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Emily Verbud Background: Prior studies have noted that public insurance status is associated with
Mustafa Asch: 2 increased uptake of postpartum contraception whereas others have pointed to public insur-
Barbara Wilkinsoh ance as a barrier to accessing highly effective forms of contraception.

Mary Montagué 1 Objective: To assess differences in planned method and provision of postpartum contra-
Jane Morrid ception according to insurance type.

Study Design: This is a secondary analysis of a retrospective cohort study examining
postpartum women delivered at a single hospital in Cleveland, Ohio from—-2012.
Contraceptive methods were analyzed according to Tier-based effectivenessnad dg

Brian M Mercet
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*School of Medicine, Case Western the Centers for Disease Control and Prevention. The primary outcome was postpartum
Reserve University, Cleveland, OH, USA; . " . L.

2Cleveland Institute for Computational contrgcgptlon method preference. Additional outcome§ included methoq provision, postpar-
Biology, Case Western Reserve tum visit attendance, and subsequent pregnancy within 365 days of delivery.

University, Cleveland, OH, USA; Results: Of the 8281 patients in the study cohort, 1372 (16.6%) were privately and 6990
SDepartment of Obstetrics and 83.49 blicly i d. After adiusting for th il foundi linical and
Gynecology, MetroHealth Medical (83.4%) were publicly insured. After adjusting for the potentially confounding clinical an
Center, Cleveland, OH, USA demographic factors through propensity score analysis, public insurance was not associated

with preference for a Tier 1 versus Tier 2 postpartum contraceptive method (matched
adjusted odds ratio [maOR] 0.89, 95% CI 0-895), but was associated with a preference
for Tier 1/2 vs Tier 3/None (maOR 1.41, 95% CI 1-1769). There was no difference
between women with private or public insurance in terms of method provision by 90 days
after delivery (maOR 0.94, 95% CI 0-#6.17). Public insurance status was also associated
with decreased postpartum visit attendance (maOR 0.54, 95% G068 and increased
rates of subsequent pregnancy within 365 days of delivery (maOR 1.29, 95% €1 59p
Conclusion: Public insurance status does not serve as a barrier to either the preference or
provision of effective postpartum contraception. Women desiring highly- or moderately
effective methods of contraception should have these methods provided prior to hospital
discharge to minimize barriers to method provision.
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Introduction
The postpartum period is a key time to initiate contraception to prevent unintended,
short-interval pregnancies that can lead to maternal and neonatal complications as
well as family stressors= For this reason, provision of postpartum contraception is
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Department of Obstetrics and recommended by the World Health Organization and the American College of
Gynecology, MetroHealth Medical Center, Obstetricians and Gynecologists (among other societies) as a component of quality
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44109, USA postpartum car&> However, multiple barriers exist to the patient obtaining post-
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knowledge> ' Whether insurance coverage is one of thesgestational age, adequacy of prenatal care, route of delivery,
external barriers impacting postpartum contraceptiveace/ethnicity, marital status, and education.
method choice and provision is unclear. Several studies
have noted that Medicaid insurance status is associathdaterials and Methods
with increased uptake of postpartum contraception where@his is a planned secondary analysis of women from
others have pointed to Medicaid insurance as a barrier 0 retrospective single-site cohort study involving all
accessing highly effective forms of contraceptfdi*®> (8654) women at our urban, tertiary-care, academic hospital
Many of these studies were completed prior to passage iofCleveland, Ohio who delivered at or beyond 20 weeks of
the Affordable Care Act and Medicaid expansion whiclgestation from January 1, 2012, and December 31, 2014.
may impact ndings given improved contraceptive cover-The goal of the primary analysis was to understand differ-
age and thus a presumed reduction in external barriersdaces in postpartum sterilization plan preference and provi-
access. sion for women with public versus private insurance. For
Yet, while improved contraceptive coverage due to ththis analysis, the cohort was restricted to women who had
Affordable Care Act may have reduced some external bagither private or public (Medicaid, Medicare, or Tricare/
riers to postpartum contraception, it is also ethically an€hampus) insurance. Those without insurance, who had
clinically important to understand and uphold the differa previous sterilization, and those with a peripartum mor-
ences in individual patient wishes for future reproductiomality were excludedKigure 1. Full methodological details
and pregnancy preventidfi.Even when nancial barriers have been previously publishédBrie y, the linked out-
are minimized, contraceptive choice among women wilbatient and inpatient electronic medical record for each
vary based on their individual preferences and these maybject was reviewed.
not be solely based on method effectivené$sor example, We recorded contraceptive method preference at the time
in one large study in a population with universal healthcaref hospital discharge as our primary outcome. All study sub-
coverage and thus presumed removalrmdncial barriers to jects had a postpartum contraceptive plan documented in the
contraceptive preference and access, only 23.4% of womelectronic medical record in either the discharge delivery
chose and obtained the highly effective methods of eitheummary or inpatient postpartum daily progress notes.
long-acting reversible contraception (LARC) or steriliza-Contraceptive methods were categorized for analysis into
tion with 36.8% declining any form of contraception in thefour Tiers (Tier 1, Tier 2, Tier 3, and None) based on the
postpartum period® Therefore, presuming the ideal post-Centers for Disease Control and Prevenidviodel of Tiered
partum contraceptive method based solely on clinical effeGontraceptive Effectivene$3Tier 1 included LARC as well
tiveness does not fully recognize the autonomous choice a$ both female and male sterilization. Tier 2 included inject-
the patient and her reproductive go&is-urther, women ables, pills, patch, and vaginal ring. Tier 3 included barrier
with public versus private insurance have important differmmethods, fertility awareness, withdrawal, and abstinence.
ences in terms of clinical and demographic factors that atone included both no method of contraception as well as
known to impact contraceptive choice such as age, radattational amenorrhea since it is not considered effective for
ethnicity, parity, and breastfeeding statfig> the full 12 months that was used to de the study outcome
Therefore, it is unclear whether prior reported disparitiesf subsequent pregnancy. Fewer than 10% of our patient
in postpartum contraceptive plan and access based on inguppulation is exclusively breastfeeding at time of the out-
ance status remain. Better understanding the factors tipattient six-week postpartum visit.
impact choice of contraceptive method and barriers to The primary outcome of contraceptive method preference
method provision is necessary to provide optimal access by insurance status was compared between Tier 1 and Tier 2
the patiens preferred method of postpartum contraceptiormethods to assess preference differences between highly
The primary objective of this study was to assess differenceffective methods that were invasive versus moderately
in method preference and provision of postpartum contraffective methods that were non-invasive. We also compared
ception according to insurance type. We hypothesized thay insurance status between Tier 1/2 and Tier 3/None to
patients with private insurance would be more likely to desiranderstand differences between those preferring high/mod-
and obtain highly effective methods of contraception such &sate effectiveness versus lower effectiveness methods that
LARC and sterilization even after accounting for differencedo not require provider involvement. We felt choosing these
in clinical and demographic factors such as age, paritjwo comparisons, rather than the six total comparisons if
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