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COVER: Statewide contraceptive access initiatives offer new and innovative
efforts to expand access to contraception, advance person-centered care, and
improve health outcomes at the population and health systems levels. This sup-
plemental issue of AJPH explores the implementation of statewide contraceptive
access initiatives, describes intervention and evaluation components commonly
implemented across initiatives, and discusses critical issues around reproductive
justice, community engagement, scaling interventions, and future directions.
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Reshaping Contraceptive

Access Efforts by Centering
Equity, Justice, and Autonomy d

olicy plays an important role in both
expanding and constricting contraceptive

access, particularly in the current environment.
This special issue focuses on how contraceptive
access policy is shaped, how policy is translated
into practice, and how a focus on equity, justice,
and autonomy has reshaped the field's approach
to contraceptive access efforts. Exploring the pro-
cesses, outcomes, and evolution over the years
of statewide contraceptive access initiatives
(SCAIs) provides a unigue opportunity to evaluate
lessons learned, assess outcomes, test and mea-
sure impacts of innovations, and explore strate-
gies to integrate person-centered care and
equity-focused approaches. This special issue
also offers broader intervention highlights beyond
SCAls, including considering wide-ranging policy
implications for contraceptive access and how we
get people the care they want, where and how
they want it.

HOW THESE PAPERS
ADVANCE THE FIELD

Public policy and public health programs must be
informed by scientific evidence to ensure that
they are effective, based in facts, and replicable.
When grounded in evidence, innovation in ser-
vice delivery has the potential to expand access
to and improve quality of contraceptive care,
especially in communities that face access bar-
riers. Yet, implementation and access to innova-
tive care delivery models varies greatly among
states, and evidence on implementation, lessons
learned, and impacts is limited.

Fostering research and innovative practices
begins with sharing, disseminating, studying, and
integrating best practices and lessons learned.
Grounded in principles of equity and justice,
strategies to move our work to expand contra-
ceptive access forward include the following:

e Investing strategically at the federal, state,
and local levels to ensure SCAls are imple-
mented and evaluated rigorously, with a
particular focus on sexual and reproductive
health equity;

e Engaging patients and communities to cen-
ter the needs of those with greatest access

Editor's Choice  Hart

barriers and most experiences of injustice,
as more SCAIs and other interventions
have begun to do, throughout the project
design, implementation, and evaluation
processes;

e Fostering innovative practices by communi-
cating findings in a manner that facilitates
action, and facilitating collective thinking to
evolve the way we implement and evaluate
projects to advance equity; and

e Ensuring public policy is consistent with sci-
entific evidence and can redress the impact
of historical and contemporary reproduc-
tive injustice through efforts such as this
special issue, which starts to make the
evidence base for SCAls more current,
reflecting new approaches to program
implementation and evaluation.

CALL TO ACTION

We must continue to ask essential questions
about what matters—including which pro-
cesses, structures, and outcomes are deemed
important and, thus, are considered worth
funding and measuring. This special issue
serves as a starting point to continue this con-
versation and our learning and to build and
maintain equitable systems. We can maintain
momentum by staying connected to col-
leagues and sharing the most up-to-date
resources and best practices around contra-
ceptive access efforts, even as projects are in
progress, and by fostering deeper thinking
about the principles and frameworks that
guide our work and developing strategies for
prioritizing and integrating them in our poli-
cies, research, and practice. 4JPH

Jamie Hart, PhD, MPH

Executive Director

Coalition to Expand Contraceptive
Access

Washington, DC

DOI: https.//doi.org/10.2105/AIPH.2022.306926

7 Years Ago

Realizing Reproductive Health
Equity for Adolescents and Young
Adults

[Tlhe Affordable Care Act (ACA) has expanded
health care coverage to certain vulnerable popula-
tions, including adolescents and young adults.
Many preventive health services are required ele-
ments of the new insurance exchange plans,
including contraceptives, at no additional cost.
Therefore, by eliminating cost barriers to contra-
ception for adolescents and young adults, the ACA
may usefully abet increased use of LARCs [Long-
Acting Reversible Contraceptions], which have high
up-front but low overall cost, and ultimately even
further decreases in unintended pregnancy and
birth rates in this age group. LARC methods may
be especially effective in decreasing unintended
pregnancy rates among adolescent women who
experience reproductive coercion, given that [UDs
and implants are less susceptible to partner
interference.

From AJPH, July 2015, p. 1284

6 Years Ago

Realizing Reproductive Health
Equity Needs More Than
Long-Acting Reversible
Contraception (LARC)

Over the past 20 years, the reproductive justice
movement has articulated a clear vision. ... When
fully realized, this vision offers people access to
noncoercive, patient-centered reproductive health
counseling and a range of contraceptive methods,
and it offers, crucially, the right to have children
free of stigma and shame. ... A reproductive jus-
tice approach means reducing barriers to access-
ing LARC and making them readily available to all
fully informed people who want them. However, it
also means respecting the decision not to use
these methods or to have these methods removed
when they wish. The quality of contraceptive pro-
grams should be based not on how many LARC
methods they distribute, how many adolescent
pregnancies they prevent, or how much money
taxpayers save, but by how many people feel truly
respected and cared for when it comes to child-
bearing and family formation.

From AJPH, January 2016, p. 19
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xpanding contraceptive access,
E within the broader goal of achiev-
ing sexual and reproductive health and
well-being for all people, can support
the attainment of individuals' personal
goals. Evidence of the effects of initia-
tives to expand contraceptive access
for individual, community, clinical, and
health outcomes can support the
scaling-up of initiatives. This special
issue of AIPH, sponsored by the Associ-
ation of State and Territorial Health
Officials (ASTHO), highlights efforts to
expand contraceptive access, particu-
larly statewide initiatives, and features
articles describing how these projects
are conceptualized, implemented, and
evaluated.

Over the past 15 years, statewide ini-
tiatives to expand contraceptive access
have been implemented in multiple
US states. Statewide contraceptive
access initiatives are population-level
approaches, typically serving large geo-
graphic regions, that require collabora-
tion among multisectoral partners. In
these initiatives, a coalition of organiza-
tions undertakes coordinated efforts to
expand contraceptive access, such as

Editorial Malcoimetal.

providing clinical training and capacity
building and mobilizing for policy
change. A growing body of evidence
suggests that these initiatives have the
potential to expand access, improve
health outcomes, and advance the pro-
vision of person-centered care.

This special issue, “Using Evidence to
Expand Contraceptive Access,” contex-
tualizes the unique role contraceptive
access initiatives play in addressing bar-
riers to access, defines and demon-
strates the application of common
intervention and evaluation compo-
nents across statewide initiatives,
explores the evolution of these initia-
tives from approaches based on
method effectiveness to person-
centered approaches that support
access to a broad range of contracep-
tive methods, and presents key lessons
learned and early findings emerging
from these initiatives. These initiatives
offer a lens through which to critically
examine how contraceptive access policy
is shaped; how policy is translated into
practice in communities, care delivery
settings, and public health systems; and
how advocacy for equity, justice, and
human rights has reshaped, and

continues to reshape, the field's
approach to contraceptive access efforts.
The issue also features a set of
invited articles that explore the impor-
tance of, and models for, integrating
principles of person centeredness and
reproductive health equity in contra-
ceptive access initiatives; consider the
role of the federal government in
advancing contraceptive access and
equity; and define a framework for sex-
ual and reproductive health, equity,
and well-being that can inform how the
field approaches contraceptive access
research, practice, and policy.

SHAPING THE SPECIAL
ISSUE

ASTHO's efforts to engage statewide
contraceptive access initiatives began
in 2014, when the association con-
vened the Long-Acting Reversible
Contraception (LARC) Immediate Post-
partum Learning Community, initially a
collaborative of six states, to assist
state health agencies in implementing
LARC in the postpartum care delivery
setting. As the goals and focus of the
project expanded, along with the recog-
nition of potential for coercion in LARC-
centered initiatives, ASTHO broadened
the scope of this effort and convened
27 states and territories to participate
in the Increasing Access to Contracep-
tion Learning Community from 2016 to
2018, with funding and support from
the Centers for Disease Control and
Prevention (CDC), the Office of Popula-
tion Affairs, and the Centers for Medi-
care & Medicaid Services. This expanded
learning community generated key
insights into strategies and best prac-
tices to implement statewide initia-
tives that increase access to the full
range of contraceptive options and
disseminate best practices. Estrich et al.,



featured in this special issue (p. S523),
describe the implementation and eval-
uation approach for the Increasing
Access to Contraception Learning
Community and highlight lessons
learned for future multistate learning
communities.

During summer 2020, ASTHO part-
nered with the Coalition to Expand
Contraceptive Access (CECA) to explore
opportunities to disseminate findings
of the ASTHO learning communities,
the participating statewide initiatives,
and broader efforts to expand contra-
ceptive access. CECA is a group of
stakeholders committed to ensuring
access to contraception for all individu-
als, as a part of the broader vision of
achieving sexual and reproductive
health equity in the United States and
sexual and reproductive health and
well-being for all individuals. CECA's
work involves identifying the evidence
needed to influence policy and use
federal executive branch scientific and
administrative processes that influence
contraceptive access. A critical federal
process for supporting contraceptive
access is the development and dissemi-
nation of clinical and programmatic
guidelines on contraceptive care deliv-
ery and programming. In 2020, CECA
engaged a broad group of stakeholders
to consider actionable strategies to
improve existing guidelines, with a focus
on sexual and reproductive health
equity and relevance in an evolving
health care landscape. These experts
emphasized the need for evidence-
based clinical and programmatic guide-
lines focused on broader scale public
health interventions, such as the state-
wide initiatives, to expand access.

Together, ASTHO and CECA concep-
tualized this special issue to feature
innovations, lessons learned, and
future directions for contraceptive

access initiatives; generate a more cur-
rent evidence base that reflects the
evolution of these projects’ approaches;
and set the stage for a potential CDC
Community Guide recommendation
supporting statewide contraceptive
access initiatives. In preparation for this
issue, ASTHO and CECA engaged repre-
sentatives from seven statewide contra-
ceptive access initiatives selected based
on their unique strengths and imple-
mentation approaches, robust efforts
to analyze and disseminate project find-
ings, and existing partnerships with our
organizations. These partners partici-
pated in a series of meetings to share
learnings from past and ongoing con-
traceptive access initiatives, discuss
potential benefits of a Community
Guide recommendation on contracep-
tive access initiatives, and concretize
plans for this special issue. Representa-
tives of the seven contraceptive access
initiatives, along with a number of key
stakeholders engaged throughout this
process, contributed original articles to
this issue.

FEATURED ARTICLES IN
THIS SPECIAL ISSUE

The opening commentary in this issue
explores the history and evolution of
contraceptive access initiatives from
approaches primarily focused on increas-
ing access to LARC to approaches that
expand access to the full range of contra-
ceptive methods and emphasize person-
centered care. Malcolm et al. (p. S473)
present a conceptual framework that
describes common implementation

and evaluation components across ini-
tiatives and outline the benefits of an
evidence-based, population-level pro-
grammatic guideline, such as a CDC
Community Guide recommendation,
for scaling up these initiatives.

OPINIONS, IDEAS, & PRACTICE

Certain articles highlight implementa-
tion approaches for contraceptive
access initiatives. White et al. (p. S478)
describe the approach taken by Massa-
chusetts, where the state-funded con-
traceptive access initiative is carried out
by two technical partners, Partners in
Contraceptive Choice and Knowledge
and Upstream USA, that deliver direct
training and technical assistance on
person-centered contraceptive care to
birth hospitals and outpatient primary
care practices. Considering the chal-
lenges that may arise during implemen-
tation of contraceptive access projects,
Simmons et al. (p. S528) underscore
the importance of quality improvement
and monitoring to address implemen-
tation challenges for Family Planning
Elevated in Utah, such as low utilization
of Medicaid reimbursement for serv-
ices at partner clinics.

Evaluations of recently implemented
projects are in progress, and early find-
ings on implementation approaches,
feasibility, and acceptability are emerg-
ing. Lessons learned from early contra-
ceptive access initiatives, such as the
Colorado Initiative to Reduce Unintended
Pregnancy, shaped the implementation
and evaluation of future projects. In this
issue, Romer and Kennedy (p. S532) offer
perspectives on evidence generated
from the Colorado initiative, one of the
first contraceptive access projects in the
United States, and reflect on lessons
learned and pitfalls of a “LARCirst”
approach to contraceptive access.

Considering evaluations of more
recent contraceptive access initiatives,
Smith et al. (p. S484) describe the eval-
uation approach for the Choose Well
initiative in South Carolina, the largest
statewide contraceptive access initia-
tive in the Southern United States. Two
articles in this issue describe findings
on individual and community outcomes

Editorial
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Editorial

of interest, specifically expansion of
reproductive health service provision
and contraceptive use, following the
enactment of policy changes and clinical
capacity-building activities to support
expanded access in two states—
Delaware and New Mexico (Boudreaux
etal, p. S537; Burapa et al., p. S541).
Darney et al. (p. S555) apply a broader
lens, examining contraceptive provision
in community health centers across the
United States as a key access point for
contraceptive care.

Given the major shifts in health care
delivery and access spurred by the
COVID-19 pandemic, Lindberg et al.

(p. S545) report findings from the 2021
Guttmacher Survey of Reproductive
Health Experiences to investigate trends
in use and quality of telehealth for con-
traceptive care during the pandemic.
This work expands the evidence base of
telehealth use, quality, and equity as an
approach to contraceptive care.

Another set of articles emphasizes
the importance of integrating person
centeredness, equity, and justice in con-
traceptive access initiatives. Dehlendorf
and Perritt (p. S490) examine the histor-
ical and ongoing impact of coercion in
the provision of reproductive health
care and call for contraceptive access
projects to explicitly center community
voices to prevent the reenactment of
past harms. Cadena et al. (p. S494),
leaders of reproductive justice organiza-
tions in different parts of the United
States, provide an account of the persist-
ing problems in realizing contraceptive
access and describe the innovative strat-
egies their respective organizations have
implemented to advance contraceptive
justice. In an article that highlights the
integration of these principles in pro-
gramming, Lassar et al. (p. S500) describe
the work of lllinois Contraceptive Access
NOW, a new initiative to advance

Malcolmetal.

reproductive health equity by improving
quality and coverage of contraceptive
care. Similarly, Axelson et al. (p. S504)
describe efforts to develop and imple-
ment a reproductive well-being frame-
work in the place-based implementation
model for contraceptive access projects
at Power to Decide.

The special issue closes with articles
that consider the future of contracep-
tive access initiatives and the field more
broadly. Leaders in the federal govern-
ment, representing the CDC and the
Office of Population Affairs, describe
the agencies' roles in expanding contra-
ceptive access and future directions
for these efforts (Pliska et al., p. S508;
Marcella, p. S511). Gavin (p. S515)
reflects on how an implementation sci-
ence framework can support future
scaling of evidence-based contraceptive
access projects by posing key questions
related to acceptability, adoptability, fea-
sibility, and sustainability.

Finally, leaders at CECA and the
National Birth Equity Collaborative
describe two new frameworks that can
advance progress toward the US sexual
and reproductive health goals—sexual
and reproductive health equity and
sexual and reproductive health and
well-being (Hart et al., p. S518). These
two frameworks applied in tandem
could provide a new paradigm for align-
ing sexual and reproductive health pol-
icy with individual and community
needs for meaningful change.

FUTURE CONSIDERATIONS

The emerging evidence on contracep-
tive access initiatives has the potential
to strengthen future population-health
approaches to contraceptive access
programming and policy, increase use
of shared best practices for implemen-
tation and evaluation, foster

engagement across health care silos
within states, and demonstrate the
impact of these approaches on advanc-
ing equity and improving access, afford-
ability, satisfaction, person centered-
ness, and quality of care. The collection
of articles in this special issue aims to
contribute to and strengthen this body
of evidence and set the stage for a
potential future Community Guide rec-
ommendation on statewide contracep-
tive access initiatives. Our hope is that
this special issue will equip the next
generation of contraceptive access ini-
tiatives with a shared language and
framework on which to build their
efforts, inspire policymakers and practi-
tioners to consider opportunities to
support scaling up evidence-based ini-
tiatives to expand access, and encour-
age decision makers to pursue the full
potential of person-centered, equitable,
and accessible contraceptive access ini-
tiatives. 4JPH
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C ontraception can play a critical
role in individuals’ achievement of

personal health, social, and financial
goals." Equitable, person-centered
contraceptive access can promote
reproductive autonomy and advance
sexual and reproductive health equity
so that people across the range of age,
gender, race, and other intersectional
identities have what they need to attain
their highest level of health.*> Yet,
many people in the United States face
barriers to accessing contraception,
including cost, insurance gaps, and insti-
tutional barriers.® Discrimination and
structural racism, both within and out-
side of the health care system, intensify
these barriers for people of color, peo-
ple living in poverty, people with disabil-
ities, people who are immigrants, and
others with marginalized identities.

STATEWIDE
CONTRACEPTIVE ACCESS
INITIATIVES

There is growing evidence that state-
wide contraceptive access initiatives

can expand contraceptive access,
advance the provision of person-
centered care, and improve health out-
comes.®® Statewide contraceptive
access initiatives are population-level
approaches, typically serving large geo-
graphic areas within a state, that require
collaboration across multisectoral part-
ners such as state health departments,
public and private payors, health and
community systems of care, and com-
munity and advocacy groups. In these
initiatives, a coalition of organizations
undertakes coordinated efforts to
expand contraceptive access, including
providing training and capacity building
within health care organizations; mobi-
lizing for policy change to increase con-
traceptive access, affordability, and
availability; and removing structural
barriers to enhanced access. Since
2007, at least 28 states and local juris-
dictions have implemented contracep-
tive access initiatives.

The reproductive health field has
evolved considerably over the past 20
years, particularly in the increased adop-
tion of approaches informed by repro-
ductive justice and person-centered
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care frameworks. This evolution is
reflected in the history of contraceptive
access initiatives. Early interest in the
potential of these initiatives was sparked
by evidence generated by the Contra-
ceptive CHOICE Project, implemented in
St. Louis, Missouri, in 2006; this project
documented the dramatic impact that
long-acting reversible contraceptive
(LARC) use can have on unintended
pregnancies when barriers, including
cost, are removed.” In response, state
and funder interest prompted the imple-
mentation of several contraceptive
access initiatives focused on addressing
barriers specific to LARC access, includ-
ing cost and logistical barriers (e.g., need
for provider training on insertion and
removal, lack of availability of devices in
clinics and hospitals).

However, LARC-first or LARC-
centered approaches, such as the
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tiered effectiveness contraceptive
counseling model, ignored the many
factors beyond method effectiveness
that may shape a person’s contracep-
tive preferences and decision making
across the life span, as well as the long
history of reproductive coercion in the
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United States."®"" Years of advocacy by
reproductive justice leaders made clear
that traditional “family planning” pro-
grams rest on culturally problematic
assumptions regarding parenthood,
pregnancy intention, and personal deci-
sion making. This activism was driven
by the reproductive justice theoretical
framework, developed by women of
color, which asserts that it is a human
right to maintain personal bodily auton-
omy, have or not have children, and
parent in safe and sustainable
communities.'?"3

As a result, many contraceptive access
initiatives shifted from LARC-first or
LARC-centered approaches to focus on
expanding access to a broad range of
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methods in which counseling approaches
center individuals' preferences and pro-
mote reproductive autonomy.'* This shift
was accompanied by an increased focus
on health and social outcomes that bet-
ter represent the preference-sensitive
nature of contraceptive care, such as
access to care and individuals' reports
that care was person centered, respect-
ful, and noncoercive. Many initiatives are
currently undergoing robust evaluations
to document these outcomes.

SCALING UP
EVIDENCE-BASED
PRACTICES

To more concretely understand, sup-
port, and elevate efforts to build a more
current and comprehensive evidence
base for contraceptive access initiatives,
the Coalition to Expand Contraceptive
Access and the Association of State and
Territorial Health Officials virtually con-
vened representatives of seven contra-
ceptive access initiatives in fall 2020 to
explore the health and social effects of
contraceptive access initiatives, outline
program intervention and evaluation
elements commonly applied across ini-
tiatives, consider opportunities to share
successes and lessons learned, and
support scaling of similar efforts by dis-
seminating best practices.

One vehicle to disseminate best prac-
tices for population health interven-
tions is the Centers for Disease Control
and Prevention’s Guide to Community
Preventive Services (Community Guide),
a collection of evidence-based findings
from the Community Preventive Serv-
ices Task Force. By detailing the feasibil-
ity of large-scale contraceptive access
initiatives and their impact on sexual
and reproductive health and well-being,
a Community Guide recommendation
on contraceptive access initiatives has
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the potential to expand access to con-
traceptive care, increase implementa-
tion of best practices, encourage
cross-agency coordination, and inform
funding proposals to support scaling of
similar efforts. To that end, this article,
and the collection of articles in this spe-
cial issue, aims to contribute to and
strengthen the body of evidence on the
effects of contraceptive access interven-
tions as a means of informing a future
Community Guide recommendation.

ESTABLISHING A SHARED
UNDERSTANDING

Here we describe intervention and
evaluation components commonly
implemented across contraceptive
access initiatives and outline the poten-
tial benefits of an evidence-based
population-level programmatic guide-
line for such initiatives.

Intervention Components
for Contraceptive Initiatives

Eight multilevel core intervention com-
ponents are commonly implemented
across contraceptive access initiatives
(Table 1). These intervention compo-
nents include training or continuing
education and ongoing technical assis-
tance at the health care provider level;
provision of low- or no-cost contracep-
tion, grants for contraceptive equip-
ment or supplies, and quality improve-
ment and monitoring at the health care
organization level; public awareness
campaigns and stakeholder engage-
ment at the community level; and legis-
lation or other policy changes at the
public policy level. Implementation of
these intervention components is inter-
related and represents a theory-based,
systems change approach wherein
multiple interventions are implemented

across levels (e.g., health care organiza-
tion level, community level) to maximize
effects across diverse and often frag-
mented systems of care in each state.

An expanded focus on access to a
broad range of contraceptive methods
and more person-centered approaches
has often led contraceptive access ini-
tiative implementers and evaluators to
modify program components. For
example, some initiatives have inte-
grated new strategies focused on prin-
ciples of equity and justice, including
acknowledging historical and contem-
porary racism, reproductive coercion,
and how systems of care promote
harmful program planning and imple-
mentation practices, particularly in
communities of color; integrating train-
ing on bias and coercion for health care
providers and staff; and convening
community advisory boards in which
members are empowered to influence
program direction and compensated
for their time.

Outcomes Examined Across
Contraceptive Initiatives

Evaluations of contraceptive access ini-
tiatives typically involve assessments of
various practice, policy, individual, com-
munity, health, and social outcomes, as
depicted in the conceptual framework
for statewide contraceptive access ini-
tiatives shown in Figure A (available as a
supplement to the online version of this
article at http://www.ajph.org). Practice
and policy outcomes are relevant to
care delivery and clinical practice, as
well as institutional and public policy
changes that may have an impact on
contraceptive care. These outcomes
include knowledge, skills, attitudes, and
beliefs about contraception among pro-
viders; provision of person-centered
counseling and contraceptive services;
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TABLE 1— Core Intervention Components for Statewide Contraceptive Access Initiatives

Intervention Component Description

Health care provider level

Training/continuing education Training for clinicians, support staff, and administrative staff through various modalities (e.g., small-group
in-person training, one-on-one proctoring, virtual Webinar series) on topics including family planning;
medical management of contraception; hands-on clinical skills (e.g., LARC insertion and removal); billing,

coding, and reimbursement; and preventing coercion and bias

Ongoing technical assistance Ongoing, targeted technical assistance to clinicians, support staff, and administrative staff through various
modalities (e.g., coaching calls, in-clinic training specialists) on topics including hands-on clinical skills;
purchasing, stocking, and billing for contraceptives; patient education materials; contraceptive access

policies/procedures; contraceptive workflow; and data collection and reporting
Health care organization level

Provision of low- or no-cost contraception | Direct funding or stocking for participating health centers across delivery settings (e.g., Title X clinics,
Federally Qualified Health Centers, school-based health centers, hospitals for immediate postpartum
contraception, abortion providers for immediate postabortion contraception?) to offer FDA-approved
contraceptive methods and services to eligible individuals at low or no cost without per-client caps on

use of contraceptive services and devices

Grants for equipment/supplies Direct funding to participating health centers to purchase contraceptive supplies and equipment, other

clinic supplies (e.g., examination tables, technology for patient education), and supplies for personnel

Quality improvement, data, monitoring,
and evaluation

Continuous quality improvement and feedback to quickly identify implementation barriers and potential
strategies to address barriers; ongoing measurement of aggregate, deidentified data on use of various
contraceptives; provision of contraception services or person-centered counseling; and knowledge,
skills, attitudes, or beliefs about contraception among providers

Community level

Hdlv

Public awareness campaign Digital media and marketing campaigns to increase awareness about the availability of reproductive

health services and provide information and resources on reproductive health topics

Stakeholder engagement Engagement in multistakeholder partnerships with public and private entities for effective implementation

Public policy level

Legislation or other public policy change Championing of enactment and implementation of legislation and public policy to support contraceptive
access, including overall public and private insurance coverage for contraception, such as LARC
coverage and reimbursement and multiple months of dispensing; expanded ability of providers (e.g.,
pharmacists, advanced practice clinicians) to prescribe and dispense contraception; ensured payment

parity for providers; and over-the-counter contraception without a prescription

GS 'ON ‘ZLL |OA ‘720z ‘S waws|ddns

Note. LARC = long-acting reversible contraceptive; FDA = Food and Drug Administration.

2Two of the seven contraceptive access initiatives that participated in the virtual meeting series included postabortion contraception access in their
programs.

and health system and clinic-level poli-

cies and procedures that support
access to widespread person-centered
contraceptive services (e.g., enabling
stocking of a broad range of contracep-
tive methods at the clinical site).
Individual and community outcomes
are affected by practice and policy fac-
tors and include individuals' reports
that contraceptive care was provided in
a person-centered manner, reproduc-
tive health service use, and contracep-
tive use that reflects individuals' needs
and preferences. Effects on unintended
pregnancy, births, and abortions are
among the health and social outcomes

of interest in some contraceptive access
initiatives. Other outcomes of interest
include maternal and infant health-
related outcomes and reproductive
well-being, defined as having the nec-
essary access to information, services,
and support to make decisions related
to sexuality and reproduction and
being empowered to act on those
decisions."”

PUBLIC HEALTH
IMPLICATIONS

Contraceptive access initiatives have
the potential to greatly enhance

the accessibility of this essential pre-
ventive service. Public funding plays a
critical role in ensuring equitable
access to contraception and other
reproductive health services, but sys-
tems of care are often siloed and frag-
mented, requiring clinical and policy
innovation and meaningful resource
investments to facilitate expanded
access. Contraceptive access initiatives
have the potential to foster collabora-
tion across a variety of stakeholders,
provide needed training and capacity
building within and across health care
systems, and remove structural bar-
riers to enhanced access through
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community-level interventions and
public policy change.

Equitable, Person-Centered
Contraceptive Care

Since the early interest in and imple-
mentation of these projects, many
contraceptive access initiatives have
expanded beyond LARC-first or
LARC-centered approaches to focus on
enhancing access to a broad range of
contraceptive options and counseling
approaches that center individuals'
preferences, priorities, and autonomy.
This focus on promoting person-
centeredness in contraceptive care and
advancing sexual and reproductive
health equity presents an opportunity
for these initiatives to examine and
address broader issues in the field
such as the influence of provider and
partner coercion and bias on contra-
ceptive choice; the association between
person-centered care and contracep-
tive outcomes in diverse communities;
racial inequities and rural gaps in con-
traceptive access; linkages to compre-
hensive sexual and reproductive
health services, including sexual health
services, fertility care, and pregnancy-
related care (e.g., prenatal and postpar-
tum care); and inequities in pregnancy
and maternal health outcomes.

This equity-focused approach offers
the ability to evaluate the extent to
which contraceptive access initiatives
focused on person-centeredness and
equity lead to increased access, use,
satisfaction, and quality of care. It also
presents an opportunity to define,
develop, and test measures to assess
more holistic aspects of reproductive
health such as reproductive well-being.
A growing body of literature suggests
that these alternative
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conceptualizations of reproductive
health and well-being could balance, or
even replace, the conventional popula-
tion health measure of unintended
pregnancy, a measure that has long
been regarded as a proxy for women
achieving their desired reproductive
outcomes but has been increasingly
called into question with respect to its
validity."®" The framework in Figure A
reflects health and social outcomes
assessed in some contraceptive access
initiatives (e.g., effects on unintended
pregnancy) as well as opportunities for
integrating alternative person-centered
measures in the future (e.g., reproduc-
tive well-being).

Impact of a Community
Guide Recommendation

Experts in the field have identified the
development and dissemination of
evidence-based population health
guidelines related to expanding contra-
ceptive access, such as the Community
Guide, as a priority.”® However, the
extent to which the Community Guide
currently addresses contraceptive
access is limited primarily to examining
contraceptive use as an indicator of an
intervention's success.

Currently, contraception is men-
tioned in the Community Guide in six
instances; five interventions focus on
educational programs for adolescents,
with contraceptive uptake assessed as
a measure of program effectiveness,
and the sixth focuses on how
school-based health centers can
improve health equity in low-income
communities. Although the school-
based health center recommendation
has a broader potential reach than the
educational programs, it is still applica-
ble only to the specific infrastructure

around adolescent health care delivery.
A Community Guide recommendation
on contraceptive access initiatives
would advance coordinated,
population-based approaches to
expand contraceptive access beyond
individual-level educational interven-
tions and promote evidence-based,
multilevel systems change interven-
tions with applicability to a broader
group of individuals and communities.

Therefore, this special issue and
the collection of articles within it set
the stage for future consideration
by the Community Guide. Consistent
with the Community Guide's intent,
statewide contraceptive access initia-
tives promote health within the realm
of sexual and reproductive health. A
Community Guide recommendation
would confer great benefit to both
research on and the practice of popula-
tion health improvement and could
help ensure that future contraceptive
access initiatives include shared,
evidence-based practices.

With the scientific evidence still accu-
mulating, we hope that this special
issue will encourage funders to support
the evaluation of contraceptive access
initiatives so that the body of evidence
is robust, encourage program imple-
menters to incorporate the core inter-
vention components described here
into their states’ unique contexts to
improve alignment across projects
nationwide, and encourage program
evaluators to align their evaluation
strategies with those presented here
and the accompanying conceptual
framework so that evidence can be
compared across states. These steps
will help advance progress toward the
goal of ensuring that all people have
meaningful access to person-centered
contraceptive care. AJPH
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n February 2018, the Massachusetts
I Executive Office of Health and
Human Services issued a request for
applications for the five-year Project
to Increase Access to Contraceptive
Counseling and Long-Acting Revers-
ible Contraception in the Common-
wealth. This initiative was intended to
promote the availability of effective
contraception to decrease the num-
ber of unintended pregnancies and
improve maternal and infant health
outcomes across Massachusetts. We
identified specific needs for continued
learning on patient-centered contracep-
tive counseling approaches, improved
same-day access to all methods, provi-
sion of immediate postpartum intrauter-
ine devices and implants, and increasing
the number of contraceptive access
points in the state. The objectives mir-
rored many of the core intervention
components described in the introduc-
tory article of this special AIPH issue: Mal-
colm et al,, “Scaling Up Evidence-Based
Practices in Contraceptive Access Initia-
tives” (p. S473). The objectives are to
address training, technical assistance,

White et al.

stakeholder engagement, and quality
improvement, and to create a public
information campaign similar to a previ-
ous national contraceptive training
initiative."

Two organizations successfully com-
peted for the funding initiative. Part-
ners in Contraceptive Choice and
Knowledge (PICCK), a coalition of
Massachusetts-based providers and
advocates in a large public hospital,
focuses on technical assistance and
quality improvement for hospital-based
providers already providing contracep-
tive care, encourages improvements in
access and quality, and promotes
expanded access to immediate post-
partum contraception. Upstream USA
(hereafter “Upstream”) focuses their
work on outpatient ambulatory care
sites, especially Massachusetts's large
network of federally qualified health
centers, and encourages primary care
sites to expand their contraceptive
services.

We describe how the Massachusetts
initiative capitalizes on the strengths of
each team to reach both primary care

and specialty providers at both the hos-
pital system and community health
center levels to maximize the program’s
reach. We present a detailed descrip-
tion of both teams, which are designed
to optimally support their unique part-
ners, as well as program evaluation
strategies to assess the initiative’s
impact.

