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ABSTRACT 

Introduction Improving women’s knowledge about contraception, and 

their access to contraceptive methods, is central in order to strengthen 

their sexual and reproductive rights at the time of an abortion. 

Contraceptive counselling aims to support women’s reproductive control 

and prevent unintended pregnancies (UPs). It is unclear, however, how to 

provide contraceptive counselling and how to organise services at the time 

of an abortion, in order to achieve this.  

 

Aim The overall aim was to study women’s choices and use of 

contraceptive methods post-abortion. The research also aimed to describe 

contraceptive counselling in the context of an abortion from women’s and 

health professionals’ (HP’s) perspectives. Initial studies informed 

subsequent improvement efforts, also evaluated in the thesis, regarding 

contraceptive counselling and services at the time of an abortion.  

 

Design and Methods The studies in this thesis involve both 

quantitative (studies I and IV) and qualitative (studies II–IV) methods, 

performed at six departments in southeast Sweden. Study I had a 

quantitative and longitudinal design. The medical records of women 

(n=987) were reviewed regarding women’s choice of contraceptive 

method at the index abortion and the odds of repeat abortion within three 

to four years. Studies II and III were qualitative interview studies, in 

which 13 women (study II) and 21 healthcare professionals (HPs) (study 

III) described their experiences of contraceptive counselling at the time of 

an abortion. The interviews were analysed using interpretive 

phenomenology (study II) and conventional content analysis (study III). 

Study IV was a case study regarding a qualitative improvement 

collaborative (QIC), designed to improve contraceptive counselling and 
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services. Three multi-professional teams involved in abortion care 

participated in the QIC and two women provided user-experience input. 

Both qualitative and quantitative data were collected and analysed.  

 

Results The findings of the thesis are organised into three themes:  

I) Women and HPs described contraceptive counselling at the time of an 

abortion as an often - complex meeting. There was scepticism about 

contraceptive methods and limited receptivity to information among 

women. Respectful counselling facilitated women’s choice of 

contraceptive method even if they were sceptical and found the situation 

emotionally charged. II) Women’s choices, need for guidance and access 

to the contraceptive methods was described in the second theme. Choice 

of oral contraceptives (OC) dominated. Overall, 25% of the women 

experienced repeat abortion during follow-up. Women who chose long-

acting reversible contraception (LARC) experienced fewer repeat 

abortions compared to women who chose OC. Both women and HPs 

reported barriers in access to LARC post-abortion. III) In a Quality 

Improvement Collaborative (QIC), two volunteering women provided 

user-experience input. HPs participating in this QIC reported 

strengthened skills in counselling and enhanced ability to evaluate their 

performance. Despite the team’s prediction that they would reach the QIC 

goal that ≥50% of women would start LARC within 30 days post-abortion, 

and the fact that a majority of the women in QIC units chose LARC, none 

of the teams managed to reach the goal, primarily due to insufficient 

capacity for timely initiation of LARC. 

 

Conclusion The findings suggest that women need respectful 

counselling and guidance at the time of an abortion. Access to a range of 

contraceptive methods, particularly LARC, is important to prevent repeat 

UPs. There is room for further improvement in offering coordinated and 
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timely access for women who choose LARC, and to evaluate counselling, 

in the present settings.  

 

Keywords; Accessibility, Oral contraceptives, Collaboratives, Long 

Acting Reversible Contraception, Prevention, Repeat abortion, Respect, 

Reproductive control, Unintended pregnancy. 
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INTRODUCTION 

 
Globally every year, 44 million women of all ages are estimated to have an 

induced abortion [1]. The time of an abortion is thought of as a key 

opportunity to fulfil women’s needs of effective contraception to prevent 

repeat unintended pregnancies (UPs) [2-4]. All women have the right to 

receive knowledge and guidance regarding how to avoid an UP at the time 

of an abortion [5, 6]. However, a considerable number of women 

experience repeat UPs and abortions despite contraceptive use [3, 7, 8]. 

These women face greater socioeconomic challenges than others. This 

indicates a need to improve contraceptive counselling and services at the 

time of an abortion [9-13].  

 

Contraceptive counselling following an abortion seems to differ from 

contraceptive counselling in general, as the abortion often involves 

complex decisions [14-16]. There is still limited knowledge regarding how 

to design contraceptive counselling in the context of an abortion, in order 

to help women to avoid repeat UPs [17-19].  

 

This thesis seeks to provide an understanding of different aspects of 

contraceptive methods and contraceptive counselling at the time of an 

abortion. It also aims to gain insights into women’s and health 

professionals’ (HP’s) experiences of the issue as well as collaborative 

efforts aimed at designing and seeking to improve contraceptive 

counselling. I hope that the results of this thesis will encourage continued 

work to improve contraceptive counselling and services for women 

experiencing an abortion.   
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  BACKGROUND 

Sexual and reproductive health 
 

Sexual and reproductive health (SRH) is nowadays intertwined in one 

broad framework by the World Health Organisation and defined as the 

fulfilment of emotional, physical and social wellbeing in sexuality. The 

definition of sexual, reproductive health and rights (SRHR) includes 

reproductive rights, such as having a satisfying, safe sexual life, as well as 

freedom to decide when to reproduce and with whom. Furthermore, 

SRHR involve the rights of individuals to receive knowledge regarding 

how to effectively prevent unintended pregnancy (UP) and sexual 

infections [5].  

 

In contrast to reproductive rights, there is no internationally accepted 

definition of sexual rights. However, sexual rights are included in human 

rights and include the right of all people to decide on their own body and 

sexuality [6, 20, 21]. There is a value to establishing SRHR as a combined 

term in developing programmes, as all of these parts are central, and none 

subordinates the others. A rights and norm-critical perspective is 

essential and necessary in pursuing work on SRHR [5, 6, 20-22]. 

 

Improving people’s wellbeing in sexuality is closely connected to cultural 

and social norms, gender, socioeconomic inequalities, and human rights, 

as well as laws and policies [5]. A considerable number of women still 

have limited sexual and reproductive rights. They report unmet needs for 

contraceptives [23-27] and experience limited access to safe abortions 

[28]. Approximately 25.1 million unsafe abortions occurred each year 

between 2010 and 2014. Many countries lack statistics regarding unsafe 
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and safe abortions, indicating that mortality rates due to unsafe abortions 

are likely to be underestimated [29, 30].  

 

Globally, it is crucial to prevent repeat UPs, through the promotion of 

effective contraception, when seeking to improve women’s SRHR [27, 28, 

31]. UPs involve both unplanned and unwanted pregnancies and 

unplanned births, induced abortions, and miscarriages resulting from 

unintended pregnancies [32]. In this thesis, the term UP includes both 

unplanned and unwanted pregnancies in the context of an abortion. 

 

Access to effective contraception has wide benefits for women, beyond the 

prevention of UPs and abortions [5, 27]. The use of effective 

contraception also prevents unintended pregnancy- related events, such 

as miscarriages and ectopic pregnancies [7, 33]. Furthermore, 

contraceptive use prevents complications such as haemorrhage, sepsis 

and incomplete abortions related to both safe and unsafe abortions [5, 28, 

30].  

 

The majority of unsafe abortions occur in countries with highly restrictive 

abortion laws [29], where many women also have limited or no access to 

contraceptives [34, 35]. Young unmarried women describe few 

possibilities to control their reproduction as they experience stigma when 

applying for contraceptives [20, 27, 35].  

 

In contrast, women who have access to contraceptives struggle to find a 

satisfying and effective contraceptive method, reflected in high rates of 

repeat abortions (39–50%) in countries like Sweden, the USA and UK 

[36-40]. Sweden is one of the countries in Europe with the highest 

recorded rates of repeat abortions [36]. Repeat abortion is defined as 

more than one pregnancy termination [41, 42] and is associated with one 
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or more childbirths [38, 41], older age [38], as well as young age at the 

first abortion or pregnancy [12, 41].  

 

Worldwide, repeat UPs and abortions are strongly associated with 

socioeconomic challenges and inequalities in SRHR, identified in migrant 

groups, ethnic minorities, and deprived areas [9, 11, 12, 38, 40, 43-45]. 

These women choose less effective contraceptives or no contraception to a 

greater extent [46-49] and report more negative experiences from 

contraceptive counselling, according to contexts in the USA [50-52]. 

Research from different countries indicates that the risk of repeat 

abortion increases with lower educational attainment [11, 13, 43, 53], 

foreign origin [38, 44], low emotional support [13] and experiences of 

sexual violence [9, 54].  Women who experience more than one abortion 

within two years seem to have an increased vulnerability, reporting both 

intimate violence, social deprivation, and difficulties in finding a 

contraceptive method [54]. Overall, women’s vulnerability and negative 

experiences of contraceptive counselling indicate a need to improve 

counselling to strengthen women’s control over their reproduction. 

 

Moreover, it is important to strengthen women’s control over their 

reproduction and prevent repeat UPs, since an UP is often a stressful 

event in a woman’s life [16, 55-57]. Emotional distress is common when 

discovering an UP, as well as desperate feelings when being denied an 

abortion [16, 55, 58].  There is still an inadequate understanding of how 

contraceptive counselling and services should be designed to facilitate 

women’s individual needs for support and contraception at the time of an 

abortion in order to prevent repeat UPs [19, 59]. 
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Contraceptive counselling at the time of  

    an abortion 
 

In general, there are many definitions of counselling. In healthcare 

settings, it is described as a collaborative process during which a health 

professional (HP) guides clients to manage their health and identify 

individual resources. Counselling involves a professional relationship 

between a trained HP and a client [60]. Contraceptive counselling is 

described as a process in which the goal is to empower women to prevent 

UPs [61]. Furthermore, contraceptive counselling involves both relational 

and informational communication [61, 62] and both of these seem to be 

important for successful counselling [63].  

 

The importance of relational communication seems slightly dominant in 

the context of an abortion [15, 19, 64] and stresses need of individualised 

contraceptive counselling [19, 59]. Women’s use of contraception varies 

over time and is related to complex factors such as: sexual relationships 

[65], intentions in pregnancy [66, 67], estimation of fertility [25, 68, 69] 

and experiences of side effects [19, 65, 68, 70]. Other factors, like 

education [27, 66], age, parity [67, 71], cost, religion, culture and access to 

contraceptive services [25, 27] also influence women’s choice and use of 

contraceptives.  

 

Women favour trusting relationships when receiving contraceptive advice 

and seem to prefer person-centred contraceptive counselling [15, 72]. 

Both motivational interviewing (MI) and person-centred counselling 

seem to improve the conversation about contraception at the time of an 

abortion, measured in increased contraceptive uptake [72, 73]. Previous 

research has reported mixed findings regarding contraceptive counselling 

in the context of an abortion and the effect on contraceptive use post-
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abortion. Few studies have explored the impact of person-centred 

counselling or MI at the time of an abortion in clinical practice [17, 18, 72, 

73]. 

 

Regarding informational communication, studies in several countries 

indicate that information and knowledge about side effects and 

effectiveness are fundamental when women choose contraceptives [25, 

65, 68, 74-77], including at the time of an abortion [15, 72, 73]. 

Informational communication concerning effectiveness and side effects 

presented via visual decision aids seems to facilitate women’s 

contraceptive choices [73, 78].   

 

Information regarding side effect also seems to be central in counselling 

since it is common for women to discontinue contraceptive use due to 

experiences and fear of side effects [25, 68, 69].  Side effects that trouble 

women are effects on mood [70], weight gain, and changes in menstrual 

patterns [76]. Fear of side effects seems to also negatively influence 

women’s contraceptive use after an abortion [79-81]. On the other hand, 

women are also reported to be more willing to initiate contraceptive use 

post-abortion. However, research indicates mixed findings regarding 

women’s motivation for contraceptive use after an abortion [2, 3, 82].  

 

The time of an abortion is described as crucial for women to find and 

initiate a satisfying contraceptive method [2], especially, since  they may 

choose not to return for a follow up [41] or may not have the opportunity 

to do so due to long distances, stigma or violent relationships [2, 28]. 

