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Over the past two decades, there has been increased attention
to quality in health care, including the use of standardized
measures to track performance within health care institutions, by
plans and by individual providers [1]. These measures are a
means to document quality of care so as to allow comparisons
by consumers, payers and others. In addition, they can be used to
incentivize quality improvement through such means as linking
physician payments to their performance on quality measures.
The Affordable Care Act (ACA) furthers this trend, with an
emphasis on a pay-for-performance model based on quality and
effectiveness measures [2].
The availability and use of concrete measures of quality in
specific areas of health care can drive quality improvement and
influence the degree to which these areas are prioritized by
policy makers, providers of clinical services and funders of
health care services. Unfortunately, family planning has been
neglected in the development of performance measures, with
no measures related to reproductive planning included in the
275 measures endorsed by the National Quality Forum or in
the Adult Core Set of measures promulgated by Medicaid. To
address this gap and to promote quality care, there has been

⁎ Corresponding author. Tel.: +1 415 206 8712.
E-mail address: Christine.Dehlendorf@ucsf.edu (C. Dehlendorf).
http://dx.doi.org/10.1016/j.contraception.2015.02.002
0010-7824/© 2015 Elsevier Inc. All rights reserved.

increasing interest in developing standard quality measures for
contraceptive care [3]. As an example, the 2013 Sexual and
Reproductive Health (SRH) Workforce Summit meeting,
convened by the Association of Reproductive Health
Professionals, included in its Key Summit Recommendations
to “Develop one Healthcare Effectiveness Data and Information Set (HEDIS®) measure on SRH” and to “Define SRH
quality metrics for use in new models of care that provide
incentives for quality of care/pay for performance” [4]. Several
groups, including one convened by the Planned Parenthood
Federation of America and a working group formed following
the SRH Workforce Summit, have been actively working to
explore potential metrics for contraceptive care.
At the same time, the reproductive health community is
increasingly directing research and interventions towards the
perceived underuse of highly effective forms of contraception, with a focus primarily on intrauterine contraception and
implants, known collectively as long-acting reversible
contraception (LARC). Due to their superior contraceptive
efficacy, these methods are seen as desirable for individual
women as a means to achieve their reproductive goals. On a
public health level, increased use of these methods has the
potential to lower unintended pregnancy rates and has been
suggested as one means to decrease pregnancy complications by reducing unintended pregnancies [5]. In addition,
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some have connected the use of LARC methods with the
goal of reducing poverty [6], including the statement, at a US
House of Representatives Committee on Budget hearing,
that “increasing the access of poor and low-income women
to effective, long-lasting methods of birth control would
reduce nonmarital births and the poverty rates as well” [7].
Consistent with this focus on LARC methods, some have
suggested the use of measures designed to encourage
increased use of these methods [3]. One possibility, for
example, is to simply measure the percentage of women
receiving family planning care who decide to use a highly
effective method, with higher uptake being equated with
higher quality of care. A proposed modification of this
measure, termed the Contraceptive Protection Index, would
use weighted averages of the typical use efficacy for each
method multiplied by the percentage of women using the
method [8]. The resulting averages would naturally weight
LARC higher than shorter-acting hormonal methods, based
on their higher efficacy, while also weighting shorter-acting
hormonal methods more highly than barrier methods.

1. Is uptake of highly effective methods the best measure
of quality in family planning care?
At first glance, the use of measures emphasizing the
uptake of higher efficacy methods is logical based on the
desire to improve prevention of unintended pregnancies on
both an individual and societal level. This is particularly true
given that many providers have misconceptions about LARC
methods that could impede the provision of these methods
[9]. Using a quality measure based on LARC use could
therefore incentivize providers and practices to recognize the
value of these methods and ensure women’s access to them.
However, there is cause for concern that this focused,
outcome-based measure may not be appropriate in the setting
of a decision as complex and contextualized as the choice of
a contraceptive method. As detailed in two recent excellent
commentaries on this topic, the choice of a contraceptive
method is highly preference-sensitive due to the large
number of available options and women’s varied preferences
for method characteristics [10,11]. There are up to 10
methods that are medically appropriate for the majority of
women, and these methods have a variety of defining
characteristics, including how often they are taken (e.g.,
daily, weekly, monthly, etc.), how they are taken (by mouth,
by shot, on the skin, etc.) and what side effects are associated
with them. Women have a broad range of preferences related
to these characteristics [12]; for example, some women may
prioritize efficacy above all other method characteristics,
while for others the most important aspect of their method
may be whether or not it affects their bleeding patterns or
contains hormones.
While these factors alone make contraception more
preference-sensitive than, for example, common measures
of quality such as whether an individual receives appropriate