DESCRIPTION OF THE
INITIATIVE

The Massachusetts initiative began in
2018 and will be conducted through
2023. Both teams in the Massachusetts
initiative began their partner engage-
ment by recruiting health care facility
leaders. Teams presented their pro-
grams to the organizations' key stake-
holders and subsequently executed
memoranda of understanding to facili-
tate program implementation and data
collection.

PICCK first approached the heads of
obstetrics and gynecology departments
at birthing hospitals to present their
program and obtain their support.
Each department selected onsite rep-
resentatives, generally a physician
and a nurse, to serve as champions
and liaisons between the PICCK team
and hospital management and staff.

As the initiative progressed, PICCK
expanded their programming to
encompass select family medicine,
pediatrics, and emergency medicine
departments. In addition to hospital-
based work, PICCK worked with select
ambulatory practices, including commu-
nity health centers strongly affiliated
with these hospitals.

The PICCK Community Advisory
Board, composed of a diverse member-
ship of patients who utilize contracep-
tive care and statewide community



stakeholders, constitutes an essential
part of the PICCK program. The Com-
munity Advisory Board strengthens the
program’s activities by providing guid-
ance to the core team, proposing inno-
vative approaches for addressing gaps
in contraceptive care and access, ensur-
ing sustainability, and amplifying the
diverse voices of Massachusetts resi-
dents receiving sexual and reproductive
health care. Additionally, twice annually,
PICCK convenes its Advisory Committee,
composed of leaders from statewide
health care organizations who advise
PICCK on programming and impact.
Upstream selected clinical sites for
recruitment based on patient volume,
current state of contraceptive care,
regional variation, patient demo-
graphics, and health center buy-in to
implement Upstream’s program with
fidelity. With support from key stake-
holders in the state, Upstream engaged
community health center executives to
solicit interest in participating and to
secure its first set of partners. The exec-
utive sponsor at a health center then
identified a day-to-day champion to
coordinate internal practice change.
To increase recruitment, Upstream has
expanded beyond community health
centers to include primary care networks
and hospital-affiliated outpatient sites.
Upstream formed a Massachusetts
council of advisors that is charged with
supporting Upstream in its execution
of a successful statewide initiative that
meets ambitious goals related to scale,
health center impact, and reproductive
health outcomes for patients across
the Commonwealth. The 10-member
advisory group, which includes the
first lady of Massachusetts, connects
Upstream to key state and local lead-
ers, advises Upstream on how to add
value to the state’s evolving health care
and policy landscape, and champions

Upstream across their professional
circles.

The leadership teams from PICCK
and Upstream met monthly throughout
the duration of the project to coordi-
nate recruitment, share strategies, and
develop joint resources. They frequently
communicated about intended recruit-
ment at health facilities across the state
and used their contacts to facilitate
introductions for the other team when
appropriate. With the onset of health
facility changes in service provision
because of the COVID-19 pandemic,
both teams shifted to virtual program-
ming; all programming during this initia-
tive was conducted during the pandemic.
In addition to creating individual resour-
ces to support contraception provision,
they collaborated on a statewide webinar
about providing contraceptive services
after the COVID-19 pandemic and copro-
duced a resource for patients and pro-
viders about self-administration of the
injectable contraceptive (subcutaneous
depot medroxyprogesterone acetate).

Program Components

The Massachusetts teams tailored their
programming to the needs of their facil-
ity partners to expand their practices'
core capacities as well as to improve
patient care standards related to con-
traceptive care. Programming content
for both teams included the following:

1. educating and coaching clinicians
and support staff on how to pro-
vide patient-centered contracep-
tive counseling that is free of bias
or coercion;

2. providing technical assistance to
stock the full range of contracep-
tive methods;

3. supporting billing and coding to
optimize reimbursement of contra-
ceptive services and methods;
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4. revising or creating department or
agency policies to enable high-
quality, sustainable practice
change related to contraceptive
care;

5. incorporating a pregnancy inten-
tion screening or contraceptive
needs assessment question, contra-
ceptive counseling, and documenta-
tion of contraceptive method use
into clinical workflows, often includ-
ing the hospital's or agency's elec-
tronic health record (EHR) system;

6. establishing strategies to ensure
that a patient can receive their
desired contraceptive method on
the same day as their visit, includ-
ing long-acting reversible contra-
ceptive (LARC) methods; and

7. enhancing emergency contracep-
tion services.

Technical assistance was provided
through regular communication with
key stakeholders with the partnered
hospitals and agencies. By the conclu-
sion of the initiative, PICCK will have
partnered with 21 of the 40 Massachu-
setts birth hospitals, and the Upstream
team aims to partner with 47 agencies
of the 61 prospective community
health centers and federally qualified
health centers in Massachusetts.

Each team incorporated unique
approaches to working with their part-
ner organizations as well. PICCK pro-
gramming with partner hospitals
included providing the full range of con-
traceptive methods in the immediate
postpartum period, including the adop-
tion of immediate postpartum LARC
provision and improved patient-
centered counseling informed by the
history of reproductive coercion. The
PICCK team designed customized inter-
ventions, along with training and educa-
tional materials, with the needs of the
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individual hospitals determining pro-
gramming topics and project manage-
ment timelines. The audience for these
interventions included pharmacy and
administrative staff in addition to health
care providers, nurses, operating room
technicians, and medical assistants.

The additional programming areas and
technical assistance of the Upstream
intervention with partner health practices
included: (1) training all agency staff on
current best practices and clinical knowl-
edge of high-quality contraceptive care;
(2) coordinating clinician precepting for
LARC placement and removal; (3) where
necessary, providing funding to stock the
full range of contraceptive methods; and
(4) providing patient education materials
for use during clinical visits.

Provider and Staff Training

Both teams conducted needs assess-
ments and training surveys before pro-
gram implementation to assess the
type and level of technical assistance
that was needed for each site to
achieve high-quality contraceptive care
service provision. Additionally, each
team conducted posttraining surveys
to capture the change in trainee knowl-
edge and attitudes as well as satisfac-
tion with the training. Provider and staff
training was conducted through didac-
tic and interactive presentations and
included onsite training in LARC and
(where appropriate) immediate post-
partum intrauterine device insertion.
PICCK conducted education at standing
department meetings when possible,
including grand rounds, resident edu-
cation time, staff meetings, and nursing
huddles. Before the COVID-19 pan-
demic, Upstream provided a two-day
in-person training session for each indi-
vidual agency. Beginning in June 2020,
Upstream offered virtual training, which
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included e-learning modules that could
be taken asynchronously as well as live
virtual sessions. Hands-on skills for
LARC placement were practiced with
virtual clinical guidance. In addition,
Upstream invited multiple agencies to
training sessions, which enabled staff
from different agencies to learn from
one another.

At the end of hospital or agency
engagement, each team conducted qual-
itative interviews with practice staff and
key stakeholders to obtain a deeper
understanding of participants’ training
experience. Both teams conducted inter-
nal training debriefs with instructors and
administrative staff to assess lessons
learned and improvements needed for
future events.

EVALUATION STRATEGIES
AND EARLY FINDINGS

At the outset of the Massachusetts ini-
tiative, both teams and representatives
from the Massachusetts Department of
Public Health and Massachusetts’ Med-
icaid program worked collaboratively to
design an evaluation plan for the five-
year project. As described, the overall
Massachusetts initiative was designed
to include several of the key elements
mentioned in “Scaling Up Evidence-
Based Practices in Contraceptive
Access Initiatives” and described as
activities in the conceptual framework:
training, technical assistance, stakeholder
engagement, quality improvement,
and a public information campaign.
The overarching evaluation plan estab-
lished a core set of process and out-
come measures to be assessed across
both teams and is intended to measure
and evaluate the larger initiative across
both teams to show overall progress
toward increasing access to contracep-
tion in Massachusetts.

Each team developed its own evalua-
tion plan, which feeds into the overall
evaluation and tracks many other ele-
ments more specific to each program.
Both evaluation plans include output,
outcome, and impact measures and
include data collection and follow-up
during and after the intervention. This
approach is designed to provide imme-
diate quality improvement data, evalu-
ate outcomes and impact, and assess
the sustainability of the program. As of
the writing of this article, the interven-
tion is approximately midway through
its five-year implementation; many of
the output, outcome, and impact meas-
ures are scheduled for data collection
at the end of the project. We have sum-
marized the information available to
date in Table 1 and describe data col-
lection and evaluation strategies here.

Output Evaluation

Both teams collect qualitative and
quantitative measures at multiple
points in time throughout the interven-
tion. Each team started with a needs
assessment to inform program custom-
ization and identify existing gaps. Data
collection during program implementa-
tion (e.g., attendance, participant evalu-
ations, trainer evaluations, clinicians
and nonclinicians trained) allowed
teams to monitor whether the gaps
identified during the needs assessment
have been addressed and measure the
level of proficiency achieved by the
practice. Other elements of output
evaluation include contraceptive meth-
ods stocked and number and type of
coaching sessions. Output evaluation
efforts that are specific to individual
teams included evaluation of PICCK's
Community Advisory Board through
postmeeting surveys, an annual survey,
and notes from meetings. Upstream



OPINIONS, IDEAS, & PRACTICE

TABLE 1— Data Sources and Planned Measurements for the Massachusetts Initiative Programs:

2018-2023

Program Aspect

Data Sources/Measures

Outcomes to Date (as of Nov 1, 2021)

Output measures

Partners

No. of engaged sites? or agencies®
No. of referrals from partnered sites®
No. of sites expected to sign MOUs®

Of 82 sites and agencies approached, 35 (43%) actively
engaged in project activities

Trainings and technical

No. of pretraining needs assessments

24 organizational pretraining needs assessments

assistance No. of trainings provided completed

No. of clinicians and staff trained 33 of 47 (70%) engaged sites and agencies have received

No. of didactic and hands-on simulation trainings clinical LARC insertion training (3 sites already
provided?® provide)

No. of clinicians precepted® 86 trainings conducted?

No. of CME/CNE credits provided 84% of providers have received clinical LARC insertion

No. of process notes?® training

No. of site progress tracking® 2446 staff have received nonclinical training on

Dates of EHR integration and workflow changes contraceptive services
completed and live data on contraceptive services 681 technical assistance meetings®
sent to quality improvement teams for monitoring 9 partner agencies with integrated EHRs sending live
and evaluation® data®

Coaching No. of champion calls® 211 champion calls®

No. of coaching sessions on contraceptive counseling®

115 one-on-one contraceptive counseling coaching
sessions®

Stocking/Pharmacy/Billing

e Changes in methods stocked
e Improvement in billing capture for services provided

65% of engaged practices have provider-administered
methods available onsite

Sustainability (proxy measures)

Number of

o Adopted policies and procedures

o Completed sustainability checklists

o Sustainability interviews with site champions?®

14 PPLARC and EC protocols adopted?®
5 of 13 engaged agencies completed the intervention
and have sustainable practices in place®

Stakeholder Engagement

Number of meetings with:

e MDPH

o Statewide Advisory Committee
o CAB?

31 calls with MDPH?
5 Advisory Committee meetings?®
9 CAB meetings®

Public Information Campaign

To be conducted within the project period

Outcome measures

Contraceptive Counseling and
Provision

Changes in offered methods®
EHR/billing data
Counseling
Services
Methods (contraceptive care measures: National
Quality Forum Nos. 2903 and 2904)
Contraceptive needs assessment?
Pregnancy Intention Screening Question®
Patient satisfaction survey
Patient interviews®

78% of engaged practices are providing LARC services

51% of engaged practices offer same-day LARC insertion

27% of visits with assigned female at birth patients of
reproductive age included screening for pregnancy
intention to assess desire for contraception

Impact evaluation

Impact of Intervention

Trainings:

Posttraining surveys

Posttraining instructor evaluations®

Posttraining staff interviews®
Overall program:

Champion interviews?®

Stakeholder interviews®

Agency leader interview®

Note. CAB = Community Advisory Board; CME = continuing medical education; CNE = continuing nursing education; EHR = electronic health record;
LARC = long-acting reversible contraceptive; MDPH = Massachusetts Department of Public Health; MOU = memorandum of understanding.
PICCK = Partners in Contraceptive Choice and Knowledge. Both the PICCK and Upstream teams collected listed measures except as indicated.

2Unique to PICCK.
PUnique to Upstream.
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assesses clinicians targeted for pre-
cepting (based on a proficiency target)
and progress toward that goal. Both
teams include sustainability measures
in their evaluation plans.

Outcome Evaluation

Both teams evaluate outcomes by
using data from EHRs and billing sys-
tems. PICCK uses primarily information
on services provided, counseling con-
ducted, and method mix as they are
provided by partners and by Massachu-
setts’ Medicaid program. Upstream
uses EHR-based family-planning meas-
ures to inform quality improvement
activities and evaluation with each prac-
tice. Upstream funds the connection
from each agency’s EHR to Azara
Healthcare Data Reporting and
Analytics Solutions software (Azara
Healthcare, Burlington, MA), a Health
Insurance Portability and Accountabil-
ity Act-compliant platform, before
programmatic work begins. Upstream
can view only nonprotected health infor-
mation and aggregate results from these
measures in the software, whereas prac-
tices can view their patient-level results
in a user-friendly dashboard. Upstream
examines a range of measures and
indicators using EHR data: a pregnancy
intention screening question, documen-
tation of contraceptive counseling
provision and patient’s selected or
expected method of contraception at
end of the encounter, contraceptive
method distribution, counts of implant
and intrauterine devices placements
and removals, and two National Qual-
ity Forum-endorsed contraceptive
care measures of most and moder-
ately effective contraceptive methods
(no. 2903) and access to LARC (no.
2904).°
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Impact Evaluation

Qualitative data collection is an impor-
tant component of the impact evalua-
tion. PICCK conducts champion and
stakeholder interviews to assess pro-
gram impact; Upstream conducts an
agency leader interview one year after
engagement to assess sustainability. To
gain insight into patients’ experiences
with contraceptive services, both teams
administer patient surveys via text or
e-mail or with study staff (depending
on the location of care) to patients
receiving contraceptive services at
participating practices and hospitals.
When possible, the survey is conducted
before, during, and after program
engagement. The surveys include
measures of shared decision-making,
the University of California San Fran-
cisco Person-Centered Contraceptive
Counseling measure (no. 3543),% deliv-
ery of contraceptive counseling, and
questions about method use in the
past year, at last sex, and before and
after counseling.

PUBLIC HEALTH
SIGNIFICANCE

At the time of publication, the Massa-
chusetts initiative is midway through
the five-year timeline, and many more
process and outcome measures have
yet to be collected. However, significant
progress has already been made in
partnering with a wide variety of health
care providers in diverse geographic
locations and providing training and
technical assistance that is tailored to
the needs of these varied providers.

At the completion of the project, we
expect that a key lesson learned will be
the importance of a flexible set of inter-
ventions. The selection of two different
teams, with different target partners

and different approaches, has created
both challenges and opportunities.
Although the unique approach of each
team has created heterogeneity in pro-
gram design and data collection, engag-
ing two different organizations has
strengthened our ability to reach a
broad variety of providers and practi-
ces across the state. We expect that
the full implementation of the initiative
will demonstrate the importance of a
multifactorial approach to expanding
contraceptive access, the importance
of person-centered approaches to con-
traceptive provision, and the need for
technical assistance to build the capac-
ity of both experienced and emerging
clinical providers.

Importantly, this statewide initiative
did not stand alone but was imple-
mented in the context of broader sex-
ual and reproductive health clinical
service delivery and programmatic
efforts at the Department of Public
Health and Massachusetts’ Medicaid
program. Both state agencies support
the provision of quality sexual and
reproductive health care and contra-
ception at a wide variety of ambulatory
care sites, including hospital-licensed
primary care sites, federally qualified
health centers, and independent non-
profit family-planning clinics. Both state
agencies support the direct provision
of contraception, and the Massachu-
setts Department of Public Health
offers grant funding to providers to
support the quality and sustainability of
their clinical care. These agencies also
work collaboratively to address public
policy needs related to contraceptive
care, facilitated in part by the multistate
learning community mentioned in the
introductory article of Malcolm et al.
Thus, through a set of diverse initia-
tives, Massachusetts has addressed
each of the elements mentioned in



“Scaling Up Evidence-Based Practices
in Contraceptive Access Initiatives” for
a comprehensive effort to improve
access to and quality of contraceptive
care in Massachusetts. 4JPH
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e describe the implementation
Wof Choose Well (CW), a state-
wide contraceptive access initiative
ongoing in South Carolina, and the
external evaluation of CW conducted at
East Tennessee State University. The
evaluation is well positioned to advance
the evidence base surrounding contra-
ceptive access initiatives, particularly
given the uniqueness of CW in the
southeastern United States.

DESCRIPTION OF THE
CHOOSE WELL INITIATIVE

In 2017, the nonprofit organization
New Morning (NM)! launched CW, a
six-year statewide contraceptive access
initiative. The mission of CW is to pro-
mote equitable access to contraception
without judgment or coercion, aiming
for a 25% reduction in statewide unin-
tended pregnancy by 2023.

Editorial Smithetal.

CW is informed by collective impact
principles as a means to centrally coordi-
nate geographically distributed stake-
holders.? Its collective approach supports
transformative change through ongoing
communication among stakeholders,
partner meetings and workgroups, and
shared data collection standards. NM
serves as the coordinating agency, man-
aging all activities and funding all partici-
pating agencies.

CW is unique and innovative in key
ways. It is the first and only contraceptive
access initiative of its kind in the US
Southeast. CW's efforts are systemati-
cally coordinated across various clinical
sectors (federally qualified health cen-
ters, hospital inpatient and outpatient
providers, rural health clinics, free clinics,
college and university health centers,
and Title X-funded public health depart-
ments), community organizations, and
higher education institutions. These

partners work collaboratively to improve
access to high-quality, evidence-based,
patient-centered contraceptive services.
The inclusion of federally qualified health
centers and rural health clinics (neither
of which receive Title X funding in South
Carolina) is particularly unique in seeking
to expand access to contraceptive care
at safety net clinics and to integrate con-
traceptive services into primary care. CW
is also comprehensive in its approach
with key interventions addressing deter-
minants of contraceptive access and use
at multiple levels (individual and commu-
nity, provider and practice, and system
and policy levels) and prioritizing patient
and provider knowledge, attitudes, and
experience of care. These interventions
leverage community-reaching organiza-
tions in South Carolina and reputable
training providers while generating a
wealth of data for triangulation of evalu-
ation findings.

Scope

CW is implemented statewide in South
Carolina, with clinical sites in 45 of the
state’s 46 counties. Although the initia-
tive is designed to address gaps in
access among uninsured and underin-
sured people, all patients at CW clinics
benefit from high-quality service provi-
sion, regardless of their insurance sta-
tus or ability to pay. From 2017 to 2021,
more than 300 000 people received
contraceptive services at a CW clinic.

Core Components

Before the initiative’s launch in 2017, a
statewide needs assessment indicated
that to meet the contraceptive needs of
uninsured and underinsured patients
in South Carolina, support should be
directed to training and preparing the
workforce, subsidizing the cost of



expensive long-acting reversible contra-
ceptive (LARC) devices (including intra-
uterine devices and contraceptive
implants), hiring health care providers
in shortage areas, and increasing con-
sumer awareness. Also, results indi-
cated more resources were needed to
integrate contraceptive services into pri-
mary care clinics, which often referred
contraceptive-seeking patients to Title
X-funded public health departments.
These funding priorities and needs
assessment results were translated into
CW's core components.

As the managing and fiscal agent of
CW, NM directs funds to all clinical part-
ners, community organizations, and edu-
cational institutions. In addition, NM
manages a consumer-facing marketing
engine; coordinates and creates train-
ings; hosts collaborative meetings; pro-
vides ongoing technical assistance;
collects and interprets data; monitors
grant compliance; and directs sustainabil-
ity efforts through lobbying, advocacy,
development, and fundraising. Every
agency participating in CW agrees to gar-
ner leadership support for and make an
organizational commitment to contracep-
tive access, implement evidence-based
services, support data collection and eval-
uation, achieve sustainable service deliv-
ery, and work collaboratively with NM
and other initiative partners to improve
contraceptive access. These values are
also infused through clinical workforce
trainings. Messaging for the consumer-
facing No Drama marketing campaign
seeks to educate patients and empower
them to make an appointment at a con-
veniently located CW-participating clinic.
CW's primary efforts in four key areas are
described below.

Infrastructure and workforce. Clinics
use grant funds to purchase contracep-
tive methods to have available on-site,

which can be provided to eligible patients
at little or no cost. Clinics also use funds
to buy equipment and pay for staff to
deliver high-quality services. All clinics are
expected to deliver contraceptive serv-
ices aligned with the Centers for Disease
Control and Prevention’s Quality Family
Planning Guidelines, offering same-day
services (including placement of LARC
methods) and noncoercive counseling
on all methods.>* Community agencies
use funds for staff to conduct counseling
and refer patients to clinics.

Capacity building and training. National
and state-based consultants provide
trainings in contraceptive counseling,
LARC provision, shared decision-
making, revenue cycle management,
and other topics to clinical and nonclini-
cal professionals in partner organiza-
tions. In addition to these trainings, NM
provides ongoing technical assistance
to clinical partners on topics including
Medicaid billing and coding and elec-
tronic health record development. Part-
nering South Carolina institutions of
higher education prepare nursing stu-
dents to deliver quality services.

Integrated marketing and communica-
tions. Consumers are directed to serv-
ices through the No Drama advertising
campaign, which includes billboards,
radio spots, and social media advertis-
ing.”> All advertisements point consum-
ers to a centralized Web site or phone
line for additional information and
appointment scheduling. Beginning in
2020, a patient advocate works directly
with patients to answer any questions,
facilitates scheduling appointments,
and ensures qualifying patients have
no out-of-pocket costs.

Strategic learning and sustainability.
To improve CW service delivery, NM
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directs data collection and monitoring
through shared measurement, quality
improvement, and strategic learning
projects. NM supports sustainable con-
traceptive services by integrating serv-
ices at clinics and securing financial
resources via public funds, grant seek-
ing, and fundraising. NM also advocates
for public and legislative support for
policies that expand and promote
access to reproductive health services
in South Carolina.

DESCRIPTION OF THE
CHOOSE WELL
EVALUATION

Given the broad nature of the interven-
tion and desire to translate evidence
into practice, the RE-AIM Framework
was used to guide the design of the
independent external evaluation.
RE-AIM offers a systematic means of
evaluating CW across five key dimen-
sions: reach, effectiveness, adoption,
implementation, and maintenance.®’
Key evaluation components are
mapped to the RE-AIM framework, as
described in Table A (available as a sup-
plement to the online version of this
article at http://www.ajph.org), and align
with the broader conceptual frame-
work for statewide contraceptive
access initiatives (Malcolm, p. S473).
The RE-AIM framework has been
applied to this evaluation using Ander-
sen's Behavioral Model for Health Service
Use 89 This model proposes that predis-
posing, enabling, and need factors at the
individual, practice or provider, and policy
or system levels influence health behav-
iors and outcomes. We adapted this
model to characterize key constructs
and relationships underpinning contra-
ceptive use and reproductive health out-
comes (Figure 1). We hypothesized that
CW, by addressing multiple modifiable
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I FIGURE 1— Conceptual Model for the Choose Well Evaluation

Source. This conceptual model is adapted from Andersen's Behavioral Model for Health Service Use

factors at the individual, practice or pro-
vider, and policy or system levels, will
impact contraceptive experiences and
use and subsequently health and social
outcomes. We hypothesized that CW's
key components and interventions will
influence changes in population and sys-
tem characteristics, including women'’s
awareness and attitudes about contra-
ception and their access to contraceptive
services; provider attitudes, beliefs, skill,
and provision of person-centered contra-
ceptive counseling; clinic contraceptive
policies, practices, and provision; and
health policies in South Carolina, such as
scope of practice and contraceptive
reimbursement policy. These changes
will translate into expanded contracep-
tive use and improved contraceptive
experiences, resulting in lower rates of
unintended pregnancy, births, and abor-
tions in South Carolina, ultimately reduc-
ing health care costs and contributing to
the sustainability of CW's efforts. This
model guided development of evaluation
surveys and examining appropriate out-
comes at the right time and in the right
sequence.’®

Smithetal.
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Design and Methodology

The overarching evaluation design uses
quasi-experimental studies with appro-
priate comparison groups for different
outcomes and mixed-methods integrat-
ing survey and qualitative approaches.
Key evaluation components follow a
pre-post difference-in-differences
design. Although the statewide studies
survey probability-based population
samples, other studies focus on priority
populations for CW, including Medicaid
beneficiaries, Title X users, the uninsured
or underinsured, and safety net clinics.
The evaluation leverages state and
national secondary data sets, and
extensive primary data collection,
including a longitudinal study of family
planning patients; multiple statewide
surveys of women, providers, and fam-
ily planning clinics; and key informant
interviews. Studies using secondary
data incorporate different comparison
groups within the Southeast region and
nationally. Studies collecting survey data
are conducted in South Carolina and a
comparison state that is geographically

and culturally similar to South Carolina
but not implementing a statewide con-
traceptive access initiative. Both South
Carolina and the comparison state are
located in the Southeast and have cen-
tralized public health systems. The states
are highly comparable at baseline, with
population size, demographics, income
levels, health insurance rates, unin-
tended pregnancy and birth rates, Med-
icaid family planning policy, women's
health indicators, and Title X contracep-
tive use patterns being similar.

These data sources are leveraged to
examine a variety of programmatic out-
puts, practice and policy outcomes,
individual and community outcomes,
and health and social outcomes. These
are summarized in Table B (available as
a supplement to the online version of
this article at http://www.ajph.org).

Programmatic Outputs

A robust process evaluation tracks
activity and output measures across the
duration of implementation. These
measures examine the numbers of


http://www.ajph.org

participating clinics over time, reach of
training, reach and perceptions of the
No Drama campaign, expansion of hos-
pital postpartum contraception, and
staff perceptions of CW implementation
across participating organizations. The
process evaluation uses programmatic
notes, reports, and key informant inter-
views with CW partner staff, training
organizations, and other participants.

Practice and Policy
Outcomes

Knowledge, skills, attitudes, and beliefs
about contraception among providers
and provision of person-centered care.
The evaluation assesses training and
provider-related outcomes at the state
level and also specifically among train-
ing participants. State-level data are
derived from statewide surveys of pro-
viders conducted in South Carolina and
a comparison state assessing provider
attitudes, beliefs, skills, and practices
related to contraceptive counseling and
provision. The initial survey was con-
ducted in 2017-2018, and the endline
will be conducted in 2023. A regression-
based difference-in-differences approach
will be used to estimate the effects of CW
on outcomes of interest. In addition, the
process evaluation collected data from
training participants across South Caro-
lina in 2017-2019 to gauge the immedi-
ate impact of the training on intent to
change practices, knowledge, and skills.""

Clinic-level policies and procedures to
increase access to contraception. The
statewide survey of family planning
(health department and federally quali-
fied health centers) clinics, conducted
in South Carolina and a comparison
state, assesses clinic-level contraceptive
policies, practices, trainings, and service

delivery. Three surveys are planned,
The baseline and midline surveys were
conducted in 2017 and 2020, respec-
tively. The endline survey is planned for
2023. Survey methods and baseline
data have been published elsewhere."?
A regression-based difference-in-differ-
ences approach will be used to assess
the overall effect of CW on contracep-
tive access and provision at clinics.
Mixed models incorporating fixed and
random effects will also be used to
examine the effect of clinic characteris-
tics and policies on changes in out-
comes. Outcomes include the provision
of the full range of contraceptive meth-
ods and patient contraceptive use.

Policy changes that enable contracep-
tive access. A policy monitoring protocol
has been developed to track changes
affecting contraceptive use during and
after CW, including scope of practice
laws for nurse practitioners and phar-
macists, insurance coverage, and con-
traceptive reimbursement policies in
South Carolina and comparison states.
Such policies have implications for
interpreting evaluation findings and for
the sustainability of the initiative.

Medicaid expenditures on contraception.
The evaluation assesses the economic
impact of changes in contraceptive use
and associated outcomes among Medic-
aid beneficiaries. Findings have implica-
tions for the Medicaid program, state
budget, and the sustainability of CW.

Individual and Community
Outcomes

Contraceptive use. Multiple studies
examine state-level contraceptive use
and among priority populations. Con-
traceptive use at the population level

OPINIONS, IDEAS, & PRACTICE

is estimated using the statewide Sur-
vey of Women (SoW). The SoW uses
an address-based sample to derive
population-level estimates of key repro-
ductive health measures in South Caro-
lina and a comparison state. Women

of reproductive age were surveyed at
baseline and followed longitudinally,
with another cross-sectional survey
conducted post-CW. The survey meth-
ods and select baseline results have
been published elsewhere.'?

Medicaid claims linked with vital
records were used to construct a cohort
of Medicaid-eligible women receiving
family planning services spanning a
12-year period surrounding CW (2012-
2024). Baseline data have been pub-
lished elsewhere."* Changes in contra-
ceptive use and associated outcomes will
be examined using longitudinal analyses
with fixed and random effects, time-to-
event analysis, and mixed models for lon-
gitudinal panel-structured data.

To examine changes in contraceptive
use over time among South Carolina
Title X users compared with Title X
users nationally and within the south-
eastern region, we use national Family
Planning Annual Report data'® begin-
ning in 2012 and moving forward. This
analysis uses an interrupted time-
series design with a regression-based
difference-in-differences approach and
multiple nonequivalent comparison
groups to examine changes over time.

We examine contraceptive use among
patients of CW-participating clinics rela-
tive to those at nonparticipating clinics
using data from the longitudinal study of
family planning patients. This study uses
a quasi-experimental design involving
CW-participating clinics, pair matched
with nonparticipating clinics. Eligible
patients seeking contraceptive services
at clinics are recruited and surveyed at
recruitment and in follow-up surveys
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over two years. Surveys assess contra-
ceptive decision-making, experiences,
use, and outcomes. Analyses follow
intention-to-treat methods using gener-
alized estimating equations that account
for clustering to estimate the effect of
CW on outcomes of interest.

Contraceptive care experiences and
receipt of person-centered care. Both
the SoW and the longitudinal study of
family planning patients assess women'’s
experiences and satisfaction with contra-
ceptive care, including contraceptive
choice perceived control and receipt of
person-centered counseling."®

Attitudes and beliefs about contracep-
tion among women of reproductive age.
This outcome is examined at the state
level, using data from the SoW, and
also among women seeking services at
CW-participating clinics using data from
the longitudinal study of family plan-
ning patients.

Health and Social
Outcomes

Unintended pregnancy. To analyze
state-level changes in unintended preg-
nancy, we examine data from the Preg-
nancy Risk Assessment Monitoring
System (PRAMS) for South Carolina and
other southeastern states and data
from the SoW. PRAMS is an ongoing
population-based surveillance system
of mothers who recently gave birth to a
live-born infant."” A regression-based
difference-in-differences approach will
be used to estimate CW effects on unin-
tended pregnancy and other outcomes.

Births, teen births, and abortions. To
examine CW's impact on births, we use
birth certificate data from all US states
linked with the Area Health Services

Editorial Smithetal.

Resources File to account for the influ-
ence of social and community contexts
on the outcomes."® Abortion is exam-
ined in vital records data at the state
level. We will use an interrupted time-
series study design with multiple non-
equivalent or matched comparison
groups to measure population-based
shifts in these outcomes.

Reproductive well-being. Contraceptive
decision-making and access to informa-
tion, services, and supports to make
these decisions will be examined within
the longitudinal study of family plan-
ning patients.

PUBLIC HEALTH
SIGNIFICANCE

Statewide contraceptive access initia-
tives have shown promise in increasing
the availability of a full range of contra-
ceptive methods, resulting in increased
contraceptive use.'?2" There is also evi-
dence that these initiatives can impact
outcomes, including abortions, teen
births, and preterm births.'??"2 South
Carolina is the first southeastern, politi-
cally conservative state to institute a
statewide contraceptive access initiative
of this magnitude.

CW continues under its current fund-
ing structure through the end of 2022.
The evaluation of CW continues into
2025. The evaluation is well positioned
to assess key outputs and impacts
associated with CW and to contribute
to the evidence base for contraceptive
access initiatives. 4JPH
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he development of modern con-

Ttraceptive methods has been
heralded as an advancement in repro-
ductive freedom and autonomy that
plays a critical role in many individuals’
achievement of personal health, social,
and financial goals." The production
and distribution of contraceptive meth-
ods have, in fact, allowed many individ-
uals to avoid pregnancies they did not
want or could not carry and have, in
some contexts, been associated with
improved gender equality in the work-
force and in families.? However, the
development and use of these meth-
ods have been deeply shaped by popu-
lation control theory and White
supremacy values. Oppressive uses of
these methods have included unethical
testing, such as experimental use of
oral contraceptive pills in Puerto Rico
without obtaining informed consent in
the 1950s; the coercive and involuntary
sterilization of Black and Indigenous
women, individuals living in poverty,
and people with disabilities; and tar-
geted counseling on contraception
directed at people using substances
and Black, Indigenous, and People of
Color (BIPOC).>*

Although the intent of the develop-
ment and dissemination of these meth-
ods may have been grounded in the

Editorial  Dehlendorfand Perritt

desire to expand access to and
broaden the opportunity for reproduc-
tive freedom, the effect has been vastly
different. Not all have shared equally in
the promised liberation associated with
contraceptive technologies, and many
have, in fact, been harmed by contra-
ceptive policies and practices.”