Women’s fertility also returns quickly post-abortion [83, 84], and 60% of 

women have intercourse within two weeks, according to a Swedish study 

[85].  
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Previous research indicates that women find contraceptive counselling 

practical and feasible at the time of abortion counselling if it is provided 

in a non-judgemental manner [14, 86]. On the other hand, this 

counselling seems to be different from contraceptive consultations in 

general. Contraceptive counselling at the time of abortion often includes 

multifaceted and existential abortion decisions for women and their 

partners [16, 55], and hence women seem to have a limited receptivity to 

information about contraceptives [14]. 

 

Feelings of anxiety and ambivalence are common at the time of an 

abortion. In contrast, women also express feelings of relief, higher levels 

of quality of life and increased maturity after an abortion [55-57]. Women 

who experience an abortion appear to have higher psychiatric morbidity 

compared with women who do not [87, 88]. Experiences of abortion are 

not associated with increased risk of psychiatric morbidity, according to 

previous studies. Instead psychiatric morbidity seems to already exist in 

women before the abortion, and to increase the likelihood of abortion. A 

higher psychiatric morbidity among women who experience an abortion 

may thus reflect increased vulnerability [58, 89]. These women may have 

increased needs for follow up and for trusting relationships in 

counselling.  

 

Women report feelings of being pushed to choose a more effective 

method, such as long-acting reversible contraception (LARC), and 

experiences of stigma at the time of a repeat abortion [90, 91]. This may 

negatively affect their ability to establish trusting relationships [50, 64, 

92], especially at the time of an abortion [64].  

 

There is still insufficient knowledge about how trusting contraceptive 

counselling in relation to abortion counselling influences and contributes 

to more effectively preventing repeat UPs and abortions. This emphasises 
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the need to understand women’s and HPs’ views on contraceptive 

counselling at the same time as abortion counselling. Few studies report 

on women’s lived experiences of contraceptive counselling following 

abortion counselling and its influence on contraceptive use post-abortion 

[14, 17, 18].  

 

Prevalence of contraceptive use 
 

Globally, contraceptive use has increased since 1970. About 63% of 

married women of reproductive age were using modern or traditional 

methods of contraception in 2017. Contraceptive use is still lower in 

Africa (36%) compared to other major regions of the world [93]. The 

combined oral contraceptive (COC), intrauterine devices (IUDs) and 

female sterilisation are cited as the most commonly used female 

contraceptive  methods [26, 94]. Male contraceptive methods  or methods 

that require their co-operation  to use, account for one-quarter of all 

contraceptive use globally and include condoms, withdrawal, rhythm and 

male sterilisation [94].  

 

The contraceptive pattern has changed in the USA and Scandinavian 

countries like Sweden, Denmark and Finland. More women choose LARC 

[70, 95, 96], which is collectively defined as IUDs, Levonorgestrel-

intrauterine systems (LNG-IUSs), and subdermal implants [96]. In 

Sweden, approximately 40% of fertile women use hormonal contraceptive 

methods [96]. Swedish women who have given birth have a long tradition 

of using IUDs/LNG-IUSs [71]. COC, IUDs and LNG-IUSs are the most 

commonly used methods in Sweden [96]. Globally, COC seems to be the 

most commonly chosen method after an abortion [2, 3, 82], but less is 

known regarding Swedish women’s contraceptive choices at that time.  
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Many UPs occur despite contraceptive use, which may be due to women 

and HPs overestimating the effectiveness of different contraceptive 

methods [7, 97], contraceptive failure [8, 98] or discontinuation [67]. The 

effectiveness of a contraceptive method is measured by the Pearl Index, 

which indicates how many pregnancies occur per 100 women’s years 

when using a specific method. The Pearl Index is related to both method 

error and user error [99]. For example, COCs are theoretically effective in 

preventing UPs, but due to contraceptive failure such as forgetfulness, the 

effectiveness decreases [97]. Women’s adherence to treatment does not 

seem to differ between 28-day use, extended or continuous cycles, when 

comparing different regimens of using COC, the ring and the patch [100].  

 

In contrast to COC, LARC are independent of daily habits or use in direct 

relation to intercourse. These methods lack user error, which means that 

the actual efficiency is largely equivalent to the theoretical efficiency [97, 

101]. Women seem more satisfied and continue to a larger extent when 

using LARC compared to COC after a year [102]. On the other hand, 

many women who use COC, benefit from important reductions of 

endometrial, ovarian, and colorectal cancer risk that persist for many 

years after discontinuing [103]. 

 

Use of LARC shows a significantly lower risk of UPs and repeat abortion 

within a period of two to four years after abortion, compared to use of 

COC or condoms. However, few of the studies include longer follow up 

times or the choice of subdermal implants after an abortion [41, 104, 105]. 

Regarding the use of LARC at the time of an abortion, a subdermal 

implant can be inserted at the time of a medical abortion at mifepristone 

intake or during a surgical abortion [106, 107]. An IUD/ LNG-IUS can be 

inserted directly after surgical abortion or within 10 days post medical 

abortion [85]. Immediate insertion of an IUD/LNG-IUS seems to increase 
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contraceptive uptake compared to insertion four weeks post-abortion, 

since more women return within 10 days [85]. In Sweden, if women wish 

to use LARC, insertion has generally been undertaken three to four weeks 

after a medical abortion or directly after a surgical abortion [108]. 

According to recent recommendations, LARC methods should be 

provided and inserted within a week post medical and surgical abortion  

[109]. However, studies evaluating early insertion of LARCs in clinical 

practice in the context of abortion are sparse. 

 

Contraceptive and abortion care in Sweden 
 

According to the Swedish goals for SRHR, all women and men should 

have access to knowledge about effective contraceptive methods [6, 110]. 

In the Swedish health care system, contraceptive counselling is free of 

charge to women of all ages. A number of hormonal contraceptives  are 

subsidised for women up to the age of 25 years, including subdermal 

implants and LNG-IUS [111]. Contraceptive counselling and prescriptions 

for contraceptives are mostly provided by midwives in the primary 

healthcare service and at youth clinics [112]. Women who need extra 

control in relation to diseases should be referred to a gynaecologist for 

contraceptive counselling [99]. 

 

According to Swedish abortion law, contraceptive counselling  should be 

offered at the time of an abortion, as well as counselling with a social 

worker [113]. The main professionals involved in the abortion care are 

gynaecologists, midwives, nurses and social workers [109]. Women are 

free to undertake an abortion until the 18th week of pregnancy (week 

18+0 days [114]. Medical abortions represent 93% of all abortions; 75% of 

all abortions are performed at home, before gestational week nine. In 

comparison, surgical abortion was the most common method during the 
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1990s. Today, only 7% of all abortions are surgical and the majority of 

these are undertaken in gestational weeks 9–12+0 [36]. 

 

There are about 37 000 induced abortions each year in Sweden, almost 20 

per 1000 women in the age range of 15–49 years. Abortions among 

teenagers have decreased from 25 per 1000 women in 2006 to 12 per 

1000 women in 2017. However, the rate of repeat abortions (45%) has 

increased [36], although this rate is unclear, despite previously described 

conditions. There is no national abortion register based on Swedish 

personal identification numbers that would enable research on women’s 

choice of contraceptive methods or an evaluation of the prevention of 

repeat UPs and abortions [115]. 

 

At the time of an abortion, both midwives and gynaecologists provide 

abortion and contraceptive services, including counselling and the 

insertion of LARC. Gynaecologists are formally responsible for the 

abortion service. Specially educated and delegated midwives run services 

for early medical termination of pregnancy autonomously, including 

counselling, examination, ultrasound and treatment [108].   

To improve contraceptive counselling and services in abortion 
care 

 

Given the challenges with repeat UPs outlined above, there is room for 

improvement in abortion services. Improvement follows from the 

application of knowledge through changing how work is carried out [116, 

117]. In abortion care, the question is how midwives, gynaecologists and 

other HPs might change their approach to contraceptive counselling and 

services to better enable their patients to prevent repeat UPs. 

 

Previous research shows the difficulty of implementing new knowledge 

and changing clinical practice [118]. Implementation is described as a 
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process of integrating new practice in settings. There are several models 

and theories  in implementation science describing and/or explaining as 

well as evaluating the process [119]. There are similarities between 

implementation science and systematic quality improvement studies as 

both involve the process of changing clinical practice. However, a quality 

improvement study in health care also describes the effects of 

improvement actions and health related outcomes in the health research 

context [120].  

 

Many healthcare organisations undertake systematic quality 

improvement efforts to facilitate changes in clinical practice [121]. One 

approach is Quality Improvement Collaborations (QICs), such as the 

Breakthrough collaborative model [122]. A number of teams come 

together around an issue of common interest to decrease the gap between 

existing knowledge and regular clinical practice, in order to improve 

people’s health and health care [122, 123]. QICs involve the use of quality 

improvement methods [122] and are widely used in health services [123-

125]; they have also been tried in contraceptive services [126]. Previous 

research regarding contraceptive services indicates that a QIC approach 

can help to improve the quality of contraceptive services [126]. Less is 

known regarding QICs and user involvement for improving contraceptive 

counselling and services  in abortion care. 

 

When aiming to improve health care services, there is growing support for 

the benefits of collaborating with patients [127, 128]. User involvement is 

thought to improve partnerships and services in healthcare [127, 129]. 

User involvement can also mean that patients are actively involved in 

research projects. Patients who are involved as partners in research share 

their experiences of healthcare and both participate and collaborate in the 

design and reporting of research [128]. This thesis employed user 

involvement in the QIC in study IV through the voluntary contributions of 
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two women with lived experience of contraceptive counselling at the time 

of abortion.  

Theoretical framework 
 

The concepts of prevention, health promotion and person-centred care 

formed the theoretical framework for this thesis. The research process 

considered the concepts of prevention and health promotion as central 

aspects of SRHR [5] and contraceptive counselling [61] in the context of 

abortion. During the research process, the principle of person-centred 

care [130-132] became a part of the theoretical framework.    

Prevention and health promotion 

 

Prevention is defined as keeping people away from unwanted events, such 

as diseases, physical damages and social problems [133, 134]. Prevention 

that includes an entire population is called universal prevention, while 

prevention intended for a particular group of the population is called 

selective prevention. Indicated prevention is intended for individuals who 

have an increased risk of an undesired event. Prevention of UPs involves 

all three – universal, selective and indicated – approaches [134]. 

Universal prevention could include strengthening knowledge about 

contraceptive methods among both women and men to prevent UPs. 

Additionally, women who experience abortions are believed to be a group 

that needs selective and indicated prevention to avoid a repeat UP. 

 

The concept of health promotion is closely related to prevention, and 

these concepts overlap and share many goals. Health promotion is  

described as a process of empowering people to take control of their own 

health and to improve healthy behaviours among individuals and 

communities [133].  
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Developing information, access to contraceptive methods and strategies 

in counselling to strengthen SRHR are health-promoting activities [133]. 

These activities  can also be defined as prevention when aiming to prevent 

repeat UPs and abortions [5]. In this thesis, health-promoting activities 

and prevention are also described as drivers or improvement actions. 

 

Preventing UPs is complex; what works for one woman or one country 

does not necessarily work for other women or countries [135, 136].  

Previous prevention programmes have reported an increased choice of 

LARCs among women with socioeconomic challenges in the USA [136], 

whereas there was limited impact on women’s contraceptive choices in a 

similar setting in the UK [135]. The core message in health promotion and 

prevention programmes might interfere with people’s autonomy and 

cause resistance to such things as more effective contraceptive methods, 

such as LARC [92, 137]. Women may experience infringement of their 

reproductive autonomy at the time of contraceptive counselling, even in 

countries where contraception is promoted, accepted and available [64, 

92]. This indicates that healthcare services aimed at preventing UPs need 

to be designed in line with women’s autonomy and individual needs. 

Furthermore, the services and counselling need to enable and strengthen 

women to prevent UPs. One way of achieving this is to develop 

counselling inspired by person-centred care. 

