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Introduction: To develop an attribute-basedmethod for assessing patient contraceptive

preferences in Botswana and pilot its use to explore the relationship between patient

contraceptive preferences and the contraceptive methods provided or recommended to

patients by clinicians.

Methods: A list of contraceptive attributes was developed with input from patients,

clinicians, and other stakeholders. We assessed patient preferences for attributes of

contraceptives using a discrete choice “best-worst scaling” approach and a multi-

attribute decision-making method that linked patient attribute preferences to actual

contraceptive method characteristics. Attribute-based patient method preferences

and clinician recommendations were compared in 100 women seeking contraceptive

services, and 19 clinicians who provided their care. For 41 of the patients, the short-term

reliability of their preference scores was also examined.

Results: For 57 patients who wanted more children in the future, the degree

of concordance between patients and clinicians was 7% when comparing the

top attribute-based contraceptive preference for each woman with the clinician-

provided/recommended method. When the top two model-based preferred

contraceptive methods were considered, concordance was 28%. For 43 women

who did not want more children, concordance was 0% when using the patient’s model-

based “most-preferred” method, and 14% when considering the top two methods.

Assessment of the short-term reliability of preference scores yielded an intraclass

correlation coefficient of 0.93.

Conclusions: A best-worst scaling assessment of attributes of contraceptives was

designed and piloted in Botswana as a Contraceptive Preference Assessment Tool.

The preference assessment was found to have high short-term reliability, which
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supports its potential use as a measurement tool. There was very low concordance

between women’s attribute-based contraceptive preferences and their clinician’s

provision/recommendations of contraceptive methods. Using such a preference

assessment tool could encourage greater patient involvement and more tailored

discussion in contraceptive consultations.

Keywords: contraception, family planning, Africa, Botswana, patient preference

INTRODUCTION

Preventing unintended pregnancy with effective contraception
improves maternal and child health and contributes to the
elimination of mother-to-child HIV transmission (1–4). Sub-
Saharan Africa has some of the highest levels of unmet need for
contraception in the world (5). In Botswana, a country with high
maternal mortality (6, 7) and where HIV prevalence is among the
highest globally (8), levels of unintended pregnancy remain high,
despite gains in contraceptive availability and use (9).

The most commonly used contraceptives in Botswana are
shorter-acting methods (condoms, oral contraceptives, and
injectables) (10–12). These rely on user adherence, correct use,
and regular re-supply; making them less effective under typical
use conditions (9, 10). Despite the increasing availability of long-
acting reversible methods [LARCS; i.e., implants and intrauterine
devices (IUDs)] in Botswana, uptake is limited, and permanent
methods are not commonly utilized (10, 11). Recent data show
that 43–50% of pregnancies in Botswana are unintended, and
61% of pregnant women desire no further childbearing (9, 12).

To achieve good outcomes with respect to contraceptive
method satisfaction and continued use, it is essential that patient
preferences be actively incorporated in contraceptive decision-
making. Studies report differences between patient and clinician
priorities in contraceptive decision-making (13, 14). A systematic
review by Wyatt et al. highlighted the discrepancies between
attributes included in contraceptive counseling tools and the
attributes valued by women (15). An international survey in ten
countries found that clinician recommendations to women are
influenced by their own personal choice of contraceptive and
other factors, such as ease of provision (16).

We aimed to develop a reliable attribute-based method for
assessing patient contraceptive preferences in Botswana and
to explore the relationship between the contraceptive methods
that patients prefer and the methods they are recommended
and/or provided. We anticipated a low degree of concordance
between patient preferences and clinician-recommendations,
due to multiple factors including (1) a tendency toward
paternalistic medical practices in contraceptive care, (2) lack of
knowledge about different contraceptive methods on the part of
both women and providers, and (3) limited time for detailed
patient-centered consultations in busy healthcare services. We
undertook this preliminary study as a first step toward developing
an attribute-based preference assessment tool that could be
used to alert clinicians to patient contraceptive preferences
in busy and resource-constrained healthcare settings. Such an
approach could enable the clinician to prioritize these preferences
and attributes during contraceptive counseling. This approach

could potentially facilitate patient-clinician conversations about
the patient’s individual contraceptive preferences and lead to
improved patient satisfaction with—and thus more effective use
of—contraceptive methods.

MATERIALS AND METHODS

In this study, we tested (1) the degree of concordance
between patient attribute-based preferences for contraceptive
methods and the contraceptive methods their clinicians provided
and/or recommended to them (“Concordance Study”), and
(2) the short-term reliability of the method preference scores
(“Reliability Study”).

