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Women’s questionnaire
 1. Introduction
First of all, thank you for completing this questionnaire.
The purpose of this questionnaire is to help you and your doctor decide which is the best contraceptive method for you.
The information provided will help you make the best choice based on your wishes, habits and current health. Based on your responses, your doctor will be able to advise which is the best choice for you. (This questionnaire is not a replacement for visiting the doctor for examination and personal advice.)
Please complete this questionnaire and then give it to your doctor or nurse.
The questionnaire takes approximately 10 minutes to complete.
Further information
If you have any questions about this questionnaire, please contact your doctor or nurse.
If you have any questions about how to complete this questionnaire, please ask your doctor or nurse.
 [Programming instructions will not be shown to the respondent]

2. General questions about you
Q1 [bookmark: _Ref444681476]How old are you?	
	

	
|__|__| years



Q2 Are you currently deciding on your first contraceptive method?	
	(Please select one answer)

		
	Yes

	
	No


[If YES, don’t answer Q3, Q4 and Q5]



Q3 [bookmark: _Ref468358190]Please tick your MOST RECENT/CURRENT contraceptive method in the following list (the list is displayed in alphabetical order)
(Please select your most recent/current method. If a combination, please select all that apply)
If in doubt, please consult the information sheet by clicking here
	
	Cervical cap (silicone cup inserted in the vagina)

	
	Diaphragm

	
	Implant (inserted under the skin)

	
	Injection

	
	IUD, coil (copper IUD)

	
	IUS, coil with hormones (piece of plastic that is inserted in the uterus releasing hormone/progestin)

	
	(Male) condom

	
	Patch

	
	Pill (combined pill)

	
	Progestin-only pill

	
	Spermicide (creams, film, foams, gels, etc.)

	
	Sponge

	
	Vaginal ring 

	
	Withdrawal

	
	Natural method (e.g. abstinence, fertility awareness-based methods, lactational amenorrhoea method)

	
	Don’t know/don’t remember

	
	None of these



Q4 [bookmark: _Ref472957374]How long have you been using the method(s) indicated in Q3?	
	(Please select one answer)

		
	Less than 12 months

	
	More than 12 months








Q5 [bookmark: _Ref468358210]Do you want to change your most recent/current contraceptive method?
	(Please select one answer)

		
	No, I’d prefer to continue using the same method [Go to end and close]

	
	Yes, I have had unwanted side effects with the recent method used

	
	Yes, the most recent/current method does not meet my expectations/I don’t like it

	
	Yes, it does not fit with my current life

	
	Yes, because I have not got used to it (e.g. I forgot to use it, I found it painful, etc.)

	
	Yes, I want to try a new method for other reasons



	



Q6 Have you had children?	
	

		
	Yes

	
	No





[If YES go to Q7. If NO go to Q9]
Q7 [bookmark: _Ref462928975]Have you given birth in the last 6 weeks?	
	

		
	Yes

	
	No





Q8 [bookmark: _Ref455564405]Are you currently breastfeeding?	
	

		
	Yes

	
	No







Q9 [bookmark: _Ref455564417]Are you planning to have children/more children?
	(Please select one answer)

		
	Yes, within 1 year or less

	
	Yes, within 1 to 3 years

	
	Yes, I may consider having a child at some time in the future (in more than 3 years)

	
	No, I’m not planning to have children

	
	Not sure/don’t know









Q10 Thinking about the last 12 months, on a scale of 0 to 10, with 0 being no pain and 10 being the worst pain you can imagine, how painful were your periods?	
	(Please tick your answer)
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Q11 Thinking about the last 12 months, do you have regular menstrual cycles (between 21 and 35 days)?
	(Please select one answer)

		
	Yes, all the time

	
	Yes, at least half of the time

	
	Never






Q12 Which of these sentences describes your usual menstruation (thinking about the last 12 months)?
	(Please select all the answers that you think apply)

	
	I bleed heavily (I soak through a pad or tampon every 1 to 3 hours on the heaviest days of my period)

	
	My period lasts for more than 5 days

	
	I usually experience cramps or backache

	
	I usually experience migraine or headache

	
	I usually experience breast discomfort, tenderness or pain

	
	I usually need painkillers






3. Health conditions
The following questions are related to any health conditions that your doctor should know about in order to select a contraceptive method that is suitable for you.
Disclaimer:
If you have doubts when completing this section, please consult your doctor during your visit.
After reading the question, if you believe your doctor already has this information you don’t need to answer it. But, if you are not sure, or if there has been a change since your last visit, please complete all the questions so that you can discuss the responses with your doctor.
Q13 [bookmark: _Ref396481577]Please write down

Your height: ____ (centimetres)
Your weight: ____ (kilograms)
[To calculate body mass index]

Q14 Do you smoke?
	(Please select one answer)

	
	Yes

	
	[If YES] How many cigarettes per day do you smoke? _____

	
	No



Q15 Have you ever had a clot in a blood vessel or any circulation problem?
	(Please select one answer)

	
	Yes

	
	No

	
	Not sure/don’t know


[bookmark: _Ref444861532][bookmark: _Ref444681074]





Q16 Have you been diagnosed with or suspect you have one of the following?
(Please select one option for each of the 17 conditions)
If you have doubts when completing this question, please consult your doctor during the visit
	Condition
	Yes
	No
	Don´t know

	Diabetes
	
	
	

	High blood pressure
	
	
	

	Heart disease
	
	
	

	Breast cancer
	
	
	

	Endometrial cancer/gynaecological cancer
	
	
	

	Endometriosis
	
	
	