 

Person-centred care 

There is a growing knowledge regarding the value of person-centred care 

(PCC) when meeting with patients and improving healthcare services 

[130]. For PCC to be facilitated in clinical practice, it needs to be applied 

consistently at all levels of healthcare. Health services need to develop 

practices that integrate and maintain PCC in daily clinical work [131, 132, 

138].  
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Improving the partnership between HPs and the patient is central in PCC. 

The patient is seen as an equal partner, a human being and an expert in 

his or her own situation, and is given the opportunity to be active in 

planning the healthcare [131]. The concept involves empathy, respect and 

active listening to the patient’s story. PCC also includes developing the 

partnership, e.g. through shared decision-making (SDM), and involves a 

mutually agreed plan for the care. The plan includes coordinated care or 

treatment [130, 132, 138].  

  

The concepts of PCC and patient-centred care have many similarities 

[139]. Both concepts focus on empathy, respect and engagement when 

building a relationship with the patient. However, there seem to be 

differences regarding the goals [139]. PCC seems to focus more on the 

meaning of life and emphasises the importance of understanding the 

person behind the patient in order to engage the person in their care [131, 

139].  

 

PCC involves different approaches due to the clinical situation. SDM and 

MI are examples of useful and well-described approaches to achieving 

PCC in situations where knowledge supports specific behaviour changes 

[140]. Both approaches focus on the person’s values, needs, and 

resources, and involve reflective listening to women’s stories and open-

ended inquiry [62, 72, 73, 141].  SDM focuses on making a decision and 

MI on the process of changing a behaviour [140].  

 

Strengthening the person’s autonomy is central in SDM. The HP’s role is 

to support people to become well-informed. The role also includes 

supporting individuals in exploring their personal preferences among 

available choices and providing professional guidance in their decision-

making [140]. In MI, the HP focuses on supporting people to recognise 

their own abilities and to resolve ambivalence about changing their 
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behaviour. It is often practised in situations that require behaviour 

change that a person feels ambivalent about [140, 142]. However, many 

clinical consultations seem to involve both MI and SDM [140].  

 

When practising SDM at the time of contraceptive counselling, the HP 

presents contraceptive options, including information about side effects 

and effectiveness. The HP should also provide opportunities for women to 

express their fears as well as ask questions about contraceptives and 

interactively participate with the woman in method selection [62].   

 

PCC and SDM have been criticised since some people may have no or 

little ability to participate in decisions regarding their own health. It has 

also been discussed in terms of the likelihood of having an equal 

partnership in healthcare. On the other hand, PCC should cover a holistic 

perspective, including individuals’ complex needs [143] and ability to 

coproduce health [129]. SDM should be seen as a dynamic process 

between paternalism and the client’s informed choice in clinical settings. 

In situations where the HP and client do not agree, SDM seems to provide 

an approach for conflict resolution that can be valuable from an ethical 

perspective [144]. 

Rationale 
 

A high proportion of women who have experienced an abortion undergo 

repeat UPs [36, 39], despite contraceptive use and/or access to 

contraception [98]. It is still unclear how to design and improve 

contraceptive counselling at the time of an abortion in order to support 

women to prevent repeat UPs [17, 18]. Repeat UPs and abortions are 

associated with socioeconomic challenges [9, 12, 38] and thus indicate 

health inequalities amongst women. This stresses the need to support 

women to recognise their own abilities, expand their knowledge and their 
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autonomy in contraceptive decision-making. Thus strengthening women’s 

ability to choose and initiate a contraceptive method that prevents UPs 

would help increase their SRHR.  

 

One possibility is to generate additional research evidence on the 

effectiveness of different contraceptive methods post-abortion in order to 

increase knowledge about how to support women in preventing a repeat 

UP in clinical practice. Previous studies are performed under strictly 

controlled conditions; few studies regarding LARC are consistently 

applied in clinical practice [41, 104, 145]. 

 

Another central opportunity is to develop knowledge about how to 

provide contraceptive counselling that fulfils women’s needs at the time of 

an abortion. It is essential to understand women’s lived experiences since 

they report limited trust in HPs in contraceptive decision-making [50, 65, 

92]. Women might have other needs in complicated life situations that it 

is important for HPs to take into account [13, 19, 54]. To date, the 

research on women’s lived experiences of contraceptive counselling at the 

same time as abortion counselling and their influence on contraceptive 

use post-abortion is scanty [14, 19, 86]. 

 

Filling the aforementioned knowledge gap can be seen as the first steps in 

seeking to design and improve contraceptive counselling and services in 

abortion care. Little is known regarding the benefits of applying the 

principles of PCC [130, 138] , and user involvement [127] in clinical 

practice and quality improvement models such as QIC, when improving 

contraceptive counselling at the time of an abortion [122, 123].  
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AIMS 

The overall aim was to study women’s choice and use of contraceptive 

methods post-abortion. The research also aimed to describe contraceptive 

counselling in the context of an abortion from women’s and HPs’ 

perspectives. Initial studies informed subsequent improvement efforts, 

also evaluated in the thesis, regarding contraceptive counselling and 

services at the time of an abortion.   

 

 

Specific aims 

 

To study the choice of contraceptive method after abortion and the related 

odds of repeat abortions within three to four years (study I).  

 

To identify and understand women’s lived experiences of contraceptive 

counselling given at the same time as abortion counselling (study II). 

 

To identify and describe HPs’ experiences of providing contraceptive 

counselling to women seeking an abortion (study III). 

 

To describe and evaluate a QIC designed to enhance contraceptive 

services, with regard to changes in HPs’ counselling in clinical practice 

and in women’s subsequent choice of, and access to contraception 

(study IV).  
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METHOD 

Designs and settings 
 

In this thesis, a variety of methods were used in order to explore several 

aspects of contraceptive counselling and services at the time of an 

abortion and increase our understanding [146, 147].  

 

In study I, a quantitative approach was used. Numerical data was 

collected from medical records at the time of an abortion and analysed. 

Studies II and III took qualitative perspectives, whereby interviews 

provided an understanding of contraceptive counselling and services at 

the time of an abortion. Study IV invited multi-professional teams to 

apply knowledge generated in studies I–III in a QIC emulating the 

Breakthrough Collaborative model [122]. Furthermore, study IV 

combined quantitative and qualitative perspectives in a case study design 

to document and evaluate efforts to improve counselling and services. 

Numerical data from medical records regarding contraceptive choice and 

use were collected and analysed, along with project documentation 

regarding HPs’ experiences of the QIC. See Table 1 for an overview of the 

designs and settings of the studies. 

 

In total, six hospitals in departments of obstetrics and gynaecology were 

involved in studies I–IV. These six hospitals were differently sized and 

located in two counties in the south-east of Sweden. In three departments, 

both gynaecologists and specially trained midwives provided early 

medical abortion services, whereas in the other three only gynaecologists 

provided abortion services, at the time of data collection. The two 

counties exhibited different rates of repeat abortions, 38–52% and were 

diverse sociodemographically [148].  
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 Table 1. Overview of the studies included in the thesis 

 

 

  

 

Study 

 

Design 

 

Participants/ 
sample 

 

Setting 

 

Data 
collection 

 

Analyses  

 

I 

Quantitative 

prospective 

cohort study 

 

987 medical 
records of women 
undergoing 

abortion 

University 

hospital (1) 

Central county 

hospital (1) 

District hospital (1) 

Review of 
medical records 
during  

2009–2012 

Parametric and 
non-parametric 
analyses 

Chi-square, 
Students’ T-test, 
Survival analysis, 
Regression model, 

 

II 

Qualitative 

inductive 

interview study 

13 women who 
had experienced 
an abortion 

University 

hospital (1) 

Central county 

hospital (2) 

District hospitals (2) 

Individual 
interviews 

Interpretive 

phenomenology 

 

III 

Qualitative 

inductive 

interview study 

6 midwives and 
15 gynaecologists 

 

University  

hospital  (1) 

Central county 

hospital (1) 

District hospital (1) 

Individual 
interviews 

Qualitative 
conventional 
content analysis 

 

IV 

Organisational 
case study 
regarding a QIC 

 

Three teams 

involving 13 
professionals in 
abortion care 

 

 

Departments of 
Gynaecology and 
Obstetrics at 
Central county 

hospitals (2) and 

District hospital (1) 

Quantitative 
data 

 

 

Qualitative 

 data 

 

Statistical process 
control chart 
analysis 

 

Content analysis 
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Samples and characteristics of participants 

Study I 

All women with a Social Security Number (i.e. permanent residents of 

Sweden) who had a diagnosis of ‘unwanted pregnancy’ (z.64.0 in ICD-10) 

during 2009, at the three hospitals were included (Table 1). Women were 

excluded if they moved out of the catchment area, if the diagnosis at the 

index visit was incorrect, if women decided to continue the pregnancy, or 

if sterilisation or hysterectomy occurred during the follow-up period 

(Figure 1). Furthermore, women were also excluded if the induced 

abortion was due to maternal illness or foetal abnormalities, since these 

women might desire a pregnancy in the near future. 

 

In power calculations, we hypothesised that the choice of LARC post-

abortion would be related to fewer repeat abortions within three to four 

years compared with other contraceptive choices. We needed to include 

705 women (medical records), to reach 80% power, to identify a 

difference at a 0.05 significance level. We expected that 30% of the 

women would choose LARC [41] but there was a substantial uncertainty 

in this approximation; therefore, we doubled the number of women. 

 

A total of 1574 medical records of women had a diagnosis of unwanted 

pregnancy (z.64.0. in ICD-10). In this group, we recognised 1395 women 

who had undergone an abortion during 2009 at the study hospitals. Of 

these 1395 medical records of women, 587 were excluded (Figure 1).  

Background characteristics of the women in study I are described in Table 

2. 
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Figure 1. Flowchart of included medical records. 

 

Studies II and III 

To achieve a wide range of experiences in the interview studies, we 

included women and HPs from different counties and from differently 

sized hospitals (Table 1).  

 

In study II, 29 Swedish-speaking women, >18 years old who had 

undergone an abortion, were invited to participate in the study. Sixteen 

declined to participate and 13 women were interviewed. Women were 

excluded if the termination of pregnancy followed because of foetal 

malformations or a maternal disorder. Background characteristics of the 

interviewed women are described in Table 2. In addition, four were single 

and two women stated mental health problems. 
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In study III, 40 HPs, who were providing contraceptive counselling and 

prescribing contraceptives within abortion care, were invited to 

participate. Twenty-four agreed to participate. Three were excluded as 

they were not presently prescribing contraceptives in the context of an 

abortion. Finally, 21 HPs were interviewed. Characteristics of the 

interviewed HPs are described in Table 2. Additionally, the HPs had a 

median of 10 years of professional experience (range 1–21) and two of the 

HPs were male. In this thesis, HPs are subsequently defined as 

gynaecologists and midwives providing contraceptive counselling and 

services within abortion care. 
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Table 2. Characteristics of participants in studies I-IV 

 

*HPs = Health professionals. Gynaecologists and midwives providing 
contraceptive counselling and services within abortion care. 
  

Study 

 

 I   II   III       IV 

Participants  

n 

Women 

987 

Women 

13 

HPs* 

21 

Professionals    

13       

Age 

 median  

(range) 

 

26  

(14–54) 

 

27  

(20–40) 

 

42  

(30–64) 

 

   - 

Previous pregnancy 
n/% 

 

619 / 63   

 

10 - 

 

-  

 

-            

Previous birth  

n/% 

 

548 / 55   

 

6 - 

 

- 

 

-             

Previous abortion 
n/% 

 

380 / 38   

 

5 - 

 

- 

 

 -           

Education:  

highest attained  

    

Upper secondary 
school 

 

- 

 

8 

 

- 

     

    2         

University - 5 21     11         

Profession     

Midwife - - 6      7          

  Gynaecologist - - 15      2       

Social worker - - -      2       

Secretary - - -      2         
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Study IV 

Departments of obstetrics and gynaecology at three hospitals agreed to 

send teams to participate in a QIC (Table 1). Participating departments 

were guided to form multi-professional teams including 4–5 professionals 

involved in abortion care (Table 2). In two of these departments, both 

gynaecologists and midwives provided medical abortion, whereas in the 

third department, only gynaecologists did so (team C).  

