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Purpose: To quantify the preferences and trade-offs of women selecting contraception and of providers prescribing contraception, and
to identify the attributes most influential in their decision-making.

Methods: A discrete choice experiment (DCE) evaluated seven randomized attributes: effectiveness, mode of administration, return
to fertility, cardiovascular (CV) risk, immediate postpartum eligibility, breastfeeding compatibility, and amenorrhea risk. Participants
across the United States (US) were recruited from February-May 2025 using web-based market research panels. Women completed 12
choice tasks. Providers completed a DCE for three patient profiles to capture context-specific decision-making. A total of 307 women
and 305 healthcare providers (HCPs) were included. Women were eligible if they were 18—49 years old, resided in the US, and
considered using prescription contraception in the past 12 months. HCPs were eligible if they specialized in obstetrics and gynecology
or family medicine, practiced in the US for at least 2 years, prescribed contraception in their routine practice, had familiarity with all
contraceptive options, and had written at least 50 contraception prescriptions annually.

Relative importance (RI), reflecting the overall contribution of each attribute to decision-making, and willingness to trade-off (WTT)
estimates were derived from preference weights (or marginal utilities for continuous attributes). Preferences were estimated using
conditional logistic regression.

Results: Women most valued effectiveness (RI=30.7%), followed by low CV risk (RI=24.0%). Trade-offs favored daily oral
consumption (WTT=3.04) but not a delayed return to fertility (WTT=-2.05). When considering long-acting reversible contraception
(LARC), women favored arm placement over uterine placement (WTT=—0.51). HCPs prioritized effectiveness irrespective of patient
profile (range of RI=37.0%-40.1%) and consistently preferred LARC attributes over those of oral or injectable methods.
Conclusion: Incorporating stated preferences into shared decision-making, supported by education emphasizing autonomy across all
methods, provides an opportunity to align contraceptive care with women’s goals.
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Introduction
Unintended pregnancy is a major public health concern in the United States (US), accounting for 41.6% of pregnancies
reported as unintended in 2019." Beyond its economic burden, estimated at $21 billion in annual direct medical costs in
2010, unintended pregnancy disproportionately affects socioeconomically disadvantaged populations.” Moreover, several
adverse maternal and infant health outcomes have been linked to unintended pregnancy, including, but not limited to,
delayed prenatal care, preterm birth, and low birthweight.' ™

Access to high-quality family planning and contraceptive services is essential to health and well-being,” is prioritized
in the US Sustainable Development Goals for Health,® and is classified as an essential health benefit by the Affordable
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Care Act.” In 2022-2023, more than half of US women aged 15-49 used contraception, yet only 35.7% received family
planning services, with use differing by age, race, and socioeconomic status.®’

Access to care, patient-centered contraceptive counseling, and availability of preferred contraceptive methods are
important factors influencing utilization of contraception and family planning services.'”'" Despite availability of safe
and effective contraception, nearly one in five women had an unmet need for family planning in 2023, and 40% of users
discontinue contraception within 12 months of initiation.'> US data (2015-2019) indicate that roughly one in three
women who have ever discontinued the pill or an intrauterine device (IUD) did so due to dissatisfaction (ie, not due to
pregnancy seeking),”® thus highlighting a significant need to better understand women’s contraceptive goals and
preferences.

A targeted literature review revealed a lack of systematic evidence on stated contraceptive preferences among women
and HCPs in the US; such data are essential to address our limited understanding regarding contraceptive decision
making, which often occurs in a shared process involving both women and their HCPs, and the attributes and trade-offs
impacting choice. Prior research has demonstrated the importance of considering both patient and HCP perspectives in
healthcare decision-making.'* Thus, eliciting the stated preferences of both groups allows assessment of alignment and
potential gaps between women’s preferences and those of HCPs, with implications for patient-centered contraceptive
care. To address this gap, a discrete choice experiment (DCE) was conducted to quantify how key contraceptive attributes
shape the preferences of women selecting contraception for pregnancy prevention and of HCPs prescribing contra-
ception, and to quantify the trade-offs impacting decision-making.

Materials Methods

Data Source and Study Population

This DCE enrolled 307 women and 305 HCPs across the US. Participants were recruited through market research panels
between February and May 2025 and were blinded to the study sponsor. The study was exempt by the Western
Copernicus Group Institutional Review Board under 45 CFR §46.104(d)(2), and no identifiable personal information
was collected. Participants provided informed consent before completing the interview and survey.

Women were eligible if they were 18 to 49 years old, resided in the US, and considered using prescription
contraception for the prevention of pregnancy in the 12 months before the DCE. Sampling targets were prespecified
and applied. Recruitment targeted an approximately even distribution across three age groups (18-24, 25-34, and 35-49
years). In addition, at least 25% of participants were recruited with a self-reported body mass index (BMI) >25.0 kg/m?
to ensure representation of a population often underrepresented in contraceptive research. Supplementary Figure 1

illustrates the recruitment and inclusion of women in this study.

