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Emergency Contraception: Knowledge
and Attitudes of Family M edicine Providers
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Background and Objectives Emergency contraception (EC) is an underutilized method of preventing
unplanned pregnancy. This sudy assessed family physicians and nurse providers knomedge, atti-
tudes, and beliefsabout EC. Methods A cross-sectional survey was distributed to faculty, residents,
and clinic nursesin a Midwestern department of family medicine. Datawere analyzed using Statigtical
Package for the Social Sciences. Satigtical significancewas tested by chi-squaretest, Student’st test,
and Mann-Whitney U test where appropriate. Results: Seventy-eight providers participated (response
rate 81%). Seventy-four percent of physicians have prescribed EC in the past, with an average of 3.2
(range 0-10) timesin the last year. The majority of providers reported that they were familiar with
indications(96%) and protocals (78%) for prescribing EC, yet knowledge inaccur acieswereidentified.
Overall attitudesregarding EC were positive. Conclusions: Although the mgjority of participating pro-
viderswerewilling to prescribe EC and had generally favorable attitudes toward it, rates of providing
this therapy were low. There was a discrepancy between provides perceived and actual knomedge
about EC. Interventions targeting misunderstandings might help reduce missed opportunitiesto pro-

vide EC.
(Fam Med 2004;36(6):417-22.)

Nearly half of all pregnandesin the United States are
unintended, and half of these pregnancies end in elec-
tivetermination (1.43million/year) ! It isestimated that
about 43% of women will have had a firgt abortion by
age45.*

T he socioeconomic burden of unintended pregnancy
iss gnificant but also largely preventable.? Emergency
contraception (EC), defined asany method usedto pre-
vent pregnancy after unproteded intercourse, hasbeen
shown to be safe and effective?® Jones et al estimate
that the use of EC prevented more than 50,000 abor-
tions in the year 2000 and accounted for 43% of the
total decreaseinthe abortion rate between 1994-2000.

Popular methods of EC indude the administration
of two doses of a combingion estrogen and progestin
pill (the Yuzpe method) or twodosesof progestin alone
taken 12 hours apart within 72 hours of unprotected
intercourse, with estimated efficaciesof 75% and 85%,
respectively.?® In thelate 1990s, the FDA approvedtwo
dedicated EC products, acombinationof ethinyl estra-
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diol and levonorgestrel (Preven®) and levonorgestrel
alone (Plan B®). Recent results from a multi-center
World Hedth Organization trial also found good effi-
cacy with asingle dose of levonorgedtrel initiated up
t0 120 hoursafter intercourse.® Despite proven efficacy
and recent FDA approval, however, EC remains
underutilized in the United States.”

Previous gtudies have identified patient barriers to
use of EC, most notably lack of awareness.? Other re-
search has examined knowledge, attitudes, and prac-
tice patterns of obgtetrician-gynecologists, pediatri-
cians, and family planning specialists with respect to
EC. Family physicians have also been studied as part
of alarger group of health care providersin an HMO
setting.’ These sudiesrevealed generally favorable at-
titudesabout EC but | ow ratesof provis on, knowledge
limitations, andmultiple barriersincludingfearsabout
patient safety and liability*** Similarly, family phys-
ciansintraining have beenstudied alongside other res-
dethS.13'14

To our knowledge, however, no study has specifi-
cally examined family medicine faculty and resdents
as an individual group in an academic setting where
educational and training issues are particularly perti-
nent. The purpose of this sudy wasto survey feculty,
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resdents, and nurses at a family medicine resdency
program with regard to their knowledge and attitudes
toward EC, aswell astoidentify barrierstoits use.

Methods
Desgn and Participants

We conducted a cross-sectional survey between Janu-
ary and February 2003 of all faculty, residents, andclinic
nursesin aMidwestern department of family medicine.
Participantsprovided care at five affiliated clinics serv-
ing tworural areas, two suburban areas, and one urban
area. Nodepatment protocalsor clinicd pathwaysfor
EC provison exid.

Survey I nstrument

Thesurvey wasdeveloped by theinvestigators. Sur-
vey items included (1) the participant’s self-reported
pradice patternsandfamiliarity with EC, (2) multiple-
choice and true/false questions to assess knowledge,
(3) 4-point Likert scale items regarding attitudes and
beliefs about EC, (4) perceived barriersto EC use, (5)
four open-ended questions to allow individualized re-
sponses, and (6) questionsabout subjects demograph-
ics.

