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ABSTRACT
Introduction:  While telemedicine contraceptive counselling may enhance access and uptake, 
particularly in low-resource settings, the evidence for its acceptability as an alternative to in-person 
counselling remains limited. We therefore assessed the acceptability of PlanUrFam, a comprehensive 
WhatsApp-based contraceptive counselling tool, among women seeking abortion care in South 
Africa.
Methods:  We conducted a mixed-methods pilot study at two public health clinics. Women seeking 
abortion care (n = 31) used PlanUrFam for contraceptive counselling and were followed-up at two 
weeks (n = 28). The primary outcome was a composite measure acceptability, informed by the 
Theoretical Framework of Acceptability (TFA). The secondary outcome was choice of long-acting 
reversible contraception (LARC) and preference for future counselling. In-depth interviews with a 
nested subgroup (n = 8) explored experiences of the tool using the TFA and content analysis.
Results:  There was high acceptability (89%, n = 25/28) across framework domains. Qualitative results 
confirmed that PlanUrFam was acceptable, easy to use, understand and reduced judgement 
experienced in in-person care. Comprehensive information increased perceived confidence and 
agency in contraceptive decision-making. After using PlanUrFam, most participants chose LARC 
methods (64%, n = 18/28), chose a different contraceptive than previously used (96%, n = 27/28), and 
preferred either PlanUrFam alone (54%) or in combination with in-person counselling (36%) for 
future contraceptive care.
Discussion:  This pilot demonstrates high acceptability of PlanUrFam in abortion care and supported 
informed decision-making and choice of LARC. The effectiveness of PlanUrFam or similar interventions 
compared to standard care should be explored in randomised controlled trials measuring method 
initiation, continuation, recurrent pregnancy and abortion.

SHORT CONDENSATION
This study finds that a new WhatsApp chatbot for low-data settings, offering interactive decision aid 
and medical eligibility screening for contraceptive choice, has high acceptability across all measured 
domains and may result in reduced perceived stigma and increased informed decision-making.

Introduction

Despite increased access to contraceptives globally, unmet 
need persists, particularly in low- and middle-income coun-
tries (LMIC). Unmet need is defined as women who want to 
avoid or delay pregnancy but are not using a reliable, mod-
ern method of contraception. We will use the term ‘women’ 
to refer to individuals who can become pregnant, recognis-
ing that not all such individuals identify as women. Modern 
contraceptive methods are intrauterine devices (IUDs), sterili-
sation, implants, progestin injections, oral contraceptive pills, 
contraceptive rings and patches, condoms (and other barrier 
methods), as well as emergency contraception. In LMIC 77% 
of unintended pregnancies occur among women with an 
unmet need for modern contraception [1]. Globally, barriers 
include infrastructure limitations, provider bias, restricted 
method choice and limited individualised counselling [2].

Contraceptive counselling is key in comprehensive abor-
tion care, though evidence on the effectiveness of peri-
abortion counselling interventions is mixed [3]. Although 
structured counselling can increase long-acting reversible 
contraception (LARC) uptake in abortion care and reduce 
subsequent unintended pregnancies, implementation is 
often limited by resource constraints and provider bias [4,5].

Telemedicine, meaning digitally assisted remote provision 
of healthcare services, has the potential to expand health-
care access, particularly for underserved populations and 
resource-limited settings [6]. Telemedicine has been used for 
components of contraceptive services such as information 
and reminders or decision-support for users or staff, but less 
often for comprehensive counselling [6,7]. Evidence suggests 
that interactive, individualised telemedicine interventions 
incorporating behaviour change techniques can improve 
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contraceptive uptake, though effects are modest [8]. While 
telemedicine for abortion has proven effective with high sat-
isfaction rates, limited evidence exists regarding telemedi-
cine contraceptive counselling (TECC) models, particularly 
those that can substitute for in-person care [9].

In South Africa, one-fifth of women of reproductive age 
have unmet contraceptive needs and two-thirds report 
unintended pregnancies in the past five years [10,11]. 
Among sexually active women using modern contracep-
tion, the progestin injection (42%) and male condom (27%) 
dominate method choices, while use of LARC methods 
remains below 10% [12]. Abortion is legal in South Africa 
up to 20 weeks of gestation and free of charge in public 
clinics. However, abortion is stigmatised and an estimated 
50% occur backstreet, risking women’s health and depriving 
them of comprehensive abortion care, including contracep-
tive counselling [13]. Contraception counselling and provi-
sion is available free of charge in public clinics. While a 
wide range of methods are subsidised, in practice choice 
and initiation may be hindered by lack of stock or trained 
providers, as well as limited time for counselling [5,10]. Low 
provider-patient ratios and high mobile phone penetration 
suggests TECC could increase access and overcome barriers 
to care. However, successful implementation requires under-
standing its acceptability in this context.