HCPs were eligible if they specialized in obstetrics and gynecology (OB/GYN) or family medicine, practiced in the
US for at least 2 years at the time of the DCE (excluding residency or training), prescribed contraception as part of their
routine practice, and had familiarity with all contraceptive options, particularly long- and short-acting reversible methods.
HCPs were also required to have written at least 50 contraception prescriptions annually. Sampling targets ensured
representation across HCP types, with approximately 50% OB/GYN and the remainder evenly divided between family
medicine physicians and nurse practitioners (NPs) or physician assistants (PAs) in these specialties. Supplementary
Figure 2 presents the recruitment and inclusion of HCPs, including the distribution by specialty.

Study Design and Measures

The DCE was administered electronically. All participants first completed an eligibility screening survey, followed by
demographic questions and, for HCPs, practice characteristics. Women additionally provided relevant clinical and
reproductive history. All participants completed a DCE tutorial before starting the DCE survey. Participants then
completed the DCE tasks, with women completing one experiment and HCPs completing three, each aligned with
prespecified patient profiles: a healthy nulliparous 25-year-old considering future childbearing; a healthy 40-year-old
desiring no future pregnancies; and a healthy 35-year-old with BMI of 29-31 kg/m?.
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Before data collection, a pilot study was conducted with 16 eligible participants (8 women and 8 HCPs) to evaluate
cognitive burden, clarity, and comprehension; refinements were made accordingly. All study procedures adhered to best
practices from the International Society for Pharmacoeconomics and Outcomes Research (ISPOR)."”

Identification of Attributes and Levels
Seven attributes were included. Attribute selection and level definitions were informed by a targeted review of the
literature, clinical guidelines, expert input, and labeling for prescription contraceptives; no adjustment beyond wording
clarifications were required of the attributes based on the pilot study. Effectiveness was defined as the annual probability
of pregnancy with typical use. Cardiovascular (CV) risk described the potential for blood clots, myocardial infarction, or
stroke. Mode of administration captured both the method type (eg, placement in the arm or uterus, oral use, injection) and
duration of effectiveness (eg, several years, daily, or every three months). Additional attributes included immediate
postpartum eligibility, compatibility with breastfeeding, likelihood of amenorrhea, and return to fertility after
discontinuation.

Exact attribute wording and levels appear in Supplementary Table 1. An example choice card illustrating two

hypothetical contraceptive options with randomized attribute levels is shown in Supplementary Figure 3.

DCE Design

Sample size was determined based on established guidance from published DCEs and ISPOR recommendations,'®!’
resulting in a target enrollment of approximately 300 women and 300 HCPs. Based on the number of attributes and levels
in this study, a total of 60 choice cards were generated using a D-efficient design in Ngene.'®!'? To minimize cognitive
burden,?® choice cards were divided into six blocks, each containing 10 cards; participants were randomly assigned to
one block. Levels under each attribute were randomized. Two additional choice cards were added to each block to assess
internal validity: a dominance card and a stability card (see sensitivity analyses for more details). Participants completed
a total of 12 choice cards for one DCE.

HCPs completed one DCE for each patient profile, totaling 36 choice tasks across the three profiles.

To minimize ordering effects, choice cards in each block were randomly sequenced, except for the fixed dominance
and stability checks. For HCPs, the order of patient profiles was also randomized to ensure a balanced distribution across

sequences.

Statistical Analyses

Characteristics were summarized descriptively and separately for women and HCPs. Stated preferences were assessed
using conditional logistic regression models, with one model estimated for women preferences, and three models
estimated for HCP preferences (one per patient profile).

The dependent variable was the selected contraception option for each choice card (ie, Method A vs Method B), and
the independent variables were the attribute levels, modeled as categorical variables. Regression coefficients, represent-
ing the preference weights (ie, part-worth utilities), 95% confidence intervals, and P values were reported for each
attribute level. Preference weights (or marginal utilities for continuous attributes) were used to derive relative importance
(RI), which shows the overall effect of each attribute on preferences relative to the other attributes, and willingness to
trade-off (WTT), which represents the percentage points of effectiveness an average participant would be willing to forgo
(or require) to accept an alternative attribute. In this study, WTT was assessed relative to effectiveness; a negative
(positive) WTT beta coefficient indicates a method would need to be more (less) effective to accept the given attribute
level.

RI scores were normalized to percentages based on the difference between the best and worst attribute level,
multiplied by the coefficient for each attribute, to allow for comparisons across attributes. WTT for all categorical
attributes was calculated by dividing the preference weight for a given attribute by the marginal utility of effectiveness.
As CV risk was continuous, the marginal utility change was divided by the marginal utility for effectiveness (ie,
difference in utility per percentage point based on the maximum and minimum range of attribute levels). Higher RI
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scores reflect greater importance and thus larger influence on contraceptive choices; larger WTT estimates represent
greater trade-offs and, therefore, a larger influence on decision-making.
All analyses were performed using SAS Enterprise Guide statistical software version 7.1.

