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Abstract
Introduction:	Limited	attention	has	been	paid	to	the	use	of	contraception	in	relation	
to	women’s	family	planning	intentions.	The	aim	of	this	study	was	to	investigate	the	
use	of	contraception	during	the	most	recent	intercourse	as	well	as	the	reproductive	
intentions	of	Swedish-	speaking	women	requesting	contraceptive	counseling.
Material and methods:	A	cross-	sectional	baseline	survey	in	a	randomized	controlled	
trial	regarding	reproductive	life	planning	(before	randomization).	Women	requesting	
contraceptive	counseling	answered	questions	about	contraception	and	whether	they	
wanted	to	have	children/more	children	in	the	future.
Results:	In	total,	1946	women	participated:	33.7%	(n	=	656)	parous	and	65.7%	(n	=	
1279)	 nulliparous.	 The	majority,	 87.1%	 (n	 =	 1682),	 had	 used	 contraception	 during	
their	latest	intercourse;	64.6%	(n	=	1239)	used	short-	acting	reversible	contraception,	
22.8%	(n	=	443)	used	 long-	acting	reversible	contraception	 (LARC),	and	12.9%	(n	=	
251)	had	not	used	any	contraception.	A	combined	oral	contraceptive	was	more	com-
mon	 among	 nulliparous	 and	 LARC	 among	 parous.	 Among	 all	 women,	 64.8%	 (n	 =	
1253)	intended	to	have	children/more	children	in	the	future,	among	parous	women	
35.7%	(n	=	220)	and	among	nulliparous	80.0%	(n	=	1033).	Among	women	who	did	not	
intend	to	have	children/more	children,	22.6%	(n	=	60)	of	parous	and	10%	(n	=	8)	of	
nulliparous	had	not	used	contraceptives	during	their	most	recent	intercourse.
Conclusions:	Women	did	not	always	use	contraceptives	that	were	suitable	for	their	
reproductive	intentions.	Questioning	women	who	request	contraceptive	counseling	
about	their	pregnancy	intention	can	give	healthcare	providers	better	opportunities	
for	individualized	counseling.

K E Y W O R D S

contraception,	counseling,	long-acting	reversible	contraception,	preconception	care,	
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1  | INTRODUC TION

Oral	contraceptives	have	been	available	as	a	highly	effective	method	
to	 prevent	 unwanted	 pregnancies	 for	 more	 than	 half	 a	 century.	
Currently,	 women	 have	 a	 choice	 between	 different	 types	 of	 con-
traceptive	methods,	but	in	2012,	40%	of	all	pregnancies	worldwide	
were	still	unintended.	It	is	estimated	that	of	these	pregnancies,	50%	
ended	in	an	abortion,	13%	in	a	miscarriage,	and	38%	in	an	unplanned	
birth.1	Women	with	unintended	pregnancies	were	less	likely	to	take	
the	recommended	amount	of	preconception	folic	acid	and	to	breast-
feed	for	8	weeks	or	more,	but	were	more	likely	to	smoke	prenatally	
and	postpartum,2	and	to	suffer	from	postpartum	depression.3	Low	
birthweight	and	preterm	births	were	also	more	common	with	unin-
tended	pregnancies.4

Many	 countries	 issue	 evidence-	based	 recommendations	 for	
healthcare	 providers	 for	 up-	to-	date	 contraceptive	 counseling.5-7 
The	Swedish	national	guidelines	were	revised	in	the	spring	of	2014.	
These	revised	guidelines	indicate	that	maintaining	women’s	fertility	
is	 as	 important	 as	 preventing	 unplanned	 pregnancies.	 Long-	acting	
reversible	 contraceptive	methods	 (LARC),	 such	 as	 intrauterine	de-
vices	and	implants,	fulfill	these	goals	for	nulliparous	young	women	
by	providing	high	compliance	and	resulting	 in	effective	contracep-
tion	for	several	years.7,8	Trussel	et	al9	noted	the	difference	in	effec-
tiveness	between	“perfect	use”	(=	high	compliance)	and	“typical	use,”	
where	pregnancy	rates	are	higher	for	“typical	users”	of	most	contra-
ceptives,	except	for	LARC.9

