical conversation. A typical statement was this response to a patient’s concern about 

pain during the IUD insertion, “I’m not worried about you. I’ve had this twice. The 
anticipation is the worst part.” Although most providers spoke about their experiences in the 

singular, two providers used the less personal plural: “[inserting the vaginal ring] is not that 

hard, especially for us that have used diaphragms.” In three encounters the clinicians 

engaged in longer discussions about their experiences with contraception, twice due to the 

patient asking follow-up questions. In only one instance did it appear that PSD was 

disruptive to the flow of the clinical encounter, in that the provider talked at length about her 

own IUD without any apparent relevance to the patient.

In 14 of the 29 encounters that included PSD, PSD occurred prior to the patient deciding on 

a contraceptive method. Twelve of these statements appeared to influence the patient’s 

decision. In most instances (11/12) that influence appeared to be exerted through sharing 

something positive about the method, such as the simplicity of using the ring or the 

menstrual benefits of using the LNG-IUD. In this context, the purpose of PSD often 

appeared to be directly promoting a method (e.g. “If I was your age, I would have gotten 
[the LNG-IUD]” or “a lot of us use the IUD because we know how effective it is”). Some 

providers used PSD to reinforce a medical recommendation through the credibility of 

personal experience, such as when a provider contrasted the ease of diaphragm use with the 

difficulty of cervical cap use based on her experiences of both. The IUD was the method 

most commonly promoted by PSD statements (n=7), followed by the ring (n=3), and others 

(OCPs, patch, cervical cap, diaphragm, tubal ligation, vasectomy, and condoms). In one 

instance, PSD focused on a negative aspect of contraception - the medical risks associated 

with combined OCPs - and was used to persuade a patient against her preferred method. 

Two instances of PSD appeared irrelevant to the patient’s final contraception choice. In one, 

the provider shared her trick for remembering when to change the patch, but the patient 

chose the ring. In another, the provider responded to a question about vaginal discharge with 

the ring by revealing that she had participated a trial studying the ring, but the patient chose 

the diaphragm.
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In the 16 encounters in which statements occurred after the patient had chosen a method 

(including one in which the PSD occurred both before and after the decision), PSD seemed 

to reinforce the decision. Some providers seemed to use PSD as a means to increase their 

credibility, such as when the provider told the patient requesting a cervical cap that it may be 

old fashioned but that she has friends who use it. More often in this context, however, PSD 

appears to be intended to reassure the patient about an issue related to contraception. For 

example, to reassure a patient who expressed doubts about choosing OCPs over the 

contraceptive injection due to concern about weight gain, one provider shared “If I have a 
choice of taking something that I would maybe gain weight, I would probably say no to it.” 

In the five encounters containing PSD in which the patient had come in expressly to have an 

IUD inserted, PSD all consisted of the provider sharing her own experience of having an 

IUD placed, seemingly to reassure the patient about the experience, such as this provider: 

“It’s quick, which is nice. I’ve had this done twice myself. I’m an IUD putter-inner and I’m 
a club member.”

3.4 Effect of PSD

In all cases, based on subsequent communication between the provider and the patient, PSD 

appeared to have a positive effect on the patient encounter, through allowing the provider to 

connect with a patient through a shared experience or to illustrate a medical concept through 

a personal story. Often shared personal experiences lightened the tone of the encounter, 

especially when providers revealed having had similar negative or awkward experiences 

with contraception in the past, as illustrated by this exchange:

Patient: I used the sponge when I was younger, but I don’t think they make those anymore 

do they?

Clinician: I remember those all too well. What a joke! It was like having soap in your 

vagina.

Patient: Yeah, it was like having a milkshake going on down there! [Both laugh.]

There were no instances where the patient had a noticeably negative response to PSD.

When surveyed immediately following the encounter, 18 of the 29 patients who had a 

provider self-disclose reported having experienced any PSD. All felt that it was appropriate, 

with 86% rating it as completely appropriate and 14% as somewhat appropriate.

In quantitative analysis using the whole sample, PSD did not have a statistically significant 

association with measures of patient satisfaction with the clinical encounter (Table 2).