Subgroup and Sensitivity Analyses

Subgroup analyses were conducted to evaluate potential variation in contraceptive preferences. Among women, stated
preferences were examined by age group, higher body weight status, and family planning status; among HCPs,
preferences were evaluated by patient profile.

Sensitivity analyses assessed internal validity. Participants passed the dominance test if they selected the option with
superior levels on key attributes (eg, highest effectiveness and lowest CV risk) and passed the stability test if they
provided consistent responses to two repeated choice tasks. Sensitivity analyses were then performed among participants
who passed the validity tests (dominance or stability).

Ethical Considerations

This study was deemed exempt by the Western Copernicus Group Institutional Review Board under 45 CFR §46.104(d)
(2), and no identifiable personal information was collected. The research involved only interactions related to educational
tests, survey procedures, interview procedures, or observation of public behavior. All procedures performed involving
human participants were in accordance with the Declaration of Helsinki, and participants provided informed consent
before completing the interview and survey.

Results

Sample Characteristics

In total 307 women and 305 HCPs met eligibility criteria and completed the DCEs, representing 57.0% and 71.9%,
respectively, of those initially approached during recruitment. Women were 29.9 (SD,7.8) years old, on average,
commonly identified as White (67.8%), Black (28.0%), or of Asian (5.5%) race, and of non-Hispanic or Latino
(83.7%) ethnicity (Table 1). Per sampling quotas, age was evenly distributed. Approximately half of women (49.2%)

Table | Sample Characteristics of Women in a Discrete Choice Experiment Evaluating
Contraceptive Preferences (N=307)

Demographic Characteristics

Age (years)

Mean (SD) 29.9 (7.8)

Median (IQR) 29.0 (23.0, 37.0)

Age groups (years), n (%)

18-24 106 (34.5)
25-34 100 (32.6)
3549 101 (32.9)

Race, n (%)*

American Indian or Alaska Native 8 (2.6)
Asian 17 (5.5)
Black or African American 86 (28.0)
White 208 (67.8)
(Continued)
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Table | (Continued).

Not of Hispanic, Latino/a/x or Spanish origin, n (%) 257 (83.7)
Highest level of education completed n (%)
Less than high school 4 (1.3)
High school 63 (20.5)
Some college or 2-year degree or equivalent 105 (34.2)
4-year college degree or equivalent 83 (27.0)
Graduate or doctorate degree or equivalent 52 (16.9)
Current employment status, n (%)
Working full-time (in paid job or as self-employed) 170 (55.4)
Working part-time (in paid job or as self-employed) 49 (16.0)
Student (full-time or part-time) 30 (9.8)
Full-time homemaker 26 (8.5)
Unemployed, looking for work 19 (6.2)
Disability 9 (2.9)
Unemployed, not looking for work 4(1.3)
Primary health insurance type, n (%)
Private or commercial 151 (49.2)
Medicaid 88 (28.7)
Medicare 33 (10.7)
Other® 14 (4.6)
No health insurance 15 (4.9)
| am not sure 6 (2.0)
Current relationship status, n (%)
In a relationship, not married 115 (37.5)
Married 101 (32.9)
Single 91 (29.6)
Geographical region of residence, n (%)
South 126 (41.0)
Northeast 77 (25.1)
Midwest 62 (20.2)
West 42 (13.7)
(Continued)
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Table | (Continued).

Clinical and reproductive characteristics
BMI
<25.0 kg/m? 146 (47.6)
225.0 kg/m? 161 (52.4)
Smoking history, n (%)
Never smoker 190 (61.9)
Past smoker 61 (19.9)
Current smoker 56 (18.2)
Number of children
Mean (SD) 1.0 (1.3)
Median (IQR) 0.0 (0.0, 2.0)
Family planning status, n (%)
Wants to have children/more children in the future 190 (61.9)
Does not want to have children/more children in the future 117 (38.1)
Current contraception method(s) used, n (%)°
Oral birth control pills containing both progestin and estrogen 129 (42.0)
Oral birth control pills containing progesterone only 43 (14.0)
Condom (male or female) 97 (31.6)
Intrauterine device 46 (15.0)
Contraceptive implant 34 (11.1)
Birth control shot 33 (10.7)
I am currently not using any form of birth control 33 (10.7)
Other (such as patch, diaphragm, cervical cap, sponge, spermicide) 14 (4.6)
Sterilization (male or female) 12 (3.9)
Vaginal ring 11 (3.6)
Contraception methods ever discussed with HCP, n (%)
Oral birth control pills containing both progestin and estrogen 245 (79.8)
Oral birth control pills containing progesterone only 159 (51.8)
Intrauterine device 155 (50.5)
Contraceptive implant 151 (49.2)
Birth control shot 149 (48.5)
Vaginal ring 90 (29.3)
(Continued)
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Table | (Continued).