Study Setting
Participant recruitment took place in Gaborone, Botswana at
three clinical sites: two Botswana Ministry of Health and
Wellness primary care clinics and one NGO-run clinic. Together,
these sites are broadly representative of the types of clinics
providing contraceptive care to the majority of women in
Botswana. During the study period, the three clinical sites had
sufficient supply of contraceptives and staff to provide the full
range of short- and long-acting reversible contraceptive methods
included in the study’s contraceptive preference assessment (i.e.,
male and female condoms, combined oral contraceptive pill,
progestogen-only oral contraceptive pill, combined vaginal ring,
progestogen-only injectable, intrauterine device, and implant),
as well as referral procedures for patients choosing female
sterilization. All contraceptive methods were free of charge to
receive in these government and NGO clinics at the time of
this study.

Study Participants
Concordance Study and Reliability Study
A convenience sample of women who were waiting for family
planning services at the clinics were approached for participation.
Eligible patients were non-pregnant women aged 18–49, seeking
family planning services (seeking initiation, continuation, review,
advice, changing or cessation of contraceptivemethods or general
family planning advice), able to read English/Setswana, and to
give informed consent. Women were eligible to participate in the
study regardless of their medical eligibility [based on the World
HealthOrganizationMedical Eligibility Criteria for contraceptive
use (WHO MEC)] for the contraceptive methods included in
the preference assessment. After consent, women completed
an interviewer-administered demographic, reproductive history,
and pregnancy intentions questionnaire and the attribute-based
preference assessment before their consultation with a clinician.
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FIGURE 1 | Flow chart of study components for development of a Contraceptive Preference Assessment Tool in Botswana.

After each participant’s clinical consultation, the attending
clinician completed a form that recorded the contraceptive
method(s) they had provided and/or recommended to the
woman. For this first-stage tool development study, clinicians
were not aware of the results of the participant’s attribute-
based preference assessment. Women provided consent for the
study team to keep a secure record of their contact details. A
subset of participating women were selected to complete the
re-test questionnaire at a later date to assess the short-term
reliability of the attribute-based preference assessment. Women
participating in the re-test questionnaire were contacted by
telephone to arrange a further study visit for ∼2 weeks after

their initial clinic visit. All participants received 50 Botswana
Pula (BWP) compensation, as per Botswana research ethics
committee requirements.

Study Design and Study Components
See Figure 1 for a flowchart of study components.

Development of the Attribute-Based Contraceptive

Preference Assessment Tool
An iterative process was used to create a concise yet
comprehensive list of contraceptive attributes meaningful to
women in Botswana, that would be used for the Preference
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TABLE 1 | Final list of 16 contraceptive attributes used in a contraceptive

preference assessment tool in Botswana.

1 I want a method that will help me avoid pregnancy at all

costs/will be very effective in preventing pregnancy

2 I want to avoid a delay in being able to get pregnant after

stopping the method

3 I want a method that will work for a long time

4 I want to use a method privately without other people

knowing, for example, my partner or family or friends

5 I want a method that will not require me to remember to use

frequently or attend frequent visits to continue using it

6 I want to avoid interruptions during sex to use my method

7 I want to continue having my periods

8 I want less or no periods or bleeding

9 I want to avoid irregular periods/irregular bleeding

10 I want to avoid heavier periods or more painful periods

11 I want to avoid weight gain

12 I want to avoid side effects such as acne, headaches, nausea,

breast tenderness, mood changes or lowered sex drive

13 I want to avoid injections or needles

14 I want to avoid a method that requires insertion into my womb

15 I want to avoid a method that requires insertion into my

vagina on my own

16 I want a method that also protects me from sexually

transmitted infections and HIV

Assessment. First, a comprehensive list of 40 contraceptive
attributes was generated by the research team, in English,
using a literature review and qualitative interviews with local
stakeholders (comprising twelve women of reproductive age,
five clinicians, and three program-officers/family planning nurses
from the national family planning program in Botswana). This
attributes list was translated into Setswana using forward-back
translation and consensus among three qualified translators.
Secondly, the attributes were compressed to a more manageable
24-item list. The attributes as well as the wording of the attribute
descriptions was informed by three focus group discussions
comprised of women of reproductive age and by direct feedback
on the list from other local stakeholders to improve the usability
of this draft Contraceptive Preference Assessment Tool.