In	Sweden,	registered	nurse	midwives	(RNM)	are	licenced	to	pre-
scribe	contraceptives	to	healthy	women.7	However,	as	women	with	
risk	 factors	 also	 seek	 midwives	 for	 contraceptive	 counseling,	 the	
midwife	 is	supposed	to	contact	or	 refer	 these	women	to	gynecolo-
gists	 or	 general	 practitioners.	 Approximately	 80%	of	 contraceptive	
counseling	 is	performed	by	RNMs,	1%	by	gynecologists,	and	5%	by	
general	practitioners.10	Family	planning	services	are	 free	of	charge,	
and	contraceptives	are	subsidized	for	young	women;	however,	unin-
tended	pregnancies	continue	to	be	at	a	constant	high	level.	The	rate	of	
induced	abortions	in	Sweden	fluctuates	around	approximately	20	of	
1000	women	aged	15-	45	years	old.11	Women’s	use	of	contraception	
has	been	studied	in	a	Swedish	nationwide	telephone	survey,	showing	
that	70%	currently	used	contraception	and	22%	had	experienced	un-
intended	pregnancies,	of	which	40%	ended	in	an	induced	abortion.12 
Another	Swedish	 survey	on	 female	university	 students	engaging	 in	
contraceptive	counseling	showed	that	95%	used	contraception	during	
their	most	 recent	 intercourse,	 and	7%	had	experienced	an	 induced	
abortion.	In	this	group,	9	of	10	women	intended	to	have	children	in	the	
future.13	Studies	that	have	investigated	women’s	use	of	contraception	
in	relation	to	their	future	reproductive	intentions	have	involved	other	
populations	and	have	usually	examined	selected	groups.14-16

It	is	unknown	whether	or	how	contraceptive	counseling	can	be	fur-
ther	improved	by	identifying	groups	that	might	benefit	from	adapted	
counseling.	The	aim	of	this	study	was	to	investigate	women’s	use	of	
contraception	and	reproductive	intentions	among	Swedish-	speaking	
women	visiting	nurse	midwives	for	contraceptive	counseling.

2  | MATERIAL AND METHODS

The	present	cross-	sectional	study	is	part	of	a	baseline	survey	before	
a	randomized	controlled	trial	about	reproductive	life	planning	(RLP).	
Recruitment	 was	 carried	 out	 between	 February	 2015	 and	 March	
2016	at	28	clinics	for	contraceptive	counseling	in	one	county	in	cen-
tral	Sweden.	The	county	has	one	university	 town,	small	cities,	and	
rural	 areas.	The	 female	population	 in	 the	 county	has	 an	economic	
and	 educational	 level	 similar	 to	 that	 of	 Sweden’s	 overall	 female	
population.	Smoking	among	women	is	akin	to	that	of	the	whole	of	
Sweden	(www.scb.se/en).	In	total,	86	RNMs	were	employed	at	these	
clinics	 and	 assisted	 in	 the	 data	 collection.	Women	were	 informed	
about	the	survey	when	they	booked	an	appointment	for	contracep-
tion	counseling.	 Inclusion	criteria	were:	being	20-	40	years	old,	and	
being	able	to	read	and	understand	Swedish.	Initially,	youth	centers	
were	not	included	in	the	study	because	their	age	group	was	limited	
to	20	years.	As	the	centers	became	open	to	ages	up	to	23,	after	half	
of	 the	 study	period,	we	also	 included	 the	youth	centers;	however,	
only	a	few	women	aged	20-	23	visited	these	clinics	during	the	study	
period.

Women	received	written	information	about	the	study	in	the	wait-
ing	room.	If	they	had	any	questions,	the	RNMs	provided	further	infor-
mation	about	the	study.	An	informed	consent	form	was	signed	prior	to	
participation	in	the	study.	Before	the	counseling,	the	participants	were	
instructed	 to	 take	 an	 envelope	 containing	 a	 baseline	 questionnaire,	
complete	it,	and	put	it	in	a	sealed	envelope,	which	was	to	be	given	to	
the	RNM.

The	baseline	questionnaire	consisted	of	41	questions	that	were	
mainly	 multiple	 choice.	 The	 bulk	 of	 the	 questions	 had	 previously	
been	used	 in	 a	 study	on	 female	university	 students’	RLP	by	Stern	
et	al.16	Before	our	final	version,	we	conducted	a	pilot	study	using	the	
questionnaire	 on	women	 attending	 contraceptive	 counseling;	 as	 a	
result,	a	few	questions	were	modified.

In	 this	 study,	 we	 present	 the	 results	 of	 questions	 posed	 to	
women	regarding	their	current	use	of	contraception	and	reproduc-
tive	intentions.