Condom (male or female) 184 (59.9)
Other (such as patch, diaphragm, cervical cap, sponge, spermicide) 58 (18.9)
No form of birth control has ever been discussed with HCP 2 (2.3)

Current GLP-1 medication use (semaglutide or tirezpatide), n (%) 50 (16.3)

Notes: *Women could select multiple races. In addition to data shown, N=I identified as Native Hawaiian, Samoan,
Chamorro, or Other Pacific Islander, N=7 indicated additional race not listed, and N=1| declined to answer. ®Included
Indian Health Service, Civilian Health and Medical Program of the Uniformed Services (CHAMPUS), TRICARE/VA
health care, other government (federal, state, or local) or charity. “Geographic region of residence was categorized
according to the four US Census Bureau regions. “Women could select multiple methods.

Abbreviations: BMI, Body Mass Index; GLP-1, Glucagon-like peptide-|; HCP, healthcare providers; IQR, interquartile

range; 1UD, intrauterine device; SD, standard deviation.

reported having private insurance, while 28.7% and 10.7% reported Medicaid and Medicare coverage, respectively.

Relationship status included 32.9% married, 37.5% in a relationship but not married, and 29.6% single. The most

reported contraception methods used at the time of the DCE were combined hormonal or oral progesterone-only birth
control pills (56.0%), condoms (31.6%), and IUDs (15.0%); 11.1% reported having the etonogestrel implant.

Approximately 38.1% of women reported not wanting more children in the future. More than half of the women

(52.4%) had a higher body weight.

HCPs were 64.7 (SD, 2.9) years old, on average, predominantly female (58.7%), and most commonly self-identified as White
(74.1%) or of Asian (17.0%) race; 89.2% identified as non-Hispanic or Latino ethnicity (Table 2). Approximately half (50.8%)

Table 2 Sample Characteristics of Healthcare Providers in a Discrete Choice

Experiment Evaluating Contraceptive Preferences (N=305)

Demographic Characteristics
Age (years)
Mean (SD) 64.7 (2.9)
Median (IQR) 65.0 (63.0-66.0)
Sex, n (%)
Female 179 (58.7)
Male 125 (41.0)
Other 1 (0.3)
Race, n (%)*
American Indian or Alaska Native 4 (1.3)
Asian 52 (17.0)
Black or African American 10 (3.3)
Native Hawaiian, Samoan, Chamorro, or Other Pacific Islander 2 (0.7)
White 226 (74.1)
Not listed 6 (2.0)
Decline to answer 9 (3.0
(Continued)
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were OB-GYN Doctor of Medicine (MD)/Doctor of Osteopathic Medicine (DO), and nearly a quarter (24.3%) were family
medicine MD/DOs; the remaining (24.9%) identified as NP or PA in either setting. On average, HCPs practiced for 16.3 (SD,

Table 2 (Continued).

Not of Hispanic, Latino/a/x or Spanish origin 272 (89.2)
Practice Characteristics
Clinical background and setting, n (%)
MD or DO in OB-GYN 155 (50.8)
MD or DO in family medicine 74 (24.3)
NP or PA in OB-GYN 45 (14.8)
NP or PA in family medicine 31 (10.2)
Years of practice (excluding residency or training)
Mean (SD) 16.3 (10.3)
Median (IQR) 15.0 [7.0-24.0]
Region of practice, n (%)®
South 100 (32.8)
West 76 (24.9)
Midwest 66 (21.6)
Northeast 61 (20.7)
Practice location, n (%)
Suburban 147 (48.2)
Urban 119 (39.0)
Rural 39 (12.8)
Practice type, n (%)
Private practice 139 (45.6)
Community-based setting 111 (36.4)
Academic setting 55 (18.0)
Performs LARC procedures as part of routine practice, n (%)
IUDs and the contraceptive implant 231 (75.7)
Only 1UDs 26 (8.5)
Only the contraceptive implant 4 (1.3)
Does not routinely perform LARC insertions/removals 44 (14.4)

Notes: *HCPs could select multiple races. ®Region of practice was categorized according to the four U.S.

Census Bureau regions.

Abbreviations: DO, Doctor of Osteopathic Medicine; HCP, healthcare provider; IQR, interquartile range;
IUD, intrauterine device; LARC, Long-acting Reversible Contraceptive; MD, Doctor of Medicine; NP, nurse

practitioner; OB-GYN, Obstetrics/Gynecology; PA, physician assistant; SD, standard deviation.

10.3) years. Approximately 85.6% prescribed LARC methods as part of their routine practice.
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Relative Importance and Trade-Offs (VWomen)

All attributes except amenorrhea and breastfeeding had a statistically significant association with women’s contraceptive
preferences (Table 3 and Figure 1a). Lower effectiveness, higher CV risk, and longer delays in return to fertility were
associated with decreased preference (P <0.001), whereas a daily mode of administration and immediate postpartum
eligibility were associated with increased preference (P <0.001). Effectiveness (30.7%), CV risk (24.0%), mode of
administration (18.1%), and return to fertility (10.5%) were the most influential attributes. Methods that could be used
immediately postpartum were preferred over those requiring a delay. Preference weights indicated a directional pre-
ference for arm placement with the etonogestrel implant relative to uterine placement with IUDs in the overall sample
(P =0.47; not statistically significant).