 Procedure and data collection 

Study I 

Medical records were reviewed manually from the date of the index 

abortion during 2009 until 31 December 2012, by using a standardised 

form. Local secretaries in each department de-identified all records before 

three reviewers (the author and three researchers in the researcher group) 

started the record review and data collection. The standardised form and 

review procedure were pilot tested on 30 records, which led to a few 

changes. Subsequently, the 30 pilot medical records were included in the 

study. 

 

The three reviewers had a referee in case of inquiries or disparities. Data 

collected from the medical records are presented in Table 3. Data 

regarding women’s choice of contraceptive method was collected within 

four weeks after the index abortion. If the woman chose no contraception, 

it was documented as “No chosen method”. LARC was defined as Cu-

IUDs, LNG-IUS and sub-dermal implants. Repeat abortion was defined as 

one or more pregnancy terminations during the follow-up time. At each 

hospital, each woman’s record was reviewed for repeat abortions from the 

time of the index abortion until the end of 2012. We were not able to trace 

women outside the region of their hospital in Sweden as there is no 

individual-based abortion register.   
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Table 3. Overview of data collection for studies I–III 

 

 

          

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Study I 

 
Quantitative 

retrospective 

cohort study 

 
Data 

from records: 

 

Age 

 

Previous 

Pregnancies 

Deliveries 

Abortions 

 

Choice of 
contraceptive 
method at the 
index abortion 

 

Abortion  

method 

 

Use of  

interpreter 

 

Current 
Chlamydia 
infection 

 

Repeat abortion 
during the period 
2009–2012 

 

Studies II and III 

 
Qualitative inductive interview study 

 

 
 

II Main question                III Semi-structured                                               

                                           interview guide   

          

“ Please tell me                     “ Please tell me how  

  about the meeting                  you think about  

  where you talked about           contraceptive methods 

the abortion                           for a woman seeking 

and contraceptives? ”              abortion? ” 

                                               

 

                                             How do you reason      

                                             about adherence when        

                                             prescribing a certain 

                                             contraceptive to  

                                             a woman? 

 

                                              

 

                                             What do you do if a                   

                                             woman is hesitant 

                                                    about using contraception?                                                 

 

                                              (When meeting a                              

                                                 woman) 

 

 

 

 

 

               Probes/follow up questions 

Can you please tell me more?  

Can you give an example?  

 

               Demographics 

 II                                                 III 

Age                                                    Age 

Highest education                             Gender 

Relationship status                           Profession 

Employment status                          Years of professional 

Reproductive history                        experience 

 

Choice of  

Contraception at: 

-unintended conception 

-at the abortion 
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Studies II and III 

In study II, women were invited to the study by midwives and 

gynaecologists who met them during abortion counselling. The women 

were invited for an interview four to six weeks post-abortion.  In study III, 

midwives and gynaecologists (HPs) involved in contraceptive prescription 

and counselling in the abortion care were invited through staff meetings 

or via mail. Women and HPs who agreed to share their experiences were 

contacted via telephone or e-mail by the author (HK) and orally informed 

about the study.  

 

In both studies, pilot interviews were conducted to test the interview 

questions. The material from the pilot interview in study II was included 

in the analysis, because it was valued as rich information. All the 

interviews were initiated with an open-ended request (study II) or by 

interview questions, not necessarily in the same order (study III). In both 

studies, follow-up questions and probes were used to generate a deep 

understanding of their experiences (Table 3).  

 

The interviews were performed by HK at places and times chosen by the 

women and HPs between May 2016 and January 2017 (study II) and 

between June 2014 and January 2015 (study III). Furthermore, the 

interviews were conducted in private homes, in private rooms at libraries, 

work-places or through web-based communication (Skype®) [149].  

The median duration of the interviews was 49 min (29–65 min) (study 

II), and 40 min (25–62 min) (study III). The interviews (studies II and 

III) were digitally recorded, de-identified, transcribed verbatim and kept 

in a locked place. 
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Study IV   

This study was a case study regarding a QIC [150], performed as part of 

regular health services, involving three multi-professional teams. Before 

the QIC (October–December 2016), two researchers visited staff meetings 

in the teams’ departments. Each team and their department head were 

informed of the findings from studies I–III through staff meetings. Team 

members agreed to share de-identified data regarding women’s choice of 

contraceptives and start of LARC at the time of an abortion with the 

research team. They also gave informed consent for researchers to take 

field notes of observations from the QIC. The QIC included four Learning 

Sessions (LSs), during March–November 2017 (Figure 2). Two women 

with personal experiences of contraceptive counselling in the context of 

an abortion (who had participated in study II) agreed to give feedback on 

the team’s ideas as a form of user involvement [127] to help the teams to 

improve their counselling and services.    
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Figure 2. Timeline for the case study design regarding a Qualitative 

Improvement Collaborative (QIC) 

PM = Phone meetings, LS = Learning sessions, UI = User involvement 
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An external Improvement Advisor, from one of the participating health 

systems, supported the teams in using improvement tools, including the 

Driver diagram, the Action plan and the PDSA (for Plan, Do, Study and 

Act) cycle [116]. During “Active periods” between LSs (Figure 2), the 

teams planned, tested and studied changes in practice – improvement 

ideas – in their own departments. Each team was asked to appoint a 

coordinator, to link the team with the Improvement Advisor and the 

researcher (HK) during the QIC.   

 

The case study combined the collection of both qualitative and 

quantitative data to describe how the QIC developed (Figure 2). 

Qualitative data included field notes, taken by the researchers, and project 

documentation including HK’s e-mail correspondence throughout the 

QIC and notes from phone conversations. It also involved verbatim 

transcripts of a group session during the concluding LS4 with team 

members involved in counselling. Furthermore, data were collected 

through an anonymous electronic survey, sent out by the Improvement 

Advisor to team members, regarding their experience of participating in 

the QIC. 

 

Quantitative data included:  

 The number of induced abortions at the three departments per 

month during the QIC 

 The monthly proportions of different contraceptive methods chosen 

by women at the time of an abortion as documented in the medical 

record 

 The monthly proportions of women who started to use LARC within 

30 days post-abortion.  

 

The time of an abortion was defined as the day of mifepristone-intake or 

the day of surgical abortion (O04.9 a-x in ICD-10). Women who 
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experienced abortion related to foetal malformations were excluded from 

the analyses. From May to October 2017, the administrator in each team 

manually collected and de-identified data from electronic health records 

concerning induced abortions and women’s choice of contraceptive 

method at the time of an abortion. If there was no contraception chosen, 

it was recorded as “No chosen method”.   

Data managers from the participating county health systems retrieved, 

and de-identified, data from electronic information systems on the 

number of abortions and the number of LARC insertions within 30 days 

post-abortion within the geographical area of each hospital, including also 

youth clinics and primary healthcare for women. Start of LARC was 

defined as insertion of either sub-dermal implants, Cu-IUDs or LNG-IUS 

(TQX20 and TLC00 in ICD-10). One team had started to measure 

insertion of LARC post-abortion manually before the QIC and shared 

these data with the researchers.  

Data Analysis 

Quantitative Data Analysis 

Study I 

We used IBM SPSS statistics version 20, in the statistical analysis (IBM 

Corp., Armonk, NY, USA). The statistical analyses are summarised in 

Table I. Repeat abortion during the follow-up period was measured as 

both a continuous and a categorical variable in the analysis. By using the 

Chi-squared test, we calculated p-values and presented the outcomes as 

odds ratios (OR) with 95% confidence intervals (CI) for the categorical 

variables: contraceptive method, repeat abortion and abortion method.  

 

We compared the characteristics of the women who selected LARC with 

women who selected other contraceptives, by using the Student’s t-test. 
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We adjusted for the possible confounding factors: age, previous 

pregnancy, delivery and abortions, by using a logistic regression model. 

By using Kaplan Meier’s survival test, we approximated the proportions of 

women not having a repeat abortion according to their selected 

contraceptive methods from the time of the index abortion until the first 

repeat abortion.  

Study IV 

We analysed the percentage of women who chose effective contraceptive 

methods, defined as hormonal contraceptive methods or LARC methods, 

at the time of an abortion. We also analysed the numbers of women who 

underwent abortion and the proportion of these who started to use LARC 

within 30 days post-abortion. To visualise data over time and to 

distinguish random from special causes of variation, such as shifts in 

performance, we used Statistical process control charts [151-154]. Control 

charts display a sequential plot for a measure of interest – e.g. the 

monthly proportion of women who underwent abortion and who received 

LARC within 30 days post-abortion – and provide rules for analysing its 

variation. 

Qualitative Data Analysis 

Studies II and III 

Both studies were based on textual descriptions from the interview 

transcripts. Each transcript was read verbatim several times to get an 

overview and in each transcript codes or significant statements were 

noted describing the woman’s or the HP’s experiences.  

 

In study II, we used interpretive phenomenology, where the focus is on 

the meaning, structure and essence of lived experiences of a phenomenon 

for a person. In interpretive phenomenology, the preunderstanding is 

recognised by the researcher and used in the interpretation of the 
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transcripts during the analysis [155]. HK and one of the other researchers 

are midwives with experiences from providing contraceptive counselling 

at the time of an abortion. The third researcher (a nurse) has experiences 

of research in SRH. 

 

The transcripts were analysed according to Moustaka’s modification of 

the Stevick-Colaizzi-Keen method, adding interpretation. Out of each 

transcript, a textural description was performed, including labelling and 

arranging each theme. After that, the researchers reflected on the 

arrangement and variation of the themes and modified the sense of each 

theme using the researchers’ interpretations of the text. The steps above 

were repeated for each transcript. Finally, textural and structural 

descriptions were combined from each theme into descriptive general 

themes. The essence was recognised from the general themes and 

represented the complete meaning of the experience [155].  

 

In study III, qualitative content analysis was used. This method is 

described as a systematic process enabling identification, coding and 

categorisation of a pattern in a text [156]. The transcripts in this study 

were analysed by using conventional content analysis according to Hsieh 

and Shannon [157]. Within each transcript, codes were marked to 

highlight exact words from the transcript that seemed to capture key 

thoughts. After that, we made notes of our first impressions, views and 

initial analysis. During this phase, we developed labels for codes which 

mirrored key thoughts and turned them into the coding scheme. We 

arranged the codes into clusters, based on how they were connected [157].  

 

In studies II and III, in order to strengthen the validity of the findings, 

the analyses were performed by three researchers. They analysed the data 

separately, discussed, and agreed on the definitions of the clusters and the 

interpretation of the essence. 
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Study IV  

Qualitative data (Figure 2) was analysed by qualitative content analysis 

[156]. HK read through all the collected data and highlighted data 

describing experiences of the QIC and changes in HPs’ counselling and 

services in clinical practice in the context of an abortion. Data concerning 

changes in HPs’ counselling and clinical practice were categorised in a 

coding scheme based on the primary drivers – the four areas of evidence-

based change ideas – in the Driver diagram [158] (Figure 3).  

Furthermore, data describing other activities in the QIC, but not matching 

the drivers, formed a separate category. During analysis, HK divided the 

categories into subcategories. In order to strengthen the validity of the 

findings, two additional researchers read through the collected data 

separately. They discussed with HK until they reached consensus on the 

analysis. One of the participating HPs in the QIC reviewed the summary 

of the findings, and co-authored study IV, as a form of participant 

validation [159]. 

  



   Method 

45 
 

 

 

Figure 3. The QIC’s Driver diagram with the four primary drivers 

representing evidence-based ideas for change. 