2.1 | Demographics and background

The	 first	 part	 of	 the	 survey	 covered	 questions	 about	 age,	 height,	
weight,	country	of	birth,	education,	employment,	relationship	stabil-
ity,	sexual	orientation,	smoking	and	snuff	habits,	sexually	transmit-
ted	infections,	and	previous	pregnancies.

Key Message

Women	often	do	not	use	contraceptives	that	are	suitable	
for	 their	 reproductive	 intentions.	Women’s	 reproductive	
intentions	need	to	be	understood	by	their	counselor.

http://www.scb.se/en
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2.2 | Contraception and reproductive intentions

The	second	part	consisted	of	questions	about	the	use	of	contraception	
during	their	most	recent	intercourse,	and	reproductive	intentions.	The	
questions	about	reproductive	intentions	were	as	follows:

“Do	you	want	to	have	children/more	children	in	the	future?”	(yes/
no/do	 not	 know).	 An	 affirmative	 response	 was	 followed	 by	 three	
questions	with	an	open-	ended	response	format:	“How	many	children	
do	you	want?”	“At	what	age	would	you	like	to/did	you	have	your	first	
child?”	and	“At	what	age	would	you	like	to	have	your	last	child?,”	fol-
lowed	by	 “What	 is	 the	probability	 that	you	will	have	an	unintended	
pregnancy	at	some	point?”	(Very	likely,	quite	likely,	quite	unlikely,	very	
unlikely).	The	questions	were	inspired	by	those	used	by	Jack	et	al16 in 
their	 article	 about	 clinical	 content	 of	 preconception	 care17 and was 
also	used	in	a	previous	study	about	RLP.	

2.3 | Power estimation

Power	 (80%	power	and	 type	 I	 error	0.05	and	assuming	a	dropout	
rate	of	20%)	was	calculated	for	both	short-	term	outcomes	and	for	

a	future	follow	up	of	the	randomized	controlled	trial.	With	the	as-
sumption	that	the	intervention	would	increase	knowledge	of	the	im-
portance	of	folic	acid	use	prior	to	pregnancy,	100	individuals	would	
be	needed	in	each	arm.	According	to	the	assumption,	the	interven-
tion	would	decrease	the	hazardous	use	of	alcohol	by	50%	 in	a	 fu-
ture	pregnancy.	It	was	determined	that	1000	women	were	needed	
in	both	the	intervention	and	control	groups.	To	be	able	to	follow	up	
these	women	subsequently,	with	adequate	power	for	outcomes,	the	
latest	power	calculation	was	chosen.

2.4 | Statistical analyses

Information	 about	 participants’	 demographics	 and	 responses	 to	
the	questions	were	presented	using	 the	mean	and	 standard	de-
viation	 (SD)	 for	 normally	 distributed	 continuous	 variables,	 the	
median	 and	 interquartile	 range	 for	 continuous	 variables	 with	 a	
skewed	 distribution,	 and	 frequencies	 with	 corresponding	 per-
centages	 for	 categorical	 variables.	 Differences	 between	 the	
different	 subgroups	 were	 compared	 using	 Mann-	Whitney	 U or 
Kruskal-	Wallis	 test	 for	continuous	variables,	and	chi-	square	 test	

F IGURE  1 Flowchart	of	patient	
recruitment	[Color	figure	can	be	viewed	at	
wileyonlinelibrary.com]

www.wileyonlinelibrary.com
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or	Fisher’s	exact	test	for	categorical	variables.	All	statistical	analy-
ses	were	performed	using	SPSS	Statistics	version	20.0	(IBM	Corp.,	
Armonk,	 NY,	 USA).	 A	 two-	sided	 P-	value	 <	0.05	 was	 considered	
statistically	significant.

2.5 | Ethical approval

The	Regional	Ethical	Review	Board	in	Uppsala,	Sweden	approved	the	
study	(D.nr	2012/101).	The	study	was	registered	in	ISRCTN	32	759.

3  | RESULTS

A	flowchart	of	the	patient	recruitment	is	shown	in	Figure	1.	Of	3056	
eligible	women,	1946	 (64%)	participated	 in	 the	study.	Most	of	 the	
questions	 in	 the	 survey	 were	 carefully	 filled	 in,	 with	 an	 internal	
	response	rate	of	99.3-	99.8%.