Table 3 Preference Weights and Trade-Offs Among Women in a Discrete Choice Experiment Evaluating
Contraceptive Decision-Making (N=307)

Preference 95% ClI WTT®
Weights®
Effectiveness
| of 100 (Reference) - - -
4 of 100 —0.28 (-0.39—-0.16)° -
7 of 100 —0.57 (-0.69—0.45)° -
Cardiovascular risk 0.59
2 of 10,000 (Reference) - - -
5 of 10,000 -0.20 (-0.34—0.06)° -
10 of 10,000 —0.45 (-0.53—0.36)° -
Immediate postpartum use
No, you should delay starting for several weeks after giving birth (Reference) - - -
Yes 0.16 (0.07-0.24)° 1.63
Breastfeeding after childbirth
No, you should delay starting for several weeks after giving birth (Reference) - - -
Yes 0.06 (—0.02-0.14) 0.64
Amenorrhea risk
| of 100 (Reference) - - -
10 of 100 0.02 (-0.15-0.18) 0.19
25 of 100 —0.08 (-0.35-0.19) —0.81
50 of 100 —0.02 (-0.13-0.08) —0.24
Mode of administration
HCP puts under skin of upper arm; lasts several years. (Reference) - - -
HCP puts in uterus; lasts several years. —-0.05 (—0.18-0.08) —0.51
HCP gives injection every 3 months. —0.02 (=0.14-0.11) -0.16
HCP gives prescription. Method used daily. Prescription refills needed. 0.29 (0.16-0.42)° 3.04
(Continued)
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Table 3 (Continued).

Preference 95% CI WTT"
Weights®
Return to fertility
Within a few days (Reference) - - -
Within a few weeks -0.09 (—0.19-0.02) -0.91
May take several months —0.19 (-0.29—0.10)° —2.05

Notes: * Preference weights are from a conditional logistic model regressing preferences on the attribute’s levels of the treatment selected from
each choice card. A negative coefficient is interpreted as that attribute level being less preferred relative to the reference category for that attribute,
and the larger the magnitude the stronger the negative preference. For example, results for effectiveness can be stated as: “Methods associated with
a higher chance of pregnancy are less preferred than methods with a 1% chance of pregnancy”. Greater magnitudes reflect greater relative
importance and thus larger influence on choice. ® WTT values were estimated using marginal utilities (continuous) or preference weights
(categorical) for an attribute divided by the marginal utility for effectiveness. A positive (negative) coefficient reflects an individual’s willingness to
trade-off a given attribute for lower effectiveness (ie, willingness to accept a less (more) effective contraceptive method for the alternative
attribute). Coefficients represent the percentage points of effectiveness willing to be traded. Larger absolute percentage point values indicate larger
estimated trade-offs with effectiveness for the displayed attribute-level comparison. € P <0.05.

Abbreviations: Cl, confidence interval; HCP, healthcare provider; -, not applicable; WTT, willingness to trade-off.

Women’s trade-offs favored daily oral consumption (WTT=3.04) but not a delayed return to fertility (WTT=-2.05)
(Table 3). When considering LARC, women favored arm placement over uterine placement (WTT=-0.51).

Subgroup and Sensitivity Analyses (Women)

Subgroup analyses showed modest variation in preferences across select characteristics (Supplementary Table 2—4).

Effectiveness was the most influential attribute among women 25-34 and 35-49 years (RI=25.7% and 29.7%, respec-
tively). In contrast, women 18-24 years prioritized mode of administration (RI=24.2%), with effectiveness second
(RI=23.1%). In this group, daily oral regimens were preferred, though not significantly more than arm placement with
the etonogestrel implant (P =0.13; not statistically significant), and injectables were disliked relative to arm placement
with the etonogestrel implant (P =0.03); among LARC methods, the implant’s mode of administration was significantly
more favored than that of IUDs (P <0.001). Across body weight categories and family planning status, high contraceptive
effectiveness was consistently valued most, followed by low CV risk. WTT estimates by subgroup (Supplementary
Table 2—4) were generally consistent with those observed in the overall sample.

Preference weights and WTT estimates were similar in sensitivity analyses restricted to women who passed the
dominance test (n=263; 85.7%) and those who passed the stability test (n=247; 80.5%) (data not shown).