therapy for asthma or is immunized against pneumococcus
after the age of 65, perhaps the most important factor
contributing to the preference-sensitive nature of contraceptive decision making is its relationship to intimate issues
related to fertility, relationships and sexuality. Women’s
feelings about method characteristics will be affected by
their personal preferences related to such issues as the
certainty of their desire to avoid pregnancy, whether or not
they are comfortable with using a method that is inside their
vagina or their uterus, and whether having irregular bleeding
would negatively impact their sex life. Protecting women’s
reproductive autonomy therefore requires the recognition
that women’s preferences need to be paramount in the choice
of a contraceptive method even if they are not consistent with
the public health goal of decreasing unintended pregnancies.
In light of the unique nature of contraceptive decision
making, quality measures that focus only on the short-term
outcome of choice of a highly effective method are
problematic, as they encourage the provision of counseling
that emphasizes and/or promotes these methods at the
expense of attention to patient preferences. Not only is this
concerning from a reproductive autonomy perspective, but it
also has the potential to be to the detriment of long-term
outcomes, such as patient satisfaction and method continuation. Evidence supporting such an impact includes a
qualitative study that found that women receiving contraceptive care value engaging in shared decision making in
which their provider gives information that is in line with the
woman’s stated values and preferences, allowing the woman
to make the final decision herself [13]. In addition, there is
evidence that women prefer more autonomy in contraceptive
decision making than in other medical decisions [14]. The
degree to which counseling is focused on patient preferences has
also been associated with contraceptive use, as “client-centered”
counseling has been linked with contraceptive continuation
[15], while perceived pressure to use a long-acting method is
associated with contraceptive discontinuation [16].
While it may be tempting to believe that instituting a
LARC-based quality measure would not in fact result in the
undesirable consequence of having providers shift towards
more directive counseling, in fact, the potential for
unintended consequences of performance measures has
been documented [17]. These include such effects as
clinicians bypassing informed consent in order to ensure
that they meet thresholds for chlamydia screening, forcing
the disenrollment of noncompliant patients from practices
[18], referring high-risk patients to other providers [19] and
overprescribing antibiotics [20–22]. While this is undoubtedly more likely in situations where performance on a quality
measure is linked to payment, there are other mechanisms by
which measurement can motivate behavior, including both
external (e.g., public) and internal (e.g., practice or hospital
level) reporting. There is no reason to expect that family
planning providers would be more immune to the incentives
associated with performance measures than clinicians in
other areas of health care.
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2. Implications for women of color and
vulnerable populations
Incentivizing counseling that is focused on LARC methods
could be particularly problematic among disadvantaged populations, given the history of forced sterilization and coercive
contraceptive practices targeting women in these groups in the
United States [23]. Further, reproductive coercion is not only a
relic of the distant past. In the 1990s, for example, marketing for
the Norplant contraceptive implant was targeted towards
women of color; Medicaid in some states covered the cost of
Norplant insertion for poor women, but not its removal [24]; and
women convicted of crimes were given a “choice” between
having Norplant inserted and serving prison time [25]. As
recently as 2010, incarcerated women in California were
reportedly subjected to illegal sterilization by prison doctors
who did not obtain the required state approvals [26].
Considering the ongoing legacy of reproductive coercion
in the United States, women who are members of the affected
groups — including poor women, women of color, women
with disabilities, young women and those in the correctional
system — have reason to be suspicious about the degree to
which clinicians and medical institutions will safeguard
reproductive autonomy. A national survey of conspiracy
beliefs about birth control found that one third of black
women agreed with the statement, “Medical and public
health institutions use poor and minority people as guinea
pigs to try out new birth control methods” and that women
who held strong contraceptive safety conspiracy beliefs were
less likely to be using a provider-dependent method, such as
intrauterine devices (IUDs) or implants [27]. A qualitative
study of low-income women of color found that one third of
the women felt that they had experienced coercion during
contraceptive counseling [28]. In addition, there is evidence
that clinicians promote long-acting methods differentially
based on race, as a 2010 study using standardized patients
found that family planning providers were more likely to
recommend IUDs to low-income women of color than to
low-income white women, holding other patient characteristics constant [29]. Incentivizing counseling that is biased
towards long-acting methods, rather than focused on
women’s needs and preferences, has the potential to amplify
existing biases and disparities within the US health care
system and worsen preexisting distrust among communities
of color and other vulnerable populations. In addition, the use of
a performance measure focused on LARC uptake may be
problematic even if it did not influence counseling, as its mere
existence could be perceived negatively by communities
sensitized to these issues as evidence of a focus on controlling
women’s reproduction, rather than on empowering women.
3. Patient-centered measures of quality of
contraceptive care
The potential problems associated with performance measures for contraception focused solely on uptake of LARC
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methods illustrate the need for measures that better capture the
quality of contraceptive care in the context of women’s needs and
preferences. A combination of measures will likely be necessary