LARC= Long acting reversible contraception. Effective contraception was 
defined as LARC or hormonal contraceptive methods such as combined oral 
contraceptive ,progestin only pill, the vaginal conceptive ring, the transdermal 
contraceptive patch and injection.
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Ethical considerations 
 

All four studies in the thesis were performed in accordance with the 

Declaration of Helsinki [160]. The Regional Ethical Board of Linköping 

approved studies I–IV (reference numbers; #2013/145-31 (I & III), 

#2016/81-31 (II), #2016/486-31 (IV). Permissions to review medical 

records in study I, and to invite HPs/women in studies II–IV, were given 

by heads of participating departments.  

 

The principle of participants’ autonomy was respected throughout the 

thesis. Participants in studies II–IV received both verbal and written 

information about the study before they decided to participate. The 

information underscored that involvement was voluntary and that they 

could withdraw their participation at any time without explanation or 

consequences. 

 

Verbal consent was provided in study II, whereas written consent was 

provided in studies III and IV. In study II, women who showed interest 

after receiving written information were contacted via e-mail or telephone 

by HK. They were verbally informed about the study. If they accepted an 

interview four to six weeks after the abortion, this was considered to be 

informed consent. 

 

The principle of not causing harm was considered during the research 

process. In study I, it was considered not possible to obtain informed 

consent from the women, who experienced an abortion in 2009. A secure 

process to de-identify these women’s medical records was undertaken. 

Local administrators at each hospital de-identified and coded all the 

medical records before the researchers reviewed them. None of the 

researchers had access to the coding list. To protect sensitive information 

regarding abortion, all medical records or data from digital records were 
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de-identified in studies I and IV. Medical records were kept in secure, 

locked locations and only one secretary in each department had access to 

the coding list in study I. All transcripts from the interviews in studies II 

and III were de-identified and coded. They were kept in secure locations 

and only the researchers had access to them. Participating women in 

study IV shared their views in anonymised form; only HK had access to 

their mail-addresses and phone numbers.  

 

The risk of burdensome experiences was taken into account. In studies II 

and IV, women were contacted and shared their experiences of 

contraceptive counselling in connection with the abortion visit. The 

women’s attitudes towards contraceptive use or choices were not 

questioned. If women indicated that they needed additional counselling 

regarding contraceptive choices or the abortion experience, they were 

guided to an HP or a social worker. In study III, HPs were interviewed 

regarding their experiences of providing contraceptive counselling at the 

time of an abortion. Their recommendations or approaches to 

contraceptive advice were not questioned. 

 

The principle of beneficence was considered when planning and 

conducting the research. Doing good implies that the research is likely to 

yield benefits for the person or groups to whom it is addressed. This thesis 

may provide an increased understanding of different aspects of 

contraceptive methods and contraceptive counselling in clinical practice. 

This understanding can help HPs in abortion care to counsel and support 

women to prevent repeat UPs. 
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RESULTS 

The results of the thesis are organised into the following three themes:  

I) Contraceptive counselling – a complex meeting at the time of an 

abortion, II) Women’s choices, need for guidance and access to 

contraceptive methods, and III) To collaboratively design and seek to 

improve counselling and services in abortion care. 

 

Contraceptive counselling – a complex 
meeting at the time of an abortion  
 

Both women and HPs often experienced contraceptive counselling at the 

time of an abortion as a complex meeting, illustrated in Figure 4 (studies 

II–III). Women described the complexity of being caught in the unwanted 

emotionally charged situation of being unintentionally pregnant as like a 

state of limbo, where they were also sceptical about contraception (study 

II). The time of being unintentionally pregnant was illustrated as hell, 

chaos or darkness, from within which women often reported limited 

receptivity to information and counselling regarding contraceptive 

methods. Women also described a vulnerable position where it was easy 

to be condemned as having failed in contraceptive use (study II). A risk of 

condemning was also reported by HPs, as well as consultations involving 

intimate issues regarding women’s sexual relationships (study III).   

 

The need for respectful counselling was central among women’s 

requirements as they described feelings of guilt and shame. They 

described a respectful HP as someone who was neutral, not judgemental, 

who listened, was empathetic and who clarified the woman’s right to 

decide whether to terminate the pregnancy or not (study II).  
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Figure 4. The complex meeting: contraceptive counselling at the time of 
an abortion.  

Results from the perspectives of women and health professionals, based on the 
findings from studies II and III. 
 

According to both women’s and HPs’ experiences, forming a partnership 

and establishing trust are central in contraceptive counselling at the time 

of an abortion, mirroring PCC (studies II and III).  

 

When you have a conversation about terminating a pregnancy you need an 

empathic listener. I did not experience understanding and did not dare to talk 

about difficulties and fear regarding using hormones. I felt bad; I had already 

failed in using contraceptives. Woman code 8, study II.   
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It is important that the woman feels safe. You need some kind of intuition when 

you talk about contraceptives in the context of a termination.  

HP code 9, study III 

 

Women who experienced respect reported that they often established 

trust in the HP, which enabled contraceptive decision-making. They also 

stated that they were capable of having a conversation about 

contraception and open to receiving help in decision-making, even if the 

situation was emotional charged (study II).  

 

HPs described the consultation at the time of an abortion as usually a 

complex meeting, dealing with two issues – abortion and contraceptive 

counselling (study III). On the other hand, women stated that they were 

primarily focused on one issue – the abortion (study II). HPs described 

challenges in establishing trust when meeting women with special needs 

on top of these two issues. Women with special needs were described as 

women with linguistic barriers, women with mental health problems and 

women who declined offers of contraceptives and who had experienced 

repeat abortions. HPs reported that there were women who had 

complicated life situations that made them extra vulnerable with 

increased needs for trust and individualised counselling. HPs often had 

difficulties in understanding these women’s needs (study III). 

 

It was common in study II for women to report difficulties in finding a 

contraceptive method that worked for them. The women stated a general 

scepticism towards contraceptives, which was seldom discussed in the 

counselling at the time of an abortion. Women who reported being 

questioned as unintentionally pregnant did not dare to express their 

scepticism about contraception.  

Scepticism was described as fear of using hormones, fear of possible side 

effects and negative experiences of previous contraceptive use. Women 
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described how respectful counselling and meeting a skilled HP influenced 

their choice of contraceptives. Women who were initially sceptical about 

contraceptives described how they changed their minds and decided to 

use contraceptives, even in an emotionally charged situation (study II).  

Women’s choices, need for guidance and 
access to contraceptive methods  
 

Women’s choice of contraceptive methods at the time of an abortion 

(n=987) and the relation between contraceptive choice and the odds of 

repeat abortions were stressed in study I. In study III, oral contraceptives 

(OC) were often recommended as the first choice at the time of an 

abortion, recommended by HPs as the most satisfying method. In study I, 

consequently 46% chose OC at the time of an abortion, whereas 34% 

selected LARC (Figure 5). OC included combined oral contraceptives 

(COC) and Progestin only pill. 

 

LARC was chosen more often by women with a previous pregnancy, 

childbirth or abortions (study I). This was also reflected in interviews with 

HPs, where Cu-IUD/LNG-IUS were seldom recommended to nulliparous 

women, related to HPs’ fear of their causing infertility (study III).  
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Figure 5. Women’s (n=987) choice of contraceptive method at the time of 
the index abortion 2009. 

LARC = Long acting reversible contraception; Oral contraceptives = Combined 
oral contraceptives, Progestin only pill; No chosen method = No choice of 
contraceptive method in the record. 
 
 

In study I, 24% of the women experienced one or more repeat abortions 

within three to four years. Of these, 5% underwent two or more abortions. 

The median time was 17 months until the first repeat abortion among the 

239 women. Choice of LARC was associated with fewer repeat abortions 

within three to four years compared with other contraceptive methods, as 

well as OC post-abortion (Table 4). Choice of subdermal implant was as 

effective as IUDs/LNG-IUS in preventing repeat abortions (study I). 
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Table 4. Choice of contraceptive method and odds of repeat abortion(s) 

 

Contraceptive 
methods 

Women Odds of repeat 
abortion(s) b 

Adjustmentsfor 
potential confounding 
factors c 

Comparing groups (n) (OR/ CI) 
 

(OR/CI) 

LARC/ no LARC  987 0.33 (0.23–0.47)
  
 

0.29 (0.19–0.44)  

LARC/OC a 785 
 

0.36 (0.24–0.52)
  

0.26 (0.15–0.42) 

a OC= Oral contraceptives, which includes combined oral contraceptives, and 
progestin-only pills.  b The Chi-square test was used to calculate p-values and 
presented as Odds Ratios (OR) and 95% confidence intervals (CI).c A logistic 
regression model was used to adjust for age, previous pregnancies, childbirths 
and abortions. 
 

 

In study I, during the follow up time, 90% of the women who chose LARC 

avoided a repeat abortion, whereas 75% of the women who selected OC 

did so. Women who, according to the medical records chose no method, 

had similar proportions of repeat abortions as women who chose OC, 

Figure 6 (study I). The likelihood of a repeat abortion during the follow-

up time was significantly lower among women choosing LARC compared 

to all other choices (p< 0.001), Figure 6.  
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Figure 6: Probability of not having a repeat abortion according to chosen 

contraceptive method (n=985).  

Calculated with Kaplan Meier’s survival test from the date of the index abortion 
until the first repeat abortion. LARC = Long acting reversible contraception, OC 
(Oral contraceptives) = Combined oral contraceptives and Progestin only pill. 
Other CM (contraceptive methods) = Injections, the vaginal conceptive ring, the 
transdermal contraceptive patch, Barrier method. No chosen methods = No 
choice of contraceptive method in the record. 
 

In study II, women reported receiving insufficient information and 

guidance regarding the side effects of contraception alternatives, 

indicating a need for enhanced SDM. It was common for women to 

express a need for more information regarding possibly side effects in 

different contraceptive methods (study II). Women also reported that fear 

of side effects were seldom discussed at the time of an abortion. Women 

who reported unmet needs for information and guidance stated that HPs 

lacked confidence and competence regarding contraceptive counselling 

(study II).  
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It was common in study III for HPs to report limited theoretical and 

practical skills in contraceptive methods. They also stated inadequate 

confidence about counselling women who were sceptical about 

contraceptives (study III). Women who reported meeting a skilled HP 

described counselling in which the HP could answer her questions about 

side effects and meet her fears regarding hormones (study II). A skilled 

HP could also guide the woman in her contraceptive decision -making 

according to her previous experiences and individual needs. Women who 

were content with counselling were often introduced to a visual aid 

ranking the effectiveness of different contraceptive methods. This aid 

facilitated the woman’s choice of contraception (study II). 

 

Insufficient counselling and services in line with women’s individual 

needs was reflected in interviews with women and HPs, in studies II and 

III. The first visit was often considered to be an emotionally charged 

situation (studies II and III). As a consequence, women wanted a follow-

up visit to discuss contraception (study II). On the other hand, women 

also stated that it was important to receive contraceptive advice during 

initial abortion counselling as they might not priorities making an 

additional appointment for contraceptive counselling. Women wished for 

a prolonged and flexible time regarding contraceptive decision-making 

and asked for additional time if needed without feeling stressed. Those 

who stated mental health problems described struggles with trying to call 

an unknown midwife after the abortion to make additional appointments 

(study II). 

 

Both women and HPs stated that women had a need for coordinated 

access to LARC within counselling (studies II and III). Women who chose 

LARC at the time of an abortion reported barriers to getting an 

IUD/LNG-IUS inserted (study II). They described difficulties in receiving 



   Results 

57 
 

appointments for insertion, some forgot to call, and some had problems 

in reaching midwives in general healthcare by telephone post-abortion. 

There were also women who expressed worries about a painful insertion. 

Some women were still waiting for IUD/LNG-IUS insertion four to six 

weeks post-abortion (study II). In some abortion services, HPs were able 

to offer appointments for IUD/LNG-IUS insertion; others referred 

women to book appointments by themselves within general healthcare. 

HPs stated that it was common for the women to be unable to get the 

appointments they needed (study III). 