The draft Contraceptive Preference Assessment Tool was
then evaluated in 18 women seeking family planning services,
for appropriateness, acceptability, usability, and comprehension,
including of the best-worst scaling approach, using cognitive
interviewing (19–23). This resulted in the further rationalization
of the attributes list to 16-items and further refinement of the
attribute descriptions (Table 1).

In the three clinics, the final Contraceptive Preference
Assessment Tool was presented to eligible and consenting women
for the Concordance Study and the Reliability Study via a
tablet computer, using the MaxDiff Sawtooth Software (24). This
software showed participants four attributes at a time on the
tablet computer screen and asked them to designate which of
the four attributes were the most and the least important to
them (best-worst scaling). Each of the 16 attributes was presented
to participants three times in different combinations of four,

resulting in a total of 12 questions. The software output was an
attribute preference score that quantifies the patient’s degree of
preference for each contraceptive attribute.

The software output attribute preference score was linked to
contraceptive methods with a multiple attribute decision-making
(MADM) approach using the Technique for Order Preference
by Similarity to Ideal Solution (TOPSIS) method (details of
MADM and TOPSIS are provided below). Based on the range
of contraceptive methods currently available in Botswana, nine
contraceptive methods were included: (1) copper-IUD, (2) male
condom, (3) female condom, (4) combined oral contraceptive
pill, (5) progestogen-only pill, (6) combined vaginal ring,
(7) progestogen-only injectable contraceptive, (8) contraceptive
implant, and (9) female sterilization (bilateral tubal ligation).

The TOPSIS model constructs an attribute profile
representing an ideal, hypothetical intervention (in this
case, a method of contraception) that—if it were to exist—would
achieve the patient’s desired performance on every attribute.

The attributes of each of the nine contraceptive methods
currently available in Botswana were identified by asking
three highly experienced contraceptive specialist clinicians
to independently score the attributes for each contraceptive
method and discuss discrepancies to achieve consensus. For
each participant, the TOPSIS model calculated the distance
between the ideal, hypothetical contraceptive and each available
contraceptive method. The approach also defined an anti-
ideal hypothetical option that would achieve the least desirable
performance on all attributes. The model computes a preference
score (range: 0–100%) for each contraceptive method, which is
the distance from the anti-ideal contraceptive divided by the sum
of the distance from the anti-ideal contraceptive and the distance
from the ideal contraceptive. Using these scores, the available
contraceptive methods were rank-ordered for each patient from
most to least preferred, according to how well each contraceptive
matched the patient’s attribute-based preferences. In this study,
contraceptive methods ranked as either number one or two
were designated as patients’ model-predicted “most preferred”
contraceptive methods.

Statistical Analyses
Concordance Study Sample Size and Analysis
Based on Cohen’s Kappa, a sample of 100 participants is
appropriate if 50% agreement is expected, with a 20% error
margin (two-tailed alpha 0.05). Thus, we had ample power
to detect small effects with 100 patients. However, because
we had no previous basis for estimating the degree of
concordance (though we expected a low value) and given
that the overall concordance rate was analyzed with only
descriptive statistics, these sample size calculations were only
estimates for planning our study. On an exploratory basis,
we tested the statistical significance of differences between
clinician-provision/recommendations and patient preferences in
the frequency with which individual contraceptive methods
occurred among the top options using McNemar’s test for
paired proportions.

Using the rankings generated by the MADM scores, each
woman’s model-predicted “preferred” contraceptive method
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was generated and then compared to the method her clinician
provided/recommended. Because female sterilization is a
permanent method that would not be recommended to those
whomay want a child or another child in the future, concordance
analyses were conducted separately for those who potentially
wanted a child or another child in the future vs. those who
did not. Thus, there were nine contraceptive options for those
who did not want a future child and eight for those who did.
Concordance was calculated as the percentage of patients for
whom themodel-predictedmost “preferred” option was the same
as the contraceptive method provided and/or recommended by
the clinician.

Reliability Study Sample Size and Analysis
Using the formulas of Shoukri et al. (25), we planned a
sample size of 40 patients to participate in the Reliability
Study to ensure more than 80% power to detect a reliability
coefficient of 0.95, with a 95% confidence interval of 0.81–
0.99. Of 100 women enrolled in the Concordance Study, 64
were randomly selected to participate in a reliability assessment
with the expectation that some attrition would occur between
the first and second assessments. For the Reliability Study,
MADM scores representing closeness to ideal contraceptive
method were calculated for each contraceptive, at the first and
second assessments, which took place ∼2–4 weeks apart. The
relationship between the MADM scores in the two assessments
was then evaluated using an intraclass correlation coefficient
(ICC) that incorporated the contraceptive options as a repeated-
measures factor.