The	midwives	noted	the	reasons	for	 lack	of	participation	 if	the	
women	 spontaneously	 gave	 an	 explanation	 for	 this.	 Reasons	 for	
nonparticipation	were	spontaneously	reported	by	313	women	(28%)	
and	included:	lack	of	time,	having	small	children	accompanying	them,	
disliking	investigations	or	not	being	interested.

3.1 | Background of the study population

Background	 characteristics	 are	 described	 in	 Table	1.	 The	 median	
age	of	all	women	was	25	years;	32	years	for	parous	vs	23	years	for	
	nulliparous	(P	<	0.001).

Almost	 half	 of	 the	 women	 (n	=	881)	 had	 been	 pregnant.	 Of	
these,	 74.5%	had	given	birth,	 32.9%	had	experienced	 an	 induced	
abortion,	 and	 12.9%	 had	 experienced	 a	 miscarriage.	 The	 women	
did	 not	 have	 the	 opportunity	 to	 choose	 “ectopic	 pregnancy”	 in	
the	 questionnaire.	 One	 woman	 had	 written	 “ectopic	 pregnancy”	
as	free	text.	Three	of	four	women	(75.8%,	n	=	1476)	were	in	a	sta-
ble	relationship.	The	experience	of	sexually	transmitted	infections	
was	more	common	among	daily	smokers	(45.7%)	than	nonsmokers	
(29.2%)	(P	<	0.001).

3.2 | Reproductive intentions

Two-	thirds	of	the	women	(64%,	n	=	1253)	wanted	to	have	children/
more	children,	17.8%	(n	=	347)	stated	that	they	did	not	want	to	have	
children/more	children,	and	17.2%	(n	=	335)	were	unsure.	In	Table	2,	
the	 reproductive	 intentions	 of	 parous	 and	 nulliparous	women	 are	
described.	Of	the	nulliparous	women,	2	of	10	were	uncertain	or	did	
not	want	to	have	children.

The	nulliparous	women	wished	to	have	their	first	child	at	a	me-
dian	age	of	28	years	(25th	percentile	=	26	and	75th	percentile	=	30)	
compared	with	 the	actual	 age	of	25	years	 for	parous	women.	The	
median	age	desired	for	having	the	last	child	was	34	years	(25th	per-
centile	=	30	and	75th	percentile	=	35).	Nulliparous	women	wanted	
to	 have	2.4	 children	 (SD	0.6)	 and	parous	women	2.6	 children	 (SD	
0.7).

3.3 | Contraception during their most recent 
intercourse

The	use	of	contraception	among	women	was	also	calculated	based	
on	parity	 (nulliparous	women	and	parous	women),	 as	described	 in	
Table	3	(n	=	706).	Of	all	women,	36.3%	(n	=	706)	used	combined	hor-
monal	 contraceptive	 pills	 (COC),	 and	 22.8%	 (n	=	443)	 used	 LARC.	
The	nulliparous	women	used	COC	more	frequently,	and	the	parous	
women	used	LARC	more	frequently.	Almost	2	of	10	women	(18.1%)	
used	condoms,	either	in	combination	with	other	contraceptives	or	as	
the	only	contraception	(14.0%).	The	use	of	condoms	was	more	com-
mon	among	women	who	were	not	 in	a	 stable	 relationship	 (27.2%,	
n	=	123)	than	among	women	in	a	stable	relationship	(15.2%,	n	=	224,	
P	<	0.001).

Nonuse	 of	 contraception	 during	 their	most	 recent	 intercourse	
was	reported	by	12.9%	(n	=	251)	of	all	women	and	by	20.1%	(n	=	91)	
women	without	a	stable	relationship	compared	with	10.8%	(n	=	159)	
in	 a	 stable	 relationship	 (P	<	0.001).	Nonuse	 of	 contraceptives	was	
also	 more	 common	 among	 parous	 women	 (19.7%,	 n	=	129)	 than	
among	nulliparous	women	(9.5%,	(n	=	122)	(P	<	0.001).

Table	4	 shows	 contraceptive	use	during	 the	most	 recent	 inter-
course	 for	 nulliparous	 and	 parous	 women	 by	 reproductive	 inten-
tions.	There	was	no	difference	in	LARC	use	among	parous	women	
who	did	or	did	not	want	more	children.	However,	the	parous	women	
who	intended	to	have	more	children	or	were	unsure	were	more	likely	
to	 use	 copper	 intrauterine	 devices	 (16.9%)	 and	 progestin	 implant	
(8.5%)	and	 less	 likely	to	use	hormonal	 intrauterine	devices	 (11.8%)	
than	were	 parous	women	who	 did	 not	want	more	 children	 (9.4%,	
4.2%,	and	17.7%,	respectively).