 

It was important for me to receive an appointment for IUD insertion. They 

understood my needs even better than myself. I am working full time, have small 

children and there is not much space for booking appointments.  

Woman, code 6, study II.   

 

To collaboratively design and seek to improve 
counselling and services in abortion care 
 

Study IV describes a QIC and evaluates the teams’ efforts to improve 

counselling and services with user involvement. The QIC drew on the 

findings of studies I–III, revealing opportunities to redesign and improve 

contraceptive counselling and services at the time of an abortion. 

Performed as part of regular health services, the QIC involved multi-

professional teams from three Departments of Obstetrics and 

Gynaecology (Appendix 1). The teams jointly agreed on goals (Figure 3), 

informed by previous findings on women’s choice of contraceptive 

methods (study I) and local statistics from one department. They 

discussed the four evidence-based primary drivers derived from studies 

I–III and the literature in the field. The drivers concerned ways to 

facilitate women’s choice of contraceptive methods and start of effective 
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contraception, including how to support women with special needs, i.e. 

women with language barriers, women with mental health problems, and 

women who decline offers of contraceptives and women who have 

experienced repeat abortions. The HPs in the QIC considered women’s 

experiences regarding contraceptive counselling (study II), the other 

teams’ experiences of the unfolding improvement efforts and the two 

women’s views on the teams’ ideas. The QIC teams also participated in 

analysing quantitative data from their departments regarding women’s 

choice of contraceptive methods and start of LARC, during the QIC. 

 

The teams were introduced to two decision aids regarding contraceptive 

methods’ effectiveness and side effects (Appendices 2 & 3). These aids 

aimed to facilitate contraceptive counselling and help HPs to meet 

women’s needs for information and guidance in SDM. The two women 

with user experience in the QIC described the two aids as helpful for 

choosing a contraceptive method at the time of an abortion. The second 

decision aid (Appendix 3) was translated into Arabic, as requested by the 

teams.  

 

The professionals interacted in two sessions regarding how to develop 

respectful counselling and manage challenging consultations involving 

the discussion of contraceptive use by utilising the approaches of MI and 

SDM (Appendix 1). The sessions were inspired by findings from studies II 

and III and by the principles of PCC, SDM and MI. Two researchers and a 

participating social worker trained in MI, led the sessions according to 

needs stated by the HPs. All teams planned improvement efforts 

according to the four primary drivers (Figure 3). They reported varying 

degrees of testing and maintaining changes at their departments during 

the QIC (Appendix 4).   
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To develop contraceptive counselling 

Participating HPs (midwives and gynaecologists) reported that they 

focused more than before on contraceptive counselling after introducing 

changes in clinical practice (Appendix 4). They also reported that the 

sessions and the two women’s views in the QIC had inspired them to 

involve women more than before in contraceptive decision-making. 

Participating HPs stated that they tried harder than before to understand 

women who declined offers of contraception. They also reported 

increased knowledge about contraceptive methods and confidence in 

counselling after the lectures and discussions at the LSs.  

 

To develop access to LARC 

The HPs arranged and added more appointments to IUD/LNG-IUS-

insertion to facilitate timely and coordinated access, spurred on by the 

women’s suggestions in the QIC (Appendix 4). Coordinated access to 

contraceptive services is in line with PCC and the prevention of repeat 

UPs. However, all the teams reported discovering obstacles to developing 

better access to LARC. Local leadership support varied as well as the 

opportunity to reach colleagues with information regarding the 

improvement efforts. Teams A and B found it difficult to improve access 

to LARC initially, without performance data feedback at LS1-LS2 

regarding the start of LARC after an abortion. Team C, on the other hand, 

was helped by the manual data collection and feedback system that had 

been initiated before the QIC. All teams updated their data classification 

regarding the start of LARC at the time of an abortion, in their electronic 

clinical information system. 

Progress towards QIC goals  

Almost 90% of the women (n=594) undergoing abortion at the three 

departments during the QIC selected an effective contraceptive method 

(hormonal contraception or LARC); 60% of these women chose LARC, 
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during the six months of the QIC. However, none of the teams reached 

goal 1 (≥50% of women start LARC within 30 days post-abortion). The 

control charts showed no signals of statistically significant change in the 

proportion of women initiating LARC within 30 days during the QIC 

compared to the pre-QIC baseline (Figure 7). In Team C’s department, 

40% the women started to use LARC within 30 days post-abortion. The 

department offered appointments for the insertion of IUD/IUS and 

subdermal implants within 10 days post-abortion.  

Participants’ experiences of the QIC 

At the concluding LS, participants reported that the QIC had inspired 

them to continue to improve contraceptive counselling and services at the 

time of an abortion. They valued interacting with other teams, including 

different professionals, and sharing experiences. Several midwives 

reported that, due to their participation in the QIC, they had resumed 

inserting IUDs, after not having done so for many years. All the teams 

described spin-off changes during the QIC in other parts of their services 

(Appendix 4).    
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Figure 7; P-charts showing the monthly proportion of women who 

initiated LARC within 30 days post-abortion in the departments of Teams 

A, B and C.  

The start of LARC is defined as the insertion of LARC in the medical records 
according to classifications. Data for Teams A and B is based on digital data 
from existing information systems regarding the insertion of LARC in the 
context of abortion. For Team C, data is based on manual measurements. LARC 
= Long acting reversible contraception. LARC is defined as subdermal implants, 
Levonorgestrel-intrauterine systems or Copper intrauterine devices. LS = 
Learning session. P-bar = the average of all observations. LCLp and UCLp = 
Lower and Upper Control Limits for proportions (reflecting the range of 
variation and number of patients per month). 
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DISCUSSION 

General findings 
 

The complex meeting and the importance of respectful counselling at the 

time of an abortion (studies II and III) highlight the need for PCC [132, 

138] to improve women’s SRHR. Few studies have reported how 

respectful counselling in the often emotionally charged context of an 

abortion influences –sceptical – women to make a choice of contraceptive 

method post-abortion [14, 19, 64]. Scepticism about contraception, as 

found in study II, may partly explain why some women discontinue, or 

never initiate, use of contraceptives post-abortion and are at higher risk of 

a repeat UP. These findings (study II) differ from quantitative studies 

reporting higher motivation for contraceptive use post-abortion [2, 3, 86, 

161]. 

 

Respect seems to be extremely important in the context of an abortion 

compared to contraceptive counselling in general, as there are risks of 

condemnation and pressure to choose a certain contraceptive method 

after an UP (studies II and III). These risks were also identified in 

previous research [14, 64]. Risks of infringement regarding sexually 

intimate topics in the context of abortion (studies II and III) demonstrate 

the value of health-promoting activities that strengthen the partnership 

and women’s SRHR. Especially as, HPs in study III described the 

complexity of establishing trust when counselling women with special 

needs on top of abortion and contraceptive counselling. Difficulties in 

establishing trust can explain why some women distrust HPs in 

contraceptive decision-making and choose not to use an effective 

contraceptive method. 
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The complex meeting at the time of an abortion involved women’s 

difficulties in finding a contraceptive method that worked for them (study 

II), which has also been found in other interview studies [19, 54]. 

According to our findings, women with linguistic barriers, women with 

mental health problems, women who have experiences of repeat abortions 

and women who decline offers of contraception seem to have special 

needs for individualised counselling and coordinated care (study III). This 

is in line with previous studies [54, 162, 163]. 

 

Women’s views (study II) indicated that there is insufficient guidance or 

information about the choice of contraceptive methods; there is room for 

improvement in counselling, in line with other studies [19, 54]. 

Furthermore, HPs sometimes described limitations in their knowledge of 

contraceptive methods and their confidence in counselling (study III). In 

the context of an often-complex consultation, this may explain why some 

HPs struggle in counselling women who are sceptical of contraceptives 

(studies II and III). Inadequate skills and lack of confidence among HPs 

can also explain why some women do not receive information and 

guidance in contraceptive decision-making at the time of an abortion 

(study III), a problem also reported in previous studies [14, 164, 165]. 

HPs’ individual views and preferences regarding contraceptive methods 

(study III) may also influence women’s choices and scepticism [166]. 

Contraceptive counselling based on HPs’ personal preferences (study III) 

is not in line with PCC, within which evidence-based knowledge should be 

provided to prevent repeat UPs and improve SRHR [133]. 

 

Women’s reported needs for guidance and access in their choice of 

contraceptive method (study II) indicate that there is room to strengthen 

support to enable women to prevent repeat UPs. The choice of LARC was 

associated with fewer repeat abortions (study I), pointing in the same 

direction as previous studies [41, 104, 105]. The choice of OC dominated 
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in women’s contraceptive choices (study I), as in other studies at the time 

of an abortion [2, 3]. It was often also reported as the first 

recommendation made to nulliparous women by HPs at the time of an 

abortion (study III). Both HPs and women seem to overestimate the 

effectiveness of OC at the time of an abortion (studies II and III), in line 

with previous research [3, 97]. This overestimation may partly explain 

why some women experience repeat abortions, as illustrated in study I. 

The results reflect the effectiveness regarding contraceptive methods 

under real-world conditions (study I). This knowledge is important to 

highlight when providing contraceptive counselling aiming to support 

women’s ability to control their reproduction. There is a difference 

between efficacy in strictly controlled studies and effectiveness in real-life 

clinical practice [167]. About 60% of the COC users report irregular use, 

which drastically reduces the effectiveness [168]. In contrast, LARC 

involves few user failures [101] and prevents repeat abortions more 

effectively, as found in study I.  

 

LARC is, however, not the best option for all women, even if more women 

continue to use LARC within a year compared with OC [102]. There is no 

single method that suits every woman. Women have individual needs and 

may prefer different contraceptive options (study II) at different stages of 

their lives [65]. COC can be a good option for some women. Long-cycle 

use of COC after abortion could be an alternative [100]. However, less is 

known regarding long-cycle use of COC post-abortion and its effectiveness 

in preventing repeat UPs and abortions [100].  

 

To collaboratively seek to improve counselling and services, aiming to 

facilitate women’s choice of contraceptive methods and use of LARC 

(study IV), could inadvertently risk putting pressure on women to choose 

a specific method. This could “backfire” and lead women to distrust HPs’ 

contraceptive counselling [64, 92]. HPs might put more effort into 
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increasing the choice of a contraceptive method in order to achieve 

performance goals rather than to meet women’s individual needs. This 

would contradict the principles of PCC, where partnership is central. On 

the other hand, health-promoting activities are required to strengthen 

women’s SRHR and to increase their knowledge about contraceptive 

methods [5, 6]. It also involves improving the quality of contraceptive 

services, including better coordinated access to contraceptive methods 

[126, 169]. Limitations in information, guidance and access to effective 

contraceptive methods would decrease women’s ability to achieve 

reproductive autonomy and control.   

 

To guide a woman towards what seems best, based on her individual 

needs and according to evidence-based knowledge, is in line with PCC 

[143, 144], but can be demanding for HPs when women decline offers of 

contraception [14]. HPs stated ethical dilemmas if not understanding 

women who declined offers of contraception when they were trying to 

support them to avoid a subsequent UP (study III). Women and HPs 

might have different intentions regarding the prevention of repeat UPs. 

HPs have a professional role to convey knowledge about contraceptive 

methods and to prevent repeat UPs, according to the goals of SRHR. 

However, the experience of demanding consultations indicates a need to 

develop the approaches of PCC in counselling in order to understand 

women’s needs. 

 

Some women might decline offers of contraception due to experiences of 

negative side effects in contraceptive use and might experience that 

contraception limits their reproductive autonomy instead of increasing 

reproductive control. They might find abortion to be a solution to repeat 

unintended pregnancies, instead of using contraception.  
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Use of approaches such as SDM and MI in contraceptive counselling 

probably provides more room for women and HPs when interacting in 

decision-making. These approaches may strengthen the partnership, 

preventing misunderstandings as well as arguing for change [140, 144] 

when women decline offers of contraception. On the other hand, there 

might be conflicts between these approaches. MI could be interpreted as 

persuading a woman to choose what the HP wants, whereas SDM could 

be understood as free selection of contraceptive choices. The equal 

partnership in person-centred care could be also be misunderstood and 

interpreted as equal experts. A woman is expert regarding her 

contraceptive experiences, but an HP is expected to be expert in 

contraceptive methods, to provide evidence-based information and to 

have the competence to guide each woman in her individual situation.  