This study aimed to pilot and comprehensively assess 
acceptability of a TECC intervention (“PlanUrFam”) in abor-
tion care, a WhatsApp chatbot designed for low-data and 
low-resource settings.

Methods

Study setting

This study was conducted at two public health clinics in 
Cape Town’s urban townships: Mitchell’s Plain and 
Khayelitsha. Both serve low-income communities with dis-
tinct profiles. Mitchell’s Plain has lower unemployment 
(24%) and poverty rates (38%), with predominantly formal 
housing and reliable service delivery. Khayelitsha has pre-
dominantly informal dwellings with significant water and 

sanitation gaps. Residents face higher unemployment (38%) 
with most households (75%) falling under the national pov-
erty line [14–16].

Our study sites provide first-trimester abortion services 
and refer second-trimester abortions to local hospitals. 
Abortion services and contraceptive counselling and provi-
sion is provided by nurses free of charge. Subsidised meth-
ods including oral contraceptives, progestin injectables, 
progestin implants, copper and hormonal IUDs, and sterili-
sation. Despite this range, stock shortages and limited 
training among providers may restrict method choice [5,10]. 
Progestin injections dominate contraceptive use (over a 
third of all method use), while LARC use remains low 
[17,18].

High patient volumes often result in long waiting times 
and short counselling sessions, often focused on a single or 
a few methods rather than presenting a full range of 
options [5]. Based on our field observations during this and 
previous studies, counselling was often performed as group 
information sessions, with minimal individual counselling as 
follow up. Individual sessions often lasted less than five 
minutes.

Study design

We conducted a mixed-methods pilot study assessing 
acceptability of PlanUrFam among women seeking abortion 
at our study sites. Using an explanatory sequential design, 
quantitative findings informed sampling and design of the 
qualitative component (Figure 1). Equal weight was given 
to qualitative and quantitative components during analysis.

Theoretical framework of acceptability (TFA)

We used Sekhon’s TFA to comprehensively evaluate inter-
vention acceptability across seven domains outlined in 
Figure 2 [19]. The TFA guided both data collection and 
analysis. Ethicality and opportunity costs were explored 
exclusively through qualitative methods and not included 
as survey questions. Based on discussions with end-users 

Figure 1.  Study design overview – dotted line symbolising flexible approach with qualitative analysis informing the adaptable interview guide.

Figure 2. O verview of TFA, adapted from Sekhon et  al. [19].
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while developing PlanUrFam, we assessed these constructs 
were difficult to explain and were better captured through 
in-depth discussion than through rating scales. We assessed 
that simplifying the concepts into survey question format 
would entail risks of misunderstanding and producing lim-
ited variability in responses for these domains.

PlanUrFam intervention

Prior to this study we developed PlanUrFam, a TECC chatbot 
designed for WhatsApp in low-data settings, meaning it was 
designed to function in settings with limited internet band-
width and on basic smartphones. PlanUrFam delivers asyn-
chronous structured contraceptive counselling designed to 
stand alone and be able to substitute in person counselling, 
i.e. not requiring real-time interaction with a healthcare pro-
vider. The consultation comprises 22 multiple-choice ques-
tions or statements covering preferences, reproductive life 
intentions and medical eligibility criteria. All users receive 
the same core questions about preferences and reproductive 
life intentions (e.g. I have a lot of bleeding during my periods 
and would like less bleeding or How would you deal with a 
pregnancy, if you were to fall pregnant in the next few months?) 
Depending on response, users receive additional educational 
content and follow-up questions. In the background, an 
algorithm assigns points to each contraceptive method 
based on user response. Preference-aligned responses gener-
ate positive points, while preference non-aligned responses 
trigger lower or negative points. Medical contraindications 
trigger substantial negative points.