Among	women	with	an	experience	of	 abortion,	33.9%	 (n	=	95)	
used	LARC	and	21.8%	COC,	and	14.3%	(n	=	40)	did	not	use	any	con-
traceptive	method.

Among	women	who	were	daily	smokers,	an	implant	was	twice	as	
common	as	in	nonsmokers	(15.4%	vs	7.8%;	P	<	0.001).	Daily	smok-
ers	 used	 COC	 less	 frequently	 than	 nonsmokers	 (27.0%	 vs	 38.4%;	
P	<	0.001).

3.4 | Women’s thoughts about the probability of 
future unplanned pregnancies

Overall,	15%	of	the	women	believed	that	an	unplanned	pregnancy	
was	very	likely	or	quite	likely	sometime	in	their	future.	This	was	more	
common	among	women	who	did	not	use	contraceptives	during	their	
most	recent	intercourse	and	women	with	experience	of	an	induced	
abortion.	 The	 proportions	 for	 different	 groups	 are	 presented	 in	
Table	5.

4  | DISCUSSION

The	main	finding	in	this	study	is	that	13%	of	women	attending	con-
traceptive	counseling	did	not	use	any	form	of	contraception	during	
their	most	recent	intercourse,	whereas	one-	third	used	COC	(36.3%),	
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followed	by	LARC	(22%)	and	condoms	(18%).	COC	were	most	com-
monly	used	by	nulliparous	women	and	LARC	by	parous	women.

Furthermore,	2	of	10	women	who	were	not	in	a	stable	relation-
ship	did	not	use	contraceptives	during	their	most	recent	intercourse,	
and	a	similar	figure	was	noted	for	parous	women.	This	indicates	an	
unmet	 need	 for	 contraception	 prior	 to	 the	 visit	 for	 contraceptive	
counseling.

In	total,	15%	of	the	women	thought	that	they	might	have	an	unin-
tended	pregnancy	sometime	in	their	future;	however,	the	proportion	
was	twice	as	high	among	women	who	had	not	used	any	contracep-
tion	during	 their	most	 recent	 intercourse.	Women	with	an	experi-
ence	of	abortion	believed	that	they	would	have	another	unintended	
pregnancy	in	the	future,	to	a	greater	extent	(23%).	Despite	the	fact	
that	these	women	showed	up	for	contraceptive	counseling,	they	still	
believed	that	they	had	a	future	risk	for	an	unplanned	pregnancy.

In	this	population,	the	use	of	LARC	was	twice	as	common	among	
parous	 women	 (35%)	 than	 nulliparous	 women	 (17%),	 which	 was	

TABLE  1 Demographic	background	in	study	population	(women	
attending	contraceptive	counseling)

Total n = 1946

n %

Education

Non-	completed	education 14 0.7

Elementary	school	(9	years) 82 4.2

High	school	(12	years) 1145 58.8

Higher	professional	education 159 8.2

College/university 543 27.9

Missing 3 0.2

Main	occupation

Working 1105 56.8

Student 535 27.5

Parental	leave 171 8.8

Unemployed 66 3.4

Sick	leave 52 2.7

Other 14 0.7

Missing 3 0.2

Country	of	birth

Sweden 1798 92.4

Other	Nordic	country 14 0.7

Other	European	country 50 2.6

Outside	Europe 74 3.8

Missing 10 0.5

Sexual	orientation

Heterosexual 1823 93.7

Bisexual 80 4.1

Homosexual 1 0.1

Don’t	know/unsure 21 1.1

Other 7 0.4

Missing 14 0.7

Incidence	of	sexually	transmitted	diseases	(STI)

No	STI 1333 68.5

Chlamydia 432 22.2

Condyloma 151 7.8

Herpes 93 4.8

Gonorrhea 6 0.3

Other 21 1.1

Missing 11 0.6

Reproduction

Had	tried	to	get	pregnant 652 33.5

Had	been	pregnant 881 45.3

Had	given	birth 656 33.7

Experience	of	abortion 280 14.4

Experience	of	miscarriage 112 5.8

(Continues)