This complex reality of modern con-
traception reflects the context in which
contraceptive technologies are being
distributed and used. In the United
States, and around the world, societal
power structures and hierarchies dic-
tate the value of one’s reproduction,
and control over reproduction has
been a prominent way to manifest the
relative valuing of people.® The
increased availability of pregnancy con-
trol methods has reinforced and
upheld harmful agendas on whose
reproduction should be prioritized,
allowing novel pathways of oppression
to be enacted. Also, as we will describe,
the increased availability of contracep-
tion, by providing the (imperfect) ability
to control timing and frequency of
pregnancies, has contributed to the
development of new narratives about
which pregnancies are viewed as posi-
tive outcomes.

Specifically, in the decades since the
oral contraceptive pill was invented, a

narrative has emerged about the
importance of avoiding an unintended
or adolescent pregnancy. Although
much of this narrative was grounded in
a desire to mitigate the economic and
social impacts of unwanted childbear-
ing, it served to reify dominant narra-
tives about the value of pregnancy in
some people and not others. Unin-
tended and adolescent pregnancies
have been and continue to be consid-
ered undesirable—in both clinical con-
texts and on a population level—
despite a lack of robust evidence to
support this belief.° Furthermore, an
increasing body of scholarship has
shown that the paradigm of intention
does not align with the lived experience
and desires of many individuals with
respect to pregnancy.’ The adolescent
pregnancy prevention framework has
also been problematized, with the
recognition that sexual and reproduc-
tive decision-making is embedded
in inequitable social resources and
opportunities that influence both the
occurrence of early childbearing and
the impact it has on individuals and
their lives ®

By centering adolescent or unin-
tended pregnancy as the problem,
attention is diverted from the real
issues of inequality and structural
oppression. In effect, the availability
of technologies that increase the
opportunity to control reproduction
has enabled the narrative that people
should control reproduction, especially
when this reproduction is socially stig-
matized. This narrative has provided
another—albeit less explicit—pathway
to devalue the reproduction of BIPOC
and individuals living in poverty, who,
because of the social and historical
context in which reproduction occurs,
are more likely to experience these
stigmatized pregnancies.’



RECENT CONTRACEPTIVE
INITIATIVES

As detailed in this special issue of AJPH,
contraceptive access initiatives have
proliferated over the past decade,
driven in large part by the enthusiasm
for what has come to be known as
long-acting reversible contraceptive
(LARC) methods. This enthusiasm, as
well as the programmatic interventions
born of it, failed to interrogate and
instead reproduced the same concerns
as previous generations of advance-
ment in contraceptive technology. On
one hand, having new, highly effective
methods of contraception available pro-
vided new and more diverse means for
individuals to realize their reproductive
desires. On the other hand, the imple-
mentation and dissemination of pro-
grams focused on these methods
provided another way to practice biases
and priorities related to reproduction.

One of the earliest critiques of these
initiatives was related to their empha-
sis on LARC methods over other
methods. The Contraceptive CHOICE
Project, based in St. Louis, Missouri,
for example, was funded with the
express goal to “promote and provide
the most effective methods of contra-
ception”'%P63%) by increasing the
uptake of LARC methods. This empha-
sis was manifested in a variety of ways,
with perhaps the most prominent
being the approach to counseling.
CHOICE popularized the “tiered
effectiveness” model of contraceptive
counseling, in which patients are coun-
seled on contraceptive options in a
way that emphasizes effectiveness as
the most important feature." This
achieved the desired effect of promot-
ing the use of LARC methods."®

This approach to counseling was ini-
tially embraced—in large part because

the high uptake of LARC methods was
viewed as a positive outcome—and
CHOICE was seen as a success. How-
ever, many pointed out the ways both
the motivation for and the implementa-
tion of this counseling model were
problematic. Specifically, they identified
how a primary focus on contraceptive
effectiveness values the project’s focus
on preventing unintended pregnancy
over what each individual seeking con-
traceptive care may prioritize in their
contraceptive method, such as control
over their method or impact on men-
struation.'?'? In implementing this
approach to counseling, CHOICE did
not prioritize reproductive agency and
autonomy by supporting participants in
choosing methods that were the best
fit for their own personal needs and
preferences. Additionally, this approach
is particularly problematic in that BIPOC
are more likely to be subjected to direc-
tive contraceptive counseling and
advised to limit or delay childbearing."*
As a result, promoting directive
counseling approaches will likely dis-
proportionately burden those whose
reproduction is already devalued.

The attention to CHOICE and its
approach to counseling had a broad
impact, including being adopted by a
range of organizations such as the
World Health Organization, the Centers
for Disease Control and Prevention, the
American College of Obstetricians and
Gynecologists, the American Academy
of Pediatrics,’® and state and local
departments of health. This undoubt-
edly has influenced the contraceptive
care experiences of innumerable peo-
ple in the United States and beyond.
This impact is beginning to recede, as
demonstrated by the recent publica-
tion of the American College of Obste-
trician Gynecologists’ guidelines that
explicitly reject this approach in favor of
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a person-centered, shared decision-
making model."® However, the promi-
nence of this approach to counseling
still persists in many places more than
a decade later. Its enduring nature,
born of an early contraceptive access
initiative, demonstrates how these ini-
tiatives and their LARC focus have the
potential to contribute to contraceptive
technologies' complicated and detri-
mental consequences, which go
beyond access to methods.

An additional example of how these
initiatives, particularly in the early
phases, contributed to harm includes
the focus on adolescent pregnancy
prevention and advocacy for contra-
ceptive access as a means of costs sav-
ings to public programs. The Colorado
Family Planning Initiative began in 2009
with the laudable goal of expanding
contraceptive access by providing LARC
methods at the same level of support
as other contraceptive methods avail-
able through the Title X program.’” In
media and scientific publications, how-
ever, the initiative and its supporters
shifted from a focus on access—and
the reproductive autonomy it can help
to enable—as the end goal. Rather, the
messaging on this initiative focused on
its goal of—and seeming ultimate suc-
cess at—reducing adolescent preg-
nancy and decreasing the costs of
social support programs because of
decreased births in families relying on
these initiatives."® Therefore, the over-
arching message of this program was
not about enabling people to achieve
the families they wanted by providing
the full range of contraceptive meth-
ods. Rather, it was clearly communi-
cated that the goal was to decrease
reproduction that is viewed as prob-
lematic on a societal level—specifically,
reproduction among adolescents and
those living in poverty.
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Many working as part of the initiative
no doubt felt themselves to be moti-
vated to meet the needs of and sup-
port the reproductive autonomy of
adolescents and adults being cared for
in Title X clinics, and this initiative did
address an unmet need in Colorado for
improved contraceptive access. How-
ever, their actions ignored the context
of these inequities in care and beliefs
about reproduction. The broader nar-
rative about why this work was being
done, and how its success was being
evaluated, contributed to ongoing
problematic constructions of why
reproductive health care is valuable
and how reproductive health care can
and should support societal, as
opposed to individual, priorities.

A similar narrative that proposes
contraceptive uptake as a means to
address poverty has emerged as a moti-
vation for more recent contraceptive
access initiatives.'® The now familiar
beliefs that the reproduction of those liv-
ing in poverty is the source of societal
inequality and that providing and pro-
moting contraception will therefore fix
the problem ignores the true structural
and contextual causes of poverty: sys-
temic racism, economic inequity, and
lack of social supports.2 This narrative
doubles down on the tendency to priori-
tize the provision of reproductive health
as valuable specifically because of its
purported benefit to those with greater
social capital and institutional power, as
opposed to its effects on individuals
seeking care and their reproductive
autonomy. Promoting these initiatives
based on this rationale undermines
human rights frameworks and social
justice principles and instrumentalizes
reproductive health to achieve societal
goals rather than liberation.

These examples of directive counsel-
ing to use specific methods and the
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promulgation of problematic narratives
about reproduction indicate that despite
the many benefits that contraceptive
access can provide to individuals, and
the good intentions of many involved in
these initiatives, their implementation
has, in fact, caused harm—both in clini-
cal practice and in the broader societal
understanding of why it is important to
invest in reproductive health care.
Although those who prefer to view con-
traception as an inherently liberatory
technology may find this surprising,
these initiatives as they were conceptu-
alized and embedded in existing struc-
tures and philosophies were unlikely to
avoid this fate. Specifically, health care
provision occurs in an ecosystem that
does not value all bodies equally and
that sees individual behavior as the pri-
mary driver of health care outcomes, as
opposed to broader structural causes.
These factors result in the well-docu-
mented biased and discriminatory care
of minoritized groups, as well as struc-
tural inequities in providing health care
services.”'

In addition, as we described previ-
ously, reproduction control has been
used as a tool to operationalize societal
values throughout our nation’s history,
specifically related to White supremacy
and the control of BIPOC bodies. Con-
traceptive service providers have been
actively complicit in many of these
efforts to limit the reproduction of
these groups. Taken together, these
realities—of biased and structural ineg-
uitable care focused on individual
behaviors and the ongoing manifesta-
tion of societal values through the
relative priorities placed on reproduc-
tion—mean that unless these types of
initiatives are explicitly grounded in a
commitment to addressing racial and
economic injustices and reproductive
oppression, existing prejudices and

structural factors will inevitably lead to
problematic implementation and
consequences.

LOOKING FORWARD TO A
NEW APPROACH

There is an opportunity to learn from
these experiences in efforts to improve
reproductive health care provision,
including in the context of contracep-
tion, in the future. By centering equity,
justice, and the voices and lives of
those in communities being affected,
future initiatives can create a new para-
digm that acknowledges, addresses,
and grapples with the recent and
remote history of bias, discrimination,
and structural inequities and fore-
grounds commitment to reproductive
autonomy and reproductive justice,*?
rather than pregnancy prevention and
societal goals.

The Person-Centered Contraceptive
Care framework, whose development
was informed by the experience of pre-
vious state initiatives, provides a tem-
plate that local, state, and national
programs can use to guide their plan-
ning and implementation.”? Innova-
tions that programs can make to avoid
falling into previous patterns include (1)
ensuring robust community and stake-
holder engagement from inception to
evaluation, (2) ensuring that specific
methods are not prioritized over
others, and (3) specifically ensuring that
counseling on and provision of often
neglected methods, such as fertility
awareness-based methods and dia-
phragms, are supported. In addition,
these efforts must prioritize at all
stages—including fundraising, imple-
mentation, and evaluation—outcomes
that recognize the personal and con-
textualized nature of reproduction and



that are aligned with reproductive
autonomy.

It is essential to note, however, that
none of these activities, together or in
isolation, can protect against promul-
gating harm from contraceptive tech-
nologies in the absence of an authentic
and deeply held commitment to repro-
ductive autonomy and the undoing of
oppressive structures and narratives,
as well as the willingness to face the
harms that have been done by the
medical community and reproductive
health providers. Our society has only
begun to wrestle with deep, fundamen-
tal questions about the unjust origins
and ongoing oppressive effects of our
political, economic, and legal systems.
We in health care and public health
must ask similar questions and con-
front our own complicity in gendered
and racialized oppression.

Only by confronting these truths will
we have the opportunity to shift to pro-
grams and policies that center the lived
experiences of those we seek to serve,
especially those most harmed by previ-
ous efforts. In this way, we can manifest
the reality we strive for, in which all
people’s reproduction is equally valued
and their needs, values, and preferen-
ces for their reproductive lives are the
guiding light for how contraceptive
technologies are understood and pro-
vided. AJPH

CORRESPONDENCE

Correspondence should be sent to Christine Deh-
lendorf, 995 Potrero Ave, Ward 83, San Francisco,
CA 94110 (e-mail: christine.dehlendorf@ucsf.edu).
Reprints can be ordered at http://www.ajph.org
by clicking the “Reprints” link.

PUBLICATION INFORMATION

Full Citation: Dehlendorf C, Perritt J. Statewide
contraceptive access initiatives: a critical perspec-
tive. Am J Public Health. 2022;112(55):5490-5493.

Acceptance Date: May 3, 2022.
DOI: https://doi.org/10.2105/AJPH.2022.306930

CONTRIBUTORS

C. Dehlendorf wrote the initial draft of the article,
with J. Perritt providing critical review and editing.
Both authors conceptualized the article and
approved the final version.

ACKNOWLEDGMENTS

The authors thank Jamie Hart, PhD, MPH,
executive director of the Coalition to Expand
Contraceptive Access, for assistance with concep-
tualizing and editing the editorial.

CONFLICTS OF INTEREST

The authors have no conflicts of interest to
report.

REFERENCES

1. Centers for Disease Control and Prevention.
Achievements in public health, 1900-1999: family
planning. MMWR Weekly. 1999;48(47):1073-1080.

2. Sonfield A, Hasstedt K, Kavanaugh ML, Anderson
R. The Social and Economic Benefits of Women'’s
Ability to Determine Whether and When to Have
Children. New York, NY: Guttmacher Institute;
2013.

3. Roberts D. Killing the Black Body. New York, NY:
Vintage Books; 2000.

4. Morgan M. The payment of drug addicts to
increase their sterilisation rate is morally unjusti-
fied and not simply “a fine balance.” J Obstet
Gynaecol. 2004;24(2):119-123. https://doi.org/10.
1080/01443610410001645361

5. Stern AM. STERILIZED in the name of public
health: race, immigration, and reproductive con-
trol in modern California. Am J Public Health.
2005;95(7):1128-1138. https://doi.org/10.2105/
AJPH.2004.041608

6. Geronimus AT. Damned if you do: culture, iden-
tity, privilege, and teenage childbearing in the
United States. Soc Sci Med. 2003;57(5):881-893.
https://doi.org/10.1016/50277-9536(02)00456-2

7. Aiken ARA, Borrero S, Callegari LS, Dehlendorf C.
Rethinking the pregnancy planning paradigm:
unintended conceptions or unrepresentative
concepts? Perspect Sex Reprod Health. 2016;48(3):
147-151. https://doi.org/10.1363/48e10316

8. Luker K. Dubious Conceptions: The Politics of Teen-
age Pregnancy. Cambridge, MA: Harvard Univer-
sity Press; 1996.

9. Troutman M, Rafique S, Plowden TC. Are higher
unintended pregnancy rates among minorities a
result of disparate access to contraception? Con-
tracept Reprod Med. 2020;5(1):16. https://doi.org/
10.1186/s40834-020-00118-5

10. McNicholas C, Madden T, Secura G, Peipert JF.
The Contraceptive CHOICE Project round up:
what we did and what we learned. Clin Obstet
Gynecol. 2014;57(4):635-643. https://doi.org/10.
1097/GRF.0000000000000070

11. Madden T, Mullersman JL, Omvig K], Secura GM,
Peipert JF. Structured contraceptive counseling
provided by the Contraceptive CHOICE Project.
Contraception. 2013;88(2):243-249. https://doi.
org/10.1016/j.contraception.2012.07.015

12. National Women's Health Network. LARC state-
ment of principles. April 10, 2021. Available at:

17.

20.

21.

22.

OPINIONS, IDEAS, & PRACTICE

https://nwhn.org/larc-statement-of-principles.
Accessed February 10, 2022.

. Gomez AM, Fuentes L, Allina A. Women or LARC

first? Reproductive autonomy and the promotion
of long-acting reversible contraceptive methods.
Perspect Sex Reprod Health. 2014;46(3):171-175.
https://doi.org/10.1363/46e1614

. Becker D, Tsui AO. Reproductive health service

preferences and perceptions of quality among
low-income women: racial, ethnic and language
group differences. Perspect Sex Reprod Health.
2008;40(4):202-211. https://doi.org/10.1363/
4020208

. Brandi K, Fuentes L. The history of tiered-

effectiveness contraceptive counseling and the
importance of patient-centered family planning
care. Am ] Obstet Gynecol. 2020;222(4 suppl):
S873-S877. https://doi.org/10.1016/j.ajog.2019.
11.1271

. American College of Obstetricians and Gynecolo-

gists’ Committee on Health Care for Underserved
Women; Contraceptive Equity Expert Work
Group; Committee on Ethics. Patient-centered
contraceptive counseling. ACOG Committee
Statement No. 1. Obstet Gynecol. 2022;139(2):
350-353. https://doi.org/10.1097/A0G.
0000000000004659

Colorado Department of Public Health and Envi-
ronment. Taking the unintended out of preg-
nancy: Colorado’s success with long-acting
reversible contraception. 2017. Available at:
https://drive.google.com/open?id=1Bfk7CS8I5W
92iCS0g8_COTBmI8a-JxZ4. Accessed February
10, 2022.

. Ricketts S, Klingler G, Schwalberg R. Game

change in Colorado: widespread use of
long-acting reversible contraceptives and rapid
decline in births among young, low-income
women. Perspect Sex Reprod Health. 2014;46(3):
125-132. https://doi.org/10.1363/46e1714

. Sanger-Katz M. Set it and forget it: how better

contraception could be a key to reducing pov-
erty. New York Times. December 18, 2018.
Available at: https://www.nytimes.com/2018/12/
18/upshot/set-it-and-forget-it-how-better-
contraception-could-be-a-secret-to-reducing-
poverty.ntml. Accessed February 10, 2022.

Black Mamas Matter Alliance. Contraception is
not a remedy for poverty. Essence. October 23,
2020. Available at: https://www.essence.com/op-
ed/black-mamas-matter-alliance-contraception-
is-not-a-remedy-for-poverty. Accessed February
15,2022.

Smedley BD, Stith AY, Nelson AR, eds; Institute of
Medicine Committee on Understanding and
Eliminating Racial and Ethnic Disparities in Health
Care. Unequal Treatment: Confronting Racial and
Ethnic Disparities in Health Care. Washington, DC:
National Academies Press; 2003.

Ross L, Solinger R. Reproductive justice: An Intro-
duction. Oakland, CA: University of California
Press; 2017.

. Holt K, Reed R, Crear-Perry J, Scott C, Wulf S,

Dehlendorf C. Beyond same-day long-acting
reversible contraceptive access: a person-
centered framework for advancing high-quality,
equitable contraceptive care. Am J Obstet Gynecol.
2020;222(4 suppl):5878.e1-5878.e6. https://doi.
org/10.1016/j.aj0og.2019.11.1279

Editorial  Dehlendorfand Perritt

Hdlv

SS 'ON 'ZL1 |0A ‘2207 ‘S awalddns

$493


mailto:christine.dehlendorf@ucsf.edu
http://www.ajph.org
https://doi.org/10.2105/AJPH.2022.306930
https://doi.org/10.1080/01443610410001645361
https://doi.org/10.1080/01443610410001645361
https://doi.org/10.2105/AJPH.2004.041608
https://doi.org/10.2105/AJPH.2004.041608
https://doi.org/10.1016/S0277-9536(02)00456-2
https://doi.org/10.1363/48e10316
https://doi.org/10.1186/s40834-020-00118-5
https://doi.org/10.1186/s40834-020-00118-5
https://doi.org/10.1097/GRF.0000000000000070
https://doi.org/10.1097/GRF.0000000000000070
https://doi.org/10.1016/j.contraception.2012.07.015
https://doi.org/10.1016/j.contraception.2012.07.015
https://nwhn.org/larc-statement-of-principles
https://doi.org/10.1363/46e1614
https://doi.org/10.1363/4020208
https://doi.org/10.1363/4020208
https://doi.org/10.1016/j.ajog.2019.11.1271
https://doi.org/10.1016/j.ajog.2019.11.1271
https://doi.org/10.1097/AOG.0000000000004659
https://doi.org/10.1097/AOG.0000000000004659
https://drive.google.com/open?id=1Bfk7CS8I5W92iCS0g8_COTBmi8a-JxZ4
https://drive.google.com/open?id=1Bfk7CS8I5W92iCS0g8_COTBmi8a-JxZ4
https://doi.org/10.1363/46e1714
https://www.nytimes.com/2018/12/18/upshot/set-it-and-forget-it-how-better-contraception-could-be-a-secret-to-reducing-poverty.html
https://www.nytimes.com/2018/12/18/upshot/set-it-and-forget-it-how-better-contraception-could-be-a-secret-to-reducing-poverty.html
https://www.nytimes.com/2018/12/18/upshot/set-it-and-forget-it-how-better-contraception-could-be-a-secret-to-reducing-poverty.html
https://www.nytimes.com/2018/12/18/upshot/set-it-and-forget-it-how-better-contraception-could-be-a-secret-to-reducing-poverty.html
https://www.essence.com/op-ed/black-mamas-matter-alliance-contraception-is-not-a-remedy-for-poverty
https://www.essence.com/op-ed/black-mamas-matter-alliance-contraception-is-not-a-remedy-for-poverty
https://www.essence.com/op-ed/black-mamas-matter-alliance-contraception-is-not-a-remedy-for-poverty
https://doi.org/10.1016/j.ajog.2019.11.1279
https://doi.org/10.1016/j.ajog.2019.11.1279

Reproduced with permission of copyright owner. Further reproduction
prohibited without permission.



AIDI‘I OPINIONS, IDEAS, & PRACTICE

AJPH  Supplement 5, 2022, Vol 112, No. S5

$494

Editorial

Contraceptive Care Using

Reproductive Justice

Principles: Beyond Access

Denicia Sam Cadena, Aisha Chaudhri, MA, and Cherisse Scott

ABOUT THE AUTHORS

Denicia Sam Cadena is policy director at Bold Futures in Albuquerque, New Mexico, and a
board member of SisterReach. Aisha Chaudhri is the reproductive autonomy manager at
EverThrive lllinois in Chicago, the co-chair of the board of directors of the lllinois Caucus for
Adolescent Health in Chicago, and a steering committee member of the American Society
for Emergency Contraception, Cambridge, MA. Cherisse Scott is founder and CEO at

SisterReach, Memphis, TN.

s threats to sexual and reproduc-
Ative health care spread, efforts
toward meaningful access can feel like
an uphill battle. Reproductive Justice' (RJ)
leaders have long worked to improve
access to care in the here and now
while also weaving in openings for future
systemic change.

Contraceptive access has profoundly
shifted the lives of many. It has meant
greater ability for people to decide if,
when, and how they want to parent;
reduced the possibility of sexually trans-
mitted infections (STIs); provided auton-
omy to survivors of violence; built sexual
freedom; helped manage medical condi-
tions; and combated the default defini-
tions of family that seek to control our
bodies. Yet current contraception frame-
works have a coercive and racialized
foundation.”™ The development of mod-
ern contraception relied on coercive clini-
cal research exploiting Black, Indigenous,
and people of color (BIPOC) and people
with disabilities.** Even the critical Title X
federal program that provides affordable
reproductive health care has a founda-
tion in population control,® rooted in the
eugenical ideologies and tactics of white
supremacy.

Cadenaetal.

The R movement has named the
impact of colonialism on sexuality and
reproduction, as well as the need to rec-
ognize sexual and reproductive health
within the context of human rights and
with an intersectional analysis.®” As R|
organizations and leaders, we have
worked in the nuanced and complex
reality that BIPOC, people with disabil-
ities, young people, immigrants, and
LGBTQQIA+ (lesbian, gay, bisexual, trans-
gender, queer, questioning, intersex,
asexual, plus) communities, especially
those with low incomes, often experience
the greatest barriers to accessing contra-
ception and other sexual and reproduc-
tive health care, while simultaneously
being targeted for control over our bod-
ies and families.®'° Because of deep
impacts on our communities alongside a
desire to move care forward, EverThrive
lllinois, Bold Futures (formerly Young
Women United), and SisterReach have all
worked to change the contraception field
through multipronged paths. This has
included reimagining how quality contra-
ceptive care, state-based and national
policy change, provider outreach and
training, and counseling on contracep-
tive methods are conceptualized, imple-
mented, and measured.

In this article, we critique some of the
frameworks that exist in contraception
policy and practice. We explore con-
crete ways that R leaders have worked
to change access to contraception and
the fields of sexual and reproductive
health. Although our organizations and
state-based initiatives have shifted con-
traception policy in significant ways
over the past decade and beyond,
there is still much work to be done to
distance current contraception frame-
works from their harmful origins and
serve affected communities more fully
from a person-centered approach.
Finally, we highlight issues that remain
to be explored. We look forward to con-
tinuing to transform the landscape of
contraceptive care toward models that
center affected communities and their
decision-making.

PERSISTING PROBLEMS

Contraception frameworks have patholo-
gized pregnancy and the pregnant per-
son and constructed pregnancy as a
disease to be prevented, with contracep-
tion as the remedy. In a 2016 article,
Finer and Zolna promote contraception
as a social good:

In addition to supporting individual
autonomy, there is also a clear public
health justification for reducing the
rate of unplanned pregnancy: [pre-
sumed cis] women and girls who have
unintended pregnancies that result in
births are more likely than those who
intended to become pregnant to have
inadequate or a delayed initiation of
prenatal care, to smoke and drink dur-
ing pregnancy, and to have premature
and low-birth-weight infants.! "84
Focusing on expanding contraception
through such public health frameworks
centers pregnancy prevention over the



needs of the person. It places the alleged
negative health impacts as the result of
an individual's decisions instead of the
many systems affecting them, continuing
to set up power imbalances between
patients and providers. It also omits the
diverse reasons people use contracep-
tion, such as prevention of STls and man-
agement of medical conditions.

Assumptions and Ambiguity
in Data

Unintended pregnancy data are not as
straightforward as presented by repro-
ductive health researchers and often
make assumptions about the person.
Unwanted and mistimed pregnancies
are consistently lumped together as
unintended even though they encom-
pass two very different intentions.
Because many young people’s pregnan-
cies are mistimed, they are included in
unintended pregnancy data.'?

A significant number of people expe-
rience pregnancy ambivalence.'®'* As
state-based data from the Pregnancy
Risk Assessment Monitoring System
has shown, the primary reason people
who became pregnant gave for not using
contraception was that they would not
mind if they became pregnant.'” Preg-
nancy planning and intention are equivo-
cal concepts and not universal. However,
contraception research and practice
have largely ignored those insights. As
expressed by Aiken et al,,

... rather than evoking a binary dis-
tinction between whether a pregnancy
was “intended” or “unintended” . . .
[presumed cis] women often describe
their pregnancies as falling on a con-
tinuum between the two, 147

Even if a person identifies their preg-
nancy intention at a given point in time,
it can fluctuate. Guttmacher reported

that pregnancy intentions for over 40%
of cisgender women have changed since
the onset of the COVID-19 pandemic.'®

Contraception and
Coercion

Contraception as a preventive strategy
is touted as a reason to convince peo-
ple to do what is supposedly “best for
them.” But the assertion that unin-
tended pregnancies necessarily lead to
poor health outcomes is not a demon-
strable claim because

... there is little robust evidence
that unintended pregnancy is an
independent risk factor for poor
maternal or neonatal outcomes.
Many studies suggesting such a link
are problematic in terms of their
ability to control for potentially con-
founding influences. 159

Within these conditions, contracep-
tive care is ripe for coercive practices.
This has played out in state policy, cre-
ating a landscape in which certain types
of contraception are valued over others,
such as offering long-acting reversible
contraception (LARC) for free while
charging for other methods or not cov-
ering the cost of LARC removal.'”'®

Narratives and practices that patholo-
gize pregnancy are predominantly
informed by people who are not part of
the most affected communities. These
policies and practices dehumanize peo-
ple who become pregnant, criminalize
people for how they take care of them-
selves or make decisions, and define suc-
cess for people instead of with people.

LEADERSHIP OF
REPRODUCTIVE JUSTICE
ORGANIZATIONS

EveryThrive lllinois, Bold Futures, and
SisterReach are key players within
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broader initiatives on contraceptive
access. The following sections highlight
some of our efforts and accomplish-
ments in centering people and commu-
nities, using RJ frameworks.

EverThrive lllinois:
Changing Frameworks

EverThrive lllinois is a champion for
health equity, working to achieve RJ in
the health care ecosystem through
community-driven partnership, policy
action, and systems change.

Contraceptive Justice (C)) is a frame-
work created with a coalition of repro-
ductive health, rights, and justice
advocates and community experts that
operationalizes R for contraceptive care
using 13 domains of high-quality health
care (Box 1)."? (J is the concept that all
people deserve the social, political, and
economic power, rights, access, and
resources to receive contraceptive care
aligned with these domains of quality.
Through the process of creating the
principles of CJ with patients, the frame-
work centers the experiences and con-
cerns of those most affected by health
inequities and seeks to prevent repro-
ductive coercion. The CJ framework is a
tool to rethink traditional approaches to
contraceptive access and center a
shared measure of success as defined
by the person.

Contraceptive access initiatives are
using more inclusive and person-
centered language while still using the
same problematic measures, such as
unintended pregnancy and contracep-
tive use. Committing to justice requires
consistent action, not just the correct
language.

Seeing this gap, EverThrive lllinois
and Converge: Partners in Access con-
vened leaders in RJ and contraception
to redefine quality and establish a new
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I BOX 1— Domains of High-Quality Health Care for Contraceptive Justice

Person-centered Respectful of and responsive to each person’s values, preferences, and needs and ensures that the person’s values

guide all health care decisions

Confidential Keeping personal, identifiable medical information private and only sharing it with informed consent as a right of all

people, including people younger than 18 years

Comprehensive Providing complete information and the full range of services

Medically accurate Providing information that is supported by scientific research

Developmentally appropriate Providing information that is responsive to a person’s age or stage of social, emotional, physical, and cognitive

development

LGBTQQIA+ affirming Affirming of and providing information and services relevant to lesbian, gay, bisexual, transgender, queer, questioning,

intersex, and asexual identities and communities
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Accessible

Easily approached or obtained financially and physically

Trauma responsive

Acknowledging the reality and impact of trauma and responding with appropriate care

Culturally and linguistically
affirming

Providing effective, equitable, understandable, and respectful quality care and services that are responsive to diverse
cultural health beliefs and practices, preferred language, health literacy, and other communication needs

Harm reduction grounded

Reducing the harm or risk associated with environments and experiences through policies, programs, and practices

Pro-choice

Affirming the basic human right to self-determination, including the right to use or not use contraception, choose a
preferred method of contraception, or a pregnancy option such as abortion

Sex- and body-positive

Affirming and supportive of all sexual activity that is safe and consensual and of all bodies

Challenging of explicit and
implicit bias, shame, and
stigma

Recognizing that good intentions are not enough and actively working to reflect on and interrupt bias, shame, and stigma

Source. The EverThrive lllinois report.'®

vision for success in person-centered
contraceptive access initiatives using
the CJ framework. The resulting sign-
on statement lays out collectively
defined principles. It sets the founda-
tion for creating a patient-developed
assessment of quality that clinics can
utilize and an assessment of patient
experience to provide an overall picture
of quality from multiple perspectives.

Bold Futures: Policy Change

Bold Futures is an RJ organization by

and for Indigenous people and people of
color leading policy change, research, cul-
ture shift, and place-based organizing in
New Mexico. Bold Futures improves con-
traceptive access through approaches
informed by and reflective of the lived
expertise of affected people.

New Mexico has some of the best
contraception laws and regulations in
the country; itis also a majority-people-
of-color and rural state that remains
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stratified by income, race, and place.
Bold Futures believes contraception
access should focus on the contracep-
tive needs of people seeking care, not
in preventing pregnancy as a disease or
social burden. Bold Futures released
the groundbreaking report Dismantling
Teen Pregnancy Prevention’® to undo
some of the myths that often motivate
contraception priorities for lawmakers,
health officials, and state agencies.21
Bold Futures, together with partners,
has led contraceptive advocacy through
an access-centered and comprehensive
approach to policy and rule change. In a
2017 example, New Mexico approved a
pharmacy protocol that allows trained
pharmacists to provide contraceptive
counseling and prescribe most contra-
ceptive methods. Through this collabora-
tion with the New Mexico Pharmacists
Association and the American Civil Lib-
erties Union of New Mexico, Bold Futures
focused advocacy on frontier and rural

communities in a state affected by signifi-
cant provider shortages, long wait times
for care, and the need for working people
to access care outside of traditional
hours. Bold Futures organized nurses,
physicians, and advanced practice clini-
cians to urge their respective boards to
pass the protocol. Bold Futures then led
meetings with local pharmacists to
assess progress with the protocol. When
pharmacists were not being reimbursed
for their time, the New Mexico Pharma-
cists Association, Bold Futures, and
their allies successfully advocated for a
law requiring insurers to reimburse clin-
ical services by pharmacists at amounts
similar to those of other licensed
providers.