Ethical Approvals
The Botswana Health Research Development Committee, the
University of Botswana Research Ethics Committee, and the
Institutional Review Board at the University of Pennsylvania
approved the protocol. We obtained written informed consent
from all participants.

RESULTS

Participant Enrolment and Characteristics
A total of 111 women were enrolled in the Concordance
Study and used the Contraceptive Preference Assessment Tool.
Preference Assessment Tool data were incomplete for 11 women,
leaving a final sample of 100 women for analysis. The completion
time of the Contraceptive Preference Assessment Tool by the
patient-participants ranged from 15 to 20 min.

All women were attending the clinic for contraceptive
initiation, re-supply, method-review, method-switch or
contraceptive method concerns. Ninety-eight (98%) women were
currently using contraception, most commonly injectables (n =

58, 58%) and male condoms (n= 24, 24%) (Table 2). Forty-three
percent (n = 43) of women who enrolled reported they did not
want any or more children in the future. Twenty-four women
(24%) were living with HIV and all of these women were on
antiretroviral medication for HIV treatment. No participant
reported World Health Organization Medical Eligibility Criteria
(WHO MEC) Category 3 or 4 characteristics or conditions for

TABLE 2 | Characteristics of participants in a study assessing patient

contraceptive preferences derived from attribute-based scoring using a

Contraceptive Preference Assessment Tool and the degree of concordance

between patient preferences for contraceptive methods and clinician

recommendations in Botswana.

Characteristic Do not want

(more)

children in

the future (n =

43, 43%)

May want

(more)

children in the

future

(n = 57, 57%)

Total (N

= 100)

Age 32.3 (6.5) 26.5 (4.8) 29.0 (6.3)

Currently in a relationship 34 (79.1%) 54 (94.7%) 88 (88.0%)

Unmarried, living with partner 11 (25.6%) 17 (29.8%) 28 (28.0%)

Unmarried, not living with

partner

13 (30.2%) 34 (59.6%) 47 (47.0%)

Married, living together 9 (20.9%) 2 (3.5%) 11 (11.0%)

Married, not living together 1 (2.3%) 1 (1.8%) 2 (2.0%)

Employed full or part time 32 (74.4%) 29 (50.9%) 61 (61.0%)

Education

Primary school 3 (7.0%) 1 (1.8%) 4 (4.0%)

Junior secondary school 15 (34.9%) 23 (40.4%) 38 (38.0%)

Senior secondary school 14 (32.6%) 20 (35.1%) 34 (34.0%)

Tertiary 11 (25.6%) 13 (22.8%) 24 (24.0%)

Living with HIV 11 (25.6%) 12 (21.1%) 23 (23.0%)

Number of living children 2.53 (1.10) 1.53 (0.86) 1.99 (1.09)

Current contraceptive

method

Injectable 27 (62.8%) 31 (54.4%) 58 (58.0%)

Implant 1 (2.3%) 4 (7.0%) 5 (5.0%)

Combined oral contraceptive pill 2 (4.7%) 3 (5.3%) 5 (5.0%)

Progestogen-only pill 2 (4.7%) 0 (0.0%) 2 (2.0%)

Pill (unsure of type) 2 (4.7%) 1 (1.8%) 3 (3.0%)

Copper-IUD 0 (0.0%) 1 (1.8%) 1 (1.0%)

Male condom alone 9 (20.9%) 15 (26.3%) 24 (24.0%)

No method 1 (2.3%) 2 (3.5%) 3 (3.0%)

Data are represented either as n (%) or mean (standard deviation), as appropriate.

any of the contraceptive methods included in the study (i.e., no
one reported characteristics or conditions that would potentially
be contraindications to use of certain contraceptives) (26),
meaning all participants were potentially medically eligible for
all methods included.

Nineteen clinicians (17 female; 2 male) were enrolled from
three family planning clinics, representing a whole sample
of family planning clinicians in those clinics. Most clinicians
were midwives (94.7%), and one was a nurse (5.3%). In
Botswana, midwives typically provide family planning services.
The clinicians reported working in the provision of family
planning services for a mean of 18.1 years (standard deviation
= 9.9).