Total n = 1946

n %

Smoking

Smoking	daily 199 10.2

Smoking,	but	not	daily 221 11.4

Former	smokers 429 22

Never	smoked 1077 55.3

Missing 20 1

Swedish	snuff

Snuff	daily 126 6.5

Use	snuff	but	not	daily 81 4.2

Former	user	of	snuff 157 8.1

Never	used	snuff 1563 80.3

Missing 19 1

Drinking	alcohol,	4	standard	glasses	or	more	at	the	same	timea

Never 360 18.5

Less	than	once/month 972 49.9

Once/month 495 25.4

Once/week 94 4.8

Daily 1 0.1

Missing 24 1.2

BMI

Underweight 267 13.7

Normal	weight 1042 53.5

Overweight 430 22.1

Obesity 152 7.8

Missing 55 2.8

aOne	standard	glass	is:	Beer	(≤3.5%)	50	cL,	beer	(>3.5%)	33	cL,	wine	(8-	
15%)	12-	15	cL,	wine	(15-	22%)	8	cL	or	liquor	(4	cL).

TABLE  1  (Continued)
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expected	based	on	our	clinical	experiences.	One	of	 ten	nulliparous	
women	who	did	not	want	to	have	children,	one	of	10	used	LARC	during	
their	most	recent	intercourse,	indicating	that	LARC	could	be	used	to	a	
greater	extent.	In	a	US	study	that	promoted	LARC,	68%	chose	LARC	
and	11%	COC.	The	compliance	after	12	months	was	86%	of	 those	
who	chose	LARC	compared	with	55%	of	those	who	used	COC,	indi-
cating	a	higher	satisfaction	rate	within	the	LARC	users.18	Some	ex-
planations	for	the	lower	than	expected	use	of	LARC	in	our	study	may	
be	that	some	women	do	not	want	to	have	LARC	for	such	reasons	as	
fear	of	pain	related	to	the	insertion19	or	that	they	have	experienced	
side	effects	with	previous	use	of	LARC.20,21	Another	aspect	may	be	
that	some	counselors	are	not	fully	implementing	the	national	guide-
lines	into	their	counseling.	Therefore,	it	seems	prudent	for	healthcare	
providers	to	ask	women	who	attend	contraceptive	counseling	about	
their	intentions	to	become	pregnant	and	to	address	the	pros	and	cons	
of	all	kinds	of	contraceptives,	especially	LARC,	for	those	who	need	
a	method	 offering	 high	 compliance	 and	 long-	term	 protection.	 This	
recommendation	is	in	line	with	the	national	guidelines	that	advocate	
LARC,	mainly	due	to	their	high	compliance;	however,	one	must	bear	
in	mind	that	COC	is	more	suitable	for	some	women.

Other	 highly	 effective	 methods	 are	 tubal	 ligation	 and	 vasec-
tomy;	however,	 these	alternatives	should	mainly	be	recommended	
to	women	and	men	who	cannot	use	reversible	contraceptives.7

One	of	the	strengths	of	this	study	is	that	it	is	a	large	population-	
based	study	among	women	attending	contraceptive	counseling.	All	
clinics	in	the	region	participated,	minimizing	the	risk	of	selection	bias.	
Women	 with	 different	 educational	 levels	 and	 occupations	 partici-
pated,	as	well	as	both	parous	and	nulliparous	women.	An	additional	
strength	is	that	the	level	of	education	in	the	different	age	groups	was	
almost	the	same	as	that	in	all	pregnant	women	in	Sweden	in	2015.22 
The	 region	where	 the	 present	 study	 took	 place	 is	 similar	 to	many	
regions	in	Sweden.	The	women’s	economy,	education,	and	smoking	
rates	are	similar	to	those	of	women	in	other	regions.	We	therefore	be-
lieve	that	our	results	are	representative	of	other	regions	in	Sweden.

A	 weakness	 in	 this	 study	 is	 that	 we	 included	 only	 Swedish-	
speaking	women.	A	previous	study	found	that	it	was	very	difficult	to	

recruit	women	who	did	not	speak	Swedish,	despite	great	efforts,	for	
example,	using	translated	questionnaires	and	interpreters.23	The	study	
design	also	made	this	difficult,	as	the	participants	were	supposed	to	
take	 part	 in	 an	 intervention	 after	 having	 filled	 in	 the	 questionnaire.	
Women	 under	 20	 and	 over	 40	were	 excluded	 because	we	wanted	
to	 include	women	 in	the	ages	when	pregnancies	are	most	common.	
Furthermore,	since	midwives	are	only	licenced	to	prescribe	contracep-
tives	 for	 healthy	women,	women	with	 chronic	 diseases	may	 be	 un-
derrepresented	in	the	study.	However,	 it	 is	possible	for	women	with	
chronic	diseases	to	make	an	appointment	with	the	midwife	and,	if	nec-
essary,	the	midwife	can	contact	a	gynecologist	or	general	practitioner	
after	the	counseling.	Thus,	this	study	may	include	women	with	chronic	
diseases	or	other	health	problems.