to address the multidimensional nature of quality, including
interpersonal quality, availability of information and access to
services. In combination, these measures should take into
account the importance of both the patient experience of
counseling and whether each woman is able to choose the
appropriate contraceptive method for her.
Measures of patient experience with care have long been
of recognized value in the measurement of quality, including
having been collected since 1995 by the Agency for
Healthcare Research and Quality through the Consumer
Assessment of Healthcare Providers and Systems and being
a mandated part of quality assessment implemented as part of
the Affordable Care Act [30]. This emphasis on patients’
perceptions of the care they receive is motivated by both an
inherent belief in the value of ensuring patient satisfaction, as
well as findings that measures of patient experience are
associated with improved clinical outcomes [30,31]. Studies
support the association between patient experience and
improved clinical outcomes in the specific context of family
planning care [32–35]. While obtaining robust measurements of patient experience requires a much greater
investment of resources for data collection than claims-based
measures, especially given challenges in obtaining adequate
response rates to these types of surveys, they are irreplaceable in providing information about whether care is meeting
patients’ needs. This is of particular value in the assessment
of contraceptive care, given the personal nature and complex
context of contraceptive decision making.
Process measures designed to determine whether women
are able to choose an appropriate contraceptive method could
address some of the same issues targeted by those measures
focused on LARC uptake — namely, provider resistance to
provision of these methods and the resulting limitation on
women’s ability to choose these methods — while avoiding
their pitfalls. For example, the National Health Service in the
United Kingdom has implemented a measure that incentivizes the provision of information about LARC methods [36],
while the American College of Obstetricians and Gynecologists has recommended a performance measure based on
whether or not women are offered LARC methods [37]. Both
of these approaches focus on giving women options and
information and are consistent with maintaining an emphasis
on women’s preferences during counseling and ensuring that
they have adequate information to make an informed choice.
An alternative claims-based measure, currently being
validated by the Centers for Disease Control and the Office
of Population Affairs, is designed to incentivize the
provision of LARC methods, while minimizing the potential
for over-promotion, by explicitly not setting a benchmark for
the percentage of women using these methods and by
aggregating data at the level of the health plan. The goal of
this approach, which is considered an access measure, would
be to identify practices that are well below the mean in order
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to provide the opportunity to address barriers to LARC use
[38]. A similar approach could consist of a measure that used
a minimum “floor” standard, such as 1% of all eligible
patients, in order to differentiate providers who offer these
methods at all from those who do not. In implementing this
type of measure, care would need to be taken to ensure that
their intent was clear in order to avoid the interpretation that
promotion of LARC methods was being incentivized.
Some have advocated for an intermediate-outcome measure
similar to LARC-based measures, but which focuses on use of
any method of contraception considered to be either moderately
or highly effective, which therefore includes hormonal methods
in addition to LARC methods [3]. This measure allows for
greater consideration of patient preferences, as compared to a
measure that is focused on LARC alone or that gives greater
priority to higher-efficacy methods, and is therefore preferable.
However, it is possible that this measure could incentivize
providers to deemphasize counseling about condoms, which
could have implications for women for whom this would be an
appropriate method choice due to their personal preferences and/
or their risk of sexually transmitted infections. As a result, this
might best be implemented in conjunction with an experiencebased measure that simultaneously tracks the degree to which
patients’ needs are met in the counseling encounter. An
additional process-based measure that has been discussed in
the literature is whether women of reproductive age are screened
for the need for contraception at any given health care encounter.
This type of measure allows for a more population-based
assessment of whether women’s needs are being met, as
opposed to focusing on those who are already accessing family
planning services [39], and would be facilitated by consistent
documentation of women’s risk for unintended pregnancy in
electronic health records as currently being advocated by the
Office of Population Affairs [40].

4. Conclusion
Measurement of quality in contraceptive care may ensure
that family planning services are prioritized in our evolving
health care system and that attention is paid to continuous
quality improvement in order to ensure that women receive
the best possible care. In order to accomplish these goals, it is
essential that performance measures motivate care that best
reflects quality in the context of women’s needs and
preferences. While we recognize the importance of working
to ensure that all women have access to LARC methods,
measures used to accomplish this goal should not have the
effect of inadvertently undermining quality of care by
incentivizing directive or potentially coercive practices.
Measures that, either individually or in combination, reward
the quality of contraceptive care from both a patient and
systems perspective, while protecting women’s autonomy,
should be prioritized by those developing performance
measures. In addition, organizations such as the National
Quality Forum, which consider the potential impact of

measures from a variety of perspectives in their formal
endorsement processes, can help to ensure that the
preference-sensitive nature of contraceptive decision making
is reflected in measures designed to incentivize quality
family planning care.
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