Concordance Study of Patient Preferences
and Clinician-Recommendations
Table 3 presents distributions of women’s attribute-based model-
predicted “preferred” contraceptive methods derived from the

Frontiers in Global Women’s Health | www.frontiersin.org 5 May 2022 | Volume 3 | Article 815634

https://www.frontiersin.org/journals/global-women's-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/global-women's-health#articles


Gertz et al. Assessing Contraceptive Preferences in Botswana

TABLE 3 | Clinician-recommended/provided contraceptive methods and patient contraceptive preferences derived from attribute-based scoring using a Contraceptive

Preference Assessment Tool among women in Botswana, stratified by those who do or do not want more children in the future.

Does not want more children in future (n = 43) May want more children in future (n = 57)

Clinician-

recommended

or provided

Attribute-score

derived patient

preference

Clinician-

recommended

or provided

Attribute-score

derived patient

preference

Top 1 Top 2 P-value* Top 1 Top 2 P-value*

1. Male Condom 0 0 0 1.00 7 (12.3%) 2 (3.5%) 8 (14.0%) .32

2. Female Condom 0 0 0 1.00 0 2 (3.5%) 8 (14.0%) .005

3. COC 6 (14.0%) 0 0 0.012 9 (15.8%) 0 0 0.003

4. POP 11 (25.6%) 0 0 0.001 7 (12.3%) 0 0 0.008

5. CVR 0 0 0 1.00 0 0 0 1.00

6. Injectable 16 (37.2%) 0 6 (14.0%) 0.002 17 (29.8%) 1 (1.8%) 15 (26.3%) 0.16

7. IUD 3 (7.0%) 20 (46.5%) 35 (81.4%) 0.001 1 (1.8%) 48 (84.2%) 53 (93.0%) 0.001

8. Implant 7 (16.3%) 0 2 (4.7%) 0.03 16 (28.1%) 6 (10.5%) 36 (63.2%) 0.001

9. Female sterilization (BTL) 0 23 (53.5%) 43 (100%) 0.001 – – –

Clinician-recommended or provided = number (percentage) of instances in which a clinician recommended each contraceptive method to a patient.

Attribute-score derived patient preference = number (percentage) of patients who “preferred” each contraceptive method, with Top 1 indicating that a method was the top ranked, most

“preferred” method and Top 2 indicating that the method was identified as either a first or second most “preferred” method (based on best-worst scaling of attribute choices). Female

sterilization (BTL) option was not considered as an option for those who potentially wanted more children.

*P-value for contrasts between clinician-recommended and patient preference is a comparison based on clinician vs. Top 2 and assessed through McNemar’s test for paired proportions.

COC, combined oral contraceptive; POP, progestogen-only pill; CVR, combined vaginal ring; BTL, bilateral tubal ligation.

Preference Assessment Tool and clinician-provided and/or
recommendedmethods. The distributions for the attribute-based
most preferred method (“top 1”) and for the methods that
were either the most preferred or the second most preferred
(“top 2”) are included in Table 3. For women who wanted the
option of having children or more children in the future (n
= 57), the patient attribute-based scoring from the Preference
Assessment Tool suggested that women’s model-predicted most
“preferred” methods were the LARC methods (94.7%) of copper
IUD (84.2%) and implant (10.5%), yet only 29.9% of women were
recommended and/or provided with a LARC. Clinicians only
provided an IUD to one of these 57 women (1.8%). Clinicians
most often provided the injectable (29.8%).

Among women who stated they did not want more
children (n = 43), attribute-based scoring derived from the
Preference Assessment Tool suggested the model-predicted most
“preferred” method was female sterilization (53.5%), followed by
the copper IUD (46.5%). Clinicians recommended these methods
to patients 0 and 7% of the time, respectively.

Whilst the model-predicted most preferred method for all
women in this group was a LARC or permanent method, only
23.3% of women were provided with or recommended one;
the rest received or were recommended shorter-acting methods.
For these 43 women, the most frequent clinician-recommended
options were injectables (37.2%) and the progestogen-only
pill (25.6%).

The frequency of contraceptive methods that occurred within
the top two attribute-basedmethods for patients was significantly
different to the frequency based on clinician recommendations
(Table 3).

For the 57 patients who reported they potentially wantedmore
children in the future, the overall degree of concordance between

patient preferences for contraceptive methods and the methods
their clinicians provided/recommended was 7%when comparing
the top choice, and 28.1% when the top two preferences were
considered for each woman.

Similarly, for the 43 women who did not want more
children, the degree of concordance was 0% when using the
patient’s model-predicted most preferred method, and 14%
when considering the top two model-predicted methods for
each patient.