Procedure

Each participant received, via campus mail, a sur-
vey packet containing a44-question survey and a pread-
dressed campus mail return envelope. A cover letter
gave ingructions on how to completethe survey, de-
scribed measures used to ensure confidentiality, and
provided anoptiontonat participate. Cover letterswere
numbered to identify respondents but were removed
immediately upon receipt by the study investigatorsto
ensure participants confidentiality. Two reminder e-
mails sent 2 weeks apart and one announcement & the
department’sgrand roundswer e made to encourage par-
ticipation. A final reminder that included a second
copy of the survey was digtributed to nonrespondents
1 month &ter the original mailing.

Statistical Methods

Frequency and summary statistics were calculated
for al variables. Comparisons were made betweenfac-
ulty and residents, physicians and nurses, and phys-
cian prescribers (who would prescribe EC under cer-
tain circumgtances) versus physician nonprescribers
(whowouldnot prescribe EC under any circumstances)
about their knowledge and attitudes about EC. These
comparisons used t tests, chi-square tests, and Mann-
Whitney U tests where appropriate, and differences
were conddered sgnificant when P vdues were less
than.05. Statistical Padkagefor the Social Scienceswas
used for all analyses. This investigation was gpproved
by the Univerdty of Michigan Ingitutional Review
Board.
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Reaults
Response Rate and Demographics

A total of 78 of 96 surveys (faculty 57%, resdents
26%, nurses 17%) were collected, resulting in an 81%
responserate (Table 1). Thisdistribution of respondents
was fairly representative of the department, except for
adightly lower thanexpectedresponseratefor senior-
level resdents. Collectively, respondentsreported tha
34% of their visitswith women of childbearingagein-
volvedreproductivehealth issues.

Self-reported Prescription Patterns
and Familiarity With EC

Seventy-four percent of respondents have provided
ECinthe past. Sevenrespondents(9%) would not con-
sder prescribing EC unde any circumstances. The
mean number of prescriptions written per physcianin
the past year, including those who had never prescribed
EC, was3.3(range 0-10). Fifty-nine percent of respon-
dents reported that they would restrict the number of
timesthey dispensed EC to an individual, most com-
monly dting fears tha repeated use of EC would dis-
courage regular contraception. A majority of partici-
pants reported that they were familiar with indications
(96%) and protocols (78%) for providing EC.

Tablel

Demographic Information

Item (n=78)* n %
Position

Attending 43 57

Resident 20 26

RN 13 17
Gender

Female 48 63

Male 28 37
Age

20-30 20 26

3140 26 34

41-50 20 26

51-60 10 13
Year in training (residents only)

PGY-I 9 45

PGY-II 6 30

PGY-111 5 25
Patient Characteristics %  Range
Percent of appointmentswith:

Female patients 65 1595

Female patients of childbearing age 57 5-99

Female patients of childbearing age that involve

reproductive health issues 34  0-100

* Two respondents did not complete the demographics section
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Knowledge

Knowledge scoresareshown in Table 2. Sixty-three
percent of respondents correctly answered that EC
needs to beinitiated within 72 hours after unprotected
intercourse, but 25% incorrectly answered 48 hoursor
less. Just over half of all participantsknew the approxi-
mate rate of efficacy of EC (75%). Overall, the mean
numbe of correct answersfor the sx knowledge ques-
tionswas 3.7 (standard deviation [ SD]=1.7).

I nthe comparison of knowledge scoresbetween vari-
ous subgroups, there was no sgnificant differencein
knowledge scores between feculty (4.2) and resdents
(3.6). Meanknowledge scorefor nurses(2.7), however,
was sgnificantly lower than for physcians (4.0). The
knowledge score for nonprescribers (2.0) was signifi-
cantly lower than for prescribers (4.0) (P<.001).

Attitudes and Beliefs

Attitudesand beliefsabout EC are shownin Table 3.
Overall, 90% of subjects felt that EC was an gopropri-
ate topic to discuss at women's health maintenance
exams and that the benefits of usng EC outweigh any
perceived risks. A minority of respondents felt EC
would discourage regular contraceptive use (14%),
would promote promiscuity (7%), or were uncomfort-
able with EC for religious or ethical reasons (16%).

A comparison of attitudes and bdiefs between pre-
scribing and nonprescribing physiciansis presented in
Table4. Significantly more nonprescribersfelt that EC
would promote promiscuity and disagreedthat the ben-
efits of EC outweigh the risks. Two thirds of nonpre-
scribers felt that EC was appropriate to discuss at
women's health maintenance exams. There were no sta-
tigically sgnificent differencesin attitudesand beliefs
when faculty members were compared to resdents or
physiciansto nurses.
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Table2
Knowledge of Emergency Contraception
Correct Incorrect Unsure
Item (n=78)* % % %
Does an FDA -gpproved regimen
for EC exist? (Yes) 86.0 13 13.0
What is the most common side
effect of EC? (Naused) 720 220 53
What isthe correct time interva for
initiation of EC? (Up to 72 hours) 63.0 28.0 9.3

What isthe rate of efficacy of EC? (75%) 60.0 19.0 21.0

Doesresearch show EC actsasan
abortifecient? (No) 56.0 19.0 25.0

I stherea commonly prescribed

adjunctive medication? (Yes,

antiemetic) 47.0 14.0 39.0

* Corred answer indicated in parentheses. Vdid percent was used for
subgroup comparisons.