The	participation	 rate	 (64%)	was	seen	as	satisfactory,	as	 it	has	
gradually	become	more	difficult	to	recruit	people	for	survey	studies.	
The	 response	 rate	 in	 the	annual	Swedish	public	health	 survey,	 for	
instance,	has	decreased	from	60.8%	in	2004	to	47%	in	2016,	and	the	
response	rate	is	especially	low	among	young	adults.24	In	the	nation-
wide	study	on	the	use	of	contraception	by	Kopp	Kallner	et	al	(2015),	
1001	(25.3%)	of	3950	women	participated.12

Men’s	 reproductive	 intentions	 are	 also	 important;	 however,	
in	 this	 study	 we	 investigated	 women	 only.	 Two	 recent	 studies	 in	
Sweden	found	a	strong	coherence	between	men	and	women	con-
cerning	their	pregnancy	planning.23,25

Our	study	showed	similar	results	concerning	the	use	of	LARC	as	
reported	by	Kopp	Kallner	et	al.12	Additionally,	the	desired	mean	age	

TABLE  2 Reproductive	intentions	by	women	attending	
contraceptive	counseling

Nulliparous Parous

Pn % n %

Want	to	have	children/more	children

Yes 1033 80.7 220 33.5

No 81 6.3 266 40.4

Don’t	know 165 12.9 170 25.9 <0.000

Desired	age	for	having	the	last	child

≤25 4.9 48 8.5 20

26–30 21.6 213 32.9 77

31–35 54.9 541 40.2 94

36–40 17.8 176 17.5 41

>40 0.8 8 0.9 2 <0.000

TABLE  3 Women’s	reported	contraception	use	during	their	
most	recent	intercourse	by	parity

Nulliparous Parous

P

Total 
n = 1278 Total n = 655

n % n %

No	method 122 9.5 129 19.7 <0.001

LARC 215 16.7 228 34.8 <0.001

	Hormonal	
intrauterine	
device

42 3.3 93 14.2 <0.001

	Copper	intrauter-
ine device

42 3.3 91 13.9 <0.001

	Progestin	implant	
contraception

131 10.3 44 6.7 0.01

Combined	hormonal	
contraceptive	pill

565 44.2 141 21.5 <0.001

Combined	hormonal	
contraceptive	ring

94 7.4 23 3.5 <0.001

Progestin-	only	pill 68 5.3 35 5.3 0.983

Progestin-	only	
injection

8 0.6 10 1.5 0.051

Condom 252 19.7 97 14.8 0.008

Other 21 1.6 10 1.5 0.983

LARC,	long-	acting	reversible	contraception.
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TABLE  4 Nulliparous	and	parous	women’s	reported	contraception	use	during	their	latest	intercourse	by	reproductive	intentions

Nulliparous (n = 1269) Parous (n = 656)

Want children/don’t 
know

Do not want 
children

P

Want more children/
don’t know

Do not want more 
children

P

Total n = 1026 Total n = 80 Total n = 220 Total n = 265

n % n % n % n %

No	method 112 9.4 8 10.0 0.864 69 17.7 60 22.6 0.118

LARC 197 16.4 17 21.0 0.289 145 37.2 83 31.2 0.115

Hormonal	intrauter-
ine device

34 2.9 8 10.0 0.001 46 11.8 47 17.7 0.033

Copper	intrauterine	
device

39 3.3 3 3.8 1.000a 66 16.9 25 9.4 0.007

Progestin	implant	
contraception

124 10.4 6 7.5 0.536a 33 8.5 11 4.2 0.031

Combined	hormonal	
contraceptive	pill

536 45.1 27 33.8 0.048a 82 21.0 59 22.3 0.705

Combined	hormonal	
contraceptive	ring

88 7.4 6 7.5 1.000a 17 4.4 6 2.3 0.222a

Progestin	only	pill 60 5.0 8 10.0 0.057 26 6.7 9 3.4 0.068

Progestin	only	
injection

4 0.3 4 5.0 0.002a 3 0.8 7 2.6 1.000a

Condom 234 19.7 14 17.5 0.634 53 13.6 44 16.6 0.286

Other 18 1.5 2 2.5 0.726a 8 2.1 2 0.8 0.316a

LARC,	long-	acting	reversible	contraception.
aDoubled	one-	sided	P-value	of	Fisher’s	exact	test.