Previously, Bold Futures was instru-
mental in enshrining the Affordable
Care Act's "no-cost” contraceptive cov-
erage requirements into state law; it
then went further, requiring insurers
to cover a six-month supply of



contraception, over-the-counter con-
traceptive methods, and contraception
regardless of an enrollee’s gender. Bold
Futures mobilized people from rural
communities, students, members of
the National Guard, and others to
share with the legislature how multiple
months of contraceptive dispensing
meant their care would better meet their
needs; queer and trans folks shared
how over-the-counter coverage could
limit invasive questions about their sex-
ual health. Through implementation,
Bold Futures reviewed and revised rules
related to coverage, developed public
education and marketing materials, and
provided tangible guidance on establish-
ing payment standards and billing
mechanisms.

Bold Futures has continuously shifted
contraception policy and implementa-
tion—based not on national playbooks
but on the realities felt by people and
providers—to make sure the intent of
the policies matches their implementa-
tion and has real impacts on the lives of
New Mexicans.

SisterReach: Advocating for
Patient-Led Care

SisterReach is a Tennessee-based
grassroots organization supporting the
reproductive autonomy of women and
adolescents of color, poor and rural
women, LGBTQQIA+ and gender-
nonconforming people, and their
families through the framework of RJ.
SisterReach’s mission is to empower
our base to lead healthy lives, raise
healthy families, and live in healthy and
sustainable communities. SisterReach
works from a four-pronged strategy of
education, policy and advocacy, culture
shift, and harm reduction.

In Tennessee, access to comprehen-
sive reproductive and sexual health

education (CSE) is demonized by con-
servative and misinformed evangelicals,
who are the political and economic
majority in the state; they present LARC
as the remedy to reduce abortion and
adolescent pregnancy. Since 2012, Sis-
terReach has advocated for public school
youths' access to CSE through research
informed directly by marginalized Ten-
nessee youths, their parents, and teach-
ers.?In 2015, we also launched our
Vacation Body School program, which
offers CSE in churches and has coordi-
nated several local town halls, panels,
and voter education opportunities for
community dialogue and feedback. In
2022, SisterReach Youth Ambassadors
will present a resolution to the Memphis
school board requesting free barrier
method contraception and accessible
menstrual products on public school
campuses county-wide.

SisterReach advocates for CSE on state
and federal levels, and curates collabora-
tion among state and national CSE advo-
cates who understand the importance of
increasing awareness, trust-building, and
buy-in among people as the most effec-
tive prevention and intervention strate-
gies. We provide free HIV and hepatitis
Cvirus testing and connection to care,
free of cost. Lastly, SisterReach’s work
to quell implicit bias among health care
providers, sexual health educators, pub-
lic health officials, and insurance pro-
viders by providing training on implicit
bias concretizes our four-pronged
approach to forward reproductive and
sexual justice for the people we serve.

SisterReach envisions expanding the
current person-centered?? framework
to person-led care: a more comprehen-
sive and intersectional bridge to trust-
building between providers, health care
institutions, and patients.

SisterReach’'s CEO and founder, Cher-
isse Scott, teaches that person-led care
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recognizes that the person receiving
care should be the utmost expert in
the decisions they will make for them-
selves. Person-led care can curate
opportunities for abundant life via
abundant health outcomes informed
by provider and patient.

REMAINING QUESTIONS

Although some of the wins mentioned
here have been accomplished through
multisectoral partnerships, none of
them have come to fruition without
great struggle, including clashes with
partners who are closely aligned with
our organizations on the issue of
access and who—at least in theory—
agree with RJ principles. The persisting
problems discussed in this article are
neither abstract nor remnants of the
past, but are very much present and
undermining a full expression of RJ.

The work of our three organizations,
alongside the larger movements for RJ,
is creating opportunities to shift contra-
ceptive care toward a more just land-
scape with values rooted in community
well-being and care.

Many of the issues that remain in
contraception ideology and accessibility
have inextricable ties to issues within
the larger health care system. Although
the public health field has recently
shifted to examine racism as a public
health issue, many of the racist and
ableist foundations of these institutions
remain unexamined.?* Public health
ideologies often assume that people
need to be educated a certain way and
convinced of what is in their best inter-
est; they do not acknowledge the ances-
tral and historical ways that people have
cared for themselves and their communi-
ties for generations despite the targeted
neglect of colonial health care models.
These foundational assumptions show
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up as ideas about “proper” family compo-
sition and size, pregnancy spacing, the
“right” time to have a baby, and other
prevailing ideologies that have become
ingrained as public health methodologies.

But perhaps the greatest barrier that
persists in public health for most affected
communities—and that remains even
with providers who intend to disrupt
these patterns of harm—is the lack of
space for provider-patient relationship
formation. Western models of care con-
tinue to operate in a pressured, time-
scarce structure?” that, by its very nature,
prevents full patient autonomy and
decision-making from occurring. When
visits last 15 to 20 minutes—and often
even less—we cannot reasonably expect
providers or patients to have meaningful
and complete communication that dis-
rupts harmful assumptions and stereo-
types that drive the poor treatment and
omission of full personhood from contra-
ceptive care. In practice, the current
health care structures lack a space for
curiosity about what types of consent,
informed decision-making, and lasting
benefit can be gained from relationship
formation with people seeking sexual
and reproductive health care.

CONCLUSION

There is much that remains uninvesti-
gated about how contraception frame-
works can better serve populations most
affected by systemic violence. The contin-
ued work of powerful Rj organizations,
such as those featured in this article,
creates an opportunity for established
health care institutions, researchers, pro-
viders, and lawmakers to address the
ways that current and past methodolo-
gies have resulted in harm for many
communities—and an opportunity to
instead adopt new frameworks and
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practices that emphasize self-
determination in sexual and reproduc-
tive decision-making. AJPH
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llinois has been a national leader in
I adopting progressive reproductive
health policies that have expanded
Medicaid coverage, reduced Medicaid
abortion coverage restrictions, and pro-
tected minors' rights to many sexual
and reproductive health services.
Although these strides are significant,
inequality in contraceptive access per-
sists. Nearly one third of contraceptive
users lack coverage for contraceptive
services and supplies.' An estimated
800000 women live in counties without
health centers offering the full range of
contraceptive methods.? One in three
health care delivery networks in lllinois
are religiously affiliated, with an even
higher proportion among Medicaid
recipients in Cook County, limiting
patients’ options for family-planning
services.?

Where contraceptive care is accessi-
ble, quality varies widely and depends
on the individual provider's training and
biases and the health center’s infra-
structure.* Many Medicaid providers
report offering birth control, but often
the services are limited to birth control
pills or Depo-Provera.”> Among patients
seeking contraceptive care at lllinois

Editorial Lassaretal.

community health centers, only one in
five receives contraceptive counseling.’

By training community health care
providers to deliver patient-centered
contraceptive care, by empowering
patients to seize their right to the
highest-quality care, and by removing
financial barriers through innovative
policy reform, lllinois Contraceptive
Access Now (ICAN!) seeks to create an
lllinois where every person can decide
whether, when, and under what cir-
cumstances to become pregnant and
parent. Lessons from this five-year ini-
tiative (2021-2025) will help to establish
a new standard for contraceptive care
in preventive and primary care.

TOWARD A NEW
STANDARD OF CARE

ICAN! has adopted a three-pronged,
systems-change approach to achieving
our goals of (1) establishing screening
for contraceptive needs and desires
as a routine and essential component
of preventive and primary care, (2)
decreasing the number of people with-
out health coverage for contraceptive
care, and (3) expanding points of

access to contraceptive care and edu-
cation. Informed by the reproductive
justice framework and guided by a
15-member community advisory board,
ICAN! aims to center the specific lived
experiences of Black women and
women of color who may experience
distrust of the health care system
because of discrimination, racism, or
contraceptive coercion.®” Community
advisory board members represent the
communities served by our health cen-
ter partners and guide all facets of
ICAN! program development.

Partnering

In the United States, women of repro-
ductive age (15-44 years) comprise the
vast majority of federally qualified
health center (FQHC) patients (63%)
and adult Medicaid enrollees (65%).°
They do not experience their contra-
ceptive need in a vacuum but rather as
an integrated part of their overall
well-being. ICAN! partners with FQHC
networks to build their capacity as con-
traceptive care quality hubs that pro-
vide same-day access to the full range
of US Food and Drug Administration
(FDA)-approved birth control methods
at low or no cost. Through clinical
training and technical assistance, we
support health centers to screen all
patients of reproductive age for con-
traceptive needs and desires, provide
patient-centered contraceptive counsel-
ing, ensure accurate coding and billing
for capturing maximum revenue, stock
and prescribe all methods on the day
of request, and enhance benefits enroll-
ment procedures. ICAN! trainings pro-
mote a TRUER (Trauma-informed,
Respectful, Unconscious bias aware,
Evidence-based, and Reproductive
well-being centered) care approach
that places the individual and their



unique life realities at the center of
the provider-patient relationship. This
model affirms the viewpoint that with
education and unbiased information
about the full spectrum of contracep-
tive options, people can be empow-
ered to become experts on their own
reproductive and sexual lives.

By contrast to many other statewide
contraceptive access initiatives, ICAN!
does not serve as a payer of last resort.
Although we provide limited capacity-
building funds for general operations,
we are focused on achieving long-term
sustainability by shifting payer practices
to reward contraceptive care provision,
expanding coverage for individuals with
few resources, and supporting health
centers in maximizing revenue from
contraceptive care services through
accurate billing and coding practices.

During ICAN!I's 2021 demonstration
year, we partnered with three of the
largest FQHCs operating in under-
served communities throughout the
greater Chicago area—Erie Family
Health Centers, Near North Health, and
PCC Community Wellness—for them to
become contraceptive care quality
hubs. More than 500 of their providers
and staff participated in ICAN! trainings,
and together they served 15204 con-
traceptive patients, a 17% increase
over the previous year. In coming years,
ICAN! will expand its reach to FQHCs
serving Central lllinois and rural South-
western lllinois—regions with profound
racial and economic inequities in repro-
ductive health outcomes and great
unmet contraceptive need.

Community Engagement

education. ICAN!'s Web site, www.
ican4all.org, provides accurate, unbi-
ased birth control information and con-
nects users to care at their local quality
hub. Interactive features include a quiz
to assess which methods might fit
users' needs and preferences and a
“phone-a-friend” option to speak
directly with a trusted expert. Because
of the social, financial, and practical
barriers that people with limited access
to care, such as Black women, women
of color, and women with few resour-
ces, may face in accessing care at a
health center, ICAN! has prioritized
building out our digital platform to
increase points of access through tele-
health and to support users in under-
standing their coverage through an
eligibility assistance function.

ICAN! partners with Chicago Public
Schools, the Chicago Department of
Public Health, the lllinois Department
of Human Services, and local youth-
serving organizations to provide birth
control education and resources.
Through training and educational
resources, we also equip trusted,
community-based maternal and child
health providers—including case
managers, home visiting nurses, and
nutritionists—as well as staff of
community-based organizations to
screen clients for contraceptive needs
and desires and make referrals to qual-
ity hubs. ICAN!'s foundational trainings
will be adopted in the suite of profes-
sional development requirements for
the state.

State Policy Research and
Development

ICAN! empowers patients to seize their
right to the highest-quality contracep-
tive care through digital innovation,
community outreach, and youth

ICAN! pursues data-driven solutions to
fundamentally transform the way con-
traceptive care is delivered, covered,
and accessed by people with few
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resources. Our focus is not on new leg-
islation but rather on optimizing exist-
ing policies by testing best practices for
implementation to ensure maximum
benefit. The cornerstone of this largely
administrative agenda is a model
family-planning state plan amendment,
described in Figure 1, through which
more than 70 000 individuals will
become eligible for coverage.

To increase points of access, ICAN!is
supporting the implementation of Illi-
nois’' new pharmacy prescribing law by
drafting a state plan amendment that
establishes high-quality care and refer-
ral protocols and by influencing phar-
macist training standards. Further-
more, ICAN!is working with state
Medicaid to enforce managed care
organization member transparency
and ensure adequate network cover-
age of family-planning services. Cur-
rently, there is no mechanism in place
for informing patients that their care
options may be restricted by religiously
affiliated health providers, and payors
are not held accountable for educating
patients about the Centers for Medi-
care & Medicaid Services freedom of
choice provision or for making timely
referrals to contraceptive care.
Together, ICAN!'s efforts have the
potential to drive expansive and mean-
ingful impact in removing barriers to
high-quality contraceptive care for the
people of lllinois.

MEASURING ACCESS
AND QUALITY

The dominant outcome measures
used by the field—sexually transmitted
infection rates, unintended pregnancy
rates, and adolescent pregnancy
rates—fail to measure the extent to
which individuals are able to exercise
reproductive autonomy and achieve

Editorial

Lassaretal.

Hdlv

GS "ON ‘ZLL |0A ‘220z ‘S wawsalddns

§501


http://www.ican4all.org
http://www.ican4all.org

AJPH  Supplement 5, 2022, Vol 112, No. S5

§502

Editorial

OPINIONS, IDEAS, & PRACTICE

Increase eligibility for coverage from 138% FPL to < 213% FPL.

Allow income eligibility to be based on individual income, rather than household income,
to ensure young people and victims of intimate partner violence are treated as individuals.

Allow coverage to be retroactive 90 days from the December 1, 2022, effective date.

Not inquire about third party liability, thus allowing individuals with existing insurance
to still apply for the SPA due to confidentiality concerns or restrictions from plans that
don’t cover contraception.

Include medical presumptive eligibility for everyone regardless of immigration status.
This ensures timely access to family planning services through a shortened application
and access to same day coverage before a complete eligibility screening is processed.

Include flexible auto-enrollment into the SPA for qualifying Medicaid applicants found
ineligible for the full package of benefits.

Include coverage for male reproductive health services, including vasectomy.

FIGURE 1— ican Proposed Model Family-Planning SPA Inclusions: lllinois

Note. FPL = federal poverty level (as established by the US Department of Health and Human Services and adopted by the Centers for Medicare and Medicaid
Services); ICAN! = lllinois Contraceptive Access Now; SPA= state plan amendment.

reproductive well-being. Rather than
make assumptions about patients’
reproductive goals (e.g., avoiding
pregnancy), ICAN! measures the
extent to which patients feel
respected, supported, and informed
enough to make decisions about
whether, when, and under what cir-
cumstances to become pregnant or
parent. Our leading measure of care
quality is patient-reported experience
metric data, as collected via the
National Quality Forum-endorsed
Person-Centered Contraceptive
Counseling survey.? Our leading
measures of access include the num-
ber of contraceptive encounters and
method mix (which should reflect all

Lassaretal.

FDA-approved birth control methods)
at each health center.

Through our own evaluation pro-
cess—which began in our 2021 dem-
onstration year and will continue
through 2026—we will work at the
state and federal levels to define the
core contraceptive access and quality
metrics that will drive transformation
at the health center level, exploring
the merits and limitations of various
data in upholding patient autonomy.
We will use our relationships with our
FQHC quality hubs, pharmacy allies, and
managed care organization partners
to glean patient feedback, method mix,
and utilization patterns that will deepen
the field's understanding of what it

means to provide high-quality contra-
ceptive care.

FIVE-YEAR IMPACT

By 2025, ICAN! aims to have devel-
oped 20 quality hubs in urban and
rural communities statewide that
have the ability, demand, and capacity
to meet patient need for high-quality
contraceptive care. An estimated
500000 patients will have access

to person-centered contraceptive
counseling, and 250 000 individuals
previously uninsured for contracep-
tive care will gain coverage. As lllinois
democratizes access to high-quality
contraceptive care, our hope is to



serve as a replicable model for
advancing reproductive health equity
nationwide, paving the way for real
and lasting culture change and new
standards for reproductive health
delivery in primary care. AJPH
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urrently, more than 19 million
Cwomen eligible for publicly funded
contraception live in counties where
they lack reasonable access to the full
range of birth control methods. Around
1.2 million of these 19 million women
live in counties without a single health
center offering the full range of meth-
ods, compounding burden and inhibit-
ing reproductive autonomy. These
“contraceptive deserts” are defined as
counties where the number of health
centers offering the full range of meth-
ods is not enough to meet the needs of
the county's estimated number of peo-
ple eligible for publicly funded contra-
ception, defined as at least one health
center for every 1000 people in need of
publicly funded contraception. This cal-
culation is based upon ratios developed
by Richard Cooper, MD, of the University
of Pennsylvania Wharton School, one of
the leading physician utilization and sup-
ply experts in the United States.'

Access to the full range of contracep-
tive methods is critical given what is
known about pregnancy desires and
trends in contraceptive use over time.
Most single young women (aged 18-29
years) report they do not want to get
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pregnant at this point in their lives, yet
nearly half of these women are not
using contraception reliably or at all.?

The ability to choose from among the
full range of contraceptive methods
encourages consistent and effective
contraceptive use and leads to positive
health, social, and economic outcomes.
People who are satisfied with their cur-
rent method are less likely to use the
method inconsistently or incorrectly.’
Using a method correctly allows people
to avoid pregnancies that they do not
want and to appropriately plan and space
the pregnancies that they do want,
reducing the risk of low birth weight and
premature birth.* Contraceptive use
enables people to achieve their educa-
tional and career goals and to support
themselves and their families.® Perhaps
most importantly, all people should have
the right to choose the contraceptive
methods they prefer—or no method at
all. Protecting this right guards against
explicit and implicit coercion within the
health care system, which may occur if
patients are only offered a limited selec-
tion of methods to choose from or if
they feel pressured to select a particular
method because of effectiveness, cost,
or other factors.®

Despite these benefits, contraceptive
access continues to be at risk because
of geographic barriers, economic bar-
riers (including the actual cost of the
method as well as related costs like
childcare, time off work, and transpor-
tation),” policy changes such as reduc-
tions to the Title X program,® and more.
In the coming years, predicted short-
ages of health care providers able to
offer contraception may exacerbate
access gaps. The Association of Ameri-
can Medical Colleges predicts a short-
age of between 46900 and 121900
physicians by 2032,° while the Health
Resources and Services Administration
predicts a shortage of approximately
293800 registered nurses and 151 500
licensed practical nurses by 2030."° A
similar shortage is anticipated in the
“women’s health” workforce specifi-
cally, including a decrease in the num-
ber of obstetricians/gynecologists and
an increase in demand for reproduc-
tive health care services by 2030.""

Power to Decide, a national reproduc-
tive health organization, works to build
awareness about these contraceptive
access gaps and to address people’s
immediate contraceptive needs. We
posit that the misalignment between
pregnancy desires and contraceptive
behavior is largely attributable to sys-
temic inequities that exist in three inter-
connected areas: (1) knowledge about
sexual health and contraception, (2)
access to quality and comprehensive
contraceptive services, and (3) sense of
agency in decision-making and relation-
ships. This hypothesis led to the devel-
opment of a reproductive well-being
framework, which shifts the narrative
from personal intentions to supporting
autonomy and recognizing and elimi-
nating systemic barriers to reproductive
health. In this article, we lay out that
framework, describe efforts to



implement this innovative approach at
the community level, and identify the
benefits of wide adoption of this frame-
work to increase contraceptive access.
Widespread adoption of this framework
would result in measurable system
changes in sectoral policies, positions,
and practices.

DEVELOPING
THE FRAMEWORK

In 2017, Power to Decide convened
leaders and practitioners from more
than 50 national, state, and local organ-
izations including March of Dimes, the
American College of Obstetricians and
Gynecologists, the Association of
Maternal and Child Health Programs,
National Birth Equity Collaborative,
Nurse Family Partnership, and the Uni-
versity of California-San Francisco,
among others. The goal was to address
the gap between people’s stated desires
to prevent pregnancy and their contra-
ceptive decision-making and use. As part
of this effort, we conducted focus
groups across a range of sectors, geog-
raphies, backgrounds, and lived experi-
ences, including in-depth interviews
with experts and providers in reproduc-
tive justice, reproductive health, and
reproductive rights. In total, we spoke
with more than 300 people as part of
this research effort.

We heard clearly that to align one’s
contraceptive behaviors with one’s
pregnancy desires, including the desire
not to have a child, access is critical,
and it is one piece in a larger context.
We have long understood that contra-
ceptive use is influenced, in part, by
individual factors, such as knowledge,
attitudes, and behaviors (e.g., desires to
avoid or achieve pregnancy, concerns
about side effects),” as well as interper-
sonal influences (e.g., relationships with

partners, peers).12 In our research, we
learned that many people, young people
in particular, do not feel like they have
the power, agency, or self-efficacy to set
their intentions related to contraceptive
use, pregnancy, and reproduction, largely
because of systems barriers. These
include organizational factors, such
as the availability and accessibility of
services as well as the type of services
offered; community factors, such as
sociocultural norms and expectations
and interactions with the built envi-
ronment; and societal factors, such as
systems of oppression (e.g., racism in the
health care system), health insurance
policies, and the state policy context.
The stakeholder group used this
feedback to create the reproductive
well-being framework, which aims to
design systems of support that sur-
round individuals and help them align
their reproductive desires with their
actions. This framework is intersec-
tional in nature, touching all levels of
the socio-ecological model while also
illustrating the complexities of personal,
community, and institutional factors
(Figure A, available as a supplement to
the online version of this article at
https://ajph.org). Reproductive well-
being means that all people have equita-
ble access to the information, services,
systems, and support they need to have
control over their bodies, and to make
their own decisions related to sexuality
and reproduction throughout their lives.
In a culture of reproductive well-being,
all people are

1. Respected: People are seen,
heard, and understood by their
provider, family, and society. They
are trusted to be able to make the
decision that is best for them. Their
unique experiences, beliefs, and
cultures, as well as the complexity
of their decisions, are respected.

OPINIONS, IDEAS, & PRACTICE

2. Autonomous: Decision-making
power sits with the individual. Pro-
viders prioritize shared decision-
making, even when a patient's
decision may feel counter to their
own training or beliefs, or when the
system they work in makes that
difficult.

3. In control: People receive access
to all the information and options
available so they can make informed
decisions. They can create a healthy
future for themselves and a healthy
start for the next generation if
they choose to have or raise
children.

4. Surrounded by communities
and systems of support: Repro-
ductive well-being is an essential
component of overall health and
well-being, not only in the health
care system but also in society in
general. It is understood, discussed
openly, and pursued by all.

The stakeholder group identified four
key systems-level domains that serve
as “levers” to achieve reproductive well-
being at the place-based level: (1) pol-
icy, (2) education and communication,
(3) health care and social services deliv-
ery, and (4) health equity. We also
developed an implementation toolkit
that identifies key actions communi-
ties can take to catalyze change in
each of these domains. The imple-
mentation of the actions within this
toolkit, as well as the integration of the
reproductive well-being framework in
the field's approach to clinical practice,
programs, research, and policy, will sup-
port the design and maintenance of
more holistic service systems that reflect
the realities of complex decisions and cir-
cumstances people face related to
reproductive well-being, including
contraceptive access.
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PLACE-BASED
IMPLEMENTATION TO
INCREASE ACCESS

Power to Decide understands that
communities themselves are best
positioned to determine the specific
approach for increasing reproductive
well-being where they live. As such, we
support various place-based reproduc-
tive well-being initiatives, outlined here,
to increase contraceptive access through
strategies across the four domains (pol-
icy, education and communication,
health care and social services deliv-
ery, and health equity). We use a repro-
ductive well-being assessment tool to
assess contraceptive access and other
key reproductive well-being indicators
within the domains at baseline and
annually throughout the project period.

All Access Eastern Kentucky

Since 2017, Power to Decide has worked
in partnership with Kentucky Health Jus-
tice Network and Appalshop to imple-
ment a contraceptive access initiative in
a 10-county region in eastern Kentucky.
The goal is to build a sustainable policy,
services, and program environment so
that all people have awareness of and
access to the full range of contraceptive
methods.

Within the policy domain, the team has
developed a state-specific online advo-
cacy training to build stakeholders' capac-
ity to advocate for policies that increase
contraceptive access. Within the educa-
tion and communication domain, the
team trained youth participants to
develop and disseminate media pieces
about contraceptive access and health
care services in the region to influence
change in the health care system as
well as change norms across the region.
Within the health care and social service
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delivery domain, the team partnered
with clinics to provide training, dissemi-
nate Bedsider educational materials,
and increase best practices in contra-
ceptive services delivery. Finally, within
the health equity domain, the team con-
tributed to the knowledge base on con-
traceptive access in rural communities.

Evaluation efforts indicate an increase
in the number of clinical providers in the
region certified in One Key Question, a
pregnancy desire screening tool that is
recognized as a promising practice by
medical and public health groups such
as the American College of Obstetricians
and Gynecologists, the American Public
Health Association, the American Medical
Association, and the Association of
Maternal and Child Health Programs,
and an increase in the number of best
practices for youth-friendly contracep-
tive care at partner clinics.

Shared Learning
Collaborative

In 2020, Power to Decide launched a
place-based reproductive well-being
shared learning collaborative to improve
reproductive well-being, disseminate les-
sons learned, and build the evidence
base at the community level. We cur-
rently work with seven communities
across the country: Detroit, Michigan;
Omaha, Nebraska; Syracuse, New York;
Austin, Texas; Oklahoma City, Oklahoma;
Harrisonburg, Virginia; and the Com-
monwealth of the Northern Marianna
Islands. Each multisectoral team com-
pleted a reproductive well-being assess-
ment, identifying best practices within
the key domains to increase contracep-
tive access and enhance reproductive
well-being in their communities. Imple-
mentation activities range from offering
free provider education and training to
advocating for policy change to hosting

social media campaigns. Teams com-
plete the reproductive well-being assess-
ment annually to measure progress over
time in the four domains.

MEASURING
REPRODUCTIVE
WELL-BEING

During the early stages of the repro-
ductive well-being work, an expert mea-
surement group was convened to dis-
cuss measurement considerations for
the framework, as well as the future
development of a reproductive well-
being index. The index will include (1)
both population and individual meas-
ures, (2) domains identified by the
expert measurement group as critical
to measuring this complex topic, and
(3) existing data along with gaps related
to measuring reproductive well-being,
including contraceptive access. In short,
the tool will measure social determi-
nants of health as well as other factors
that influence a person’s ability to achieve
reproductive well-being. Development
and adoption of a such a reproductive
well-being index could fundamentally
shift the way the sexual and reproduc-
tive health field approaches priority set-
ting, measurement, outcome indicators,
and more.

ENCULTURATING THE
REPRODUCTIVE
WELL-BEING NARRATIVE

Power to Decide envisions a culture in
which there is a system of support that
makes it possible for every person—no
matter who they are or where they
live—to achieve reproductive well-
being. In such a culture, all people have
equitable access to the information,
services, systems, and support they
need to have control over their bodies



and to make their own decisions related
to sexuality and reproduction through-
out their lives. Certainly, access to contra-
ception does not equate to the totality of
reproductive well-being; however, repro-
ductive well-being cannot be achieved
without practical, equitable access to
contraception. The ability to identify one's
own pregnancy desires and to use con-
traception to achieve those desires is
fundamental to feeling respected, auton-
omous, in control, and supported.
Expanding contraceptive access
requires innovation and a collective
commitment to address the broader
inequities and social determinants of
health that stand between many peo-
ple and their overall well-being. The
reproductive well-being framework lev-
erages institutional, policy, and practice
change to build and scale a system
of support that increases access to con-
traception and makes reproductive
well-being possible for every person.
Transforming reproductive well-being
from an aspiration to reality will require
everyone to support a paradigm shift to
a culture that values people’'s empower-
ment, agency, and autonomy for their
own reproductive well-being. Join the
reproductive well-being movement. 4JPH
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Reproductive well-being and equity
require systems working together

to develop trust and authentic, power-
sharing relationships with communities,
particularly those that have been his-
torically marginalized. This includes
addressing structural racism and heal-
ing from it; promoting equity, including
equitable access to health care serv-
ices; and engaging communities as
decision makers in policy development,
program design, and quality care."?
Appropriate contraception access that
includes receiving the desired care and
support that one needs is critical for
promoting optimal and equitable
reproductive health

Public health leaders have demon-
strated the unique role their agencies
bring to cross-sector contraception
access collaborations with clinical and
community partners. Statewide and
jurisdiction-wide contraception access
initiatives are great opportunities for

Pliska et al.

such collaborations. The Association
of State and Territorial Health Officials
Increasing Access to Contraception
Learning Community project, conducted
in collaboration with the Centers for
Disease Control and Prevention’s Divi-
sion of Reproductive Health, imple-
mented a series of learning communi-
ties with 27 multidisciplinary teams
(from 26 states and one territory)
between 2014 and 2018 to improve
access to the full range of contraceptive
methods. These communities required
public health and clinical partnerships,
with team memberships representing
state and territorial public health agen-
cies, state Medicaid agencies, clinical
champions, and other essential partners
including community organizations, to
collaboratively implement policies, pro-
grams, and evaluations to increase
access to contraception.

Growing these internal networks
provided an opportunity for structured

cross collaboration. In many cases,
this was the impetus for public health,
clinical, and community partners to
work on contraceptive access through
common goals. These cross-sector
partnerships enhanced existing work.
One state incorporated reproductive
justice messaging into long-acting
reversible contraception (LARC) com-
munications as a result of the input of
local and community partners. Several
states’ public health and clinical part-
ners enriched clinical provider training
with youth-friendly, motivational inter-
viewing and client-centered counseling.
Similarly, the Zika Contraception
Access Network, in place from May
2016 to September 2017, was a pro-
gram designed to increase access to
contraception services among women
in Puerto Rico who chose to prevent
pregnancy during the 2016-2017 Zika
virus outbreak as a primary mitigation
strategy to reduce the risk of Zika
virus-related pregnancy and birth out-
comes. The program incorporated a
removal inclusive design, with access to
removals 10 years beyond the program
period, to maximize women's repro-
ductive autonomy and access to LARC
removal when desired.®” Among the
29221 women who participated in the
program, 69% received same-day pro-
vision of a contraceptive method, 70%
chose an LARC method, and 4% selected
LARC removal. Principles of ethics, shared
decision-making, and multidisciplinary
collaboration helped to make the project
a success for the women of Puerto Rico.
The COVID-19 pandemic has shown
the role that public health can play in
improving access, particularly in com-
munities that have been marginalized,
by growing the community health work-
force and heightening digital access
to enhanced telehealth services, both
of which can benefit statewide and



jurisdiction-wide contraception access
initiatives. In 2021, the Centers for Dis-
ease Control and Prevention provided
$2.25 billion in COVID-19 grants to help
states and territories improve health
equity in populations that have been
marginalized and are at higher risk for
COVID-19 than others. Working with
communities to build their capacity will
help sustain this funding into the future.

The Association of State and Territorial
Health Officials, the National Association
for County and City Health Officials, and
the National Association of Community
Health Workers will partner to build the
community health workforce through
collaboration with community-based
organizations.® In this next phase of “life
with COVID,” the expanded community
workforce has an opportunity to pivot to
addressing other public health priorities
such as contraception access with trusted
frontline workers in communities serv-
ing as a link between health and social
services.

During the COVID-19 pandemic, pub-
lic health, clinical, and community
organizations have been leading data
collection activities to better under-
stand the digital literacy and telehealth
experiences of patients and providers
and have been working closely with
providers to expand services and the
capacity of communities to deliver them.”
Examples include public health efforts to
accomplish digital inclusion and tele-
health equity assessments, the creation
of “heat maps” identifying barriers and
access points for unavailable specialty
services,'? and training and employ-
ment of community members in places
such as libraries as digital navigators to
support telehealth services.""

Early in 2020, the Office of Population
Affairs of the US Department of Health
and Human Services authorized

telehealth as an option for Title X family
planning clinics across the country and
announced $35 million in grants for the
Title X program to support telehealth as
a means of sustaining access to contra-
ceptive health services."? Including con-
traception access within such endeavors
can enhance access to services, support
clinical reach, and build capacity within
communities.

