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Abstract

Background: Compared to women’s health providers, primary care physicians are less likely to provide contraceptive counseling and are more likely to provide
preventive counseling. We evaluated clinical visits with both preventive and contraceptive counseling, to identify the potential of integrated health services.

Methods: Procedure and diagnosis codes were used to identify annual or family planning visits of women aged 13-49. Five managed care plans identified providers
with at least fifteen of these visits in 2013. We abstracted 1,054 visits and performed a multilevel logistic regression analysis, with clinic site as the level-2 random
effect, controlling for age, visit reason, clinic specialty, and non-contraceptive service.

Results: In 134 visits, both contraceptive and preventive counseling occurred. Women were more likely to receive both types of counseling when they had family
planning (OR=5.9, 95% CI=2.7-12.7) or reproductive health (OR=3.1, 95% CI=1.6-6.0) visit reasons; received non-contraceptive services (OR=2.6, 95% CI=1.3-
5.3) or visited multispecialty clinics (OR=38, 95% CI=4.9-273.9) and less likely if women were referred for primary care services (OR=0.1, 95% CI=0.1-0.9).

Conclusion: Combined counseling occurs mainly in family planning visits and when preventive health is included in the visit rather than referred out. Clinicians at
multispecialty sites are more likely to integrate contraceptive and preventive counseling than those at family planning or primary care clinics. Annual visits represent

a valuable opportunity to provide both types of counseling.

Introduction

The 2010 Affordable Care Act (ACA) elevated disease prevention
as a national priority, requiring that health plans cover a variety of
preventive screening and counseling services without co-payment [1,2].
According to ACA guidelines, preventive services comprise screening
and counseling for obesity, substance use, sexually transmitted
infections (STIs), and cervical cancer. Contraceptive counseling and
service provision are also included under the umbrella of “preventive
services” [3]. Yet, provision of preventive health and contraceptive
counseling tend to occur in separate contexts.

Primary care physicians, including family medicine, internal
medicine, and adolescent medicine clinicians, represent the first
point of contact for persons with a wide range of health concerns,
providing health promotion, disease prevention, and counseling
services in a variety of settings. They often collaborate with other health
professionals and obtain appropriate consultations or referrals [1,4].
Despite this broad definition, only a low percentage of primary care
providers administer contraceptive counseling during clinical visits.
Numerous barriers may result in this gap in care, including competing
preventive and acute health needs in the primary care setting [5-7].
Providers have inadequate time to address patients’ numerous family
planning needs, they may be unprepared for detailed conversations
regarding contraceptive methods, or they may believe that these
responsibilities belong to specialists [8-10].

For women of reproductive age, well-woman visits or annual
check-ups may represent appropriate occasions to provide counseling
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on contraceptive options in conjunction with other preventive health
behaviors. Furthermore, visits that address treatment of chronic
diseases should include conversations about contraception as part
of preconception care, because hormonal contraceptive methods
may interact with drugs used to treat certain chronic conditions, and
because taking teratogenic medications may require avoidance of
pregnancy [11].

Clinical guidelines for family planning providers recommend
incorporating preventive health care topics into preconception care
[7]. During family planning visits, physicians should address aspects
of general well-being, including management of mental health, weight,
and chronic illnesses. Preconception health services include counseling
on topics such as domestic violence, STI prevention, and effective usage
of contraceptive methods [12,13]. A 2013 survey of publicly funded
clinics found differences in the self-reported delivery of preconception
care services by clinic type [12].
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By integrating preventive and contraceptive services, providers
can promote comprehensive, coordinated care and facilitate the
improvement of maternal and infant health outcomes, focusing
on individuals who have difficulty accessing care outside of family
planning visits [8]. Women with medical conditions may not go to a
family planning provider in addition to their specialist. However, the
extent and context in which this integration occurs is not known.

As part of a larger medical record review assessing the quality
of family planning services in primary care clinics, we identified
characteristics of Medi-Cal (California’s Medicaid program) managed
care visits that provided both contraceptive and preventive health
counseling during the same encounter. Specifically, we wanted to
determine whether visits offering both contraceptive and preventive
health counseling differ by provider specialty or by the reason for the visit.

Methods
Patient involvement

Our research questions were designed in response to community
members’ [14] concerns that women who enrolled in Medicaid due
to the Affordable Care Act implementation receive sufficient family
planning services and counseling when they interact with their primary
care providers.