4. Discussion

We found that although a significant number of providers self-disclosed (37% of providers 

in this sample), the chance of a patient experiencing PSD was relatively low, at 9% of family 

planning encounters. This is lower than expected based on research in other contexts, such 

as primary care and surgical consultations [21], which may be related to the sensitive nature 

of contraceptive counseling and providers therefore being more cautious when providing 
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care. Patients 35 years of age and older were more like to experience PSD, compared with 

the youngest patients, and white providers were more likely to disclose than were non-white 

providers. PSD statements were generally non-disruptive and were perceived positively by 

patients. PSD occurring prior to method selection appeared to have an influence on method 

selection.

The lack of negative reactions to PSD, determined both from recordings of the visits and 

surveys of patients, provides reassurance that this communication technique may be 

appropriate in the context of family planning care. This is consistent with previous research 

showing that patients desire an intimate relationship with their family planning providers, 

which may be promoted using PSD [11,21]. Of note, the fact that PSD observed in our study 

was almost exclusively short statements that did not substantially alter the flow of the 

conversation may contribute to this finding, and may not generalize to more lengthy or 

involved forms of PSD. Importantly, our findings do not provide evidence regarding whether 

PSD was in fact helpful to patients. As PSD opens the possibility for influencing selection or 

use of contraception based on anecdotal experience, it is important that providers are 

selective about the personal information shared so that it is consistent with evidence-based 

medicine.

The finding that IUDs were the method about which providers most frequently disclosed is 

consistent with a growing enthusiasm for these methods among medical professionals [22], 

as well as the fact that family planning providers are more likely to use IUDs than the 

general population [23]. Given documented misconceptions among women about this 

method [20], as well as the fact that women value information from those with real world 

experience using the method [24], PSD may encourage more women to consider this 

method, a finding which is consistent with a previous study that found that PSD about IUDs 

was associated with choice of that method [25]. Given the unknown effect of PSD on the 

quality of decision making, however, and evidence that pressure to use a long-acting method 

is associated with discontinuation [26], providers may wish to be particularly cautious when 

disclosing about this method.

The suggestion in our data that older age of the patient may be associated with PSD could be 

related to greater similarity in ages between providers and patients, and perhaps decreased 

concern about PSD being perceived as coercive. The differences by race/ethnicity of the 

provider may reflect cultural or normative differences in expectations of communication and 

the provider-patient relationship, although there is no research on differences in 

communication by provider race/ethnicity on which to derive more specific hypotheses.

Weaknesses of the study include the small number of encounters that included PSD, which 

limited our ability to explore statistical associations between patient and provider 

demographics, and between patient satisfaction and PSD. Specifically, our findings suggest 

the possibility of a difference in frequency of PSD between MDs/DOs and other providers, 

but we did not have the statistical power to adequately address this question. In addition, the 

small geographic area from which visits were sampled may limit generalizability of our 

findings.
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In conclusion, while there are concerns about the use of PSD by providers in medical 

encounters, and these concerns may be augmented in the family planning setting due to the 

sensitive and intimate nature of the discussion, this study provides some support for the 

appropriateness of PSD during family planning encounters, at least as practiced during the 

sampled visits. Further research could explore whether this counseling strategy has an 

impact on the development of therapeutic relationships and on patients’ ability to identify 

the best contraceptive methods for them.
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Implications

In this study, provider self-disclosure (PSD) did not have a demonstrated negative effect 

on the provider-patient relationship. In almost half of visits, PSD appeared to influence 

patients’ choice of a method; whether this influence is beneficial needs further research.
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Table 2

Association of patient satisfaction with provider self-disclosure (PSD) during visit*

No PSD
n=311

PSD
n=29

Completely satisfied with the process 52.7% 65.5%

Completely satisfied with the method
chosen 25.5% 17.2%

Completely satisfied overall 75.2% 79.3%

Would recommend provider 81.3% 86.2%

Would return to provider 81.1% 89.3%

*
Two participants did not complete post-visit surveys so total is 340. No significant differences were identified with bivariable or multivariable 

analysis.
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