Partnerships to improve statewide and
jurisdiction-wide contraceptive access
have seen many changes in the past few
years, including expanded use of tele-
health and the opportunity to strengthen
the deployment of community health
navigators such as community health
workers. Understanding a community’s
history and challenges in the context of
social determinants can help in develop-
ing solutions to disparities in access and
fostering equity. Public health has a
bright future ahead in supporting and
advancing the integration of public
health and clinical services and enhanc-
ing community connections through
cross-sector work to advance innovative
evidence-based efforts, improve health,
and increase equity. AJPH
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or more than 50 years, the Title X

family-planning program has pro-
vided federal funding to ensure access
to family-planning and related preven-
tive care for people with low incomes,
uninsured people, people living in areas
with provider shortages, young people,
people who otherwise would not have
access to care, and people who simply
want to receive care from expert,
evidence-based, family-planning pro-
viders. The US Department of Health
and Human Services, Office of Population
Affairs (OPA), the agency administering
the Title X program, has established
standards and best practices and
invested in research and quality improve-
ment initiatives that have benefited more
than just Title X-funded projects. The
program'’s investments in infrastructure
have helped sustain health clinic opera-
tions to serve people regardless of insur-
ance coverage, employer, or geographic
location, among other factors, with equi-
table, high-quality family planning and
preventive care services. And it is impor-
tant to note that the family planning and
preventive care services covered are
wide ranging. Among other services, they
provide sexually transmitted infections
screenings and treatment, HIV testing

and referral, human papillomavirus vac-
cines, and screenings for breast and cer-
vical cancer, drug and alcohol use, mental
health, and intimate partner violence.

Specifically, as it relates to contracep-
tives, the Title X program has played a
leading role in providing access without
regard to insurance, ability to pay, geo-
graphic location, immigration status, or
other factors. Importantly, the program
sets quality standards and serves as an
example to other programs on how to
deliver client-centered contraceptive care,
counseling, and education. For this rea-
son, Title X is often an important com-
plement to other initiatives to expand
contraceptive access, including state
contraceptive access initiatives. More-
over, Title X funding enhances the capac-
ity of state and local providers to offer an
array of contraceptive methods, improv-
ing both access and choice.

Without a doubt, Title X is currently at
a critical inflection point. The program
has undergone intense, drastic changes
in recent years, which has necessitated
rebuilding the program to ensure that it
continues to meet its mission. As a result,
OPA has the strategic imperative to
restore and modernize the program so
that it reflects current population needs
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and an evolving understanding regard-
ing family planning. Even more, building
on lessons learned from decades of
providing care primarily to underserved
populations, the program is uniguely
situated to advance health equity and
serve as a model for state and other
federal programs.

PROVIDING
CONTRACEPTIVE ACCESS

The structure of the Title X family-
planning program unigquely positions it
to be a collaborator on and supporter
of contraceptive access. The program

is implemented through competitively
awarded grants to state and local pub-
lic health departments and family-
planning, community health, and other
private nonprofit agencies—which
means the program has a wide reach
across the country and through various
settings. Health clinics receiving Title X
funds are required to offer a range of
reproductive and other preventive health
services, including a “broad range of
acceptable and effective family planning
methods.”"®3" In 2020, nearly 75% of
the females and 60% of the males served
were using or adopted a contraceptive
method during their last visit.

Title X complements other federal
and state coverage and access policies.
The demand for contraceptive services
at Title X clinic sites has remained con-
sistently high, despite federal coverage
expansions (i.e., expanding Medicaid eli-
gibility and increasing the affordability of
private insurance) through the Afford-
able Care Act, state family-planning pro-
grams, and other policy changes in the
federal and state health care systems;
this demonstrates that the need for low-
Or No-cost contraceptives remains, espe-
cially given the remaining number of
uninsured people and people who do
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not have insurance plans covering con-
traceptives, as well as the insured who
continue to prefer to access contracep-
tives for high-quality, confidential care.
Recognizing the ability to uniquely use
these federal dollars, states—including
those that have enacted statewide con-
traceptive initiatives—rely on Title X to
afford real-world access to clinic sites
and staff.? Some states and localities
receive Title X funding directly. Still
others partner with and provide addi-
tional state funding to Title X grantees to
advance the state’s goals to increase
access to contraceptives.

Beyond direct service delivery, Title X
provides critical investments in health
clinics'infrastructure, including salaries
and building overhead, often serving as
a necessary complement to other family-
planning resources. As a result, the
program has been instrumental in sup-
porting the availability of family-planning
services in underserved areas. lllustra-
tively, OPA recently awarded $35 million
in grants to improve and expand tele-
health infrastructure and capacity for
Title X grantees.> Title X investments in
infrastructure also increase health clinics’
capacity to offer certain contraceptive
methods. For example, Title X funding
allows some providers to stock the most
effective contraceptive methods, that is,
long-acting reversible contraceptives
(i.e., intrauterine devices and implants),
which have higher upfront costs than do
other forms of contraceptives.*

Because Title X funding provides
investments in the grantee organization's
infrastructure, as opposed to providing
insurance coverage or direct services to
a defined population, the program equi-
tably offers high-quality care to people
regardless of health insurance status or
level of coverage. Title X grantees are
required to prioritize clients who have
low incomes, and 87% of clients in 2020

Marcella

had family incomes that qualified them
for subsidized services or services with-
out cost." Many of these clients are unin-
sured. Even so, Title X remains important
for people who have insurance. Since
2015, the percentage of clients with
health insurance has exceeded the per-
centage without insurance, and nearly
60% of Title X clients have either public
or private insurance." lllustratively, Medic-
aid is the largest public funder of family-
planning services and supplies,” but
Medicaid beneficiaries frequently turn to
Title X clinics to access these services.'
Title X has also played an important role
in filling the gaps between reimburse-
ment and the actual cost of services.
Additionally, people who are insured
might not want to use their coverage to
access contraceptives or other family-
planning services, particularly if they
share an insurance policy with family or
others, and Title X-funded health centers
provide no- or low-cost confidential
health care services.

SETTING
FAMILY-PLANNING
STANDARDS

Title X is a key driver nationwide in
encouraging high-quality care for family-
planning services and supplies, including
contraceptives, because of the pro-
gram’s participation requirements for its
diverse array of grantees. In fact, recently
finalized regulations governing the pro-
gram require that the family-planning
projects aim to ensure “equitable,
affordable, client-centered, quality
family-planning services.” Many Title X
grantees align their projects across fund-
ing streams to improve consistency and
efficiency in administering care; subse-
quently, Title X program standards can
affect other non-Title X-funded health

care services or activities that grantees
oversee.

In addition to the statutory and regula-
tory standards to which Title X grantees
must adhere, grantees are required to
implement quality standards that are
aligned with nationally recognized stand-
ards of care. OPA and the Centers for
Disease Control and Prevention (CDQC)
led the process to develop and publish
“Providing Quality Family Planning Serv-
ices: Recommendations from CDC and
the US Office of Population Affairs,” and
these standards have been adopted by
Title X participants and other providers.”
The document provides guidance to pri-
mary care providers to help patients
achieve pregnancy as well as obtain
basic infertility services, preconception
health services, contraceptive services,
pregnancy testing and counseling, and
sexually transmitted infections services.

OPA also funds the Reproductive
Health National Training Center® and the
National Clinical Training® Center for Fam-
ily Planning, which provide trainings to
Title X grantees and clinicians on a range
of topics, such as supporting LGBTQI+
(lesbian, gay, bisexual, transgender/-sex-
ual, queer or questioning, and intersex)
clients with gender-affirming language
and incorporating health equity into
family-planning visits. Title X is also
unigue among other health care delivery
programs in that the Title X program
issues research grants and contracts
related to family planning to ensure con-
tinued learning and improvements in
the delivery of family-planning and other
related preventive health services.

SETTING STANDARDS FOR
HEALTH EQUITY

Building on the program’s long history,
Title X clinics can position themselves
to serve as an example of how health



centers and providers can provide
equitable, culturally sensitive care. The
Biden-Harris administration has made
separate commitments that guide OPA
and, subsequently, the Title X program,
including the following two. First, in
October 2021, the White House released
the first ever National Strategy on Gen-
der Equity and Equality as a part of
“efforts to ensure that all people are
treated fairly and equitably and have
the opportunity to reach their full
potential”'%P®) Second, within the first
month that President Biden assumed
office, the White House issued the exec-
utive order Advancing Racial Equity and
Support for Underserved Communities
Through the Federal Government, which
tasked agencies across the federal gov-
ernment with reviewing systems, data,
funding, and policies to consider the
impact on health disparities.”’ Conse-
quently, OPA has enacted new policies
and standards to ensure that the pro-
gram is best serving the clients who seek
care at Title X health clinics. Title X's pro-
gram priorities for the next five years
include (1) advancing health equity
through the delivery of Title X services,
(2) improving and expand access to Title
X services, and (3) delivering Title X serv-
ices of the highest quality.

Title X clinics already disproportion-
ately serve medically underserved and
underrepresented communities. In
2020, 86% of the clients served identi-
fied as female,” meaning Title X clinics’
provision of contraceptives plays a sig-
nificant role in helping women prevent
and plan pregnancies, which has proven
to affect women'’s ability to seek and
maintain educational and career
advancements. Even so, Title Xis serv-
ing an increasing number of young
men. The Title X program also dispro-
portionately serves people of color.

In particular, in 2020, 26% of clients

identified as Black or African American,
and 35% identified as Hispanic or Latino
ethnicity.”

More than 40% of immigrant women
who accessed contraceptives did so at
a safety net family provider such as a
Title X clinic.”? In addition, because Title
X grantees provide confidential services
and because eligibility for no-cost or
subsidized services is based on an
unemancipated minor's income rather
than family income, adolescents fre-
quently seek a range of health care
from Title X programs. Some LGBTQI+
organizations have also noted that Title
X'serves as an important resource to
ensure that LGBTQI+ people, particu-
larly youths, can obtain unbiased and,
as needed, gender-affirming care.’?
However, there is more that can be
done to purposely center these commu-
nities’ unique health needs and prefer-
ences and provide culturally and linguis-
tically appropriate care to other
historically underserved communities,
such as people with disabilities.

The Title X program is currently rebuild-
ing the network's capacity with a focus
that places health equity at the center.
A regulation governing the program
that was finalized in 2019 led to 19
grantees withdrawing their participa-
tion, whereas 18 additional grantees
continued use but reported losses of
clients, subrecipients, or sites." There
were no Title X-funded services in Hawaii,
Maine, Oregon, Utah, Vermont, or Wash-
ington, and there were substantially
reduced services in Alaska, Connecticut,
lllinois, Massachusetts, Minnesota, New
Hampshire, and New York. It follows that
this reduced participation led to reduced
access to reproductive and preventive
health care services, including contracep-
tives. COVID-19 further impaired Title X
clinics’ ability to provide services—an
impact that is still being evaluated. The
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2019 rule and the COVID-19 pandemic
together accounted for 1.6 million fewer
family-planning users between 2019 and
2020 and nearly 3.0 million fewer clients
from 2018 to 2020.

In late 2021, OPA finalized a rule
rescinding the 2019 rule and restoring
the program'’s focus on providing
evidence-based reproductive health care,
including nondirective options counseling
for people who are pregnant.’ Once the
2021 final rule is implemented and addi-
tional health centers are added to the
program, it is estimated that Title X clinics
will serve more than four million women
using contraception annually. The rule
includes new standards, including newly
considering prospective grantees' ability
to achieve health equity, and defines
such terms as “client-centered care,”
“culturally and linguistically appropriate
" “inclusivity,” and "health equity.”
OPAis also enhancing its data collec-

services,

tion, reporting, and analysis in the Title
X program, including collecting more
disaggregated data to better understand
clients served and resources needed.'”
OPA will also continue to more broadly
ensure that various tools, such as per-
formance measures and surveys, are
employed to assess whether and how
client preferences in the provision of
family-planning services—including but
not limited to contraceptives—are
being met.

The Title X program has historically
been structured to provide necessary
resources to states and localities, organi-
zations, and health clinics in exchange
for these entities agreeing to deliver care
that is high quality and evidence based.
This has led to the program being not
only a resource but also an example for
how to deliver equitable contraceptive
care. Moving into the future, the pro-
gram can play even more of a role in
serving as a resource for and example of
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health equity more broadly. Because the
program funds contraceptives provision
and a wide range of preventive services,
such an example would positively bene-
fit a range of public health issues. Even
more, efforts to more intentionally cen-
ter health equity will improve health out-
comes among the people that entrust
Title X clinics with their health. 4JpH
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Approximately 28 states and local
jurisdictions have implemented

statewide contraceptive access initia-
tives (SCAIs), and there is an emerging
body of evidence supporting their abil-
ity to increase access to client-centered
care. In recognition, the Coalition to
Expand Contraceptive Access (CECA)
and the Association of State and Terri-
torial Health Officials (ASTHO) have
crafted this supplement issue of AIPH
to set the stage for scaling up SCAIs
and thereby expanding client-centered
contraceptive access to the 73 million
women and other people of reproduc-
tive age in the United States.

One action recommended by CECA
and ASTHO is to seek a Centers for Dis-
ease Control and Prevention (CDC)
Community Guide recommendation for
SCAls once several ongoing evaluations
have been completed. A Community
Guide recommendation would indicate
whether SCAIs are effective at expand-
ing access to client-centered care.”’
Since Community Guide recommenda-
tions are used by states, local govern-
ments, schools, and other community
organizations to select public health
interventions, it is a key step in scaling
up SCAIs. Yet, because it has taken an
average of 17 years to turn 14% of orig-
inal research to the benefit of health

care, other steps are likely needed.?> In
this editorial, I draw on implementation
science and World Health Organization
(WHO) recommendations for scaling up
to highlight some of these other steps.

IMPLEMENTATION
SCIENCE AND
ACCESSIBILITY

Implementation science extends the
traditional focus of evaluation on effec-
tiveness by asking questions designed
to increase successful replication of
interventions, such as those listed here.
In some cases, these questions are
addressed in existing evaluations, and |
have referenced examples from articles
included in this A/PH supplement.

What Is the Intervention?

To ensure successful replication, the
intervention must be clearly defined.
Malcolm et al. (p. S473) describe a work-
shop convened by CECA and ASTHO of
seven SCAI program and evaluation
teams, during which a core set of activi-
ties (e.g, stakeholder engagement,
provider training, provision of low- or
no-cost contraception, public awareness,
policy change, quality improvement) and
outcomes (e.g., access to client-centered
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contraceptive care) were identified.
Other articles included in this supple-
ment build on the CECA and ASTHO
framework to provide more detailed
information about the interventions in
specific states. For example, White et al.
(p. S478) show that in Massachusetts,
there was a focus on the collaboration
between two health systems: primary
care and hospitals.

What Was the Process of
Implementation?

Monitoring implementation of SCAIs
under real-life conditions is essential
for identifying any unintended conse-
quences and documenting any program
modifications made along the way. For
example, Cadena et al. (p. S494)
describe how early implementation
approaches by SCAIs contributed to
coercive contraceptive practices and
provide concrete examples of how this
harm can be mitigated by integrating
reproductive justice and equity princi-
ples, being informed of the lived experi-
ence of affected people, and engaging
them in intervention design and imple-
mentation. As described by Smith et al.
(p. S484), the evaluation of the Choose
Wellinitiative in South Carolina is docu-
menting the process of implementation
(e.g., training, reach of the intervention,
change in clinic level procedures, Medic-
aid expenditures) and contextual fac-
tors that may affect the SCAI (such as
changes in political leadership, natural
disasters, economic fluctuations,
changes in competing programs).

How Effective Is the
Implementation?

Implementation outcomes are critical
to understanding whether individual
SCAI activities are having the desired
effect. The evaluation of the Choose Well
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initiative in South Carolina, for example,
tracks the impact of provider training on
participants' knowledge, attitudes, and
behaviors; the impact of changes in clinic
procedures on contraceptive use; and
the impact of the public awareness cam-
paign on programmatic reach and public
perceptions.

What Types of Adaptations
Can Be Made?

Adaptation is the degree to which an
innovation is modified to different set-
tings in the process of adopting an
intervention, while preserving fidelity
and effectiveness.* The article by
Simmons et al. (p. S528) on the Family
Planning Elevated Contraceptive Access
Program in Utah illustrates how adap-
tation can be tested through a pro-
grammatic monitoring system that
identified implementation challenges,
designed adaptations to address the
challenges, and assessed the outcomes
of the adaptation.

How Does the Intervention
Reduce Inequity?

An examination of how well the inter-
vention addressed inequities is critical,
especially inequities based on race/eth-
nicity, LGBTQIA (lesbian, gay, bisexual,
transgender, questioning or queer,
intrasex, asexual), youth, and income.”
In their article about the ICAN! initiative
in lllinois, Lassar et al. (p. S500) illus-
trate how SCAIs may approach this—
for example, by integrating reproduc-
tive justice principles and establishing a
15-member community advisory board
to oversee the implementation. Other
ways that equity concerns should be
integrated into SCAI evaluations is to
conduct subgroup analyses to deter-
mine whether all people had improved
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access to care and report that the care
they received was client centered.

Is the Intervention
Sustainable?

Sustainability is an understudied area
of implementation science, but it's
important for any effort to scale up
SCAIs.® Ideally, existing SCAI evaluations
will document the duration of impact
on access to client-centered care over
a defined period of time, the amount of
funding needed to sustain them, and
whether there is a point at which addi-
tional efforts are no longer needed.

DEVELOPING A
SCALING-UP STRATEGY

The WHO has noted that scaling up suc-
cessful health interventions requires
“focused attention, strategic planning
and management as well as resources
allocation,”” and it has funded the devel-
opment of a series of technical resources
designed to help countries develop a
scaling-up strategy. A nine-step process
is proposed, which includes the follow-
ing: planning actions to increase the scal-
ability of the intervention, building the
capacity required to implement the SCA,
advocating for needed changes in poli-
cies and regulations, and making deci-
sions about dissemination, organizational
processes, cost and resource mobiliza-
tion and monitoring and evaluation.”
Ideally, an approach like this would
be used to plan efforts to scale up
SCAls throughout the United States.
However, a key challenge in the US con-
text has been the lack of an organiza-
tional entity that could coordinate the
development of a scaling-up strategy.
SCAls do not fit neatly into the scope of
any single federal program, and contra-
ceptive care is provided in a siloed,

fragmented, and highly variable way
across a number of programs such as
the Office of Population Affairs’ (OPA)
Title X program, the Health Resources
and Services Administration’s (HRSA)
Bureau of Primary Health Care (BPHC),
and the Center for Medicaid and CHIP
Services (CMCS), among others. How-
ever, a new Department of Health and
Human Services Reproductive Health-
care Access Task Force was created in
2022 to “identify and coordinate activi-
ties across the Department to protect
and bolster access to essential sexual
and reproductive health care,” and
could assume responsibility for devel-
oping a cross-agency vision for scaling
up SCAIs.® This might include asking
the CDC's Community Guide to con-
sider a recommendation for SCAIs,
authorizing use of OPA's Title X funds to
fund aspects of SCAl implementation,
requiring the HRSA's BPHC to support
the engagement of federally qualified
health centers in SCAIs through funding
and performance measurement, and
having the CMCS endorse innovative
payment models developed in states
implementing SCAIs.

SUMMARY

This editorial proposes steps that public
agencies, private funders, program staff,
and evaluation teams might take to
support scaling up SCAIs. This includes
expanding evaluation efforts to address
questions about implementation and
better coordination of federal agencies.
| hope that the opportunity to achieve
impact at scale will motivate public and
private support of SCAIs so that all peo-
ple of reproductive age in the United
States may benefit from improved
access to client-centered contraceptive
care. AJPH
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exual and reproductive health
S (SRH) is a key component of peo-
ple's overall health and quality of life.
A variety of policies, programs, and
services support individuals’ and commu-
nities' attainment of SRH, including public
health interventions at the national, state,
and local levels; maternal and child
health-related services; and access to
the full range of SRH services, including
contraception and abortion. Yet despite
private and public investments in SRH,
individual- and population-level out-
comes in the United States continue to
lag behind those of other nations and
are marked by persistent and pervasive
inequities.

The current US approach to SRH policy
is inadequate to solve these problems.
Well-intentioned efforts often fail, achieve
only limited impact, are easily rolled back
during times of political change, or even
occasionally perpetuate harms.? Improv-
ing health outcomes and achieving equity
will require a fundamental and holistic
shift in how policymakers, clinicians,

Hartetal.

researchers, and the public understand
and address these issues.

This article introduces two linked
frameworks—sexual and reproductive
health and well-being (SRHW) and sex-
ual and reproductive health equity
(SRHE)—that are intended to link and
improve upon existing frameworks,
including sexual and reproductive health,
reproductive justice, and health equity.
SRHW and SRHE frameworks bring a
particular focus on patient-centered
approaches and de-siloing of systems
and issues, both necessary for achieving
goals like enhancing reproductive auton-
omy and reducing maternal mortality.*>

Adopting SRHW and SRHE frameworks
could provide a new paradigm for SRH
policy in the United States, catalyze
these needed changes, and ensure their
durability as political winds and priorities
shift. This article describes the initial
development of these frameworks, their
application to policy interventions, and
next steps for improving public policy.

HOW THE FRAMEWORKS
WERE DEVELOPED

The working definitions of SRHW and
SRHE were framed as part of efforts to
develop the Coalition to Expand Contra-
ceptive Access (CECA) Recommendations
for Achieving Universal, Equitable Access
to Quality Contraception.® Through
reviews of the evidence and expert
consultations, CECA determined that
guiding principles, such as SRHW and
SRHE, would be necessary to connect
contraception to a larger US govern-
ment purpose and mission, as well as
to advance the goal of universal, equi-
table access.

To shape these new frameworks,
CECA first conducted a comparative
analysis of the foundational constructs
that currently shape SRH care and pol-
icy. CECA reviewed relevant literature
and compiled a crosswalk of key terms
and frameworks, including health dispar-
ities, health equity, person-centeredness,
and reproductive justice, and described
definitions of these constructs, how they
were developed, and the context in
which they are currently used.”'°

CECA then convened an interdisci-
plinary technical expert panel in spring
2020. Twenty-seven experts with rele-
vant, diverse expertise—including SRH,
reproductive justice, health equity, dis-
ability rights, LGBTQ+ (lesbian, gay,
bisexual, transgender, queer, plus)
health, public health, and familiarity
with federal executive branch processes
to expand contraceptive access—were
selected to participate. Technical expert
panel participants analyzed the rele-
vance of various frameworks to federal
policy, explored past and present federal
actions to advance equity, and worked
to develop a common framework for
integrating reproductive health equity
into government processes. Technical



expert panel participants highlighted the
important role that systems and struc-
tures play in equity, and in integrating a
sexual health framing, particularly with
respect to incorporating the perspec-
tives and experiences of LGBTQ+ peo-
ple. This resulted in CECA's definitions of
SRHE and SRHW presented in the next
section, and the identification of these
as key frameworks to develop and
implement.

DEFINING THE
FRAMEWORKS

SRHW is a self-defined state that includes
reaching one's individual sexual and
reproductive goals. An SRHW approach
necessitates framing aspects of policy
and health care broadly, including a wide
range of health services and social sup-
ports to de-silo clinical care, public health
programming, and policy to reflect how
people live and envision their health and
well-being. The relevant policies, pro-
grams, and services that help people
achieve SRHW include areas tradition-
ally associated with SRH, including
contraception and abortion, and also
maternal and child health, fertility, child-
care, paid leave, and housing, among
others. Aligning work across these areas
is consistent with how people envision
their own health: a recent survey of 900
women regarding their health care priori-
ties found that “Women view ‘women'’s
health’ as more than just reproductive
health—it encompasses physical, mental,
and emotional wellbeing.""" This
approach is consistent with the repro-
ductive justice focus on “the human right
to maintain personal bodily autonomy,
have children, not have children, and
parent the children we have in safe and
sustainable communities.””

SRHE means that systems ensure
that all people, across the range of age,

gender, race, and other intersectional
identities, have what they need to
attain their highest level of sexual and
reproductive health, and includes self-
determining and achieving their repro-
ductive goals. Government policy,
health care systems, and other struc-
tures must value and support every-
one fairly and justly.'” An SRHE lens
must be applied to all SRHW efforts,
meaning that policies, programs, and
services must account for historical and
current forces that lead to inequities
based on race, location, income, and
other factors and center the needs of
those who have been most harmed.
SRHE would mean that these forces no
longer limit individuals’ attainment of
SRHW and that everyone is treated
fairly and justly.

CECA's technical expert panels and evi-
dence analyses resulted in the call for an
SRHW framework, focused on ensuring
that all people have access to health care
services that enable them to prevent and
treat illness, experience the best health
outcomes possible, and make the repro-
ductive decisions that are right for them.
Yet disparities in access to needed sup-
ports persist, exacerbated by the siloing
of SRHW policies, funding streams, and
infrastructure. Supports can be difficult
to understand and navigate for federal
agencies, states, health care systems,
providers, and people seeking services.

HOW THESE
FRAMEWORKS CAN
BE APPLIED

How do we get to a place where histori-
cal and current forces that lead to
inequities no longer limit individuals'
attainment of their highest level of SRH,
which includes self-determining and
achieving their reproductive goals?

OPINIONS, IDEAS, & PRACTICE

Reframing Our Goals

In reframing national goals as SRHW
and SRHE, a new paradigm for SRH policy
would focus on (1) improving health out-
comes and reducing inequities, including
maternal mortality; (2) increasing bodily
autonomy for all people, including those
whose autonomy has historically been
restricted, particularly Black, Indigenous,
and people of color (BIPOC); and (3)
reshaping the national conversation to
define well-being holistically and not by
the absence of disease and distress, but
by the presence of sexual and reproduc-
tive fulfillment, pleasure, healing, and joy.
Global models like The World Health
Organization Framework for Ensuring
Human Rights in the Provision of Con-
traceptive Information and Services
offer promising models for integrating
a systems approach but are still inade-
quate for achieving the changes needed,
including a holistic understanding of well-
being."?

Four principles can help guide such a
fundamental paradigm shift.

Principle 1. Existing structures, systems,
and processes must be examined and
changed. To fundamentally change pro-
cesses to reflect equity, we must recon-
sider the questions we ask and how we
design, measure, interpret, and share
the results. As part of this process, we
need to redefine “evidence” in a way
that emphasizes a broad range of voi-
ces, fields, and outcomes and does not
reinforce systemic bias. We must also
alter structures to enhance collabora-
tion and communication. An
equity-informed approach to research
requires that we critically examine and
confront research practices and struc-
tures rooted in systemic racism and
oppression, and center the experien-
ces, priorities, and needs of
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communities. One promising example
that could be adapted to other areas is
the work done to “decolonize” research
with Indigenous communities.'*

Principle 2. Inclusion must be priori-
tized. We must engage more diverse
and new voices in a meaningful way
that includes the power to make deci-
sions. This means that professional and
expert organizations, academic part-
ners, and the federal government must
invite end users and others not tradi-
tionally invited from the beginning,
rather than as an afterthought. This
includes patient partners,
community-based organizations, and
those who do adjacent work (e.g., repro-
ductive health advocates partnering with
doula organizations). This also includes
demonstrating the value of stakeholders'
time by compensating participants and
equitably dividing resources and funding
among partner organizations. For many,
this will be a cultural shift that can be
supported by explicit guidance about
who should be at the table and how they
can be involved during every stage of
the process.

Principle 3. Accountability must be built
into the system and processes. Systems
must be held accountable for demon-
strating results and effectiveness that
center equity. Guidelines, performance
measures, and funding streams can be
leveraged to drive equity, for example,
through development of clinical guidance
that centers the principles of SRHE and
aligns patient-centered performance
measures with payment. This would
include involving patients and families in
all phases of guideline development, con-
sistent with best practices. Identifying
patient and family values, preferences,
and goals better enables guidelines to
meet the needs of the individuals for

Hartetal.

whom they are intended and to
avoid harm."?

Principle 4. Language and definitions
must follow values. We must explicitly
acknowledge historical context and
harms and how they manifest today, be
clear in our values and intention, and
prioritize alignment between language
use and behavior change. Contextualiz-
ing our work in history and within the
context of people’s lives begins with
consistent use of inclusive,
equity-focused language and principles
that resonate with diverse groups—par-
ticularly those historically marginalized,
such as BIPOC, adolescents, people with
disabilities, and LGBTQ+ people—and
address issues in an intersectional way.
In the case of CECA's work, engagement
with LGBTQ+ communities and experts
in LGBTQ+ health led to the inclusion of
“sexual” alongside “reproductive” in our
conceptualization of SRHE. Similar
engagement would likely lead to linguis-
tic and framing adjustments in other
organizations and efforts.

Translating the Frameworks
Into Action

Translating SRHW into action requires a
“whole systems thinking” and “health in
all policies” approach that expands
beyond a biomedical model of health
to include aspects of life, such as eco-
nomic stability and freedom from dis-
crimination. Access to comprehensive
health services, including noncoercive
sexual health services, contraception, fer-
tility care, and full-spectrum pregnancy-
related care (i.e,, abortion, miscarriage
management, prenatal care, birth serv-
ices, and postpartum care), is essential
to an individual's ability to exercise
reproductive autonomy and improve
health outcomes, as a recent National

Academy of Medicine report empha-
sized."® Sodial supports, such as quality
child care and comprehensive paid fam-
ily leave, are needed as well and have
been shown to improve maternal and
infant health, including physical health
and well-being."” Governments could
adapt its structures to better apply an
SRHW approach. At the federal level,
this would necessitate sharing goals,
norms, and progress across the many
agencies and departments currently
responsible for aspects of reproductive
and sexual health and social supports,
with oversight from the highest levels of
government (i.e., Congress and the
White House).

Translating SRHE into action requires
acknowledging and understanding the
multidimensional historical context of
how inequity has structured the experi-
ences of people with marginalized identi-
ties. Sexual and reproductive coercion
has driven racial and gender oppression
throughout US history, beginning with
the violence of slavery, including forced
procreation and sexual assault."® Other
examples include oral contraceptive trials
on Puerto Rican people without informed
consent and the state-sanctioned
eugenic sterilization of Black, Latinx,
and Indigenous people, and people
with physical and intellectual disabil-
ities."®2% These oppressions are not only
in the past: coercive sterilization practi-
ces continue in both detention and cor-
rectional settings.'® Although there are
limited examples of reflection on this
history, such as Planned Parenthood's
reconsideration of Margaret Sanger's
legacy, the racist history of “family
planning” has yet to be fully acknowl-
edged; authentic truth and reconciliation
has never taken place despite decades
of scholarship, historiography, and advo-
cacy.! We must work to understand
and redress the root causes of SRH



inequities—particularly patriarchy, rac-
ism, colonialism, and capitalism—if SRHE
is to be achieved.

To be in service of advancing SRHW
and SRHE, we must shift the work away

(re)designed with an SRHW and SRHE
approach, can both increase equitable
access to SRH care for all people and
improve the experience and expand the
power of people who have experienced
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from some of the frameworks that harm in the health care system and face
the greatest barriers to care. The full

scope of SRH services must be offered

have traditionally guided SRH work to
more meaningful ones. This includes

asking essential questions about what
matters—which processes, structures,
and outcomes are deemed important
and thus considered worth funding
and measuring. In the case of contra-
ception, this has historically been the
reduction of unintended pregnancy,
which has been regarded as a proxy for
women achieving their desired repro-
ductive outcomes. A growing body of
literature has questioned the validity of
the unintended pregnancy framework
and suggested alternative ways of con-
ceptualizing reproductive health and
well-being.?*?3 The unintended preg-
nancy framework should be replaced
by more patient-centered outcomes
and recognition that a spectrum of out-
comes may be acceptable to people,
dependent on their personal and social
context. Measurement frameworks in
contraceptive care are important for
assessing quality and ensuring that this
service is prioritized, as in other areas
of health care, such as chronic disease
management and preventive health
screenings. Yet careful attention to cen-
tering bodily and reproductive autonomy
in care delivery, with specific attention to
inequities in care experience, is required.
New measures to better understand
sexual and reproductive well-being are
in development and must be fully inte-
grated to prioritize people's experience
of reproduction in a holistic and com-
prehensive manner.

These frameworks should also be inte-
grated into the training and clinical care
models adopted. Clinical practice, when

in as many settings as possible, and clini-
cians and clinical teams should be com-
petent to provide patient-centered and
trauma-informed SRH care broadly, not
just contraception.