After completing the questionnaire, PlanUrFam presents 
the two highest-scoring methods as primary recommenda-
tions and provides information about effectiveness, benefits, 
risks, and use. Before choosing method, users are offered to 
read about other methods. Method information in PlanUrFam 
aligns with methods accessible for free in South African 
public health facilities and include hormonal and copper 
IUDs, combined oral contraceptives, progestin-only pills, pro-
gestin implants, progestin injectables, sterilisation as well as 
condoms, withdrawal, safe periods and emergency contra-
ception. The consultation concludes with an automated 
summary for healthcare providers, documenting method 
recommendations, user choice, and relevant medical history. 
Data security was maintained through end-to-end encryp-
tion provided by WhatsApp, and no personally identifying 
information was stored on external servers. All user responses 
were linked to anonymous study IDs rather than personal 
identifiers.The PlanUrFam development process will be 
described in forthcoming publication.

Recruitment and study procedures

Between October-November 2023, a convenience sample of 
women seeking abortion care at two study sites were 
enrolled. All women presenting for abortion care were 
approached by the research team, informed about the 
study and screened for eligibility. Eligible participants were 
aged ≥18 years, able to read/write English, with access to a 
smartphone, willing to use TECC and complete follow-up. 
The setting and sample were selected to represent women 
using functioning public health abortion services in 
low-resource and low data settings and still face barriers to 

adequate contraceptive counselling. Our sample size was 
determined to 30 participants using a pragmatic approach, 
allowing for acceptability assessment and nested sampling 
for in-depth interviews [20]. We anticipated minimal drop-
out rates with a two-week follow-up.

After informed consent, and before their abortion con-
sultation with the nurse, participants used PlanUrFam. 
PlanUrFam replaced in-person contraceptive counselling 
and study staff transferred the summary information to 
paper in the patient medical folder, for the nurses to review 
prior to method provision. Theoretically this summary could 
be emailed or printed at clinics. Nurses did not perform 
additional medical eligibility screening, but if the chosen 
method was not possible to provide at that time, they 
could recommend another method.

In-depth interviews were conducted 2-4 weeks after 
using PlanUrFam. This timing was chosen to balance the 
need for participants to complete their abortion and have 
time to reflect on their experience, while minimising risk for 
recall bias. During interviews, participants were shown 
screenshots of PlanUrFam to aid recall if needed.

Data collection

Quantitative data were collected through baseline and 
two-week follow-up surveys. The baseline survey collected 
demographic data and reproductive history including previ-
ous contraceptive use and counselling. The follow-up sur-
vey covered the five quantitatively measured TFA domains, 
with opportunity for free-text responses. Data were cap-
tured into the data software RedCap.

For qualitative data collection, we invited a purposively 
chosen nested sample for in-depth interviews. We sought 
variation in age, education level, contraceptive experience, 
and quantitative acceptability ratings. Interviews followed a 
semi-structured guide aligned with TFA domains. Free-text 
responses from the quantitative survey provided additional 
qualitative data. Supplemental table 1 outlines TFA domains 
and how they were explored.

Analysis

Our primary quantitative outcome was a composite mea-
sure of acceptability across the five quantitively measured 
TFA domains (Figure 3).

Secondary quantitative outcomes were contraceptive 
method chosen by type, choice of LARC (defined as contra-
ceptive implants and intrauterine devices) change of method 
with respect to previous use, and preference for counselling. 
Quantitative data were presented as mean (standard devia-
tion) or median (interquartile range) depending on the dis-
tribution of the data. Categorical demographic data and 
outcomes were presented as absolute numbers and fre-
quencies. Data were analysed using SPSS 17.0.

For qualitative data analysis, we employed an a hybrid 
or abductive approach combining conventional inductive 
and directed deductive content analysis methods [21,22]. 
After verbatim transcription and familiarisation, researchers 
MW and ME independently coded data inductively, creating 
meaning units and codes. These were then organised 
deductively using TFA domains as overarching categories. 
Discrepancies were resolved through discussion until 

https://doi.org/10.1080/13625187.2025.2500637
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consensus. The analysis process systematically progressed 
from meaning units (direct quotes) to codes (condensed 
meaning), to categories (grouped codes), and then to 
themes cutting across categories. Peer discussions about 
the selected categories and themes within the broader 
research team further refined the analysis and allowed for 
reflexivity on potential biases from our backgrounds in 
reproductive health research and clinical practice in differ-
ent countries. We integrated findings using a joint display 
organised by TFA domain [17]. Each domain was assessed 
for agreement, partial agreement, silence, and dissonance 
between data sets, revealing both convergence within the 
TFA and emergent themes beyond it [18]. Trustworthiness 
was strengthened by several strategies; researcher triangu-
lation supporting credibility, systematic analysis strengthen-
ing dependability and researcher reflexivity enhancing 
confirmability. Transferability was supported through con-
textual descriptions of the healthcare setting, sociodemo-
graphic characteristics of our participants, as well as their 
contraceptive histories, allowing readers to assess relevance 
to similar settings.