 

The reproductive life plan (RLP) [65, 170] is a health-promoting tool that 

invites a broader conversation about women’s reproductive lives and 

wishes, including when women decline offers of contraception. This tool 

seems to support women in their plans for future pregnancies and could 

be a useful tool in counselling. There is still limited knowledge regarding 

the feasibility and benefits of using RLP at the time of an abortion. 

According to study IV, a QIC based on user involvement and PCC may 

strengthen HPs’ competence in supporting women to find a suitable 

contraceptive method and practical skills in providing LARC. They also 

described new ways of connecting with women after participating in the 

QIC (Study IV). Previous research has observed strengthened benefits of 

using QICs when improving contraceptive counselling and services based 

on both PCC and RLP [126]. To our knowledge, there are few QICs based 

on user involvement seeking to improve contraceptive counselling and 

services performed in the context of an abortion.  
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Women’s need for coordinated access to effective contraceptive methods 

seems to be crucial at the time of an abortion (studies I and II) when 

preventing repeat UPs. A previous study demonstrates the benefits of 

coordinated access to LARC post-abortion in the prevention of repeat UPs 

[104]. Coordinated access to care is a central part of PCC [131, 138]. 

However, none of the teams in the QIC reached their goals in meeting 

women’s need for access to LARC within 30 days, even though the 

majority of women chose LARC (study IV). As in previous studies, some 

women might fail to schedule follow-up visits to initiate LARC [41, 85] 

and might not identify the risk of UP if using no contraceptive [69, 171]. 

This might partly explain why the teams did not reach their goal in 

meeting women’s need for access to LARC (study IV).  

 

While few previous studies have evaluated access to LARC post-abortion, 

study IV revealed practical barriers to providing access in clinical practice. 

These practical barriers, and the teams’ difficulties in overcoming them, 

indicate that coordinated access to LARC needs more attention in 

abortion care. The teams experienced differing support from their local 

leadership (study IV). These factors are very likely to affect women’s 

access to LARC [172] and might explain why some women experience 

repeat UPs and abortions. Moreover, even if choice of LARC is the most 

effective method for preventing repeat abortions, as found in study I, 

coordinated access to LARC is still not fully achieved in clinical practice, 

according to study IV.  

 

This thesis highlights the importance of support from managers, when 

seeking to improve counselling and prevent repeat UPs in abortion 

services (study IV). Sannisto et al. [172] found that the quality of 

contraceptive services was associated with the quality of leadership [172], 

mirroring implementation research more broadly [173]. PCC needs to be 

applied at all levels of healthcare organisation, from the head of 
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department to the team, to facilitate PCC in the meetings between women 

and HPs, as well as coordinated access to care [131, 138], including at the 

time of an abortion.  

 

Another important contribution of this thesis is that the QIC helped the 

team members to understand what needs to be taken into account in 

different contexts in order to improve performance, and which support is 

necessary to change systems [150, 174]. Feedback performance data from 

digital systems was difficult to access in the QIC, despite considerable 

efforts and the documented importance of having performance data when 

improving healthcare [121]. Digital performance data feedback was far 

away from HPs (study III), except when a team measured such data 

manually (study IV). This reflects the difficulties in evaluating 

contraceptive counselling in abortion services and highlights an 

opportunity to develop digital performance data to facilitate the 

evaluation of performance in abortion services when preventing repeat 

abortions. 

 

This thesis demonstrates women’s needs for respectful counselling, 

guidance and coordinated access to contraception post-abortion. 

Furthermore, it indicates the feasibility of collaborative efforts to improve 

counselling and services with user involvement. This thesis has also 

generated health-promoting actions that were directly applied in clinical 

practice to support women’s reproductive control and prevent repeat UPs 

(studies I–IV).  

Strengths and limitations 

This thesis provides a wide perspective on contraceptive choices and 

counselling in abortion care, including both quantitative and qualitative 

methods, multiple data sources and four independent data collections. 

The studies illuminated both women’s and HPs’ views.  
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A strength of this thesis is that the studies were performed in two counties 

with sociodemographic diversity and different rates of repeat abortions. 

All the studies involved differently sized hospitals; one university hospital, 

two central hospitals and two district hospitals. In studies I–IV, abortion 

care varied as to whether specially trained midwives or only 

gynaecologists provided abortion counselling and contraceptive services. 

There was also a wide range of professional experience among HPs (study 

III) and in the multi-professional teams (study IV). Furthermore, there 

was a diversity of ages (studies I–III), women’s reproductive history 

(studies I–II) and participants’ educational level (studies II and IV).  

 

In study I, the sample size (n=987) in the medical record review was in 

line with the power calculation (n=750). The majority of abortion services 

in Sweden are provided by public healthcare; therefore, the majority of 

women who underwent abortion in the areas of the hospitals were 

included in studies I and IV. However, it was not possible to evaluate 

women’s actual use of contraception in studies I and IV, except LARC in 

Study IV. Women’s actual use of LARC was evaluated within 30 days 

post-abortion, according to the classification in digital data systems or 

manual data collection from records (study IV).   

 

Both medical records (studies I and IV) and digital data systems (study 

IV) exhibited shortcomings with regard to missing data on abortion and 

contraceptive classifications. This should be considered when interpreting 

the results of studies I and IV. It is possible that some women 

discontinued or did not use the method they had selected, according to 

the records (studies I and IV). In study I, not starting use of LARC or 

discontinuing use are likely to be the major reasons for pregnancy and 

repeat abortion among the women who selected LARC.  
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We were not able to collect data regarding sociodemographic factors, 

relationship status, sexual violence or ethnicity (study I). This would have 

been preferable as risk of repeat abortion is associated with 

socioeconomic challenges such as foreign origin and sexual violence [9, 

38, 54, 162]. Women with complicated life situations and relational 

conflicts may face greater difficulties and needs for support in 

contraceptive decision-making at the time of an abortion (studies II and 

III). Furthermore, only Swedish-speaking women and women aged over 

20 were included in study II. This might limit the understanding 

regarding adolescent’s experiences of contraceptive counselling given at 

the same time as abortion counselling. Previous Swedish research 

regarding sociodemographic status at the time of abortion is scanty [13], 

since no abortion register exists. 

 

There are several other limitations to consider in this thesis. First, we did 

not include the male perspective on contraceptive counselling. In this 

thesis, we have chosen the perspective of women in the context of an 

abortion. However, it is important to involve both women and men in 

health-promoting activities regarding SRHR [5, 6]. 

 

Second, there were few midwives (n=6) and few men among the 

participants in study III. This might reflect the numbers of midwives and 

men among HPs in Swedish abortion care.  

 

Third, we did not evaluate the impact of PCC regarding women’s 

experiences of contraceptive counselling or satisfaction in the choice of 

contraceptive methods (study IV). On the other hand, improved 

contraceptive counselling inspired by PCC and user involvement would 

probably identify women’s resources and needs in a better way [127, 140] 

as HPs reported developed conversations and connections with women 

during the QIC (study IV).  
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Fourth, study IV did not cover the effects of the QIC in the three 

departments among HPs who were not on the QIC teams. Further, only 

three teams participated in study IV, which could been seen as a small 

number [122, 124], as well as only two women providing user perspectives 

in the QIC. On the other hand, the teams’ departments served 761 women 

experiencing an abortion during the QIC. The teams in study IV took also 

part in the findings in study II, which included 13 women’s lived 

experiences of counselling in the context of an abortion.  

Validity and reliability 

The quality of research can be assessed by considering different aspects of 

the data collection and analysis. Validity and reliability are concepts used 

in both quantitative and qualitative studies [150, 175, 176], whereas 

trustworthiness has been used predominantly in qualitative studies. 

However, strategies for verifying trustworthiness have been criticised as 

they only evaluate and do not confirm rigour, as they are applied after the 

research has been completed. It is therefore recommended to use 

reliability and validity for ensuring rigour as these terminologies are 

central in both scientific paradigms [175].  

 

When quantitative studies are performed, as in study I, there is often a 

desire to produce results that may be generalised to the wider population 

from which the sample was drawn. In study I, there are a number of 

limitations and cautions to consider when it comes to the external validity 

of the results. This study included women who experienced abortion in 

the year 2009; a number of them were unavailable for follow-up as they 

had moved out of the catchment areas. The results might also be 

considered as old (2009). However, the rate of repeat abortion amongst 

these women, 38%, was in line with national abortion statistics in Sweden 
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for 2009 [148], and the main results pointed in the same direction as 

previous studies in the field [41, 104].  

 

Construct validity was considered when pilot testing the standardised 

form used for the medical record review (study I). Furthermore, both 

construct validity and reliability were considered when creating a 

feedback system in study IV. To ensure the correct operational measures 

and that the data collection could be repeated with the same results, 

manual and digital data were analysed and compared together with the 

QIC teams  (study IV) [150]. 

 

In study IV, both quantitative and qualitative data were collected from 

multiple sources, such as digital records, field notes, project 

documentation, a group session and a survey. Case study design has been 

criticised as generating large amounts of quantitative of data, while the 

analysis has been criticised as unsystematic and complex [174]. On the 

other hand, multiple data sources in a case study enable triangulation to 

strengthen the construct and internal validity [150, 174]. Furthermore, 

data was collected by three researchers and an Improvement Advisor 

(study IV). The teams participated in the analysis of quantitative data 

during the LS ( study IV), as a form of interactive validation [159]. One of 

the team members participated as a co-author in the manuscript and was 

active in the analysis of the data (study IV), a form of participant 

validation [159]. This increases the internal validity as learning between 

the researchers and the participants in a QIC can create reflexivity [159]. 

 

The findings from studies II and III, using qualitative methods, aimed to 

increase an understanding of a phenomenon in a special context [156]. 

Reliability and validity refer to the amount of truth in the findings [176]. 

The reliability and construct validity were also considered when creating 

and pilot testing the interview guide (study III) as well as the open-ended 
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request (study II) before conducting the interviews. The interviews in this 

thesis created rich and explanatory material, which enabled both depth 

and width in the analysis (studies II and III).  

 

In qualitative studies, five verification strategies can be used to ensure 

validity and reliability [175]. These terms are: 1) methodological 

coherence; ensuring that the research inquiry matches the method and in 

turn matches the analysis. 2) Appropriate sample and adequate 

participants [175]. This thesis included women with lived experiences of 

contraceptive counselling and HPs’ experiences of providing counselling 

in the context of an abortion. The numbers of included participants in 

studies II-III (n = 13 and 21) was in line with recommendations for the 

chosen methods [177]. 3) Collecting and analysing data concurrently. 4) 

Thinking theoretically: developing new ideas but also rechecking the ideas 

to confirm that they are grounded in the data. This was taken into account 

when presenting quotes linked to themes and clusters in studies II and 

III. 5) Theory development; moving from a micro level to a macro level in 

theoretical understanding [175].  

 

To strengthen the reliability and validity, the researcher needs to take her 

pre-understanding into account [176]. Three researchers had different 

pre-understandings of the issues in studies II and III. The pre-

understanding of the author (HK) was used in the final steps of the 

analysis in study II and was expected to deepen the themes and essence, 

whereas this was not the case in study III. Interpretive phenomenology 

goes beyond content analysis to develop a nuanced understanding of the 

lived experience [155, 157]. To have knowledge about the research field 

and experience from the context is a benefit, as long as it does not affect 

the participants or the interpretation of the findings [176]. In the analysis 

of studies II and III, three researchers analysed the data separately, then 

later on they discussed and agreed on the findings.  
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Clinical implications 
 

The findings of this thesis can inform efforts to improve contraceptive 

counselling at the time of an abortion in other abortion services in similar 

contexts. Training in respectful counselling, such as the approaches of 

person-centred care and MI, ought to help HPs in developing trusting 

relationships with women seeking abortion.  