Relative Importance and Trade-Offs (HCPs)
Effectiveness, CV risk, mode of administration, and return to fertility were consistently and significantly asso-
ciated with HCP contraceptive preferences (P <0.001) (Table 4 and Figure 1b—1d). High effectiveness, low CV
risk, a rapid return to fertility, and the mode of administration/duration of effectiveness of LARC methods (vs
short-acting reversible contraception) consistently positively impacted HCP preferences. Effectiveness was the
most influential attribute for all profiles (RI=37.0%—40.1%), while the second-most influential attribute varied by
clinical scenario: return to fertility for the young nulliparous woman (RI=26.4%; rapid return preferred), mode of
administration for the older woman with completed childbearing (R1=21.9%; LARC preferred), and CV risk for
the woman with higher body weight (RI=22.9%; lower risk preferred).

HCPs unanimously disliked contraception requiring a daily oral regimen or an injection every 3 months and required
greater effectiveness to use these methods over the etonogestrel implant or IUDs (Table 4). For Patient Profile 1 (young,
nulliparous woman), the largest WTT value indicated that HCPs required substantially greater effectiveness to accept a method

with a slower return to fertility (WTT=—3.96). For Patient Profiles 2 (older woman, family planning complete) and 3 (woman
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(a)

Breastfeeding after childbirth 3.3%

Amenorrhea 5.1%

IPP use 8.4%

Return to fertility 10.5%

Mode of administration 18.1%

Increased CV risk 24.0%

Effectiveness 30.7%

u Patients (N=307)

(c)

Breastfeeding after childbirth

0.7%

(b)

Breastfeeding after childbirth

1.0%

Amenorrhea 4.8%

IPP use 5.0%

Increased CV risk 8.7%

Mode of administration 14.0%

Return to fertility 26.4%

Effectiveness 40.1%

= HCP Patient Profile 1 (N=305)

(d)

Breastfeeding after childbirth | 0.1%

IPP use

2.8% IPP use l 2.3%

Return to fertility 6.3% Return to fertility 5.1%

Amenorrhea 12.8% Amenorrhea 12.0%

Increased CV Risk 15.9% Mode of administration 20.6%

Mode of administration 21.9% Increased CV risk 22.9%

Effectiveness 39.5% Effectiveness 37.0%

= HCP Patient Profile 2 (N=305) m HCP Patient Profile 3 (N=305)

Figure | Relative Importance of Contraceptive Attributes. (a) Contraceptive Attributes Impacting Choice Among Women (b) Contraceptive Attributes Impacting Choice
Among HCPs for Patient Profile | (young, nulliparous, may want children in the future) (c) Contraceptive Attributes Impacting Choice Among HCPs for Patient Profile 2
(older, family complete) (d) Contraceptive Attributes Impacting Choice Among HCPs for Patient Profile 3 (higher bodyweight).

Notes: *Relative importance explains how much weight participants place on an attribute overall; higher scores reflect greater importance and thus larger influence on
choice. Relative importance scores were normalized to percentages based on the difference between the best and worst attribute level, multiplied by the coefficient for each
attribute, to allow for comparisons across attributes. Relative importance scores are interpreted as the proportional value of a change from a treatment with the worst
levels to a treatment with the best levels, captured by a specific attribute. For example, a relative importance of 30.7% associated with effectiveness for women is interpreted
as “effectiveness contributed 30.7% of the overall weight when choosing between attributes” or “Effectiveness explains 30.7% of the variation in preferences across
attributes”. Results indicate that contraceptive effectiveness is the leading attribute influencing choice across the study analyses presented. ®Mode of administration captures
method type and duration of effectiveness.

Abbreviations: CV, cardiovascular; HCP, healthcare provider; IPP, immediate postpartum.

with higher body weight), the largest WTT values reflected a requirement for increased effectiveness to prefer injectable
(WTT=-1.93 for Profile 2, WTT=—-1.72 for Profile 3) or oral methods (WTT=-2.15 for Profile 2, WTT=-0.87 for Profile 3).

Subgroup and Sensitivity Analyses (HCPs)

The three patient profiles were designed to define distinct subgroups; as such, no additional subgroup analyses were
performed for HCPs. The estimated preference weights of the attributes, RI values, and WTT estimates were robust to
sensitivity analyses.

Discussion

In this study, women prioritized contraceptive effectiveness and low CV risk most strongly, indicating a clear preference
for highly effective methods with favorable safety profile. Although trade-offs favored oral daily consumption, they did
not favor a delayed return to fertility. Apart from women 18-24 years, whose choices were most influenced by mode of
administration, preference results were generally consistent across the clinically relevant subgroups, including women
with higher body weight—a historically underrepresented subgroup in contraception research. HCPs in this study
consistently prioritized effectiveness irrespective of patient profile and demonstrated a strong preference for LARC
attributes over those of oral or injectable contraceptive methods.