Ethics

The study received ethical approval from University of Cape 
Town Human Research Ethics Committee (HREC 615/2022) 
and the Swedish Ethical Review Authority (DNR 
2024-02750-01).

Results

Between October-November 2023, 68 women were screened 
for eligibility. 37 were ineligible because of no smartphone 
(n = 8), age under 18 (n = 7), not interested (n = 19), not 
pregnant or unsure about abortion (n = 3) (study flow in 
Figure 4). 31 participants were enrolled (detailed character-
istics in Table 1) and completed PlanUrFam at least once. 
Three participants were discontinued after enrolment 
(changed mind about abortion n = 1; gestational age above 
legal limit n = 2). 24/28 in follow up survey contributed free 
text responses, and eight in-depth interviews were con-
ducted. Median age was 25 years, 61% (n = 19) were unem-
ployed and 42% (n = 13) resided in informal housing. 
Previous contraceptive use at any time was high (n = 23, 
74%), but most (n = 20, 65%) had never experienced indi-
vidual contraceptive counselling.

Intervention acceptability

Intervention acceptability, defined by our composite mea-
sure, was achieved by 89% of participants (n = 25/28), indi-
cating high overall acceptability. Data integration and 
triangulation revealed that qualitative findings confirmed 
and complemented quantitative findings, while expanding 
our understanding of acceptability beyond the TFA. 
Acceptability across TFA domains are presented below and 
in Table 2.

Affective attitude

Almost all participants (n = 26, 93%) expressed positive 
affective attitudes, stating they loved (71.4%) or liked 
(21.4%) PlanUrFam. Qualitative data confirmed positive 
affective attitude describing PlanUrFam as personal, easy 
and comfortable to use.

I felt so good! Because when I was done using the WhatsApp 
Chat, I knew what to choose, I knew what to do going for-
ward… it was amazing (22-year old participant)

Qualitative findings furthermore described an emotional 
journey from initial hesitation to enthusiasm, particularly 
around informed choice.

Burden

All participants rated PlanUrFam as very easy (82%) or easy 
enough to use (18%). Qualitative data mainly confirmed 
survey findings on low effort.

To be honest there wasn’t any effort. You just read, click num-
ber one, number two and that’s it./…/I think the other chal-
lenges would be … I don’t think you guys have put in different 
languages… I think that would be also a disadvantage for oth-
ers (28-year old participant)

However, when participants were prompted to reflect on 
burden, challenges such as limited languages, medical ter-
minology, and technology access were revealed.

Ethicality

Ethicality was explored qualitatively, asking participants to 
reflect on how PlanUrFam fits with ideas and values about 
family planning.

Figure 3. A cceptability ratings contributing to composite measure.
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I felt like the chat was more patient, and more explanatory. The 
chat was less judgemental. It was on my own phone. I feel like 
it was confidential… And I felt like my decision in the end was 
also being respected. I was heard for what I prefer for my body 
(27-year old participant)

Findings revealed alignment between PlanUrFam and 
participants’ values regarding bodily autonomy and informed 
choice. The perceived confidentiality and non-judgmental 
nature particularly stood out.

Intervention coherence

All participants reported understanding PlanUrFam com-
pletely (n = 11, 39%) or well enough (n = 17, 61%) to use as 
they wanted (n = 28, 100%). Qualitative data revealed 
sophisticated understanding of both technical aspects and 
broader purpose:

In the chat, you can speak to it like, open, honest, because it’s 
like a robot on the other side… What I understood about the 
chat was to inform you about the different family plannings 
there is… so you planning on using which suits you best 
(38-year old participant)

While experiencing PlanUrFam as personal, participants 
simultaneously understood its automated nature, demon-
strating a deep and nuanced understanding of PlanUrFam.