EC—emergency contraception

EC at a health maintenance exam does not occur to
them.

Discussion

Themajority of family medicine providerssurveyed
in thisstudy werewillingto discussand prescribe EC.
Asinprior USstudies, our participants averagerate of
prescriptiondid not exceed ahandful of timesper year

PerceivedBarriers

In response to questions
about potential barriers to
EC provision (Table 5),
most disagreed that liahility,

Table3

Attitudes and Beliefs about Emergency Contraception

. . Srongly Srongly
sde effects, or teratogenic- Agree Agree Disagree Disagree
ity were significant con-  ltem(=78)* _ _ % % % %
cerns. Morethan 80% of re- | feel the benefits of EC outweigh the risks. 47.0 44.0 53 4.0
S_pOﬂdentS feltthat both pa-  Ecisappropriatefor discussion at women'sHMEs. 35.0 55.0 7.0 28
tients’ lack of awareness o _
and discomfort initiati ng EC will discourage regular contreceptive use 2.8 11.0 62.0 24.0
d_i33U$: onof ECwerebar-  Ecuse will promote promiscuity. 0.0 7.1 46.0 47.0
rierstoincreaseduse of EC. | tesl uncormfortaby i EC

0 eel uncomfortable prescribing
AIthOUgh 84% reported that for religious/ethical reasons. 5.7 10.0 26.0 59.0

they would remember to
consider EC if a woman

presented after unprotected
intercourse, 76% reported
that routine discusson of

* Valid percent was used for subgroup comparisons.

HME—hedth maintenance exam
EC—emergency contraception
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(3.3).”° A determinaion of the optimal
number of times EC should be pre-
scribed was beyond the scope of this
study andto our knowledge hasnot been
egimated in other sudies. However, it
seems likely that prescription rates are
lower thanoptimal, and opportunitiesto
discuss EC are underutilized given that
our participants' report 30% of their vis-
itswith female patients of childbearing
ageinvolvereproductive health issues.

In contrast to US prescribing rates, a
national study of British health authori-
ties revedled much higher rates of EC
prescribing, with themajority of phys-
cians prescribing a few times a week .*°
Theresultsof our Sudy provide onein-
dicator that low rates of prescribingin
the United Statesare continuing, despite
theavailability of FDA-approved prod-
ucts.

Knowledge

Althoughmost respondentsreported considerablefa-
miliarity with published EC protocols, objective assess-
ment revealed knowledge limitations Smilar to those
foundin prior gudies®* Most importantly, one third
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Table4

Attitudes and BeliefsAbout Emergency Contraception:
Prescribing Versus Nonprescribing Physicians

Prestribers Nonprescribers

Item Who Agree Who Agree PValue
n=71 n=7

| feel the benefits of EC outweigh therisks 94% 50% .001
EC isappropriatefor discussion
at women'sHMEs 94% 67% .03
EC will discourage regular contreceptive use 11% 33% A3
EC use will promote promiscuity 5% 40% .004
| feel uncomfortable prescribing EC
for religious/ethical reasons 8% 100% .000

* Valid percent was used for subgroup comparisons.

EC—emergency contraception
HME—hedth maintenance exam

Table5

Perceived Barriers to Emergency Contraception Use

Srongly
Agree
Item (n=78)* %
| am concemed about liability. 39
| am concemed about side effeds. 4.1
| am concemed about birth defects. 39
Not enough time in my clinic schedule 14
Lack of adequate derical/clinical resources
to safely and efficiently dispense EC. 4.3
Women are aware of the avalability of EC. 2.6
Women who are avare of EC are
willing to ask for it. 13
It does not ocaur to me to discuss EC at
women’s HMEs ( RN answers omitted). 19.5
It does not occur to me to discuss EC after
unprotected intercourse (RN answers omitted). 2.8

* Valid percent was used for subgroup comparisons.