TABLE  5 Women’s	thoughts	about	the	probability	of	an	unplanned	pregnancy	in	the	future

Very 
probable Quite likely Quite unlikely Very unlikely

Pn % n % n % n %

Nulliparous 25 2.0 140 11.0 791 62 320 25.1

Parous 31 4.8 86 13.3 294 45.4 236 36.5 <0.001

Women	without	any	use	of	contraceptives	during	
their	recent	intercourse

12 4.8 65 26.2 127 51.2 44 17.7

Women	who	used	contraceptives	during	their	
recent	intercourse

43 2.6 161 9.7 950 57.1 510 30.6 <0.001

Women	with	experience	of	an	abortion 9 3.3 54 19.9 145 53.3 64 23.5

Women	without	experience	of	an	abortion 29 5.0 77 13.2 260 44.7 216 37.1 <0.001

Women	who	want	children/more	children	in	the	
future

36 2.9 161 13.0 775 62.6 267 21.5

	Women	who	do	not	want	children/more	children	in	
the	future

13 3.8 29 8.4 129 37.4 174 50.4 <0.001

Age	20-	25 24 2.4 121 12.3 626 63.6 213 21.6

Age	26-	30 16 3.8 59 13.9 239 56.2 111 26.1

Age	31-	40 14 3.0 42 9.0 190 40.5 223 47.5 <0.001

Elementary	school	(9	years) 10 10.8 13 14.0 40 43.0 30 32.3

High	school	(12	years) 27 2.4 143 12.6 677 59.8 285 25.2

College/university 19 2.7 70 10.0 367 52.7 241 34.6 <0.001
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for	having	the	first	and	last	child	was	almost	the	same	in	the	present	
study,	as	reported	by	Stenhammar	et	al.13	Reports	from	many	coun-
tries	have	shown	that	women	tend	to	postpone	their	childbearing.26 
In	Sweden,	the	mean	age	for	the	first	child	was	24	years	in	the	1970s	
and	close	to	29	years	in	2015.22

In	this	study,	women	wanted	to	have	their	first	child	at	a	mean	
age	of	28	years	and	the	last	child	at	34	years,	indicating	no	further	
postponing	of	their	childbearing.	On	the	other	hand,	many	women	
were	still	young	and	had	not	yet	finished	their	education.	They	may	
change	 their	minds	 in	 the	 future,	 but	 their	 intentions	were	not	 to	
postpone	their	childbearing.

The	discrepancy	between	contraception	use	and	intentions	of	re-
production	is	important	information	for	prescribers.	It	is	also	import-
ant	to	know	whether	the	women	exposed	themselves	to	an	unplanned	
pregnancy	earlier.	We	found	that	women	who	have	failed	to	use	con-
traceptives	earlier	and	women	with	an	experience	of	induced	abortion	
have	the	highest	risk	of	a	future	unplanned	pregnancy.	We	believe	it	
is	challenging	to	have	a	dialogue	with	women	about	their	reproductive	
intentions	to	offer	contraception	that	is	suitable	for	specific	stages	of	
their	life.	A	method	for	this	type	of	dialogue	could	be	the	RLP,	a	tool	
for	helping	women	arrive	at	a	personal	plan	for	when	they	want	to	get	
pregnant,	how	to	protect	against	unintended	pregnancies,	and	how	to	
achieve	a	healthy	future	pregnancy.27

5  | CONCLUSION

In	 this	 study,	 a	 large	 group	 of	women	 did	 not	 use	 contraceptives	
that	are	most	 suitable	 for	 their	 reproductive	 intentions,	 and	some	
exposed	 themselves	 to	 unplanned	 pregnancies	 by	 not	 using	 con-
traceptives	 at	 all.	Questioning	women	who	 request	 contraceptive	
counseling	about	their	pregnancy	intention	can	give	healthcare	pro-
viders	better	opportunities	for	individualized	counseling.	Future	re-
search	on	methods	for	personalized	counseling	would	be	valuable.
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