Opportunity costs

Explored qualitatively by asking participants if they were 
missing out on anything, most participants perceived 
opportunity gains rather than losses using PlanUrFam ver-
sus in-person care:

No. No. No. You lose nothing. Instead, you gain. You gain something 
else… I’ve gained, like, a lot of information (22-year old participant)

When prompted to reflect on potential costs, partici-
pants identified language limitations and lack of human 
interaction as considerations, though often framed as sug-
gestions for improvement rather than significant drawbacks.

Perceived effectiveness

Nearly all participants (n = 27, 96%) believed PlanUrFam 
would work in their community for sure (n = 24, 86%) or for 

Figure 4.  Study flowchart. Dotted lines indicate that only a subset of participants were selected for in-depth interviews.

Table 1.  Sociodemographic background characteristics and previous contraception experiences among 31 women piloting 
PlanUrFam TECC chatbot.

Median (IQR) / n (%)

Age in years 25 (20-30)

Gestational age in weeks (w) and days (d) 8w0d (6w4d-11w0d)

Type of housing Formal housing 18 (58)

Informal housing 13 (42)

Household goes without food Never 21 (68)

Sometimes 10 (32)

Employed or self-employed 12 (39)

Previously given birth 20 (65)

Previous abortion 5 (16)

Previous individual contraceptive counselling with a nurse 11 (35)

Previous use of contraception - past 6 months Progestin injection 12 (39)*

Any other contraceptive method 0 (0)

Previous use of contraception – ever use (multiple choice) Any contraceptive method 23 (74)
Implant 7 (23)
Copper IUD 1 (3)
Oral contraceptive pill 2 (7)
Progestin injection 22 (71)
Emergency contraception 1 (3)
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some (n = 3, 10%). Qualitative data confirmed findings and 
provided understanding of factors that may impact 
effectiveness:

Even if you don’t know, you can’t read properly, you don’t 
understand English properly, you will still understand what 
they’re actually asking you…It’s straightforward, easy to use, so 
anybody can use it (38-year old participant)

Qualitative data revealed confidence in PlanUrFam’s 
effectiveness across different user groups. Participants men-
tioned daughters, sisters, friends and partners as potential 
users, and sometimes inquired about sharing PlanUrFam 
with them. Participants reflected on the benefits of 
PlanUrFam for users of different ages, for those who are shy 
to talk face-to face or for those who struggle to access 
in-person consultations.

You end up asking each other and you’re like,’ but I’m not a nurse, I 
don’t know. I heard that somebody, this happened, this happened…’ 
And you can’t ask the actual nurse (28-year old participant)

PlanUrFam was perceived as a trusted source of informa-
tion, contrasting with informal community knowledge net-
works where misinformation could spread.

Self-efficacy
Most participants felt very confident (n = 20, 71%) or confi-
dent enough to PlanUrFam well (n = 7, 25%) on their own 
in the future. Qualitative data confirmed findings and high-
lighted benefits of the self-paced format and how confi-
dence can develop over time or with repeated use. One 
participant reflected on how TECC might have prevented 
her unintended pregnancy;

If I had this app before I came in here two weeks ago, I would 
not have been pregnant, and I wouldn’t have had to have a 
termination. (39-year old participant)

Emerging theme beyond the TFA

The contrasting experience of PlanUrFam compared to 
previous in-person counselling emerged as a an overarch-
ing theme in our qualitative data, expanding our under-
standing of acceptability beyond TFA domains. Participants 
described gaining comprehensive contraceptive knowl-
edge and increasing their confidence for informed contra-
ceptive decision-making. Participants valued detailed 
information about method options and side effects, con-
trasting this with limited information typically received in 
clinics.

The consultation was very good because when we go to 
the clinic the nurses don’t tell us nothing, they just help 
you with what you came to do. They don’t tell us about the 
consequences of the decisions we make (36-year old 
participant)

Participants indicated that digital format altered provider- 
patient dynamics in contraceptive counselling, reporting 
that PlanUrFam enabled non-judgmental, respectful interac-
tions and comprehensive information provision - qualities 
they contrasted with previous clinical encounters;

Online, it’s like I’m in control of the conversation… I say, and 
she hears me… and she listens to me! The WhatsApp chat lis-
tens to you, not just ‘Okay, I think this is best for you’ like the 
nurses do here. (39-year old participant)