EC—emergency contraception
HME—nhedth maintenance exam

Srongly
Agree Disagree Disagree

% % %
18 50 27
6.8 60 30
11 59 26
25 53 21
23 51 21
12 71 15
19 64 16
49 14 5.6
10 31 43.6

of respondents were unaware of the correct time inter-
val for initiating EC, with one quarter answering 48
hoursorless. Providersneedto know that EC hasbeen
shown to beeffective for up to 72 hours, since turning

away a potential candidate
who presented at less than 72
hours after intercourse would
be unfortunate. Although most
participants correctly chose
nausea as the most common
side effect, few considered
prescribing an antiemetic.
Only 56% of respondents an-
swered that ECis not anabor-
tifadent, eventhough previous
researchindicatesthat the pri-
mary mode of action of ECis
via preimplantation mecha-
nignsl7,18

To our knowledge, no pre-
vious research hasinvestigated
differences between prescrib-
ing and nonprescribing physi-
cians. While the number of
nonprescribers was low, we
gl found statistically sgnifi-
cant differencesin knowledge
between these two subgroups.
Arguably, evennonprescribing
physicians need a working
knowledge of EC, especially
regarding thetimeinterval for
initiation, since physicians
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who are uncomfortable prescribing EC can ill refer
patients to another provider.”® Nurses also had signifi-
cantly lower knowledge scores, andthismay affect EC
provisonsncethey areinvolved in triage, andincom-
plete knowledge could delay timdy scheduling or ad-
minigration. Asin prior research, attitudes and beliefs
toward EC were generally favorable among family
medicine faculty, residents, and nurses*®and do not
seem to contributeto low use. In thisstudy, 59% of the
physician prescriberswouldrestrict the number of times
they provide EC to anindividual, fearing it would in-
crease promiscuity and discourage regular contracep-
tive use. These concerns have not been supported by
prior sudies®#

Barriers

Barriersto ECuseidentified by physiciansin previ-
ousresearch include concernsabout patient saf ety and
liability.>® The mgjority of our respondents reported
EC is safe and effective and that they were not con-
cerned with liability. This study’s participants had in-
creased awarenessof FDA-approved EC products, per-
haps making these barriers less concerning.

Asnoted, our study specifically identified a subset
of physicians who would not prescribe under any cir-
cumgtance. Thiswasasmall group of physicians, 100%
of whom reported feeling uncomfortable with EC sec-
ondary to religiougethical beliefs. It may be most im-
portant to develop interventions that increase routine
discusson and EC prescription among those who are
already willing to prescribe.

One of the mogt dgnificant barriers identified was
not remembering to discuss EC during routine vigts.
Thismay reflect the “ competing demands’ of primary
care?® Respondents also felt that female patients were
unaware of EC or were too uncomfortable to initiate
discusson. Routine discussion of EC during reproduc-
tive health vigits could inform women of the existence
of EC and perhaps lower inhibitions about requesting
it. Potential interventionsto enhance discussion include
physician reminders on the patient’s chart or health
maintenance exam form. Pogters and pamphlets could
be placed in theclinicto invitewomen to discuss EC.

Limitations

There were several limitations in this sudy. Fird,
these results were generated in one resdency program
and may not be generalizable to other programsor to
nonacademic settings. Researchin community settings
in particular would provide abroader understanding of
family physicianswith amore exclusvefocusonclini-
cal care

Second, the dataon prescribing practices are based
onself-report and arethus subject torecall bias. A chart
reviev might haveverified actud practices, although
thiswas not performed for this study.
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Third, some items on the survey referred to “pre-
scribing.” Since many of the nurses surveyed do nat
directly prescribe medications, thismay haveinfluenced
their interpretation of certain questions. Reanalysis of
relevant items without the nurses responses revealed
nodgnificant differences, however, so we donot think
this concemn influenced the overall results.

Finally, adminigtrative and support saff, such asre-
ceptionigs, were not surveyed. Given that these indi-
viduals are often the firgt point of contact for patients
and can influence timely access to EC, it may be of
value to survey thisgroup in further sudies.

Conclusions

Recent national trends are moving toward increas-
ing women'saccess to EC. Currently, five statesallow
pharmecists to dispense EC directly, and other states
areconsderingsimilar legidation.” The makersof Plan
B have petitioned the FDA for ove-the-counter da-
tus,® and if approved, these changescould meananew
role for providers, who would no longer act as
gatekeepers for access to EC but would be advisng
patients who are consdering or havetaken EC.

Thisstudy’skey findings, that asample of academic
clinicians have incomplete knowledge of EC and are
not using effective mechanismstoprovideit, may have
broader implications éout family medicine educdion
in reproductive health. Future research should be di-
rected at implementing interventionsto enhance rou-
tine discusson and prescription of EC followed by
measuring any change in physicians rates of discus-
son and/or precription of EC.
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