Patient Preference and Adherence 2026:20 https: 11
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Table 4 HCP Preference Weights and Trade-Offs, by Patient Profile, in a Discrete Choice Experiment Evaluating Contraceptive Decision-Making (N=305)

Profile 1 Profile 2* Profile 3*

Preference 95% CI WTT® Preference 95% CI WTT® Preference 95% CI WTT®

Weights® Weights® Weights'
Effectiveness
I of 100 (Reference) - - - - - - - - -
4 of 100 —0.61 (-0.73—0.49) ¢ - —0.86 (-0.99— —0.73) ¢ - —0.69 (-0.81—0.56) ¢ -
7 of 100 —-1.25 (-1.38—1.11) ¢ - —-1.74 (-1.89—1.58) ¢ - -1.29 (-1.43—1.15)¢ -
Cardiovascular Risk 0.16 0.30 0.47
2 of 10,000 (Reference) - - - - - - - - —
5 of 10,000 —0.03 (-0.18-0.12) - -0.19 (-0.34—0.04) ¢ - —0.38 (-0.53—0.24)° -
10 of 10,000 -0.27 (-0.36—0.18)¢ - -0.70 (-0.80—0.60)¢ - —-0.80 (-0.89—0.71)¢ -
Immediate postpartum use
No, you should delay starting for several weeks after giving birth (Reference) - - - - - - - - -
Yes 0.16 (0.07-0.24)° 0.75 0.12 (0.03-0.22)¢ 0.43 0.08 (-0.01-0.17) 0.37
Breastfeeding after childbirth
No, you should delay starting for several weeks after giving birth (Reference) - - - - - - - - -
Yes 0.03 (-0.05-0.12) 0.15 —0.03 (-0.12-0.06) —-0.10 0.003 (-0.08-0.09) 0.01
Amenorrhea risk
| of 100 (Reference) - - - - - - — - _
10 of 100 -0.15 (-0.33-0.03) -0.72 0.01 (-0.17-0.19) 0.03 0.05 (-0.13-0.23) 0.23
25 of 100 —0.04 (-0.33-0.24) -0.21 -0.27 (—0.56-0.02) -0.93 -0.29 (-0.57-0.00) -1.33
50 of 100 —-0.02 (-0.13-0.10) —0.08 0.29 (0.17-0.42)¢ 1.02 0.13 (0.02-0.25)¢ 0.62
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Mode of administration

HCP puts under skin of upper arm; lasts several years. (Reference)

HCP puts in uterus; lasts several years. 0.10 (-0.04-0.24) 0.47 0.34 (0.19-0.49) ¢ 1.18 0.35 (0.21-0.49) ¢ 1.63
HCP gives injection every 3 months. -0.34 (-0.47—0.21) ¢ —-1.62 -0.56 (-0.70—0.42) ¢ —-1.93 -0.37 (-0.51—0.23) ¢ -1.72
HCP gives prescription. Method used daily. Prescription refills needed. —0.04 (-0.18-0.10) —-0.19 —0.62 (-0.77—0.47) ¢ -2.15 —-0.19 (-0.33—0.05) ¢ —-0.87
Return to fertility

Within a few days (Reference) - - - - - - - - -
Within a few weeks -0.24 (-0.35—0.13)¢ -1.15 0.17 (0.05-0.29) ¢ 0.59 0.05 (-0.07-0.17) 0.23
May take several months -0.82 (-0.93—0.71)¢ -3.96 0.28 (0.16-0.39) ¢ 0.96 -0.13 (-0.24—0.02) ¢ -0.59

Notes: * Patient Profile |: A healthy 25-year-old patient who is nulliparous but may consider having children in the future. Patient profile 2: A healthy 40-year-old patient who does not want any more children in the future. Patient Profile
3: A 35-year-old patient with body mass index of 29 kg/m? to 31 kg/m?, but otherwise healthy. ® Preference weights are from a conditional logistic model regressing preferences on the attribute’s levels of the treatment selected from each
choice card. A negative coefficient is interpreted as that attribute level being less preferred relative to the reference category for that attribute, and the larger the magnitude of the negative coefficient the stronger the negative
preference. For example, the results for effectiveness can be stated as: “Methods associated with a higher chance of pregnancy are less preferred than methods with a |% chance of pregnancy”. Greater magnitudes reflect greater relative
importance and thus larger influence on choice. © WTT values were estimated using marginal utilities (continuous) or preference weights (categorical) for an attribute divided by the marginal utility for effectiveness. A positive (negative)
coefficient reflects an individual’s willingness to trade-off a given attribute for lower effectiveness (ie, willingness to accept a less (more) effective contraceptive method for the alternative attribute). Coefficients represent the percentage

points of effectiveness willing to be traded. Larger absolute percentage point values indicate larger estimated trade-offs with effectiveness for the displayed attribute-level comparison. ¢ P <0.05.
Abbreviations: Cl, confidence interval; HCP, healthcare provider; -, not applicable; WTT, willingness to trade-off.
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Attributes commonly associated with injectable and oral contraceptive methods were viewed less favorably by
women in this study compared with the features of LARC, highlighting a discordance between their preferred contra-
ceptive attributes and their stated preference for a daily oral mode of administration. Women consistently prioritized
contraception that is highly effective and associated with low CV risk—and valued other key attributes including a rapid
return to fertility and immediate postpartum eligibility—all of which are most aligned with LARCs and particularly the
etonogestrel implant as the most effective reversible method available.*' Oral methods in particular are generally
characterized by higher typical-use failure rates and, for some formulations and individuals, increased CV risk;** this
method along with injectables are further associated with delayed returns to fertility. Combined hormonal oral contra-
ception is particularly not recommended immediately postpartum.”?