Participants expressed that using PlanUrFam reduced 
fear of judgement and perceived stigma, particularly for 
sensitive topics and questions participants felt uncomfort-
able raising in person, while offering a sense of increased 
privacy and confidentiality:

Going to the clinic and asking someone who’s going to look at 
me like ‘how do you even get yourself in that situation?’ now I’m 
actually asking someone over a chat, she doesn’t know who I 
am, and we’re just having a conversation and she’s giving all the 
advice and all the information that I need. There is some things 
where you want to ask someone, but you can’t. Even though 
they are nurse professionals, you just don’t feel comfortable 
because you feel like they’re judging you (28-year old 
participant)

Secondary outcomes - contraceptive choice and 
preferences for future counselling

After using PlanUrFam, 64% of participants (n = 18) chose 
LARC or sterilisation (Table 3). Almost all participants (96%, 
n = 27) chose a different method than what they recently 
used, including switching from no method to use of any 
method. Just over half (n = 15, 54%) preferred PlanUrFam 
alone, while approximately one-third (n = 10, 36%) preferred 
a combination with in-person counselling.

Discussion

Findings and interpretation

This mixed-methods pilot study found high acceptability for 
our TECC WhatsApp chatbot among women seeking abor-
tion care in South Africa. Data triangulation confirmed find-
ings, and revealed additional key findings compared to 

Table 3.  Choice of contraceptive method by type among 28 women piloting a new telemedicine tool for con-
traceptive counselling.

Number %

Chosen method Sterilisation 3 11
The copper IUD 4 14
The implant 10 36
The injectable 7 25
The hormonal IUD 4 14

Chose LARC No 10 36
Yes 18 64

Chose a new methoda No 1 4
Yes 27 96

LARC = Long-acting reversible contraception in this study defined as the copper/hormonal IUD or implant.
aDefined as choosing a method other than the one used in the previous 6 months including going from no use 

to choice of some method.
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in-person care; reduced perceived judgement and increased 
reproductive agency. These findings require contextual 
interpretation, as most participants had no prior experience 
of individualised contraceptive counselling, or reported 
prior experiences characterised by judgmental provider atti-
tudes, inadequate information, and limited method choice. 
The high acceptability found across domains and data sets, 
may thus partially reflect the contrast with inadequate 
in-person counselling in our setting. Our secondary out-
comes showed high choice of LARC, with most participants 
choosing different methods than previously used. For future 
contraceptive care, most participants preferred using 
PlanUrFam alone or in combination with in-person counsel-
ling, highlighting the potential for hybrid care.

Strengths and limitations

The study’s strengths lie in its theoretical grounding, vali-
dated acceptability framework, and mixed-methods design, 
which enabled understanding of mechanisms driving 
acceptability. The sequential design allowed targeted quali-
tative exploration of quantitative findings, while the abor-
tion setting provided access to women with immediate 
contraceptive needs. Our structured analytic approach 
strengthened trustworthiness in our qualitative analysis. 
Through researcher triangulation, peer debriefing, and 
reflective practice, we were able to develop a nuanced 
understanding of participants’ experiences with PlanUrFam. 
However, our analysis may have been influenced by our 
backgrounds in research and clinical practice, potentially 
affecting our interpretations despite reflexive team discus-
sions to help distinguish participant-derived findings from 
researcher assumptions. Our sample was restricted to 
English-speakers with smartphones, potentially excluding 
vulnerable groups disproportionately affected by language 
and digital literacy barriers and limiting transferability of 
our findings [23]. However, most participants were unem-
ployed and many resided in informal housing, reflecting a 
low-resource population and suggesting generalisability to 
similar settings. WhatsApp is ubiquitously used in this set-
ting, and using it for TECC delivery likely contributed to 
lack of burden, self-efficacy and perceived effectiveness. 
Selection bias may have influenced findings, as participants 
were non-randomised and willing to try a digital health 
intervention. Previous LARC use in our sample was nearly 
triple the average in South Africa, suggesting our study 
population might be more receptive to trying new meth-
ods [11]. Choice of LARC after PlanUrFam was significantly 
higher compared to both a previous study in this context, 
where less than 1% chose LARC postabortion, and the esti-
mated overall LARC use of less than 10% among sexually 
active women using modern contraceptives in South Africa 
[12,24]. While this finding is encouraging, our study is not 
powered to assess intervention effectiveness. Furthermore, 
we measured method choice rather than uptake or contin-
uation, highlighting the need for robust large scale effec-
tiveness evaluations measuring these outcomes. Another 
potential limitation of this study was the use of 4-point 
Likert scales for quantitative acceptability measures, delib-
erately chosen to avoid neutral responses but potentially 
contributing to skewing results. In this study we did not 
assess intervention acceptability among healthcare 