Clinic selection

Five Medi-Cal Managed Care plans participated in the study using
sampling procedures designed to identify reproductive health visits in
primary care clinics. With the plans’ medical directors, we identified
outpatient primary care and OB/GYN clinics that were not enrolled
in California’s Family Planning, Access, Care, and Treatment (Family
PACT) program, as the quality of Family PACT providers had been
assessed in the 2011 UCSF Family PACT evaluation [7,15].

Selection of visits

The study cohort consisted of all providers affiliated with one
of the five plans and who served at least 15 female clients ages of 13
and 49 with a family planning service or annual/well-woman visit at
outpatient office visits in 2013. Visits were identified using a list of CPT
codes, ICD-9-CM diagnosis codes, and ICD-9-CM procedure codes.

Data collection

Medical directors from each plan sent letters introducing the study
to eligible providers. Upon agreement to participate, providers were
interviewed by telephone about main clinic characteristics and received
client lists with visit dates of the first consecutive eligible women seen
in 2013 for the abstraction.

Trained nurse abstractors collected data using iPads preloaded
with survey questions that aimed to assess characteristics of clients and
clinical visits. The custom iPad application used for the 2011 Family
PACT MRR [7] was updated for the iPad 10.0 version. Completed
surveys were transmitted to the UCSF Research Electronic Data
Capture (RedCap) server. All data analyses were performed with SAS 9.4.

Outcome and predictor variables

The main outcome variable included visits where both contraceptive
and prevention counseling were documented. Topics covered during
contraceptive counseling included counseling on any reversible or
permanent contraceptive methods, including natural family planning
and emergency contraception. Prevention counseling topics included
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preconception care, folic acid use, STI and HIV prevention, cervical
cytology, mammograms, weight management intimate partner
violence, alcohol, tobacco, or substance use, and chronic disease
management. A binary variable was created to highlight visits during
which both prevention and contraceptive counseling were provided.

Visits were categorized based on four primary reasons for the visit:
family planning, reproductive health, annual well-woman visits, and
primary care. Reasons for the visit were grouped according to the chief
complaint of the patient and the clinician’s documented reason for the
visit. If there was more than one reason, each visit reason was counted
separately. Visit reasons were not strongly correlated with each other,
with correlation coefficients ranging from -0.32 to 0.03. We also
assessed whether women had more than one reason of visit.

Clinic-reported provider specialties were assigned to three
mutually exclusive categories: Primary care (i.e. family medicine,
internal medicine, adolescent medicine), OB/GYN/women’s health,
and multispecialty (two or more specialties at the clinic).

Patient age was categorized into women under 20 years, 20-29
years, and women 30 years and older. A binary variable was created to
describe whether a non-contraceptive medical service was provided at
the visit. Non-contraceptive medical services included the provision of
immunizations and non-contraceptive drugs; treatment of an injury or
acute or chronic illness; or pregnancy.

Referrals for preventive or reproductive health services included
mammography, domestic violence services, substance abuse
management or smoking cessation services, and other gynecological
services.

SAS 9.4 Proc GLIMMIX was used for a multi-level logistic
regression analysis with clinic site as the level-2 random effect. The
study was approved by the University of California, San Francisco
(UCSF) Institutional Review Board, the California Health and Human
Services Agency (CHHS) Committee for the Protection of Human
Subjects, and the California Department of Health Care Services
(DHCS) Data Research Committee (DRC).

Results

Data abstraction

Overall, 1,244 charts from 63 clinics were abstracted, representing
18 counties in California. After excluding ineligible charts (women
who had previously received a sterilization procedure or hysterectomy,
or were in the sample due to coding errors), we kept 1,054 charts for
the analysis.

Clinic specialties and client demographics

The majority (75%) of clinics described themselves as having a
primary care specialty, whereas only 15% had multiple specialties, and
10% identified as having an OB/GYN or women’s health specialty.
Women were on average 28 years old, with the largest proportion
(42%) in the 20-29 age range. A fifth (21%) were adolescents and 37%
were between 30-49 years.

Three plans could not provide information on race/ethnicity,
which is kept in enrollment files that are not easily linked to the
medical records. Of the 516 charts with race/ethnicity available, 42%
were Hispanic. Parity was documented in only 522 of the charts. Where
documented, most women had at least one child, and a third (34%) had
three or more children (Table 1).
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Table 1. Reported clinic specialties and documented patient demographics.