	Uterine fibroids/abnormal uterus shape
	
	
	

	Ovarian cysts
	
	
	

	Pelvic inflammatory disease or sexually transmitted infection (genital herpes, chlamydia, syphilis, gonorrhoea, HIV (the virus that causes AIDS)
	
	
	

	Depression
	
	
	

	Severe problem with lipids
	
	
	

	Gallbladder problems
	
	
	

	Epilepsy/seizures
	
	
	

	Severe hepatic disease
	
	
	

	Liver tumours (benign or malignant)
	
	
	

	Pancreatitis
	
	
	

	Allergy to latex
	
	
	




Q17 Are you currently taking any of the following medications?
(Please select one option in each row)
If you have doubts when completing this question, please consult your doctor during your visit
	Medication
	Yes
	No
	Don´t know

	Anticoagulants
	
	
	

	Antibiotics
	
	
	

	Antidepressants
	
	
	

	Gastric protector
	
	
	

	Bosentan (for the treatment of pulmonary artery hypertension)
	
	
	

	St John’s wort (Hypericum perforatum)
	
	
	

	HIV treatment (e.g. ritonavir, nelfinavir, nevirapine, efavirenz)
	
	
	

	Antiepileptics
	
	
	

	Other, please specify…………………………………………………………………………………………………………








Q18 Have any of your siblings or parents, especially at a relatively early age (i.e. before 50), suffered from any of the following?
(Please select one option for each row)
If you have doubts when completing this question, please consult your doctor during your visit
	Condition
	Yes
	No
	Don´t know

	Blood clot in the leg or lung
	
	
	

	Myocardial infarction (heart attack)
	
	
	

	Stroke 
	
	
	

	Ischaemic attack (this is like a stroke, producing similar symptoms, but usually lasting only a few minutes and causing no permanent damage)
	
	
	

	Breast cancer
	
	
	

	Endometrial cancer/gynaecological cancer
	
	
	

	Eclampsia (seizure during pregnancy due to high blood pressure) 
	
	
	





4. Contraceptive methods: alternatives for you
The following questions are related to your preferences as regards contraceptive methods.
Q19 Please select which statements apply to you when thinking about choosing a contraceptive method
	(Please select all answers that you think apply)

	
	I need to control my cycle because of my lifestyle (job, training, etc.)

	
	I want the most effective method, no matter what

	
	I don’t mind if I miss a period

	
	I don’t mind using it regularly, every day

	
	I don’t mind using it regularly, every week

	
	I prefer a once-a-month method

	
	I prefer a method that last 3 months or more

	
	I want to think about it only when I have sex

	
	I am not afraid of using a hormonal method (hormones are substances made in our bodies allowing different parts of our bodies to communicate and function correctly)

	
	I don’t like to swallow tablets

	
	I’d like to have the possibility to become pregnant immediately (without delay) after stopping using it

	
	Unexpected bleeding is completely unacceptable to me

	
	I’d choose a method that does not require help from a professional (to place it or use it)

	
	I don’t mind if I have irregular bleeding

	
	I want a method that allows me not to have to think about contraception any more






Q20 [bookmark: _Ref462927393]If a contraceptive method reduces your number of menstrual periods per year, which would you prefer?
	(Please select one answer)

	
	I don’t want to reduce the frequency; I’d prefer to continue having a period every month

	
	I’d prefer to have a period less than once a month

	
	I’d prefer no period at all

	
	Not sure/don’t know



Q21 Are you currently looking for a reversible or irreversible contraceptive method?	
	(Please select one answer)

		
	Reversible (temporary, your natural fertility returns after the method stops having an effect on your body) [Go to Q22]

	
	Irreversible/female sterilisation (permanent, you should be certain you don’t desire future pregnancies) [Go to Q24 or go to end and close]






Q22 [bookmark: _Ref461707897][bookmark: _Ref472957576]From the following list, please tick the TYPE of reversible contraceptive method(s) you would prefer to use (If your doctor, who knows your health situation and your history, considers this choice appropriate for you) (the list is displayed in alphabetical order)
	(Please select all answers that you think apply)

	
Before answering, please consult the information sheet by clicking here
	
	Cervical cap

	
	Diaphragm

	
	Implant 

	
	Injection

	
	IUD, coil (copper IUD)

	
	IUS, coil with hormones

	
	(Male) condom

	
	Patch

	
	Pill (combined pill)

	
	Progestin-only pill

	
	Spermicide

	
	Sponge

	
	Vaginal ring 

	
	Don’t know

	
	None of these



	




	
	


[bookmark: _Ref455565521]
Q23 Which other benefits (apart from preventing pregnancy) do you expect from your contraception?
	(Please select all answers that you think apply)

	
	Control menstrual irregularities

	
	Control heavy and prolonged bleeding (during and outside the menstrual period)

	
	Reduce pain during menstruation

	
	Space out or prevent menstruation

	
	Decrease signs that occur before the onset of menstruation (e.g. backache, bloating, breast tenderness, headache, pelvic pain, mood swings, etc.)

	
	Control my acne or oily skin

	
	Control my weight	

	
	Reduce the risk of getting a sexually transmitted disease

	
	Not sure/don’t know



[Only for those countries where some contraceptive methods are reimbursed and others are not]
Q24 [bookmark: _Ref471892730]If the contraceptive method that best suits you is not covered by the national health system, would you be willing to pay for it?	
	(Please select one answer)
	


		
	Not willing to pay anything at all

	
	Depends on the cost

	
	Yes, without a doubt



	



							
	
Thank you for completing the questionnaire
Should you have any questions please contact your doctor or nurse for further information
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