CONCLUSION

In the absence of new frameworks, pub-
lic and private work to improve health
outcomes and reduce inequities will
continue to miss the mark. Frameworks
provide an opportunity to ground our
work in shared values and evidence and
enable transparency and accountability.
CECA's experience has demonstrated
the feasibility of applying the principles
of SRHW and SRHE to policy work, and
these models also have the promise to
transform research and clinical practice.
Fully developing and adopting SRHW
and SRHE frameworks could catalyze
needed changes, enhance their rele-
vance and accountability to communi-
ties, and lead to enduring impact. As all
aspects of health care, including SRH,
seek to minimize harm and maximize
justice, it is necessary to continually
examine the underlying frameworks
that guide all work. 4JpH
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Use of a Learning Community to
Expand Access to Contraception

Cameron Estrich, PhD, MPH, Carla L. DeSisto, PhD, MPH, Keriann Uesugi, PhD, MPH, Sanaa Akbarali, MPH, Ellen S. Pliska, MHS,
Lisa Romero, DrPH, MPH, Shanna Cox, MSPH, Charlan D. Kroelinger, PhD, and Alisa Velonis, PhD, MPH

The Increasing Access to Contraception Learning Community was established to disseminate strategies

and best practices to support 27 jurisdictions in the development of policies and programs to increase
access to the full range of reversible contraceptives. We describe Learning Community activities and
identify those that were most useful to participants. Although participation in Learning Community
provided jurisdictional teams with structured activities such as virtual learning and peer networking
opportunities, some teams struggled with full participation because of staffing turnover and shifts in
priorities. (Am J Public Health. 2022;112(S5):S523-S527. https://doi.org/10.2105/AJPH.2022.306823)

earning collaboratives are a strat-
L egy to improve knowledge dissemi-
nation and practice, but evidence of their
effectiveness remains mixed."? Some
learning communities have shown sub-
stantial impact on policies, practices, and
clinical outcomes, including use of most
and moderately effective contraception
methods, whereas others have demon-
strated no significant effect. Evidence
is limited about which learning com-
munity components are useful
to participants.

INTERVENTION AND
IMPLEMENTATION

From 2014 to 2016, in partnership with
the Centers for Disease Control and
Prevention, other federal agencies, and
maternal and child health organizations,
the Association of State and Territorial
Health Officials (ASTHO) convened the
Immediate Postpartum Long-Acting
Reversible Contraception (LARC) Learn-
ing Community.* In 2016, ASTHO called
for letters of interest from more

jurisdictions, and this collaborative
expanded to become the Increasing
Access to Contraception Learning Com-
munity (henceforth, the “Learning
Community”).

PLACE, TIME, AND
PERSONS

the ASTHO Web site. The Learning
Community concluded in person in

Hdlv

May 2018. Funding was not provided to
Learning Community jurisdictions; the
in-person meetings were funded by
ASTHO.

PURPOSE

The Learning Community included 27
US jurisdictions and centered on nine

focus areas (Table A, available as a sup-

plement to the online version of this
article at http://www.ajph.org).° The
jurisdictional teams included represen-
tatives from public health, Medicaid,
and clinical care leadership. In October
2016, the Learning Community began
with an in-person meeting, which
included the creation of jurisdictional
action plans that outlined team goals.
Throughout the Learning Community,
ASTHO provided technical assistance,
hosted virtual learning sessions, and
sent additional communications to
teams, including updates to available
resources, which could be accessed on

SS 'ON 'ZL1 |0A ‘2207 ‘S awalddns

Evaluations of other learning communi-
ties have demonstrated their feasibility,
but participation has been primarily ori-
ented toward clinical care."”® By
contrast, the Learning Community
focused on public health and included
representatives from a wide array of
backgrounds. Participants in the ear-
lier years of the Learning Community
reported that its framework provided
structure, accountability, and per-
ceived validity, and prepared partici-
pants for potential challenges and
opportunities.? This article builds on
those findings by describing partici-
pant experiences with the activities of
the Learning Community and evaluat-
ing which specific components (e.g.,
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action planning, technical assistance,
virtual learning sessions) were consid-
ered most useful.

EVALUATION AND
ADVERSE EFFECTS

Evaluation data were collected at multiple
time points by tracking technical assis-
tance requests, administering Web-
based polling to measure participant
knowledge and usefulness of content
immediately after virtual learning ses-
sions, and semistructured telephone
interviews with members of all 27 juris-
dictional teams. Interviews were con-
ducted during June through August 2018
and included an average of three partici-
pants per team. Interviews were audio-
recorded, transcribed, and coded based
on the nine focus areas and key activities.
The most common uses of the action
plan were to coordinate teamwork, pri-
oritize next steps, structure work and
responsibilities, provide accountability,
and guide the team when facing bar-
riers or momentum challenges. Teams
used the action plan to inform new
team members, document activities for
reports, and remind others in the juris-
diction that increasing contraception
access was a formal priority. The major-
ity of teams (70.4%) identified the pro-
cess of developing an action plan as
helpful (Table 1). Teams reported that
having dedicated time at the in-person
meeting to discuss the plan as a group,
with a facilitator to guide the process,
was also helpful. However, some teams
did not think the action plan was helpful;
two teams (7.4%) had existing action
plans, and three (11.1%) were frustrated
by ambitious action plans with achieve-
ments expected in a relatively short time-
frame, or issues outside of team control
such as administrative transitions and

Estrichetal.

accompanying shifts in jurisdictional
priorities.

Technical assistance requests were
primarily related to the focus areas of
reimbursement and financial sustain-
ability, and provider awareness and
training. Eleven teams (40.7%)
reported that technical assistance
helped further goals. Having sched-
uled calls for technical assistance
helped keep teams accountable for
action plans. Technical assistance
resources were developed to be
broadly applicable to all Learning
Community teams. However, eight
teams (29.6%) reported a need for
more detailed resources customized
to individual jurisdictions. Multiple
teams suggested pairing with teams at
similar stages of development, in simi-
lar regions, or working within similar
payment systems to enable focused
discussion and problem-solving.

Twenty-three teams (85.2%) partici-
pated in the virtual learning sessions,
which enabled progress in their work.
Based on polls after each session,

869% to 100% of participants reported
increased knowledge of session subject
matter (data not shown). Teams
reported appreciating the sharing of
resources such as LARC toolkits and
how to train and support health system
billing staff. Sessions were used as
forums to contact experts, and teams
reported peer-to-peer learning as the
most beneficial component. Teams ref-
erenced using strategies from other
jurisdictions to reduce barriers or facili-
tate progress to address challenges.
Difficulty in finding time to attend the
virtual learning sessions was mentioned
by 11 teams; they suggested shortening
sessions to one hour. Archiving sessions
made it possible for teams to access
the material and review sessions as
needed.

The Learning Community encour-
aged both structured and unstructured
peer-to-peer and expert-to-peer
communication. The diversity in team
structure enabled regular, informal con-
nection with others of disparate areas
of expertise (e.g., public health, Medic-
aid, and clinical care) and facilitated
problem-solving. Seventeen teams
(63.0%) reported increasing connec-
tions to other teams, individuals, and
potential collaborating organizations
in other jurisdictions. The most fre-
quently shared resources addressed
two barriers: (1) reimbursement and (2)
logistical, contraceptive stocking, and
administrative barriers. Teams reported
that such resources increased progress,
confirmed activity direction, supported
success, and maintained motivation.
The remaining 10 teams did not
report any specific barriers to
communication.

No adverse events occurred during
the Learning Community, although
more than half the teams (14 teams,
51.9%) reported less than full participa-
tion. Seven of these teams identified
personnel changes as the main barrier.
The other seven teams identified com-
peting priorities and projects or too few
resources to fully participate. Individual
team members felt “stretched a little
thin,” compounded by the need to
coordinate with multiple team mem-
bers and conflicting schedules. Thirteen
teams reported being able to fully
participate, and one team member
reflected on facilitating factors:

| appreciate that there were actual
resources . ... We were flown to
meetings. We were provided techni-
cal assistance . ... We were pro-
vided some evaluation tools . . . .
That's all very important, so | would
love to see that model continue.
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TABLE 1— Jurisdictional Team Experiences With Increasing Access to Contraception Learning
Community (IAC LC) Activities: 2016-2018

Communications
Within IAC LC Fully Able to
Team # Technical Assistance (TA) Virtual Learning Action Plan Increased? Participate?
1 Had barriers no TA could help Rarely participated, did not use Helpful No No
them
2 Don’t remember Participated, helpful Helpful No No
3 TA they wanted was not available Participated, not helpful Unclear No No
4 Not asked Not asked Not asked Increased No
5 TA helpful Participated, helpful Helpful Unclear No
6 Not asked Couldn’t remember Helpful No No
participating

7 TA helpful Participated, helpful Helpful Increased Yes
8 “Somewhat” helpful, TA they Participated, helpful Helpful Increased Yes

wanted was not available
9 TA helpful Participated, helpful Helpful Increased Yes
10 TA they wanted was not available Participated, did not use Helpful Increased Yes
1 Had barriers no TA could help Participated, helpful Not helpful Increased No
12 TA helpful Participated, helpful Helpful No Yes
13 TA helpful Participated, helpful Not helpful Increased No
14 TA helpful Participated, helpful Helpful Increased No
15 TA helpful Participated, helpful Helpful No No
16 TA helpful Participated, helpful Unclear Increased No
17 TA helpful Participated, helpful Helpful No Yes
18 TA not helpful Participated, helpful Helpful Increased Yes
19 TA helpful Participated, helpful Helpful Increased Yes
20 TA not helpful Participated, helpful Helpful No Yes
21 Don’'t remember Participated, helpful Helpful No Yes
22 TA not helpful Participated, helpful Helpful No No
23 Had barriers no TA could help Did not participate Not helpful No No
24 TA helpful Participated, helpful Helpful Increased Yes
25 Did not get wanted TA, not Participated, helpful Not helpful Increased Yes

helpful
26 TA helpful Participated, helpful Helpful Increased Yes
27 Got all requested TA, no mention Participated, helpful Unclear Increased No

of helpful versus not helpful

Note. Participating jurisdictional teams include the following: Alabama, Alaska, California, Colorado, Commonwealth of the Northern Mariana Islands,
Connecticut, Delaware, Florida, Georgia, Illinois, Indiana, lowa, Kentucky, Louisiana, Maryland, Massachusetts, Mississippi, Montana, New Mexico,
New York, North Carolina, Oklahoma, South Carolina, Texas, Washington, West Virginia, and Wyoming.

SUSTAINABILITY

By the end of the Learning Community,
44% of goals had been achieved by juris-
dictions.® One year following the Learning
Community, jurisdictions were continuing
efforts for 87% of goals, with all jurisdic-
tions still working on at least one goal,

indicating sustainability of the activities.?
Additionally, the Learning Community
was an important precursor for the Coali-
tion to Expand Contraceptive Access and
ASTHO collaboration, as described in
“Scaling Up Evidence-Based Practices in
Contraceptive Access Initiatives” in this
issue (Malcolm et al., p. S473). Six of the

seven states involved in that collaborative

were also part of the Learning Community.

PUBLIC HEALTH
SIGNIFICANCE

Nearly every team found participation in
the Learning Community to be helpful in

Notes From the Field
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developing programs and policies.
Teams identified the opportunity to
engage in a structured planning pro-
cess as useful and reported that peer
learning, both within and across teams,
generated new ideas and effective strat-
egies to overcome barriers, particularly
those related to reimbursement. Other
learning communities have also found
that coordinated, structured planning
by multidisciplinary teams," and learn-
ing from both experts and peers,® are
useful.

The interviews identified several chal-
lenges inherent to multiyear learning
communities, including the need for
organizations to continue momentum
despite participant turnover. For some
teams, maintaining momentum was
challenged by unachievable action plan
goals. Organizations planning learning
communities may consider proposing
activities to prioritize goals while estab-
lishing specific, measurable, actionable,
and time-limited objectives.

Experiences of jurisdictional early
adopters of Medicaid contraceptive
reimbursement policies demonstrate
that policy change alone is insufficient
to increase access to the full range of
effective contraceptive methods.'®""
Implementation strategies are needed
to bridge the gap between policy and
access to contraception. Interviews sug-
gested that participation in a multisec-
torial learning community composed of
jurisdictional officials and providers can
serve as a useful strategy to overcome
implementation barriers and increase
the effectiveness of health care systems
change. Participating in a learning com-
munity can add to perceived credibility
and prioritization of efforts to improve
contraceptive access. When actual pol-
icy use has stalled, policymakers may
find value in encouraging participation
in a learning community to discover and

Estrichetal.
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Implementation and Monitoring of
the Family Planning Elevated
Contraceptive Access Program,
Utah, 2018-2019

Rebecca G. Simmons, PhD, MPH, Jami Baayd, MPH, Alexandra Gero, MPH, Caitlin Quade, MPH, Madeline Mullholand, MPA,
Erica Torres, MPH, David K. Turok, MD, MPH, and Jessica N. Sanders, PhD, MSPH

Family Planning Elevated (FPE) is a contraceptive access initiative in Utah. FPE designed and utilized a
comprehensive monitoring system to identify and respond to challenges implementing our initiative as
they arose. Here, we describe the components of our monitoring system, and highlight how FPE's
monitoring system successfully identified that Utah's Medicaid expansion was not widely adopted by
eligible individuals. We then describe how FPE adapted to this challenge. (Am J Public Health. 2022;

112(S5):S528-S531. https://doi.org/10.2105/AJPH.2022.306935)

F amily Planning Elevated (FPE) is a
statewide contraceptive access ini-
tiative in Utah.

INTERVENTION AND
IMPLEMENTATION

The FPE initiative has two main objec-

tives: (1) to improve clinic capacity to pro-

vide comprehensive, person-centered
contraceptive care across the state and
(2) to make no-cost contraceptive care
available to individuals falling in Utah's
contraceptive “coverage gap,” which
exists for individuals who fall between
the newly expanded Medicaid eligibility
parameters and 250% of the federal
poverty level (FPL). The US Department
of Health and Human Services defines
the FPL.

FPE's Contraceptive Access Program
(CAP) launched in February 2019 and
will end in April 2022. Three cohorts of
clinics enrolled in FPE CAP, with each
clinic participating for two years. A total

Simmons et al.

of 28 clinics from eight health organiza-
tions participated. Clinics were eligible
to apply if they served uninsured or
low-income Utahns, had 340B pricing,
accepted Medicaid, and were willing to
participate in the program for two years
with additional pre- and postinterven-
tion data provision. Once accepted,
participating clinics received six pro-
gram benefits:

1. acash grant,

2. in-person trainings,

3. reimbursement for family planning
services for FPE-eligible individuals at
the Medicaid reimbursement rate,

4. no-cost stocking of contraceptive
devices and reimbursement for
other contraceptive methods,

5. ongoing technical assistance from
family planning experts, and

6. a tailored media campaign to
increase client awareness of con-
traceptive services at participating
clinics.

PLACE, TIME, AND
PERSONS

FPE was designed to augment a Medic-
aid Family Planning Waiver that passed
through the Utah Legislature in March
2018 and was scheduled to begin in
January 2019." However, in November
2018, a full Medicaid expansion to indi-
viduals earning less than 138% FPL was
passed through a statewide ballot ini-
tiative.? Because this coverage would
have included contraceptive services as
part of the health care services covered
by Medicaid, the Family Planning Waiver
was absorbed into this larger bill 2
Ultimately, the Utah legislature rolled
back the Medicaid Adult Expansion to
100% FPL. This new legislation included
work requirements and a per-capita cap,
further limiting the number of covered
individuals and increasing application
requirements and administrative bur-
den.? With the expansion, approxi-
mately 70000 to 90 000 Utahns were


https://doi.org/10.2105/AJPH.2022.306935

newly eligible. The new legislation
delayed the start of any expansion to
April 2019. FPE shifted its own program
eligibility in response to these policy
changes, covering contraceptive care for
individuals with incomes 0% to 100%
FPL from February to April 2019, then
100% to 250% FPL from April 2019 to
February 2020, and finally 139% to
250% FPL beginning in March 2020.

PURPOSE

FPE's goal from the outset was to pro-
vide contraceptive coverage to individu-
als who fell in the coverage gap. The
mission of FPE is equitable access to

all methods, for all communities, at all
times. Rather than prioritizing any par-
ticular method or class of methods, this
approach emphasizes comprehensive,
person-centered contraceptive care for
anyone who desires it, and supports

switching and discontinuation as nor-
mal parts of the contraceptive process.
FPE's monitoring system, as described
here, helped ensure that adaptations
to programmatic challengers were con-
sistent with our mission.

EVALUATION AND
ADVERSE EFFECTS

FPE designed and implemented an
ongoing monitoring system to identify
and respond to implementation chal-
lenges as they occurred and to help
track clinics’ progress toward the final
outcome measures (increased service
provision to individuals within the cov-
erage gap, and expanded method mix
offered at participating clinics®). At pro-
gram outset, the monitoring system
had three components: (1) a compre-
hensive process evaluation,® (2) quar-
terly update calls with all clinic sites,
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and (3) a quarterly monitoring report
that measured clinics' programmatic
compliance using components of ser-
vice delivery and client exit data. Ulti-
mately, we introduced two additional
monitoring components to help us
adequately evaluate program imple-
mentation: (4) our data tracker, which
surveils the monthly provision of both
FPE-eligible and -ineligible contracep-
tive services, and (5) in-situ simulation
trainings at all clinical sites. A detailed
description of each monitoring compo-
nent is provided in Box 1 (see Table A,
available as a supplement to the online
version of this article at https://ajph.org,
for a list of all indicators collected).
Throughout implementation of FPE, we
discovered that each component of the
monitoring system meaningfully contrib-
uted to our understanding of various
program implementation challenges.
Here we describe how we used our

I BOX 1— Monitoring Elements of the Family Planning Elevated (FPE) Contraceptive Access Program

Monitoring

Component

Description

Rationale for Use

When Initiated

Process evaluation

Comprehensive evaluation to monitor and analyze
how FPE was implemented, the ongoing impact of
the program, and the community, state, and
national contexts in which FPE was delivered.

The process evaluation allows us to identify
which components of the program contribute
to the success or failure of the initiative and
understand how the context impacted the
intervention.

December 2018

Clinic update calls

Quarterly calls between FPE program team and clinic
champions and administrators to discuss
progress, collect program indicators, and identify
need for support.

Ongoing clinic conversations with administrators
are necessary to ensure that program roll-out
occurs, to address any needs, and to identify
and resolve problems early in the
implementation process.

February 2019

Monitoring report

Quarterly report compiled by evaluation team and
presented to implementation team summarizing
key program indicators of project progress for
each participating health organization.

Ongoing monitoring data summaries identify
challenges to implementation and keep track
of clinic progress toward outcome objectives.

November 2019

Data tracker

Monthly tracker of both service delivery data and
billing data to assess the number and type of
contraceptive services provided by individual
organizations.

Ongoing assessment of contraceptive service
provision and total number of services
provided gives an understanding of how the
program is integrated into the existing clinical
practice.

April 2020

Simulation

A three-hour training provided to each clinic at their
one-year point in the program consisting of two
simulated patient scenarios replicating a real visit
using a patient actor and clinic staff who
participate in their respective clinic roles. Each
training concludes with a facilitated debrief and
action planning with clinics.

Simulation allows us to see contraceptive care in
action, identify areas where implementation
of the program remained difficult for sites,
and brainstorm solutions about how to
optimize the program into each clinic’s
individual culture and workflow.

January 2020

Notes From the Field

Simmons etal.

Hdlv

GS 'ON ‘ZLL |OA ‘720z ‘S waws|ddns

§529


https://ajph.org

OPINIONS, IDEAS, & PRACTICE

AJPH  Supplement 5, 2022, Vol 112, No. S5

S530 Notes From the Field

monitoring system to identify a particular
implementation challenge: lower-than-
anticipated Medicaid enrollment
numbers.

One of the goals of FPE CAP was to
support clinics in helping newly eligible
patients enroll in Medicaid. Trends in
monthly service delivery data highlighted
that the proportion of Medicaid-eligible
clients seen at FPE CAP clinics remained
largely unchanged before and after FPE
CAP implementation: 77.2% and 83.8%
of clinics' reproductive-aged client vol-
ume, respectively (it should be noted
that relying on oft-missing client-reported
income is an unreliable metric). As the
FPE team noticed the stalling enrollment
trends, we utilized other components of
the monitoring program to contextualize
the data. Through quarterly update calls
and process evaluation interviews with
clinics and FPE's stakeholders, we iden-
tified application burden, enrollment
requirements, and lack of presumptive
eligibility as significant barriers to Med-
icaid utilization. In addition, we learned
that Medicaid enrollment at FPE CAP
clinics mirrored a similar statewide trend
in Medicaid enrollment rates, which
were lower and grew more slowly than
anticipated by the Medicaid office and
advocates.®

In response to low utilization of Med-
icaid reimbursement for family planning
services at FPE CAP clinics, we increased
discussions about available strategies
for linking clients to Medicaid enroll-
ment assistance. We encouraged clin-
ics to use FPE CAP grant funds to staff
in-clinic Medicaid navigators. No clin-
ics opted for full-time onsite naviga-
tors, however, largely because of the
constraints of the COVID-19 pan-
demic. Documentation of Medicaid
applications and enrollment was not
specifically part of the FPE evaluation, but
based on anecdote; very few individuals

Simmons et al.

successfully navigated Medicaid enroll-
ment at the point of contraceptive care.

Despite FPE's efforts to remove Med-
icaid expansion barriers, utilization of
Medicaid was lower in the FPE-eligible
population than predicted. The full
Medicaid application includes 20 pages
of self-reported information and docu-
mentation of family assets, employment
history, and earnings; engaging in this
lengthy process both challenges and
stigmatizes people. These burdens
highlight the importance of low-barrier
approaches to augment coverage with
programs like FPE and Title X.

We did not observe any adverse
effects from the FPE program on indi-
viduals' ability to enroll in Medicaid.

SUSTAINABILITY

Our findings demonstrate the significant
gap between passing a policy and uptake
of that policy. While policy change, such
as Medicaid expansion, can provide
potential improvements in access to
care, such policies must also include
sufficient budgeting and planning for
their successful implementation to truly
sustain change.

PUBLIC HEALTH
SIGNIFICANCE

While contraceptive initiatives have
become common in recent years,” '°
details of how these interventions are
executed remain underreported, which
results in new initiatives “reinventing
the wheel” around programmatic
development and implementation. Trans-
parency around programmatic imple-
mentation offers learning opportunities
for other contraceptive initiatives and
identifies best practices through experi-
ence. Ultimately, our program required
multifaceted monitoring using qualitative

and quantitative data, as well as in-situ
clinical visits to fully identify and address
program implementation challenges. This
finding is consistent with other contra-
ceptive and public health initiatives that
have attempted to scale up or adapt."""?
Including multiple monitoring compo-
nents, particularly those that allow for in-
clinic visits to explore implementation
experientially, should be a consideration
when developing new initiatives.

The implementation challenge identi-
fied here demonstrates how important
programmatic flexibility and adaptation
are when implementing a contraceptive
initiative. Furthermore, while our moni-
toring processes successfully identified
implementation and access barriers, FPE
was not always able to address them
programmatically. Programmatic com-
ponents cannot always fully address
external environmental forces, which
further underscores the importance of
including policy elements in contra-
ceptive initiatives. Long-term and
system-wide sustainability depends on
implementation, evaluation, and policy
efforts working synergistically to remove
unnecessary burdens and to support
access to reproductive health care for
all people at all times. A4JPH
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The Colorado Initiative to Reduce
Unintended Pregnancy: Contraceptive
Access and Impact on Reproductive

Health

Sarah E. Romer, DNP, FNP-C, and Kathy I. Kennedy, DrPH, MA

The Colorado Initiative to Reduce Unintended Pregnancy, including its largest subproject, the Colorado
Family Planning Initiative, had a significant impact on contraceptive access during and after the project

period. This coordinated and multilevel initiative improved reproductive health outcomes by driving

change in public health systems, advancing statewide policies, building capacity through training and

technical assistance, and increasing public awareness and education. Lessons learned from the
implementation and outcomes of the Colorado Initiative to Reduce Unintended Pregnancy continue to
inform contraceptive access efforts. (Am J Public Health. 2022;112(S5):5532-S536. https://doi.org/
10.2105/AJPH.2022.306891)

he Colorado Initiative to Reduce
TUnintended Pregnancy (hereafter
“Colorado Initiative”) was a multiyear
project involving multilevel interven-
tions and implemented by a broad
range of partners across Colorado with
the goal of increasing access to contra-
ception. The Colorado Initiative was con-
ducted between 2008 and 2016 and
focused on four strategies: (1) increasing
access to quality family-planning serv-
ices, (2) increasing the availability of lUDs
(intrauterine devices) and implants,
(3) promoting healthy decisions and
planning, and (4) improving public policy
and practices." We describe the imple-
mentation and long-term impact of the
Colorado Family Planning Initiative
(CFPI) project, the largest project of the
Colorado Initiative, and highlight lessons
learned that may inform the implemen-
tation and evaluation of future contra-
ception access projects.

Romer and Kennedy

INTERVENTION AND
IMPLEMENTATION

In Colorado, a large network of stake-
holders was identified to inform Colorado
Initiative activities during the project
period. The Colorado Initiative distrib-
uted funding to 17 grantee organiza-
tions, reaching 110 public health centers,
advocacy coalitions, and reproductive
justice and community-based organiza-
tions (Figure A, available as a supplement
to the online version of this article at
http://www.ajph.org).

The largest grantee funded by the
Colorado Initiative was the Colorado
Department of Public Health and Envi-
ronment’s Title X Family Planning Pro-
gram. This program formed the CFPI and
used an existing network of 69 family-
planning clinics located in public health
departments, community health centers,
hospitals, and urban and rural school-
based health centers to implement

clinic-based strategies to address the
four priority areas for the Colorado Ini-
tiative. Before the CFPI, access to long-
acting reversible contraceptive (LARC)
methods was limited because of con-
straints such as device cost? or lack of
provider proficiency with device inser-
tion.? The CFPI aimed to reduce such
barriers and increase access through
the Title X network by increasing capac-
ity, providing LARCs at no cost, improv-
ing community outreach and health
education through a public awareness
campaign, and supporting state policy
changes to family planning.

PLACE, TIME, AND
PERSONS

Colorado was selected as a site for this
initiative because it (1) is a midsized
state with a diverse population, (2) had
an established family-planning network,
and (3) had a high unintended pregnancy
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rate before the start of the project
period.” In Colorado, the Colorado Initia-
tive supported the CFPI from 2009 to
2014. The CFPI network of Title X family-
planning clinics covered all 37 counties
with Title X family-planning clinics in the
state. These counties, 13 designated as
urban, 14 as rural, and 10 as frontier,
include 95% of Colorado’s population.”
Finally, we assembled CFPI data through
2019 to identify long-term trends in the
outcomes of interest, including changes
in family-planning service utilization, con-
traceptive provision, adolescent birth,
and abortion rates.

In 2008, the Colorado Title X Program
reached 52 645 clients (46 348 women
and 6297 men), with more than half of
clients younger than 25 years. The racial
and ethnic diversity of the clientele was
mostly representative of Colorado’s over-
all population (77% White, 4% Black, 3%
other), with the exception of 40% of cli-
ents who identified as Hispanic, which
was nearly double the number of His-
panic residents in Colorado (21%). Finally,
more than 70% of clients reported an
income below 100% of the federal
poverty level (as determined by the US
Department of Health and Human
Services for that year).

PURPOSE

increase access to quality family-planning
services.

CFPI activities also included training
and technical assistance on contraceptive
counseling, clinic workflows, and billing
and coding practices through annual con-
ferences and quarterly meetings. In 2015,
these annual trainings were expanded to
include LARC device insertions, training
550 clinicians statewide over a four-year
period." After the CFPI received criticism
for prioritizing LARCs and using tiered
counseling methods, trainings were
modified in 2016 to ensure that program
activities were patient centered, focused
on reproductive autonomy, and provided
equitable access to all methods.

Two coalitions emerged that engaged
Title X clinics participating in the CFPIin
advocacy efforts to influence statewide
policies and practices, including improve-
ments to Medicaid reimbursement, con-
fidentiality protections, and state funding
for family planning.

Additional community education
and outreach activities were launched
through a public awareness campaign
focused on normalizing sexual and
reproductive health topics among
individuals, families, and communities.

EVALUATION AND
ADVERSE EFFECTS

To implement Colorado Initiative strate-
gies, all 69 Title X clinics received CFPI
funds. Participation required clinics to
provide LARCs at no cost. Most clinics
purchased and stocked LARC devices
onsite. Smaller clinics contracted with
local providers to provide devices and
sterilizations. Clinics also engaged in
activities related to hiring and training
staff, extending clinic hours, purchasing
equipment or electronic health records,
and expanding community outreach
and education to reduce barriers and

We compared reproductive health indica-
tors at three points—the year before the
initiative (2008), at the end of the CFPI
(2014), and five years after the project
ended (2019). During the CFPI, the total
number of women seen in Title X clinics
increased by 2.5%. Table 1 also shows
that the improvements in reproductive
health indicators were sustained through
the five years after the intervention. From
2008 to 2019 the proportion of female
contraceptive clients using a LARC
increased from 6% to 32%, whereas the

OPINIONS, IDEAS, & PRACTICE

proportion using combined hormonal
methods (i.e., pills, patches, and rings)
decreased from 48% to 25%. Female cli-
ents using Depo Provera and other
methods remained unchanged from
2008 to 2019. Although the intervention
reached people across the state, the
outcomes we report here focus on ado-
lescents and young adults. Statewide,
large declines were seen in the adoles-
cent birthrate (from 11.2 per 1000 in
2008 to 3.9 per 1000 in 2019), the ado-
lescent abortion rate (from 39.6 per
1000 in 2008 to 13.5 per 1000 in 2019),
and the number of second-order or
higher births to adolescents (from 1258
in 2008 to 290 in 2019). We did not iden-
tify any adverse effects during the CFPI
or during the five-year follow-up period.

SUSTAINABILITY

The Colorado Initiative created momen-
tum to build statewide contraceptive
access initiatives across the country
and provided lessons and recommen-
dations for future programs:

1. Integrate principles of person cen-
teredness and equity into program
planning, implementation, and eval-
uation at the outset.

2. Partner with a diverse group of
stakeholders, including advocates
and reproductive justice organi-
zations. Engage communities in
identifying their strengths and
opportunities, then codesign pro-
grams and solutions together,
building strategic priorities, goals,
and metrics that are nonstigma-
tizing, culturally relevant, and per-
son centered.

3. Share the success of the project

1,346 and

through publications
advocacy efforts. In Colorado, this

increased the visibility of the
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TABLE 1— selected Characteristics and Reproductive Health Indicators of Title X Female Clients:

Colorado, 2008, 2014, 2019

Characteristic® or Reproductive Health Indicator®

2008, No. (%)

2014, No. (%)

2019, No. (%)

Total 46348 47513 43774
Age, y
<15-19 12256 (26.4) 11392 (24.0) 9801 (22.4)
20-24 13381 (28.9) 13237 (27.9) 10599 (24.2)
25-34 14423 (31.1) 15238 (32.1) 14228 (32.5)
=35 6288 (13.6) 7646 (16.1) 9146 (20.9)
Race
White 35565 (76.7) 32696 (68.8) 30855 (70.5)
Black 2043 (4.4) 3387 (7.1) 4263 (9.7)
Other/more than 1 race 1479 (3.2) 1730 (3.6) 2380 (5.4)
Unknown/not reported 7261 (15.7) 9700 (20.4) 6276 (14.3)

Ethnicity

Hispanic or Latino

18589 (40.1)

22321 (47.0)

23017 (52.6)

Not Hispanic or Latino

25638 (55.3)

22216 (46.8)

19123 (43.7)

Unknown/not reported 2121 (4.6) 2976 (6.3) 1634 (3.7)
% of FPL®
=100 38577 (73.3) 41743 (74.9) 38387 (71.6)
101-150 7657 (14.5) 6853 (12.3) 6611 (12.3)
151-200 2959 (5.6) 3207 (5.8) 3729 (7.0)
201-250 1381 (2.6) 1584 (2.8) 1722 (3.2)
>250 1684 (3.2) 2316 (4.2) 3165 (5.9)
Unknown/not reported 387 (0.7) 0 (0.0) 0 (0.0)
Insurance type©
Public 4578 (8.7) 16002 (28.7) 18926 (35.3)
Private 4483 (8.5) 6825 (12.3) 8347 (15.6)
Uninsured 38257 (72.7) 29271 (52.5) 25666 (47.9)
Unknown/not reported 5327 (10.1) 3605 (6.5) 675 (1.3)
Overall method mix 46348 47513 43774
IUDs 2653 (5.7) 6237 (13.1) 7347 (16.8)
Implants 263 (0.6) 5262 (11.1) 6755 (15.4)
Injections 6082 (13.1) 6945 (14.6) 5908 (13.5)
Pills 18765 (40.5) 12412 (26.1) 9247 (21.1)
Vaginal ring 1812 (3.9) 1938 (4.1) 1170 (2.7)
Patch 1759 (3.8) 670 (1.4) 303 (0.7)
Female clients using all other contraceptive methods® 6511 (14.0) 6619 (13.9) 6641 (15.2)
Female clients who were pregnant, seeking pregnancy, not using a 8503 (18.3) 7430 (15.6) 6403 (14.6)
method for another reason, or whose method was unknown/not
reported
Female clients using IUDs, by age, y 2653 6237 7347
<15-19 190 (7.2) 771 (12.4) 958 (13.0)
20-24 642 (24.2) 1810 (29.0) 1766 (24.0)
25-34 1261 (47.5) 2425 (38.9) 2735 (37.2)
=35 560 (21.1) 1231 (19.7) 1888 (25.7)
Continued
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OPINIONS, IDEAS, & PRACTICE

Characteristic® or Reproductive Health Indicator® 2008, No. (%) 2014, No. (%) 2019, No. (%)
Female clients using hormonal implants, by age, y 263 5262 6755
<15-19 111 (42.2) 1973 (37.5) 2264 (33.5)
20-24 65 (24.7) 1793 (34.1) 1913 (28.3)
25-34 66 (25.1) 1162 (22.1) 1736 (25.7)
=35 21 (8.0) 334 (6.3) 842 (12.5)
Female clients using pills, by age, y© 18765 12412 9247
<15-19 5233 (27.9) 2813 (22.7) 2002 (21.7)
20-24 not reported 3589 (28.9) 2445 (26.4)
25-34 not reported 4084 (32.9) 3035 (32.8)
=35 not reported 1926 (15.5) 1765 (19.1)
Female clients using 3-mo hormonal injectables, by age, y 5482 6945 5908
<15-19 1194 (21.8) 2061 (29.7) 1688 (28.6)
20-24 1754 (32.0) 1821 (26.2) 1392 (23.6)
25-34 1775 (32.4) 1972 (28.4) 1659 (28.1)
=35 759 (13.8) 1091 (15.7) 1169 (19.8)
Reproductive health indicator
Adolescent abortion rate: induced terminations of pregnancy among 11.2 5.5 3.9
females 15-19 y per 1000 females 15-19 y
Adolescent birthrate: births to females 15-19 y per 1000 female 39.6 19.8 135
population in the age group
No. second or higher order births to adolescents 15-19 y 1258 511 290
Rapid repeat births: % of all repeat births among women of all ages 24.0 20.7 21.6
that occur <24 mo after the previous delivery
Average age at first birth, y 25.7 271 27.9

Note. FPL = federal poverty level; IUD = intrauterine device. We used FPL as determined by the US Health and Human Services in the specific year.

aUS Department of Health and Human Services, Office of Population Affairs, “Family Planning Annual Report 2021” (https://opa.hhs.gov/research-
evaluation/title-x-services-research/family-planning-annual-report/family-planning-0).
PColorado Department of Public Health and Environment (https://drive.google.com/file/d/1e0Y53hAMOaUiQ5_-iQUOH84I-vkPJRg9/view).