The preference for highly effective contraception with other features characteristic of LARC, and the expressed
preference for daily oral consumption among women in this study, may indeed reflect a higher familiarity of oral
contraceptives and misperceptions in the real-world regarding reversibility and user autonomy. Prior work underscores
the salience of these findings. For example, a study of LARC preferences by Haas et al'® identified two distinct patient
subgroups: the first prioritized effectiveness above everything else and was unlikely to use a method their HCP did not
recommend, and the second valued their HCP’s recommendations but preferred oral contraceptive options above all
else.”* Together, these findings underscore the central role of individual preferences in contraceptive selection and
highlight opportunities to improve patient education and counseling through clear benefit-risk discussion reinforcing
autonomy across all methods.

Consistent dislike of the features associated with daily oral and injectable contraceptive methods among HCPs
highlights a disconnect with the preferences and trade-offs driving choice among women. These gaps signal a material
opportunity to further contraceptive education and better align counseling approaches to patient priorities. Importantly,
these findings provide a novel contribution to the scientific literature given the limited evidence available on the
contraceptive attributes influencing HCP decision-making, particularly in the US context. Existing research on HCPs
has primarily focused on attitudes, perceptions, counseling practices, barriers, and facilitators to contraceptive care, rather
than quantifying preferences for specific contraceptive characteristics.”” Unlike traditional surveys, the DCE methodol-
ogy of this study quantified the RI of the studied attributes and the trade-offs made when evaluating contraceptive
options, thereby providing unique insights into factors that may influence counseling and shared decision-making.

The observed differences between women and HCPs suggest that the latter may not always accurately anticipate
which contraceptive attributes women value most. Such discrepancies have potential implications for contraceptive
counseling and shared decision-making, as discussions may emphasize outcomes that are less important to women while
underemphasizing attributes most influential of their choices. The study findings support approaches that actively elicit
women’s preferences in a clinical encounter and suggest that initiatives aimed at increasing HCP awareness of women’s
priorities may further facilitate patient-centered contraceptive care.

Study findings should be interpreted considering certain limitations. First, participants were recruited from market research
panels, which may limit generalizability but facilitated a broad reach to ensure adequate sample size. Further, the results reflect
stated preferences under hypothetical yet clinically realistic scenarios. As DCEs reduce complex treatment decisions to
a limited set of attributes, thus facilitating internal validity and data quality, decisions in the real-world may or may not weigh
various other attributes and may omit other factors (eg, contraceptive costs) that can influence decisions. On costs specifically,
it is worth acknowledging that the heterogeneous nature of contraceptive coverage and out-of-pocket costs in the US poses
difficulty in defining a cost attribute that would be meaningful across respondents;*® 2 consequently, the preferences identified
in this study should be interpreted as preferences for contraceptive attributes independent of direct cost considerations.

Conclusions

The study findings underscore the importance of integrating a balanced discussion of each contraceptive method’s risks,
benefits, and attributes during contraceptive counseling, while eliciting and honoring patient preferences. This discrete
choice experiment found that women’s preferences were largely consistent across clinically relevant subgroups, indicat-
ing broad agreement on the relative importance of contraceptive attributes, with the notable exception of women aged
18-24. In contrast, differences observed between women’s preferences and those of HCPs highlight opportunities to
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improve education, patient-centered contraceptive counseling, and shared decision-making. Greater awareness of
women’s priorities may help to ensure that contraceptive discussions better reflect the priorities and outcomes most
important to women. These findings have implications not only for clinical practice and education but also for health
systems, payers, and policymakers, underscoring the need to facilitate access and reimbursement to the full range of
contraceptive options. Future real-world longitudinal research is warranted to evaluate how contraceptive care aligned
with women’s preferences influences utilization, satisfaction, and reproductive health outcomes.

Abbreviations

BMI, body mass index; CI, confidence interval; CV, cardiovascular; DCE, discrete choice experiment; DO, Doctor of
Osteopathic Medicine; GLP-1, Glucagon-like peptide-1; HCPs, healthcare providers; ISPOR, International Society for
Pharmacoeconomics and Outcomes Research; IUD, intrauterine device; IQR, interquartile range; LARC, long-acting
reversible contraception; MD, Doctor of Medicine; NPs, nurse practitioners; OB/GYN, obstetrics and gynecology; PAs,
physician assistants; RI, Relative importance; SD, standard deviation; US, United States; WTT, willingness to trade-off.
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