providers. However, provider perspectives are central for 
comprehensive feasibility assessment prior to clinical imple-
mentation and should be systematically evaluated in future 
studies. Another limitation of this study is the exclusion of 
adolescents, despite high adolescent pregnancy rates in our 
study setting and adolescents constituting a particularly 
vulnerable population facing heightened stigma and pro-
vider bias in abortion and contraceptive care [25]. Future 
research on adolescents and TECC is needed.

Results in context of what is known

Telemedicine shows high acceptability for abortion, but less 
is known about TECC acceptability [9,26,27]. Previous trials 
on TECC have primarily used satisfaction measures such as 
willingness to recommend, intention to use again, or 
Likert-scale ratings [28–31]. While suggesting high general 
satisfaction, lack of standardised measures contribute to 
persisting knowledge gaps regarding acceptability across 
populations and settings [32,33]. To our knowledge, this 
study is the first to evaluate TECC using a validated frame-
work to explore specific factors driving intervention accept-
ability across multiple domains.

Recent research conceptualises digital health acceptabil-
ity as complex and context-dependent, influenced by user 
attitudes, beliefs, and sociocultural factors [34,35]. In our 
study this reflected in the interaction between participants’ 
positive PlanUrFam experience and previous stigmatising 
in-person experiences. This aligns with previous chatbot 
research showing reduced perceived stigma, particularly 
among young people and in sensitive healthcare interac-
tions [35–37]. These findings are relevant in South Africa, 
where negative provider attitudes disproportionately affect 
young women’s contraceptive care [5,10]. While some stud-
ies report chatbots as impersonal or burdensome, and oth-
ers raise concerns about trustworthiness and privacy in 
telemedicine, our participants found PlanUrFam private, 
confidential, convenient, easy to use, personal, and trust-
worthy compared to community information networks 
[37,38]. Unlike previous unidirectional messaging interven-
tions, PlanUrFam provided interactive, individualised coun-
selling, including preferences, medical eligibility screening, 
education, and reproductive life planning. Evidence from 
systematic reviews of TECC suggests that interactive, indi-
vidualised approaches may improve contraceptive out-
comes more than simple messaging [8,36,39].

Clinical implications

High acceptability of PlanUrFam, with approximately half of 
participants preferring digital counselling and a third favour-
ing a hybrid model, suggests potential for TECC implementa-
tion within existing health systems. Our data highlighted that 
the private, self-paced format may particularly benefit those 
needing time to process information or feeling uncomfort-
able discussing contraception in person. Our findings suggest 
that the digital format can shift power dynamics between 
providers and patients by conveying comprehensive counsel-
ling without judgement, increasing users’ decision-making 
agency. Asynchronous and partly automated TECC as tested 
in this study, has potential to both reduce provider workload 



198 M. WEINRYB ET AL.

and expand access, especially when integrated with existing 
healthcare systems and linked to prescriptions and pharma-
cies. Additionally, participants’ interest in sharing PlanUrFam 
with family members and peers suggests potential for 
community-based knowledge dissemination.

Research implications

While our study demonstrates high acceptability of PlanUrFam, 
further aspects of feasibility such as implementation and 
intervention effectiveness, warrant further investigation. 
Effectiveness evaluation comparing PlanUrFam to standard 
care with large scale assessment of uptake, recurrent preg-
nancy and abortion should be explored in randomised con-
trolled trials. Clinical implementation research investigating 
strategies to ensure equitable access across different popula-
tions and cost-effectiveness analyses are needed, especially 
considering implementation in resource-constrained settings.

Conclusions

This pilot study demonstrates high acceptability for our 
WhatsApp contraceptive counselling chatbot among 
women seeking abortion care in South Africa, and may 
reduce perceived judgement and increase reproductive 
agency through informed decision-making. While 
larger-scale evaluation is needed before implementation, 
our findings suggest TECC could address unmet needs by 
providing accessible, comprehensive and individualised 
counselling.
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