Clinic Specialty (n = 1054) N %

Primary Care 791 75%
Multi-Specialty 158 15%
OB/GYN &Women’s Health 105 10%

Age (n =1049)
13-19 220 21%
20-29 438 42%
30-39 2438 24%
40+ 143 14%

Ethnicity (n = 516)

White 140 27%
Hispanic 217 42%
Black 59 11%
Asian/Pacific Islander 60 12%
Other 40 8%

Parity (n =522)
0 Children 60 27%
1 Child 160 31%
2 Children 125 24%
3 or More Children 177 34%

Visit reason by clinic specialty

Two thirds (65%) of the visits had one visit reason and 35% two
or more reasons. Visit reasons were mainly family planning (46%),
annual/new visits (44%) and primary care visit reasons (41%). A
smaller percentage (15%) of visits had a reproductive health visit
reason. Having more than one reason of visit was highly correlated
with annual visit reason (r=.78). Women presented often with more
than one reason of visit. While clinicians working at clinics with
primary care specialty had mainly primary care and annual/new visit
reasons (47% each), they also had a large proportion of visits (37%)
with family planning reasons. Correspondingly, visits to clinics with
OB/GYN or women’s health specialties primarily had family planning
as the reason of visit (65%), but also included annual/new visits (25%),
and primary care (17%) visit reasons. The distribution of visit reasons
at multi-specialty clinics included family planning as the reason of
visit (75%), annual/new visits (43%), reproductive health (29%), and
primary care (25%) (Table 2).

Provision of contraceptive and preventive services

Contraceptive counseling, method provision, and referrals tended
to occur more often in visits that had a family planning visit reason.
For instance, 43% of charts with a family planning visit reason included
documentation of contraceptive counseling, compared to 5% in visits
with an annual health visit or primary care visit reason. In contrast,
charts that had a primary care visit reason or annual health visit reason
had higher percentages of referrals for follow-up primary care visits,
provision of non-contraceptive medical services, and preventive health
counseling (Figure 1).

Overall, 134 visits (13%) included both contraception and
preventive health counseling during the same session. Provision of
contraceptive and preventive counseling were not correlated (Phi =
0.14). Women who presented with more than one reason of visit were
slightly more likely to receive contraceptive and preventive counseling
(19%) than women with only one reason of visit (9%).

Multivariable analysis

A multilevel logistic regression model was constructed to assess
the characteristics of client visits in which both preventive and
contraceptive counseling occurred (Table 3).
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In the multivariable analysis, women with a family planning
visit reason had 5.9 times the odds of receiving both preventive and
contraceptive counseling compared to those who did not have this visit
reason, when controlling for age, clinic specialty, non-family planning
service and referral (OR = 5.9, 95% CI = 2.7-12.7). Similarly, women
with a reproductive health visit reason were about 3 times as likely to
receive both counseling types compared to women with all other types
of visit reasons. Yet, having a primary care or new/annual visit reason
did not appear to significantly affect the likelihood of receiving both
types of counseling. There were no differences by age in the odds of
having integrated counseling.

Women who received a non-contraceptive medical service
during their clinical visits had about three times the odds of receiving
preventive and contraceptive counseling (OR = 2.6, 95% CI = 1.3-5.3).
However, women who received primary care referrals were significantly
less likely to receive both preventive and contraceptive care (0.3, 95%
CI=0.1-0.9).

Women who were seen by a clinician at a multi-specialty clinic were
significantly more likely than those seen at family planning specialty
clinics to receive combined preventive and contraceptive counseling
(OR = 36, 95% CI = 4.9-273.9). There was no significant difference in
the likelihood of receiving both types of counseling between those seen
at primary care and family planning specialty clinics.

Discussion

Clinical practice guidelines encourage coordinated care across
specialties and the integration of preventive and family planning
topics in primary and women’s health care [3,16]. Comprehensive
counseling reduces the need for multiple medical visits and prevents
fragmented health messages. The Affordable Care Act included
access to contraception into the list of women’s preventive health
services [17]. Preconception care topics that should be discussed with
reproductive age women include preventive health topics such as
weight management, smoking cessation, and management of chronic
diseases [18]. In our medical record review, a third of the women
presented to their managed care visits with more than one visit reason.
Yet, only one in eight women (13%) received preventive health and
contraceptive counseling at the same visit. This percentage was only
slightly higher (19%) for women presenting with more than one visit
reason.