‘Male plus female Title X family-planning users.

dFemale sterilization, cervical cap, diaphragm, sponge, female condom, spermicide (used alone), fertility awareness method, lactational amenorrhea
method, abstinence, withdrawal, other, vasectomy, male condom.
€In 2008 there were 18 765 reported oral contraceptive users, including 5305 aged < 15-19 y. In the 2008 “Family Planning Annual Report” for those
aged 20-39y, there are 10616 cases of missing data on age.

program and led to an increase in
state funding for family planning.
However, the project was criticized
for highlighting costs that govern-
mental programs avoided through
reductions in adolescent birthrates
as a reason for expanding funding
for the program.

4. Recognize the importance of lan-
guage and messaging. Provide con-
text when describing outcomes
and successes to avoid stigma and
marginalization.

5. Create an ongoing culture of contin-
uous improvement. Provide flexibility
to shift priorities as the field of repro-
ductive health evolves and allow local
approaches to implementation.

PUBLIC HEALTH
SIGNIFICANCE

By increasing access to contracep-
tion broadly, the CFPI profoundly
affected women'’s reproductive health

in Colorado, and the impact was sus-
tained after the initiative ended. Access
to contraception matters to the lives of
individuals and families and makes a
measurable public health impact. The
Colorado Initiative expanded contracep-
tive access and opportunity in Colorado
and inspired other states’ to implement
similar models. 4JpH
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Delaware Contraceptive Access Now
and Contraceptive Initiation Among
Medicaid Enrollees, 2015-2020

Michel Boudreaux, PhD, Katie Gifford, PhD, MS, Mary Joan McDuffie, MA, Rebecca McColl, MA, Taehyun Kim, MS, and

Erin K. Knight, PhD, MPH

Delaware Contraceptive Access Now was a statewide contraceptive access program implemented in

Delaware between 2015 and 2020. We evaluated the association of the program with contraceptive

initiation in Delaware’s Medicaid program using a difference-in-differences design that compared

changes in Delaware to changes in Maryland. Results suggest that program implementation was

associated with increased initiation of long-acting reversible methods, particularly among adolescent

patients aged 15 to 18 years. We found less-consistent evidence for changes to any contraceptive
method. (Am J Public Health. 2022;112(S5):5S537-S540. https://doi.org/10.2105/AJPH.2022.306938)

elaware Contraceptive Access
D Now (DelCAN) was a statewide
intervention that sought to improve
access to contraceptives, including
long-acting reversible contraceptives
(LARCs).

INTERVENTION AND
IMPLEMENTATION

The multisectoral intervention included
changes to Medicaid payment for LARC
devices in outpatient and inpatient
(postpartum) settings, direct financial
support of clinics, clinical training in
patient-centered counseling and contra-
ceptive care, business operations sup-
port, and a public awareness campaign
that alerted the public about where they
could obtain affordable same-day serv-
ices. Trainings involved all Title X-sup-
ported clinics in the state, the largest
outpatient clinics and medical groups,
and five of the six maternity hospitals.
The program was implemented by the

State of Delaware in partnership with
Upstream USA?

Previous work suggests that the pro-
gram increased attendance at Title X clin-
ics and increased the share of Title X
patients that used a LARC.>* However,
there is no existing evidence about how
the intervention affected other patient
groups, including those participating in
the Medicaid program, which covers
20% of all reproductive-age women in
Delaware and finances about half of all
births. While Title X is an important pro-
vider in Delaware Medicaid, fewer than
one in four Medicaid contraceptive
patients obtain contraceptive services via
Title X. Previous results may not general-
ize to the entire Medicaid population.

PLACE, TIME, AND
PERSONS

Implementation activities occurred
between 2015 and 2020. The interven-
tion was implemented across the state.

PURPOSE

The primary objective was to reduce the
rate of unintended pregnancy in Dela-
ware by ensuring that all reproductive-
aged women, regardless of insurance or
ability to pay, have same-day access to
the full range of contraceptives.

EVALUATION AND
ADVERSE EFFECTS

We evaluated the association of the
program with contraceptive claims in
Delaware Medicaid. We used a differ-
ence-in-difference design that com-
pared changes in contraceptive claims
from before (2013-2014) versus during
program implementation (2015-2019),
in Delaware compared with Maryland.
The purpose of the comparison state
(Maryland) was to account for changes
in contraceptive provision that would
have likely occurred in the absence of
the program. Maryland was chosen
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because it did not implement a com-
prehensive program and covariate lev-
els were similar across the state
(Appendix Table A, available as a sup-
plement to the online version of this
article at https://ajph.org). In addition,
data from the American Community Sur-
vey suggested that race, age, and socio-
economic status indicators among
reproductive-age women with Medicaid
evolved in a similar pattern in Delaware
and Maryland from before to after Del-
CAN implementation (data not shown).
We were also concerned about differ-
ential adoption of the Affordable Care
Act's Medicaid expansion.” In a robust-
ness test, we examined a subgroup of
parents who were eligible at similar
income levels in both states throughout
our study period.

We assessed changes in outcomes
across the early implementation period
(2015-2017) in which payment reforms
were implemented and most training
was completed, and the late implemen-
tation period (2018-2019) in which the
major activity was technical assistance.

Data came from Medicaid enroll-
ment, inpatient, outpatient, and phar-
macy files. To be eligible, participants
must have been aged 15 to 44 years,
identified as female in the enroliment
record, had 11 months of continuous
full-coverage enrollment in a calendar
year, lacked an indication of infecundity
and pregnancy, and not had a live birth
in the calendar year. We excluded post-
partum enrollees because the program
included a number of activities specifi-
cally targeting the postpartum popula-
tion.! The estimates presented here
pertain to the preconception popula-
tion, which allowed us to isolate the
effect of the clinic-based program com-
ponents from the hospital-based com-
ponents that targeted postpartum
patients. Future work will examine the

Boudreaux et al.

postpartum population in detail. Analy-
ses were stratified by age (15-18 and
19-44 years).

We examined LARC insertion
(implants and intrauterine devices) and
any contraceptive initiation (female
sterilization, LARC, or short-acting pre-
scription methods). We considered
LARC insertion because many program
activities attempted to mitigate the
unique challenges of delivering same-
day LARC services.® Initiation for LARC
and sterilization was identified from
procedure coding in the claims. Short-
acting initiation was defined as a claim
for a short-acting method that followed
at least six months of no short-acting
method claim. Initiation is a meaningful
metric for capturing how well the pro-
gram met its goal of expanding access
in ways that would facilitate first-time
adoption for those with unmet demand
or switching to a method that better
met patient preferences. Initiation is
also more feasible than measuring
ongoing use because many patients do
not obtain continuation services for
long-acting or permanent methods.

10 4

8 4

Percentage

0

We estimated difference-in-differ-
ences comparisons with linear probabil-
ity models. The coefficients of interest
were interactions between Delaware
and the early implementation period,
and Delaware and the late implementa-
tion period. Models also included state
fixed effects, calendar year fixed effects,
age, any chronic condition, parental sta-
tus, and time-varying community char-
acteristics obtained from the US Census
Bureau (public-use microdata area race,
age, sex, poverty, employment, and
nativity). Regressions used robust stan-
dard errors.

Figure 1 describes LARC trends for
adolescents. LARC use was similar
by state before implementation, but
increased in Delaware in the implemen-
tation periods, relative to Maryland.
Outcome graphs for all outcomes and
subgroups can be found in the Appen-
dix, Figure A.

Table 1 presents difference-in-differ-
ences results. For adults, there was no
significant change in LARC in the early
intervention period and a 0.26-percent-
age-point increase in the late intervention

-6- Maryland

-o— Delaware

2012 2013 2014 2015
Year

2016 2017 2018 2019

Among Adolescents Aged 15-18 Years: Maryland and Delaware, 2012-2019

I FIGURE 1— Long-Acting Reversible Contraception Initiation by State,

Note. Long-acting reversible contraceptives include intrauterine devices and implants. The vertical
line demarks the pre- and postimplementation periods. Eighteen was chosen as the maximum ado-
lescent age to align with the child eligibility pathway in Medicaid.

Source. Delaware and Maryland Medicaid administrative data.
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TABLE 1— bpifference-in-Differences Results for Long-Acting Reversible Contraceptive (LARC) and Any

Method Initiation by Subgroup: Maryland and Delaware, 2012-2019

LARC Any Method Initiation
Percentage Point Percentage Point
Estimate (SE) or Estimate (SE) or
Mean P Mean P
Reproductive-aged adults (aged 19-44 y)
DE*early intervention period —0.08 (0.10) 42 —1.08 (0.22) <.001
DE*late intervention period 0.26 (0.11) .021 —0.50 (0.23) .032
Mean Delaware outcome before intervention 25 15.0
Adolescents (aged 15-18 y)
DE*early intervention period 0.59 (0.18) .001 0.18 (0.47) 71
DE*late intervention period 1.24 (0.22) <.001 0.70 (0.51) A7
Mean Delaware outcome before intervention 1.8 18.8

Note. Eighteen years was chosen as the maximum adolescent age to align with the child eligibility pathway in Medicaid. Models are adjusted for the

community characteristics described in the text, and individual-level age group, a chronic condition indicator, number of Medicaid enrolled children in
the household, and (for the adult subgroup) an indicator of parental status. All models include state and year fixed effects. Standard errors are robust.
Sample sizes are 1221377 for adults and 297 006 for adolescents.

Source. Delaware and Maryland Medicaid administrative data.

period—a 10% increase from the base-
line rate (P =.021). In both the early and
late intervention period, there was evi-
dence of a decline in any method initia-
tion, but of relatively small magnitudes
(relative to the baseline rate of 15.0) of
1.08 percentage points in the early inter-
vention period (P=.001) and 0.50 per-
centage points in the late intervention
period (P = .032). This might reflect sub-
stitution from shorter-acting methods
to LARC.

For adolescents, there was a statisti-
cally significant increase in LARC adop-
tion of 0.59 percentage points (P = .001)
in the early intervention period and 1.24
percentage points (P=.001) in the late
intervention period. On a relative basis,
this represents a 33% and 68% increase,
respectively. There was no statistically
significant evidence of a change in any
method initiation for adolescents.

We found similar results in a subsam-
ple of adult parents (Appendix, Table B),
suggesting that results for adults were
not confounded by differential expan-
sion under the ACA. Appendix Table C

also examines short-acting methods and
any contraceptive claim, which included
initiation and continuation.

This study did not consider adverse
effects. However, any contraceptive
access program, particularly those with
strong LARC components, must center
patient autonomy to counteract the his-
tory of provider biases and policy
arrangements that have shaped contra-
ceptive provision in the United States.”'°
Ongoing work that is part of the broader
DelCAN Evaluation considers patient-
reported experiences of care and its vari-
ation across groups.'”

SUSTAINABILITY

An important goal of the program was to
build system capacity that could be sus-
tained. Future work will examine that.

PUBLIC HEALTH
SIGNIFICANCE

Many states are engaged in interventions
and reforms meant to increase access to

contraceptives (Malcolm et al,, p. S473).
These programs have the potential to
remove barriers that prevent patients
from attaining their reproductive goals. In
this study, we found that a relatively com-
prehensive effort in Delaware resulted in
increased adoption of LARC among pre-
conception Medicaid enrollees, particu-
larly among adolescents. Future work is
needed to more fully understand why
effects were larger among adolescents.
Furthermore, more work is needed to
examine if the associations we observed
are the result of changes in access or
changes in provider counseling style. AJPH
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Impacts of a Statewide Effort to
Expand Contraceptive Access in

New Mexico,

2014-2020

Wanicha Burapa, MD, MPH, Jeremy R. Martinez, MBA, and Katharine Winkel Daniel, MS, CHES

Two New Mexico state agencies implemented a statewide contraceptive access initiative in a sizable rural

border state through the provision of low- or no-cost contraception, provider training and technical

assistance, public awareness campaigns, and policy changes. These interventions resulted in successful

expansion of reproductive health services provision and contraceptive use among Medicaid-enrolled
adolescents and young women of reproductive age between 2014 and 2020. These findings demonstrate
how multilevel interventions can expand contraceptive access, even in rural limited-provider settings.
(Am | Public Health. 2022;112(S5):S541-S544. https://doi.org/10.2105/AJPH.2022.306817)

ew Mexico is a border state where
N half of the multicultural popula-
tion reside in the metro Albuguerque
area and the rest are in sparsely popu-
lated large rural and frontier counties.
Expanding contraceptive access across
New Mexico to meet varying reproduc-
tive health needs and to assist New Mex-
icans with achieving planned and pre-
venting unplanned pregnancy requires
coordinated statewide action.

INTERVENTION

A long-standing collaboration between
the New Mexico Department of Health
Family Planning Program (the New
Mexico Title X' grantee) and the Medi-
cal Assistance Division of the New Mex-
ico Human Services Department, which
administers the Medicaid Program, led
to the implementation of a multilevel
statewide initiative to expand contra-
ceptive access, through the provision of
low- or no-cost contraception, provider

training and technical assistance, and
policy changes. The New Mexico inter-
vention components were aligned with
the conceptual framework proposed by
the Association of State and Territorial
Health Officials and the Coalition to
Expand Contraceptive Access (Malcolm
etal, p. S473).

PLACE AND TIME

This article describes ongoing efforts to
implement a statewide contraceptive
access initiative across the state of New
Mexico between 2014 and 2020.

PERSONS

While the initiative reached individuals
across the state, our analysis assesses the
impact on reproductive health services
provision and contraceptive use among
Medicaid-enrolled adolescents and young
women who generally reported high rates
of unplanned pregnancy.

PURPOSE

The purpose of the New Mexico state-
wide initiative is to expand access to a
broad range of reproductive health
services and contraceptive methods
across the state.

IMPLEMENTATION

The four main strategies are contracep-
tion cost, training and technical assis-
tance, public awareness campaigns,
and policy changes.

Provision of Low- or
No-Cost Contraception

Sixty New Mexico Title X clinics, includ-
ing 30 New Mexico Department of
Health public health clinics that are
both Title X and Medicaid providers,
provide all US Food and Drug Adminis-
tration-approved contraceptives on
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site at low or no cost, and receive Med-
icaid reimbursements when applicable.

In 2013, Medicaid allowed for sepa-
rate reimbursement of long-acting
reversible contraceptive (LARC) devices
and procedures provided during the
immediate postpartum period.” To
expand access in an outpatient setting,
Medicaid unbundled LARC devices
from the encounter rate, effective Sep-
tember 1, 2016, to ensure that clients
served at federally qualified health cen-
ters and rural health clinics have
access.? This was followed by a 100%
or greater increase in Medicaid LARC
device and procedure payment rates
in all clinical settings on January 1,
2020.*

Training and Technical
Assistance

In December 2016, the New Mexico
State Legislature appropriated funds to
a University of New Mexico LARC Men-
toring Program. This program offered
statewide training, including publicly
funded clinics, on contraceptive counsel-
ing and provision to clinicians and clinic
staff, and Webinars on shared decision-
making and reimbursement. With Med-
icaid administrative matching funds, the
LARC Mentoring Program provided pro-
cedure trainings to 148 Medicaid clini-
cians on implants, 174 clinicians on
intrauterine devices, and 18 clinicians on
immediate postpartum LARC.

In the same year, the Family Planning
Program and University of New Mexico
launched the virtual reproductive
health clinic using the Extension for
Community Healthcare Outcomes
model. The bimonthly, one-hour didac-
tic presentations and case-based dis-
cussions are geared toward clinicians
and other health care professionals to

Burapaetal.

disseminate best practices, increase
reproductive health service provision
knowledge and self-efficacy, and
improve access to resources in the
practitioner's community. Trainings
also promoted client-centered
approaches to reproductive health
services. In 2020, the clinic offered 19
sessions, had 37 attendees per session
on average, and awarded more than
400 continuing education credit hours
to 246 multidisciplinary professional
attendees.

Public Awareness
Campaign

Between October 2016 and June 2019,
the Family Planning Program con-
ducted statewide LARC public aware-
ness campaigns intended to reach
young adults aged 13 to 19 years about
the availability and appropriateness of
the contraceptive implant (six multiple
modality campaigns that ran at least
one month each). The campaigns used
Internet ads on popular Web sites and
mobile games, advertisements before
movies showing in theaters, and
geo-tracking cell phones belonging to
adolescents entering specific,
adolescent-popular spaces, such as
malls, movie theaters, and schools. The
ads were designed by Bedsider with “tag
lines” that appealed to adolescents and
young adults about LARC with racially/
ethnically diverse models that looked
like New Mexico young adults.”

Policy Changes

Over the past two decades, New Mexico
implemented public policies to
improve reproductive health that
include service learning and positive
youth development programs,

comprehensive sex education, adult-a-
dolescent communication programs,®
Medicaid Family Planning Expansion,
Medicaid expansion (beginning in
2014), confidential contraceptive serv-
ices for minors in Title X and Medicaid
settings, pharmacist-prescribed hor-
monal contraception, extended supply
of some prescription contraceptives,
codifying the Affordable Care Act con-
traceptive coverage provision,” and a
combination of clinic- and
telemedicine-based family-planning
services at some public health clinics.

EVALUATION

We examined trends in quarterly undu-
plicated numbers of Medicaid-enrolled
women aged 24 years or younger who
had full benefits and claims reflecting
either moderately effective (MOD;
injectable, pill, patch, vaginal ring, and
diaphragm) contraception or noncumu-
lative LARC (intrauterine device and
implant) use from 2014 to 2020. A cli-
ent was counted only once as either
using a LARC or a MOD (with no LARC
claim) in each quarter. We also exam-
ined trends in quarterly numbers of
Medicaid providers who rendered serv-
ices to these clients. Figure 1 reports
data on both outcomes.

Bar graphs show MOD and LARC
claims data. The magnitude of changes
in numbers of adolescent (aged = 18
years) and young woman (aged 19-24
years) users observed during this period
are as follows: adolescent LARC users
increased from 11 to 368 per quarter
(33-fold), and adolescent MOD users
increased from 43 to 1815 per quarter
(42-fold). For young women, LARC users
increased from 87 to 420, and MOD
users increased from 350 to 1369 (both
approximately four-fold increases).
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mmmm No. of female clients <24 years old with LARC claims
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FIGURE 1— combined Numbers of New Mexico Medicaid-Enrolled Adolescent and Young Female Clients Who
Received Long-Acting Reversible (LARC) and Moderately Effective (MOD) Contraceptive Methods and Numbers of
New Mexico Medicaid Providers Who Rendered These Services to Each Group: 2014-2020, Quarterly

Note. Numbers shown separately in two line-graphs. The solid line represents providers who rendered services to adolescents, and the dashed line repre-
sents providers who rendered services to young women. LARC and MOD contraceptive methods are shown in black and orange bars, respectively.
Source. New Mexico Medicaid Management Information System, New Mexico Human Services Department, Medical Assistance Division.

A decrease in LARC and MOD use in the
second quarter of 2020 may have been
an effect of limited nonessential clinical
services during the COVID-19 pandemic.

The numbers of rendering providers
to adolescents have increased 20-fold,
from 12 to 242 per quarter and to
young women from 73 to 298 per quar-
ter (a four-fold increase).

A separate analysis of quarterly
LARC usage rate among public health
clinic clients through the billing and
electronic health record system was
conducted during the digital advertis-
ing campaign. The use of LARC in the
public health clinics increased in the
quarter following the campaign activi-
ties: usage in females aged 15 to 19

years increased from 12% in July-
September 2016 to 21% in July-
September 2019 (a 75% increase) with
considerably higher rates during the
quarters with the advertising
campaigns.

ADVERSE EFFECTS

No adverse effects were assessed in this
evaluation. However, potential risks may
include that non-Title X community pro-
viders prioritize Medicaid clients in provi-
sion of costly contraceptive methods. In
New Mexico, this risk is mitigated with
the availability of safety-net Title X clinics
providing comprehensive family-planning
services in almost all 33 counties.

SUSTAINABILITY

Statewide contraceptive access initia-
tives can offer a sustainable method to
expand contraceptive accesswhen a
coalition of committed organizations are
engaged and client-centered
approaches are prioritized. With contin-
ued funding from the state legislature
and commitment from Medicaid and
University of New Mexico, new and exist-
ing providers acquired and maintained
the skills and appropriate reimburse-
ments necessary to provide essential
services statewide. An increase in
Medicaid-rendering providers, especially
inrural areas, helped expand access to
contraceptive services.
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PUBLIC HEALTH
SIGNIFICANCE

Title X and Medicaid have played a criti-
cal role in ensuring access to a broad
range of contraceptives for individuals
with limited access.! Our findings dem-
onstrated an increase in the number of
young Medicaid-enrolled clients who
used an effective contraceptive method,
either a MOD or LARC, following imple-
mentation of a statewide contraceptive
access initiative. Statewide initiatives
involving multilevel interventions, includ-
ing clinical support and changes in public
policy, can act in concert to expand con-
traceptive access, even in rural settings
with limited numbers of providers. 4JPH
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Telehealth for Contraceptive Care
During the COVID-19 Pandemic:
Results of a 2021 National Survey

Laura D. Lindberg, PhD, Jennifer Mueller, MPH, Madeleine Haas, BA, and Rachel K. Jones, PhD

Objectives. To investigate trends in the use and quality of telehealth for contraceptive care during the
COVID-19 pandemic in the United States.

Methods. The 2021 Guttmacher Survey of Reproductive Health Experiences is a national online survey
of 6211 people assigned female at birth, aged 18 to 49 years, and that ever had penile-vaginal sex. We

used weighted bivariable and multivariable logistic regressions to analyze the use of telehealth for
contraceptive care and the quality of this care.

Results. Of the respondents, 34% received a contraceptive service in the 6 months before the survey;

of this group, 17% utilized telehealth. Respondents who were uninsured at some point in the 6 months

before the survey had greater odds of using telehealth for this care. Respondents had lower odds of rating

the person-centeredness of their care as “excellent” if they received services via telehealth compared with
in person (25% vs 39%).

Conclusions. Telehealth has helped bridge gaps in contraceptive care deepened by COVID-19. More
work is needed to improve the quality of care and reduce access barriers to ensure telehealth can meet
its full potential as part of a spectrum of care options. (Am J Public Health. 2022;112(S5):.5545-S554.
https://doi.org/10.2105/AJPH.2022.306886)

he disruption of the COVID-19
Tpandemic exacerbated logistical
barriers to obtaining sexual and repro-
ductive health care, including restric-
tions on and concerns about providing
in-person care.? Early in the pan-
demic, 1 in 3 women reported cancella-
tions or delays in getting sexual and
reproductive health care or contracep-
tive methods. These barriers to care
disproportionately affected groups
already experiencing systemic inequi-
ties based on race, sexual orientation,
and income.® Providers sought strate-
gies to meet patients’ needs, and tele-
health emerged as a means to increase
access to contraceptive care by deliver-
ing services that do not rely on patients

meeting with a health care provider in
person at the same physical location.*?

While there is no firm agreement on
terms, generally, telemedicine refers to
patient-provider visits delivered virtu-
ally. In contrast, telehealth goes beyond
the provider-patient dyad, including
direct-to-consumer platforms that
enable patients to obtain medical
advice and treatment without a previ-
ous doctor-patient relationship.®” We
rely on the phrase “telehealth” here to
encompass a range of service modali-
ties used to provide aspects of contra-
ceptive care, including contraceptive
counseling, a related checkup or medi-
cal test, or a prescription for a method
or the contraceptive method itself.

Before the pandemic, telemedicine
in contraceptive care was limited in fre-
quency and scope because, in part, of
complicated billing requirements and
other regulations.® The pandemic cata-
lyzed these systems to be simplified
and improved, with significant changes
to the complex rules for online pre-
scribing, licensing, reimbursement, and
coverage that have been barriers to tel-
ehealth. The 2020 Coronavirus Aid,
Relief, and Economic Security Act intro-
duced many regulatory changes,® and
state Medicaid programs and commer-
cial insurance plans temporarily modi-
fied policies to support the expansion
of telehealth.'®"? These changes
allowed many providers and family
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planning clinics, including the publicly
funded Title X clinics providing care to
about 3 million women in 2019 before
the pandemic,’® to implement new
telemedicine services for contraceptive
care without an in-person office visit."*

By June 2020, a study of office-based
obstetricians/gynecologists found that
84% were conducting telehealth visits
for a range of services, compared with
12% before March 1, 2020.% In addition,
the number of direct-to-consumer plat-
forms for contraception and demand for
their services also increased, including
sites such as The Pill Club, Pandia, and
GoodRx.">""” However, most online plat-
forms do not accept insurance or Medic-
aid and do not offer sliding fee scale
options for uninsured individuals."
Despite these shifts in the provider land-
scape, the Kaiser Family Foundation
Women's Health Survey conducted
online in late 2020 found that only 5% of
women who reported using a contracep-
tive method in the past 12 months
obtained their contraception through a
phone or video visit, Web site, or app.'®
Even with this relatively low level of use,
one estimate is that almost half of those
using telehealth for contraceptive care
were new users since the pandemic."?
Information on demographic differen-
tials on who uses telehealth for contra-
ceptive care is lacking, raising questions
about how telehealth can reduce the
existing inequities in health care.

Even as access to telehealth for contra-
ceptive care has increased, there is lim-
ited information on the quality of this
care or patient satisfaction. A 2020 sys-
tematic review of telemedicine for contra-
ceptive care found limited assessments
of its quality.?® One study during the pan-
demic found that two thirds of young
women surveyed agree that telehealth is
an acceptable way to get birth control.?’
An online platform surveyed users and
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found that nearly all planned to continue
to get contraception through telehealth
after the pandemic ended, suggesting
satisfaction with this form of care.?

Patient-centeredness has been increas-
ingly recognized as a critical component
of the quality of family planning.?>
Patient-centeredness prioritizes
patients’ preferences through a high
level of interpersonal care, support of
patients’ decision-making, and informa-
tion sharing.?* Previous research has
examined patient-centered care as a
quality indicator of in-person contracep-
tive care. However, rapid changes in the
health care system mean there is little
information on the extent to which tele-
health offers patient-centered care.
While there are other domains of health
care quality, such as its safety, timeliness,
and efficiency,? focusing on patient-
centeredness as a quality metric is of
particular importance for reproductive
autonomy.?%%’

The Coalition to Expand Contraceptive
Access led a recent multidisciplinary
effort that identified telehealth as a prior-
ity area for health policy-focused contra-
ceptive research.”® Comprehensive and
timely study of the prevalence and pat-
terns of telehealth for contraceptive care
is lacking. Most research in this area has
focused on providers, but it is vital to
incorporate patient experiences and per-
spectives. While the 2020 Kaiser Family
Foundation study provided a valuable
snapshot of utilization, low rates resulted
in many issues that could not be investi-
gated, including characteristics of those
using telehealth and their evaluation of
the quality of this care."®

Given the need for timely research
about this modality of care from patient
perspectives, we used national data
collected from respondents in July and
August 2021 to examine their recent
use of telehealth for contraceptive care.

We identified characteristics of those
using telehealth and used a validated
scale of patient-centered care to examine
respondents’ self-evaluation of the quality
of the care.?* This work helps expand the
evidence base around telehealth use,
quality, and equity as an emergent
approach to contraceptive care.

METHODS

Secondary data for these analyses came
from the 2021 Guttmacher Survey of
Reproductive Health Experiences, an
online survey conducted in July and
August 2021 to focus on contraceptive
behaviors and service utilization.'
NORC at the University of Chicago man-
aged survey recruitment and fielding.
They recruited through a dual-sampling
approach using NORC's AmeriSpeak
panel, a probability-based panel designed
to be representative of the US house-
hold population, and Dynata's nonprob-
ability online opt-in panel, which uses
enrollment targets for age, race/ethnic-
ity, and education to ensure the sample
composition aligned with the US census
population. This dual-sampling approach
maximizes sample size to permit robust
analysis of less-prevalent behaviors like
telehealth use.

Eligible study participants were those
assigned female at birth, aged 18 to 49
years, residing in a US household, who
had ever had penile-vaginal sex, and
who could complete surveys in English.
Participants provided informed consent
and received a nominal incentive. The
final analytic sample for this analysis
consisted of 6211 complete responses
(3129 AmeriSpeak, 3082 Dynata).

Measures

Respondents reported contraceptive
services received within the 6 months



preceding the survey including a con-
traceptive method, prescription for a
method, or refill of a method; counsel-
ing or information about contraception;
or a checkup, medical test, or other ser-
vice related to using a contraceptive
method. The survey asked source of
care for the most recent service from
the following categories: in-person visit
with health care provider, telehealth
visit with health care provider, online
contraception Web site or app (e.g.,
The Pill Club, Pandia Health, GoodRx), or
pharmacy or drug store (13 respondents
who obtained care from another or an
undetermined source were excluded
from the analysis). For clarification, the
survey stated, “A telemedicine or tele-
health visit is an appointment with a pro-
vider conducted by telephone or video
conference in place of an in-person visit.
Those who had a telehealth visit with a

"

provider reported if the visit occurred by
video, phone only, or some other mode.
Unless otherwise specified, we used a
composite telehealth use measure that
includes telehealth with a health care
provider, online contraceptive Web site,
or app. We adapted this strategy to
maximize the number of respondents
for relevant analyses; in addition, it
addressed concerns that respondents
may not consistently distinguish between
telehealth from a health care provider
versus an online Web site or app, such
as if online care included provider-
patient interaction.

Respondents who received a contra-
ceptive service reported how they paid
for their most recent contraceptive ser-
vice and could select more than 1 option;
we created a combined variable prioritiz-
ing self-pay, then insurance, and then
free. Type of provider was identified as a
private provider or other providers (fam-
ily planning clinic, community health cen-
ter, public health clinic, school-based

clinic, urgent care center, emergency
department).

Among those reporting telehealth for
their most recent contraceptive service,
respondents were asked their reasons
for use compared with in-person serv-
ices; they could identify multiple rea-
sons, which we combined thematically.