 

Guidance in contraceptive decision-making needs to be improved, by the 

use of decision aids regarding effectiveness and side effects at the time of 

an abortion (Appendices 1 & 2). Access to LARC post-abortion needs 

further attention as it is still not sufficient in clinical practice. Coordinated 

and early access to LARC should be provided at the time of an abortion, 

for women who choose LARC, to support their reproductive control and 

prevent repeat abortion. QICs and user involvement based on PCC can be 

used to stimulate changes and improvements in contraceptive counselling 

and services in other abortion settings.  

 

Our findings indicate the importance of developing a feedback system to 

measure women’s contraceptive choices and the start of LARC in order to 

improve access to LARC. The national healthcare system needs to develop 

a feedback system that facilitates the evaluation of health-promotion 

activities and prevention in abortion care, to better prevent repeat UPs
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Future research 
 

The findings of this thesis generated several ideas for future research. It 

would be of value to study the impact of PCC regarding women’s 

satisfaction with the contraceptive choice, experiences of guidance and 

access to contraceptive methods post-abortion. Other issues include: how 

to support women with special needs for contraceptive counselling, in 

collaboration with other caregivers and women and, further, how to better 

support sceptical women who have difficulties in finding a contraceptive 

method at the time of an abortion. It would also be important to study 

efforts to provide coordinated and early access to LARC as well as aspects 

of sustainability regarding changes in counselling and services after QICs. 

Another upcoming opportunity would be to study the feasibility and the 

benefits of using RLP in contraceptive counselling at the time of an 

abortion.  
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CONCLUSIONS 

Respectful counselling is central to establishing trust in a complex 

meeting at the time of an abortion (studies II and III). Respectful and 

skillful counselling influences women’s contraceptive choices even if they 

are sceptical in a charged situation (study II). Guidance and access in the 

choice of contraceptive method seem to be insufficient at the time of an 

abortion (study II). Women who choose LARC at the time of an abortion 

undergo fewer repeat abortions within three to four years compared to 

women who choose other contraceptive methods, including OC (study I). 

Women who choose LARC post-abortion need coordinated access to 

LARC within contraceptive counselling at the time of their abortion 

(studies II-IV). To collaboratively design and seek to improve counselling 

and services seems to strengthen HPs’ skills in abortion care. Ensuring 

timely access for women who wish LARC post-abortion remains a 

challenge in present settings as does the establishing of a feedback system 

for evaluating counselling and services (study IV). 
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SVENSK SAMMANFATTNING 

Preventivmedel ger kvinnor möjligheter att bestämma över sin kropp och 

reproduktivitet. Att stärka kvinnors kunskap om preventivmedel samt 

skapa god tillgänglighet till olika preventivmedelsmetoder är centralt när 

det gäller kvinnors sexuella och reproduktiva rättigheter. 

Preventivmedelsrådgivning i samband med abort syftar till att stödja 

kvinnor att finna ett preventivmedel som förebygger upprepad oönskad 

graviditet. Trots subventionerade preventivmedel, tillhör Sverige de 

länder i Europa som har den högsta andelen upprepade aborter (45 %). 

Preventivmedelsrådgivning anses ha betydelse för 

preventivmedelsanvändning efter abort. Det är dock fortfarande oklart 

hur rådgivning ska utformas och organiseras i samband med abort.  

 

Avhandlingens övergripande syfte var att studera kvinnors val av 

preventivmedel i en svensk population samt beskriva 

preventivmedelsrådgivning i samband med abort. Sammantaget utgjorde 

projektets delstudier (studie I-III) grunden för utveckling av 

förbättringsåtgärder gällande rådgivning och tillgänglighet till 

preventivmedel i samband med abort. Dessa förbättringsåtgärder 

studerades i ett systematiskt förbättringsarbete.  

 

Avhandlingen bygger på fyra delstudier med olika design och metoder. 

Studie I baserades på avidentifierade journaler tillhörande 987 kvinnor. 

Journaler granskades avseende kvinnors val av preventivmedel i samband 

med abort och förekomsten av upprepad abort inom 3-4 år.  Studie II och 

III var kvalitativa intervjustudier där tretton kvinnor och hälso och 

sjukvårdspersonal (barnmorskor och läkare, n= 21) beskrev sina 

upplevelser av preventivmedelsrådgivning i samband med abort. Studie 

IV studerade ett systematiskt förbättringsarbete baserat på fynden i 
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studie I-III, där 3 multiprofessionella team inom abortvård deltog. Två 

kvinnor med personliga erfarenheter medverkade och representerade 

patientperspektivet. 

 

Resultatet sammanställdes i tre teman;  

1. Preventivmedelsrådgivning i samband med abort – ett komplext möte 

2. Kvinnors val, behov av vägledning samt tillgänglighet till 

preventivmedelsmetoder  

3. Att utforma och förbättra rådgivning samt tillgänglighet i samband 

med abort 

 

Preventivmedelsrådgivning i samband med abort beskrevs ofta som ett 

komplext och emotionellt laddat möte av både kvinnor och hälso och 

sjukvårdspersonal, i det första temat. Det fanns skeptisism gentemot 

preventivmedel och en begränsad mottaglighet till information i samband 

med abort. Respektfullt bemötande var centralt för kvinnorna och 

underlättade deras val av preventivmedel. 

 

Det andra temat illustrerade kvinnors val, behov av vägledning samt 

tillgänglighet till preventivmedel. Totalt genomgick 25% av kvinnorna 

upprepad abort (er) inom 3-4 år. Val av långtidsverkande preventivmedel 

såsom spiral och p-stav var associerat med signifikant färre upprepade 

aborter, jämfört med val av p-piller. Barriärer till spiralanvändning efter 

abort beskrevs av både kvinnor och hälso och sjukvårdspersonal. Det 

framkom att kvinnorna hade svårt att nå barnmorskor i 

kvinnohälsovården för att boka spiralinsättning efter abort. Det fanns 

kvinnokliniker som inte hade möjlighet att boka tid för spiralinsättning i 

samband med abort och det fanns begränsad kunskap om 

spiralinsättning. Det fanns även begränsade möjligheter för hälso och 

sjukvårdspersonalen att utvärdera preventivmedelsrådgivningen.  
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Att delta i ett systematiskt förbättringsarbete med patientmedverkan, 

föreföll öka hälso och sjukvårdspersonalens kunskaper om 

preventivmedel samt förmågan att ge rådgivning, enligt det tredje temat. 

De beskrev även att de fick möjlighet att utvärdera kvinnors val av 

preventivmedel och tillgänglighet till långtidsverkande preventivmedel. 

Trots att majoriteten av kvinnorna i förbättringsarbetet valde 

långtidsverkande preventivmedel, förmådde inget av de deltagande 

teamen nå det uppsatta målet, att 50% av kvinnorna skulle få börja med 

långtidsverkande preventivmedel inom 30 dagar efter abort.   

 

Slutsatsen blev att kvinnor behöver respektfullt bemötande och 

vägledning vid val av preventivmedel i samband med abort. Tillgänglighet 

till olika preventivmedelsmetoder behöver utvecklas med fokus på 

långtidsverkande preventivmedel. Vidare behöver rådgivningen kunna 

utvärderas vad gäller mötet mellan kvinnan och hälso och 

sjukvårdspersonalen, i syfte att förebygga upprepade oönskade 

graviditeter.  

 

Sökord 

Abort, Långtidsverkande preventivmedel, Tillgänglighet, Oönskad 

graviditet, Patientmedverkan, Preventivmedelsrådgivning, Respekt, 

Systematiskt förbättringsarbete, Vägledning.  
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Appendix 1. Programme for learning sessions during QIC 2017  

 

 

 

 

Session 

/month 

 

Learning 

session 1 
March 
 

 

 
 

 

 
 

 

 

 

 

Learning  

session 2 

May 

 

 

 

 

 

 

 

 

Learning 

session 3 

September 

 

 

 

 

 

 

 

 

 

Learning  

session 4 

November 

Theme for the session 
 
 

Why do we need to do this? 

  
Lectures and Discussion 

Relevant research from the project and 

field 
-Local statistics –repeat abortion rates - 

use of LARC.       

 
Introduction of four drivers. To set goals 

for the QIC:  

What do we want to accomplish?  
How to work in a team. 

Introduction to tools in QI. 

   
 

Problems and improvement areas  

What changes are we planning to make?   
Clarifying goals 1 and 2 for the work. 

Challenging consultations in 

contraceptive counselling. 
 

 

 
 

 

 
 

 

Baseline measurement 
Choice and start of contraceptive 

method. 

Analyse results so far 
Women’s views on teams’ actions; 

improve information and the 

conversation about contraceptives.     
How to provide respectful counselling 

and support women in a behavioural 

change 
                

  

 
Baseline measurements 

Analyse results 

Women’s views on teams’ actions 
to improve access to LARC . 

How to keep on pursuing the goal?  

How can we create sustainability? 

Activities at the session   
 
 

Lectures and Discussions 

Start to identify obstacles 
 

Teams’ experiences of working with the 

drivers at each department 
 

Discussion and introduction to decision aids 

in contraceptive counselling regarding 
effectiveness and 

side effects. 

 
 

 

 
 

Lectures and Discussions  

Make an action plan on what improvement 
actions will be tested in each department at 

home. 

A session in challenging consultations in 
contraceptive counselling; How to avoid 

conflicts and arguing for changes, how to 

develop a shared agenda.  
 

 

 
 

 

Lectures and Discussions 
Teams experiences working with the drivers 

in each department and find new ideas        

Reflect upon women’s views in the QIC and 
plan new actions. 

       

A session in respectful counselling; 
how to develop reflective listening, empathic 

statements, shared decision-making 

regarding contraception. 
 

 

 
Lectures and discussions 

Reflect upon women’s views in the QIC. 

Group session for HPs, 
who provide contraceptive counselling, 

regarding experiences of improving 

counselling. 
Group session for secretaries 

and invited statisticians about how to 
collect data on goals fulfilment digitally. 

Group discussion with teams, researchers and 

invited heads of the three teams/ 
departments. 

Homework 
 
 

Continue to identify 

possible obstacles 
possibilities at home 

 

 
 

 

 
 

 

 
 

 

 
 

Work with action plan, 

prioritise and test 
Record women’s choice 

of contraceptives 

at the time of abortion. 
 

Talk about the work with 

colleagues at home 
 

  

 
 

 

Continue to record 
women’s choice of 

contraceptives at the 

time of an abortion 
 

 

Talk about the work with 
colleagues at home 
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Appendix 2.  Visual aid ranking the effectiveness between different 
contraceptive methods (in Swedish) 

 

 

 
Used in the QIC and reprinted with permission of Bayer AB. 
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Appendix 3. A decision aid regarding side effects of contraceptive methods 

(in Swedish). 
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Appendix 4. Changes and spin-off changes in clinical practice during the QIC. 

 

 
 



 

 

 
 
 
 

Papers 
 

The papers associated with this thesis have been removed for 
copyright reasons. For more details about these see:  

http://urn.kb.se/resolve?urn=urn:nbn:se:liu:diva-152875 

http://urn.kb.se/resolve?urn=urn:nbn:se:liu:diva-152875

	CONTENTS
	ABSTRACT
	LIST OF PAPERS
	ABBREVIATIONS
	INTRODUCTION
	BACKGROUND
	AIMS
	METHOD
	RESULTS
	DISCUSSION
	CONCLUSIONS
	SVENSK SAMMANFATTNING
	ACKNOWLEDGEMENTS
	REFERENCES
	Appendix 1. Programme for learning sessions during QIC 2017
	Appendix 2. Visual aid ranking the effectiveness between different contraceptive methods (in Swedish)
	Appendix 3. A decision aid regarding side effects of contraceptive methods (in Swedish).
	Appendix 4. Changes and spin-off changes in clinical practice during the QIC.