Women with a family planning or reproductive health visit
reason were more likely to also receive counseling on primary care

Family Planning Visit 37:}3%
o
Reason m

27%

Reprodur';tglaesgsalth Visit 57%
14%
Contraceptive
Primary Care Visit Reason 42%
2%

Counseling

OPreventive

Counseling
. 3% m Both Contraceptive
Annual/New Visit Reason - - 50% and Preventive
[ 1% Counseling

More Than One Visit 28%
Reason* 47%
19%

Figure 1. Provision of preventive and contraceptive counseling by visit reason (n = 1054).
*Not included in multivariable model due to a high correlation with annual visit reason.
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Table 2. Reason for patient visit stratified by reported clinic specialty and number of visit reasons (n=1,054).

Visit Reasons

Clinic Specialty Family Planning Reproductive Health
Family Planning/ o o
Women’s Health 6% 26%
Multi-Specialty 75% 29%
Primary Care 37% 11%

Table 3. Associations between service, provider, and client characteristics® and provision of
both contraceptive and preventive counseling (n = 1054).

Characteristic Odds Ratio 95% CI
Visit Reason
All Other Ref -
Family Planning 5.9 (2.7, 12.7)
Reproductive Health 3.1 (1.6, 6.0)
Primary Care 0.9 (0.4, 1.8)
New/Annual 14 (0.8,2.4)
Age
20-29 years Ref -
Under 20 years 1.4 (0.7,2.9)
13-49 and 30-49 years 0.5 (0.3, 1.1)
Service at Visit
No Non-Contraceptive Medical Service Ref -
Non-Contraceptive Medical Service 2.6 (1.3,5.3)
Referral Type
No Referral Ref -
Primary Care/Women's Health 0.3 (0.1,0.9)
Provider Specialty
Family Planning Ref -
Multi-specialty 36 (4.9,273.9)
Primary Care 1.0 0.2,6.1)

‘Independent variables: visit reason, referral for care, age, provider specialty.

topics, consistent with clinical practice standards for family planning
visits [3]. Yet, visits with primary care visit reasons rarely combined
contraceptive and preventive counseling topics. There were missed
opportunities to address women’s contraceptive needs during annual
well-woman visits where the discussion of preventive health behaviors
is likely to occur and where women are likely to present with more
than one visit reason. In addition, when prescribing medications with
interactions or teratogenic side effects, clinicians need to address the
effects of contraceptives, including potential drug interactions, on
women’s fertility and chronic disease management. This is often not
the case, and subspecialists may initiate medications important for
women at risk of pregnancy (e.g. insulin, anti-infectives, or drugs that
are teratogenic or affect fertility) without assessing contraceptive usage
or providing contraceptive counseling [8,11,19].

The work setting may play a role in the provision of counseling.
Clinicians tend to provide contraceptive counseling if they work
alongside colleagues who have training in women’s health [8]. In this
chart review, contraceptive and preventive counseling topics were
more likely to be provided in an integrated form by clinicians at multi-
specialty clinics than by those working at clinics with family planning
or primary care specialties. Clinicians who can consult with colleagues
of other specialties in the medical office may feel more comfortable
discussing cross-specialty topics. As healthcare delivery moves toward
coordinated care models such as the patient-centered medical home
[20], it may become easier to address several topics during a clinic visit.

This analysis is limited to variables that can be retrieved from
the abstracted medical records and may underestimate referral or
counseling services if they were not recorded. Additionally, we could
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Primary Care New/Annual More than one Visit Reason
17% 25% 36%
25% 43% 57%
47% 47% 59%

not include race/ethnicity or parity in the multivariable model due to
high percentages of missing values. Furthermore, a chart review does
not assess client preferences or concerns and whether these have been
appropriately addressed in the patient-provider interaction. Chart
review information on counseling needs to be complemented with
patient feedback to determine counseling quality.

As managed care providers serve more women in need of
reproductive health services, primary care visits provide the
opportunity to counsel on contraception and preconception care in
addition to preventive health counseling. Annual and well-woman
visit, in particular, represent an underused opportunity to provide
comprehensive client-centered counseling services and to facilitate
prevention of unintended pregnancies and promotion of optimal
women’s health.

Regardless of specialty, clinicians should address preventive and
preconception counseling topics in women’s health visits and
family planning counseling during annual well-woman and primary
care visits.
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