Short-Term Reliability Study
Forty-one of the 64 participants selected for the Reliability
Study completed the second preference assessment. These 41
participants were similar to the 64 selected and to the total cohort
(data not shown).

The median time between the first and second preference
assessments was 16 days (range: 8–34 days). The comparison
of MADM scores between assessment one and assessment two
(n = 41) showed a high degree of short-term reliability of the
Contraceptive Preference Assessment Tool derived preference
scores with an ICC of 0.93 (95% CI: 0.91–0.94).

DISCUSSION

There are three main findings from our study. The first is
that a best-worst scaling assessment of contraceptive attributes
was designed and successfully piloted in Botswana. The
preference assessment was designed to be understandable and
efficient for use among women seeking family planning care
in Botswana, a low- and middle-income country (LMIC)
setting with a resource-constrained health service. Our
second finding was that the preference assessment had high
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short-term reliability, which supports its potential use as a
measurement tool within research and an clinical settings.
The third finding was that, as we hypothesized, there was very
low concordance between women’s contraceptive preferences
and their clinician’s provision of and recommendations for
contraceptive methods.

The limited concordance between women’s modeled
attributes-based contraception preferences and clinician
provision and/or recommendations highlights the need
for better assessment and consideration of women’s
preferences during contraceptive consultations and greater
shared decision-making between women and clinicians
in Botswana, particularly in relation to longer-acting and
permanent methods (which commonly matched women’s
model-predicted preferred attributes). Previous studies have
shown that clinicians play a key role in influencing women’s
choice of contraception (27, 28), and while women ultimately
want control over contraceptive decision-making based
on their own values and preferences, there is also a desire
for their clinician to be involved in the decision-making
process (29).

Some existing approaches such as the My Contraceptive
Tool (17) and My Birth Control (18) also assess patient
preferences for contraceptive attributes as part of a decision-
making tool, but these have not been developed or assessed
in an African setting. Our approach differs from these in
that our attribute-based method was designed as a brief
assessment tool that could potentially be administered quickly
in resource- and time-limited settings. The use of best-worst
scaling to measure preferences between different contraceptive
attributes could potentially be more efficient than relying
solely on an importance rating of each attribute, better
differentiate patients’ most preferred option(s), and enable
the clinician to better prioritize patient preferences during
contraceptive counseling.

Although the current study demonstrated that an attribute-
based assessment of patient contraceptive preferences could be
developed, the methods used did not allow for real-time clinical
decision-making. We plan to create a software app to capture the
preference ranking in real-time for testing in prospective studies
and eventual clinical use in contraceptive consultations.

A previous cluster randomized trial evaluating the impact
of a contraceptive preference decision-aid in the U.S. did not
show any significant effects on contraceptive continuation
or satisfaction with the contraceptive method (18). The
intervention did, however, enhance the experience of
contraceptive counseling and informed decision-making,
and led to greater levels of knowledge related to contraception
(18). The lack of effect on contraceptive continuation in
the U.S. may not hold in countries like Botswana, where
knowledge of contraceptives is more limited and stark
discrepancies between healthcare recommendations and
patient preferences are prevalent. Randomized trials of such
decision aids in African and LMIC settings are needed to
evaluate this.

Our study had limitations. As a single-country study, results
may not be applicable to other settings with different cultural

norms and patterns of contraceptive use. Adolescents under the
age of 18 years were not included in our study, as parental
consent is required for this age group. Adolescents are an
important group in need of contraceptive services, and it would
be important to ensure the Preference Assessment Tool also
works for young people in further work. Women and providers
may also have reasons outside of pregnancy prevention for
choosing or not choosing specific contraceptive methods, and
this tool was not designed to capture that (30–32). Our preference
assessment took up to 20min to complete and required literacy,
which may limit in-field use as a decision-making tool, so
further research on usability and necessary adaptations for wider
use are needed. Further, it did not include an information-
giving component on contraceptive methods, which has been
included in some other tools and may enhance utility as it is
further developed.

In conclusion, the current study provides preliminary
information on the development of a novel assessment approach
using best-worst scaling of attributes to measure patient
preferences for contraceptive methods. In addition, we have
demonstrated a general lack of concordance between the
preferences of women in Botswana seeking contraceptive care
and the methods clinicians recommend and/or provide to them.
Further and more in-depth research is needed to examine
whether patient preference assessment tools better incorporate
patient preferences into contraceptive care, and in turn, improve
long-term patient satisfaction, adherence to family planning
methods, and reductions in unintended pregnancies in Botswana
and other similar settings.
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