Respondents rated the contraceptive
care they received from a provider,
whether in-person or telehealth, using
the Person-Centered Contraceptive
Counseling (PCCC) scale. (We did not
ask the PCCC scale for contraceptive
care received from a pharmacy or drug
store, as this may not have included
counseling from a pharmacist.) This
scale has respondents evaluate provider
performance across 4 items: “respecting
you as a person,” “letting you say what
mattered to you about your contra-
ception,” “taking your preferences about
your contraception seriously,” and “giving
you enough information to make the
best decision about your contraceptive
method."** Following the approach sug-
gested by Dehlendorf et al,** we created
a dichotomous indicator of respondents
reporting “excellent” on all 4 items versus
all other response combinations.

We collected self-reported demo-
graphic information for respondents and
measured race/ethnicity (non-Hispanic
White, non-Hispanic Black, Hispanic,
non-Hispanic Asian/Pacific Islander, and
non-Hispanic other/multiple races), mari-
tal status (married/living with partner,
other), education level (high school or
less, some college, college graduate or
above), and uninsured in the 6 months
before the survey (yes or no). We calcu-
lated household income as greater than
or equal to 200% or less than 200% of
the federal poverty level. >’ Respondents
were asked to report their sexual orien-
tation with 1 or more of the following
responses: straight, lesbian or gay,
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bisexual or pansexual, and other; we
combined all responses other than
straight into a single “LGB+" category.
Respondents were asked to report their
gender identity with 1 or more of the fol-
lowing responses: woman, man, nonbi-
nary, transgender, and other; those who
solely answered “woman” were coded as
cisgender, while all others were coded as
“transgender/nonbinary/other.” Other
characteristics included metropolitan
area status (metro area, nonmetro area)
and penile-vaginal sex the 6 months
before the survey (yes or no).

Analysis

We estimated the proportion of
respondents who received a contra-
ceptive service in the 6 months before
the survey and examined variation in
provider modality by payment method
and type of provider by using the x?
test. We also examined variation in the
use of telehealth and the PCCC scale by
provider modality in this narrowed pop-
ulation. For both outcomes, we used
bivariable logistic regression to examine
variation by demographic characteristics
and multivariable logistic regression,
including variables associated with the
outcomes at P<.10 in the bivariable
models. The PCCC models were limited
to respondents who received contracep-
tive care from a provider, whether in
person or through telehealth. In the mul-
tivariable model, we tested for an inter-
action between Internet quality and
modality of care to examine if respond-
ents' Internet quality differentially influ-
enced the PCCC scale.

For all analyses, we used Stata ver-
sion 17.0 (StataCorp LP, College Station,
TX) with panel weights provided by NORC
that combine the completed AmeriSpeak
panel and nonprobability online inter-
views using their TrueNorth calibration
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weighting service to be representative of
the US population of women aged 18 to
49 years who have ever had penile-
vaginal sex.

RESULTS

TABLE 1— Percentage Distribution of Respondents by Receipt of
Services and Demographic Characteristics: United States, 2021

Overall, 34% of the sample received a
contraceptive service during the 6
months preceding the interview; 6% of
the overall sample used telehealth for
their most recent visit (Table 7). Among
respondents receiving a contraceptive
service, 17% reported using telehealth
(8% with a provider, 9% online) at their
most recent visit, 50% saw an in-person
provider, and 33% received a contracep-
tive service from a pharmacy or drug store.

In both the overall sample and among
the subsample of respondents who
received contraceptive care, about half
lived in a household with an income
greater than or equal to 200% of the
federal poverty level, were non-Hispanic
White, were married or living with a part-
ner, and had graduated college. Most
identified as straight, identified as cisgen-
der, were insured in the 6 months before
the survey, lived in metropolitan areas,
and had penile-vaginal sex in the 6
months before the survey.

Among the 367 respondents who had
used telehealth for contraceptive care,
respondents gave a range of responses
for why they used telehealth, with “It was
easier to go online than visiting a health
care provider in-person” as the most
common response (45%). One third indi-
cated that their or their provider's con-
cerns about COVID-19 motivated their
use of telehealth. Of users, about 20%
gave lower cost and increased confiden-
tiality as reasons for their telehealth use,
and 11% used telehealth because they
did not have a regular provider (Figure A,
available as a supplement to the online
version of this article at https://ajph.org).
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Characteristics

Among Full Sample
(n=6211), % (95% CI)

Among Those Who
Received a Contraceptive
Service (n = 2079),

% (95% Cl)

Receipt of services

Received any contraceptive service in 34 (32, 35) 100
the 6 mo before the survey
Type of provider for most recent contraceptive service
In-person 17 (15, 18) 50 (47, 52)
Telehealth 6 (5, 6) 17 (15, 19)
With provider 3(2,3) 8 (6, 9)
Online platform 3(3,4) 9 (8, 11)
Pharmacy 11 (10, 12) 33 (31, 36)
Demographic characteristics
Age, y
18-27 16 (15, 18) 27 (25, 30)
28-38 35 (33, 36) 38 (35, 40)
39-49 49 (48, 51) 35 (33, 38)
Household income?®
<200% of the federal poverty level 43 (42, 45) 46 (43, 48)
=200% of the federal poverty level 57 (55, 58) 54 (52, 57)
Race/ethnicity
Non-Hispanic White 55 (54, 57) 50 (47, 53)
Non-Hispanic Black 14 (13, 15) 17 (15, 18)
Hispanic 21 (19, 22) 24 (21, 26)
Non-Hispanic Asian/Pacific Islander 5 (5, 6) 5 (4, 6)
Non-Hispanic other/multiple races 5 (4, 6) 5 (4, 6)
Marital status
Married/living with partner 62 (61, 64) 55 (52, 57)
Other 38 (36, 39) 45 (43, 48)
Education
High school or less 28 (27, 30) 27 (25, 30)
Some college 29 (28, 31) 28 (26, 31)
College graduate or above 43 (41, 44) 45 (42, 47)
Sexual orientation®
Straight 85 (84, 86) 82 (80, 84)
LGB+ 15 (14, 16) 18 (16, 20)
Gender*
Cisgender 98 (98, 99) 97 (95, 98)
Transgender/nonbinary/other 2(1,2) 3(2,5)
Health insurance status in the 6 mo before the survey
Insured 80 (79, 81) 74 (72, 76)
Uninsured 20 (19, 21) 26 (24, 28)
Metropolitan statistical area status
Nonmetro 14 (13, 15) 11 (9, 12)
Metro 86 (85, 87) 89 (88, 91)

Continued
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Receiving Services by

B TABLE 1— continued
Telehealth

Among Those Who
Received a Contraceptive
Service (nh =2079),

% (95% Cl)

In bivariable models, use of telehealth
compared with other sources of care
had significantly higher odds among
respondents who were uninsured in

Among Full Sample

Characteristics (n=6211), % (95% CI)

Internet access quality

Excellent 76 (75, 77) 76 (73, 78)

Good/average/poor 24 (23, 25) 24 (22, 27) the 6 months before the survey; had
Had penile-vaginal sex in the 6 mo before the survey incomes less than 200% of the federal

No 98, 10) 3(23) poverty level; were non-Hispanic Black,

Yes 91 (90, 92) 97 (97, 98) Hispanic, or non-Hispanic Asian/Pacific

Note. Cl = confidence interval; LGB+ = lesbian, gay, bisexual, and others (includes all responses

other than straight).

?Federal poverty level according to US Department of Health and Human Services, Office of the

Assistant Secretary for Planning and Evaluation.?®

PRespondents were asked to report their sexual orientation with 1 or more of the following
responses: straight, lesbian or gay, bisexual or pansexual, and other. We combined all responses

other than straight into a single “LGB+" category.

‘Respondents were asked to report their gender identity with 1 or more of the following responses:
woman, man, nonbinary, transgender, and other. Those who solely answered “woman” were coded
as cisgender, while all others were coded as transgender/nonbinary/other for analysis.

Respondents’ payment methods dif-
fered significantly by the source of care.
More telehealth users paid out of pocket
for care than those receiving contracep-
tive care in person or from a pharmacy
(36% vs 22% vs 23%; Table 2). Respond-
ents were less likely to pay with insur-
ance for telehealth than in-person or
pharmacy-provided care (45% vs 62%
vs 61%). In addition, there was

significant variation by type of pro-
vider. Telehealth was relatively evenly
divided between private (53%) and
other providers (47%). In contrast,
about two thirds of in-person care was
from private providers. Among those
receiving telehealth from a provider, a
similar proportion of respondents
used video (52%) or phone (48%; not
shown).

Islander; or were living in a metro area,
compared with their peers (Table 3). In
the bivariable model, there was some
evidence that transgender/nonbinary/
other respondents had higher odds
than cisgender respondents of using
telehealth than other sources of care
for their contraceptive care (odds ratio
[OR] = 2.36; 95% confidence interval
[CI1=0.95, 5.86). There was no varia-
tion in the likelihood of using telehealth
compared with other sources of care
by education, age, sexual orientation,
Internet quality, or sexual activity.

In the multivariable model, only unin-
sured respondents had significantly
higher adjusted odds of using tele-
health (adjusted odds ratio [AOR] =
2.59; 95% Cl=1.92, 3.51) than those
with insurance after controlling for

TABLE 2— Payment Method and Type of Provider Among Those Who Received a Contraceptive Service
in the 6 Months Before the Survey: United States, 2021

Total In-Person Telehealth Pharmacy
Characteristics (n=2079), % (n=1001), % (n=367), % (n=651), % P
Payment method <.001
Self-pay 25 22 36 23
Insurance 59 62 45 61
Free 16 16 19 16
Type of provider .01
Private 65 67 53 NA
Other provider? 35 33 47 NA

Note. NA = not applicable.

20ther provider includes family planning clinic, other clinic (community health center, public health clinic, school-based clinic), some other place (urgent
care center or emergency room), and any other place.
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TABLE 3— Use of Telehealth for Contraceptive Services Among Those Who Received a Contraceptive
Service in the 6 Months Before the Survey, by Demographic Characteristics

% OR (95% CI) AOR (95% CI)
Total 17
Health insurance status in the 6 mo before the survey
Insured 12 1 (Ref) 1 (Ref)
Uninsured 29 2.93 (2.18, 3.93) 2.59 (1.92, 3.51)
Household income?®
< 200% of the federal poverty level 20 1 (Ref) 1 (Ref)
=200% of the federal poverty level 15 0.69 (0.53, 0.91) 0.90 (0.67, 1.22)
Race/ethnicity
Non-Hispanic White 13 1 (Ref) 1 (Ref)
Non-Hispanic Black 23 1.91 (1.34, 2.72) 1.36 (0.94, 1.97)
Hispanic 21 1.76 (1.24, 2.52) 1.35 (0.93, 1.98)
Non-Hispanic Asian/Pacific Islander 23 1.92 (1.15, 3.21) 1.59 (0.91, 2.76)
Non-Hispanic other/multiple races " 0.85 (0.40, 1.83) 0.77 (0.34, 1.75)
Metropolitan statistical area status
Nonmetro 1 1 (Ref) 1 (Ref)
Metro 18 1.66 (1.05, 2.61) 1.56 (0.97, 2.50)
Gender®
Cisgender 17 1 (Ref) 1 (Ref)
Transgender/nonbinary/other 32 2.36 (0.95, 5.86) 1.66 (0.67, 4.09)
Education
High school or less 17 1 (Ref)
Some college 18 1.11 (0.75, 1.64)
College graduate or above 16 0.98 (0.68, 1.42)
Age, y
18-27 18 1 (Ref)
28-38 16 0.82 (0.59, 1.15)
39-49 17 0.94 (0.66, 1.34)
Sexual orientation®
Straight 17 1 (Ref)
LGB+ 18 1.12 (0.80, 1.57)
Internet access quality
Excellent 16 1 (Ref)
Good/average/poor 19 1.21 (0.89, 1.66)
Had penile-vaginal sex in the 6 mo before the survey
No 18 1 (Ref)
Yes 17 0.97 (0.42, 2.21)

Note. AOR = adjusted odds ratio; Cl = confidence interval; LGB+ = lesbian, gay, bisexual, and others (includes all responses other than straight);
OR = unadjusted odds ratio. The sample size was n = 2079.

Federal poverty level according to US Department of Health and Human Services, Office of the Assistant Secretary for Planning and Evaluation.?’
PRespondents were asked to report their gender identity with 1 or more of the following responses: woman, man, nonbinary, transgender, and other.
Those who solely answered “woman” were coded as cisgender, while all others were coded as transgender/nonbinary/other for analysis.
‘Respondents were asked to report their sexual orientation with 1 or more of the following responses: straight, lesbian or gay, bisexual or pansexual,
and other. We combined all responses other than straight into a single “LGB+" category.
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household income, race/ethnicity, met-
ropolitan status, and gender. These
findings were similar in models that
separately examined telehealth from a
provider and care from a contraceptive
Web site or app (not shown).

Patient-Centered Quality
of Care

Overall, 37% of respondents rated their
most recent contraceptive care provider
as "excellent” on all 4 person-centered
contraceptive counseling items. There is
evidence that respondents were less
likely to rate the patient-centeredness

of their contraceptive counseling as
“excellent” if they received care by tele-
health compared with in person in both
bivariable (OR = 0.51; 95% Cl = 0.31,
0.82) and multivariable (AOR = 0.57; 95%
Cl'=0.35,0.92) models (Table 4). The pat-
tern was similar for the 4 component
items (not shown). In the multivariable
models, respondents without health
insurance (AOR = 0.37; 95% Cl = 0.24,
0.58); non-Hispanic Black (AOR = 0.53;
95% Cl = 0.34, 0.82), Hispanic (AOR =
0.64; 95% Cl = 0.41, 0.98), and non-
Hispanic Asian/Pacific Islander (AOR =
0.32; 95% Cl = 0.16, 0.66) respondents;
and respondents with poorer Internet
access (AOR = 0.35; 95% Cl = 0.23, 0.53)
had significantly lower odds than their
peers of uniformly excellent scores on
the PCCC scale. Household income and
education were associated with the PCCC
in the bivariable, but not multivariable,
models. An interaction test indicated that
telehealth’'s PCCC score did not vary by
respondents’ Internet quality (not shown).

DISCUSSION

This study demonstrates the extent to
which individuals obtained contraceptive
services using telehealth during the

second year of the COVID-19 pandemic.
Nearly 1in 5 survey respondents used
telehealth for contraceptive care.
Respondents rated their telehealth from
a provider as being less patient-
centered than those receiving services in
person, highlighting the need to improve
telehealth experiences. Telehealth
appears to have increased access to
contraceptive care during a public health
crisis, especially for individuals who are
lower-income, Black, Hispanic, Asian/
Pacific Islander, living in metro areas,
and uninsured. The investment in and
development of telehealth infrastruc-
ture, and users' initial experiences with
this care, may promote this care even as
the constraints of the pandemic recede.

The changing health care landscape of
the pandemic showed that, for many
people, telehealth offers benefits for
their contraceptive care. Policies should
reflect that telehealth can safely and
effectively provide contraceptive care
and other sexual and reproductive
health services.?%* It is essential that
sustainable reimbursement rates con-
tinue even after the pandemic. Legisla-
tion around telehealth is complex and
rapidly changing; according to the Center
for Connected Health Policy, all 50 states
currently have pending telehealth legisla-
tion under consideration.®' Given this
dynamic policy environment, providers
need support in adapting to the chang-
ing policy environments, and potential
users need information and education
about shifts in service availability and
attributes.

These data offered uneven evidence
of telehealth’s role in improving access
to contraception for traditionally
underserved groups. Low-income
respondents and respondents of color
were more likely to use telehealth, but
LGB+ respondents and rural respond-
ents were not. This last finding is
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particularly noteworthy, given the
expectation that telehealth could offer
opportunities in settings where
in-person care is less available. It may
reflect difficulties in pivoting to tele-
health during the pandemic among
rural providers. We did not find evi-
dence that reduced Internet quality was
a distinct barrier to obtaining telehealth
contraceptive care; this has been raised
as a potential barrier for rural commu-
nities for telehealth for other health
care issues, especially with older
populations.®

The greater use of telehealth among
transgender and nonbinary respondents
than among cisgender respondents sug-
gests the need for more research in this
area. As gender-affirming care becomes
increasingly challenging to access, trans-
gender people may find telehealth an
available mechanism to access a broad
range of health care needs, including
contraception.®® Beyond gender identity,
some individuals seeking services will
value that telehealth can provide care
from a more diverse pool of providers
than is available from nearby providers.

Similarly, there is an ongoing need to
better understand the challenges and
opportunities that online contraceptive
platforms and apps afford. For exam-
ple, these services may feel more confi-
dential, or clients may feel less stigma
than with in-person care. Online plat-
forms offer convenience, but a tradeoff
may be affordability as most do not
accept insurance for all or part of the
costs, and costs can vary widely.

Two related findings—that telehealth
contraceptive care use was more com-
mon among respondents without health
insurance and those who self-pay—raise
questions about publicly funded clinics
in this new landscape. These clinics are
designed to offer free or low-cost serv-
ices to low-income individuals, many of
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TABLE 4— “Excellent” Person-Centered Quality of Care Among Those Who Received a Contraceptive
Service in the 6 Months Before the Survey, by Demographic Characteristics

% OR (95% CI) AOR (95% CI)
Total 37
Source of care
In-person 39 1 (Ref) 1 (Ref)
Telehealth 25 0.51(0.31, 0.82) 0.57 (0.35, 0.92)
Health insurance status in the 6 mo before the survey
Insured 44 1 (Ref) 1 (Ref)
Uninsured 17 0.26 (0.17, 0.39) 0.37 (0.24, 0.58)
Household income?®
< 200% of the federal poverty level 30 1 (Ref) 1 (Ref)
=200% of the federal poverty level 44 1.86 (1.37, 2.51) 1.33(0.93, 1.91)
Race/ethnicity
Non-Hispanic White 46 1 (Ref) 1 (Ref)
Non-Hispanic Black 27 0.43 (0.29, 0.65) 0.53 (0.34, 0.82)
Hispanic 29 0.47 (0.32, 0.71) 0.64 (0.41, 0.98)
Non-Hispanic Asian/Pacific Islander 20 0.29 (0.14, 0.58) 0.32 (0.16, 0.66)
Non-Hispanic other/multiple races 41 0.81 (0.42, 1.55) 0.95 (0.49, 1.83)
Internet access quality
Excellent 43 1 (Ref) 1 (Ref)
Good/average/poor 19 0.31(0.21, 0.46) 0.35 (0.23, 0.53)
Gender®
Cisgender 38 1 (Ref) 1 (Ref)
Transgender/nonbinary/other 15 0.30 (0.08, 1.13) 0.61 (0.18, 2.07)
Education
High school or less 28 1 (Ref) 1 (Ref)
Some college 38 1.53 (0.99, 2.37) 1.31 (0.83, 2.07)
College graduate or above 42 1.85 (1.24, 2.77) 1.09 (0.69, 1.72)
Age, y
18-27 34 1 (Ref)
28-38 36 1.09 (0.73, 1.62)
39-49 41 1.34 (0.89, 2.02)
Sexual orientation®
Straight 39 1 (Ref)
LGB+ 35 0.84 (0.57, 1.24)
Metropolitan statistical area status
Nonmetro 32 1 (Ref)
Metro 38 1.32(0.87, 2.01)
Had penile-vaginal sex in the 6 mo before the survey
No 31 1 (Ref)
Yes 37 1.33 (0.58, 3.09)

Note. AOR = adjusted odds ratio; Cl = 95% confidence interval; LGB+ = lesbian, gay, bisexual, and others (includes all responses other than straight);

OR = unadjusted odds ratio. The sample size was n = 2079.

Federal poverty level according to US Department of Health and Human Services, Office of the Assistant Secretary for Planning and Evaluation.?’

PRespondents were asked to report their gender identity with 1 or more of the following responses: woman, man, nonbinary, transgender, and other.

Those who solely answered “woman” were coded as cisgender, while all others were coded as transgender/nonbinary/other for analysis.

‘Respondents were asked to report their sexual orientation with 1 or more of the following responses: straight, lesbian or gay, bisexual or pansexual,
and other. We combined all responses other than straight into a single “LGB+" category.
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whom are uninsured, and should pro-
vide contraceptive care that is less costly
than online platforms. Further research
is needed on how patient preferences
shaped patterns of use and preferences
for care and the long-term impacts on
demand for publicly funded services, as
contraceptive care options diversify.

It is concerning that this study found
that respondents had lower odds of
reporting that their care was patient-
centered when they saw the provider
through telehealth than in person. This
difference diminished in multivariable
models but remained at a level to sug-
gest that patients considered care pro-
vided through telehealth to be less
patient-centered. It will be essential to
support telehealth providers in improv-
ing and prioritizing patient-centered
approaches, whether through training
or other interventions. Furthermore,
respondents of color reported overall
lower PCCC scores when controlling
for the modality of care, suggesting
that inequities in quality of care were
unchanged by telehealth. More research
on this and other aspects of the quality
of telehealth care is needed.

Limitations

This study has a few relevant limita-
tions. Although the online methodology
allowed for timely data collection, there
may be selection biases not addressed
by the sampling weights. The 2021
Guttmacher Survey of Reproductive
Health Experiences does not include
adolescents aged younger than 18
years, for whom telehealth for contra-
ceptive care may pose unique chal-
lenges and opportunities. Many online
platforms require individuals to be
aged at least 18 years or require paren-
tal consent."* Adolescent telehealth
may raise additional privacy concerns.

However, telehealth offers opportuni-
ties for adolescent care, including the
potential to more easily receive confi-
dential care without alerting caregivers
and reducing geographic and travel-
related barriers to care.>* More clinical
guidelines addressing telehealth for
this population are needed.

In addition, we could not identify vali-
dated measures of contraceptive tele-
health for the survey. Although we
developed our survey items for tele-
health based on recent work in the
field,"®?"3> we may not have accurately
or thoroughly measured respondents’
care experiences or consistently identi-
fied distinctions among telehealth from
a provider, Web site, or app. Thereis a
need to develop robust measures of
telehealth to allow for surveillance and
research of the changing care land-
scape. As providers further develop
models of care that challenge conven-
tional categorizations of telehealth,
future efforts should examine how tele-
health and in-person care may work in
concert with one another.

Public Health Implications

The provision of contraceptive care
through telehealth can help to increase
access and provide services with fewer
barriers and constraints. Attention to
the quality of this care is needed. Poli-
cies should support and expand access
to telehealth for contraceptive services
while ensuring that people have the full
range of options available to them,
including in-person visits with a health
care provider.

Conclusions

Telehealth is helping to bridge gaps in
sexual and reproductive health care
resulting from the upheaval of COVID-19,
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but work remains to ensure it is equita-
ble and high-quality. AJPH
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US “Safety Net"” Clinics Provide Access
to Effective Contraception for
Adolescents and Young Women,
2017-2019

Blair G. Darney, PhD, MPH, Frances M. Biel, MPH, MS, Jee Oakley, MPH, Maria I. Rodriguez, MD, MPH, and
Erika K. Cottrell, PhD, MPP

Objectives. To describe patterns of providing moderately effective versus the most effective
contraception and of providing implants versus intrauterine devices in US community health centers.

Methods. We conducted a historical cohort study (2017-2019). Outcomes were woman-level receipt

of most effective contraception (long-acting reversible contraception; implants and intrauterine devices)
or moderately effective contraception. We used logistic regression to identify patient and clinic factors
associated with providing (1) most versus moderately effective methods, and (2) implants versus intrauterine
devices. We calculated adjusted probabilities for both outcomes by age group.

Hdlv

Results. We included 199 652 events of providing contraception to 114280 women in 410 community
health centers. Adjusted probabilities were similar across age groups for moderately versus most
effective methods. However, the adjusted marginal means for receiving an implant compared with an
intrauterine device were highest for adolescents (15-17 years: 78.2% [95% confidence interval (Cl) =
75.6%, 80.6%]; 18-19 years: 69.5% [95% Cl = 66.7%, 72.3%]). Women's health specialists were more
likely to provide most versus moderately effective contraception.

GS 'ON ‘ZLL |OA ‘720z ‘S waws|ddns

Conclusions. Community health centers are an important access point for most effective contraception
for women of all ages. Adolescents are more likely to use implants than intrauterine devices. (Am J Public

Health. 2022;112(S5):S555-5562. https://doi.org/10.2105/AJPH.2022.306913)

nsuring access to choice of effec-
E tive forms of contraception is fun-
damental to supporting individuals in
achieving their reproductive goals. The
most effective contraception includes
long-acting reversible contraception:
the implant and the intrauterine device
(IUD). Understanding patterns of pro-
viding the most effective contraceptive
methods and how they may vary by
clinic type and population served are
important indicators of access to con-
traceptive care and risk of pregnancy.
[t is similarly meaningful to examine

use of IUDs and implants separately.
Each method has distinct medical eligi-
bility criteria, mechanism of action, and
side effect profile, and each requires
different types of skill to insert and
remove.' However, research often
examines access to the most effective
methods overall, without disaggregat-
ing IUDs and implants, thus masking
important differences that affect ser-
vice delivery.”?

Subdermal contraceptive implants
are effective forms of contraception,
but use is still relatively low because of

lack of awareness, misperceptions
about safety and efficacy by both pro-
viders and users, and high up-front
costs.* Although data on implant use
are limited, the available reports® sug-
gest that younger women (i.e., adoles-
cents aged 14-17 years) are likely to
choose the implant over an IUD, per-
haps because it does not require a pel-
vic examination. Previous reports also
suggest that implant users tend to have
lower incomes and have Medicaid cov-
erage or are uninsured (compared with
having private coverage).
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Community health centers (CHCs)
play a vital role in providing access to
contraceptive care for low-income and
medically underserved populations,
regardless of insurance status or ability
to pay.® CHCs vary in the scope of
family-planning services they deliver,
but most health centers offer contra-
ceptive methods onsite to facilitate
access to care.” However, barriers per-
sist to delivering the most effective con-
traceptive services in CHCs, including
stocking devices onsite and availability
of staff trained for IUD or implant inser-
tions or removals.

We describe patterns of moderate
and most effective contraceptive provi-
sion over a 3-year period (2016-2019)
in a national network of CHCs. We
describe patient and clinic characteris-
tics of contraceptive provision, describe
method mix by age group, and identify
patient and clinic characteristics associ-
ated with providing the most effective
(i.e., long-acting reversible contracep-
tion) methods versus moderately effec-
tive methods and providing implants
versus |UDs.

METHODS

We used individual-level electronic
health record (EHR) data to conduct a
historical cohort study using the Accel-
erating Data Value Across a National
Community Health Center Network
(ADVANCE) clinical research network,
a member of the National Patient-
Centered Outcomes Research Net-
work.® ADVANCE is a multicenter
collaborative led by OCHIN in partner-
ship with the Health Choice Network,
Fenway Health, and Oregon Health &
Science University. Outpatient EHR
data from CHCs in the 4 data-sharing
partner organizations are integrated
and standardized into a common data

Peer Reviewed  Darneyetal.

model.® ADVANCE data include infor-
mation from more than 7 million
patients from CHCs across 31 states,
represent 25% of all CHC patients
nationwide, and are demographically
similar to the national profile of CHC
patients.” ADVANCE data are collected
under a waiver of authorization because
of minimal risk to patients and the prac-
tical issues of getting consent from the
number of patients included. EHR data
from ADVANCE are not originally devel-
oped for research but have been vali-

dated by multiple validation studies.'®""

Sample

We selected CHC clinics (i.e., brick-and-
mortar care locations) when meeting
certain care-type characteristics and
patient volume criteria. We applied
exclusions at the clinic level and then
the patient level. We used data from
CHC clinics that were live on the EHR
system by September 1, 2016 (4 months
before study start, i.e., January 1, 2017),
and through the study end of June 30,
2019 (we chose to end the study before
the implementation of the 2019 Trump-
Pence Title X rule changes, which could
have affected service delivery).">"® We
excluded clinics that did not provide pri-
mary care services (e.g., dental clinics)
or provided fewer than 50 visits to
women of reproductive age (12-49
years) per study year (for details, see
the Appendix [available as a supple-
ment to the online version of this article
at http://www.ajph.org]).

In included clinics, we first identified
people documented as female in the
EHR with at least 1 ambulatory visit
between January 1, 2017 and June 30,
2019 (n = 745979 patients). We were
unable to comprehensively assess
gender identity and will use the term
“women” throughout the article to

refer to these patients. We identified
118022 patients' receipt of a most or
moderately effective contraceptive
method. We included all contraceptive
methods except for those provided to
women after evidence of sterilization
(n=381) or to women with infecundity
(n = 2433). We excluded the less than
1% of the study population with no data
in the EHR for age (n = 83) or payor
(n=812; see Figure A in the Appendix
for a study flow diagram). We did not
observe any contraceptives provided to
individuals aged 12 to 14 years in our
sample, so our final study sample is
114280 women aged 15 to 49 years
who received contraceptive services.
These women were seen at 410 CHCs.

Variables

Our outcomes were woman-level con-
traceptive method type: moderately
effective (i.e., short-acting hormonal
contraception methods of injectables,
oral contraceptives, patch, vaginal
ring)”versus most effective (i.e., IUDs
and implants) and then within most
effective, IUD versus implant, following
Office of Population Affairs metric spec-
ifications.”® We extracted contraception
information from several structured
EHR fields, including prescription
orders, as identified by medication
code and name searches, records of
medical procedures using Current Pro-
cedural Terminology, the Healthcare
Common Procedure Coding System,
and the International Classification of
Diseases, 10th Revision (Geneva, Switzer-
land: World Health Organization; 1992
[/CD-10]) procedure codes, as well as
ICD-10 diagnosis codes (Table Ain the
Appendix). We captured contracep-
tive methods at the woman visit level
(n =198 734), and some visits (n =
918) included more than 1 method
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(e.g., both IUD and oral contracep-
tives). We assigned women to their
highest efficacy contraceptive over
the study period; therefore, we chose
to describe our unit of analysis as
“contraceptive provision” (hereafter
“provision”).

We assigned patient demographic
characteristics based on their first con-
traceptive visit in the study period. We
included age (15-17 years at first study
visit, 18-19, then 5-year age bands to
49), race/ethnicity (Latina, non-Latina
White, non-Latina Black, non-Latina
other [including Asian, American
Indian/Alaska Native], or non-Latina
missing race), patient income as a pro-
portion of the federal poverty level
(FPL) category (< 100% FPL, 101%-150%
FPL, 151%-200% FPL, > 200%, or miss-
ing income), payor or insurance (private,
public, or uninsured; additional details
on insurance are in the Appendix), and
medical provider (whether they were a
women'’s health specialist or not). If we
encountered missing data, we used the
next most recent contraceptive visit
with known data. Data were not miss-
ing at random for missing patient
race/ethnicity (5.5%) or for income
category (11.6%; Tables B and Cin the
Appendix); therefore, we chose to include
missingness as its own level in categorical
variables and did not perform multiple
imputation.

We identified clinics' Title X funding sta-
tus, which is known to be associated with
providing the most effective methods,
by cross-referencing CHC addresses with
a list of Title X-funded clinics that we
obtained from the Office of Population
Affairs.® We classified clinics as rural
using 2010 Rural-Urban Commuting
Area codes; we categorized small towns
and lower as rural."® We also included
state-level indicators: presence of a
state family-planning program (1115,

State Plan Amendment, Family Planning
waiver) status'” and Medicaid expan-
sion status (as of January 1, 2016)."®

Statistical Analysis

We described patient-, provider-, clinic-,
and state-level characteristics at the
woman level, stratified by receipt of the
most effective versus moderately effec-
tive contraceptive during the study
period. We next described contracep-
tive provision by individual method
type and age by the age distribution in
each method type and by the method
mix in each age group. Finally, to iden-
tify the patient-, clinic-, and state-level
factors associated with the most versus
moderately effective methods and the
provision of implants versus IUDs, we
fit 2 generalized logistic linear models
with logit link function and binomial dis-
tribution, clustered on the clinic with an
exchangeable correlation structure. We
excluded women with evidence of hav-
ing both implant and IUD during the
study period (n = 499) from the second
model. We calculated predicted popu-
lation absolute probabilities (marginal
means) of each outcome for all age
categories.

To assess the robustness of our
model results, we performed the fol-
lowing sensitivity analyses. We tested
models without either payor or income,
models with 1 and then the other
singly, and a model with both; results
were unchanged (data not shown). We
present the full model in this article.
We tested the interaction of age and
payor and of age and clinic Title X
status; the interaction terms were
not statistically significant (data not
shown), and we present the models
with fixed effects. We conducted all
analyses in SAS version 8.3 (SAS Insti-
tute, Cary, NQ).

RESEARCH & ANALYSIS

RESULTS

We identified 199 652 events of contra-
ceptive provision to 114280 women in
410 CHCs between January 1, 2017,
and June 30, 2019. Nearly 14% were
aged 15to 17 years, 10% were aged 18
to 19 years, slightly more than 41%
were aged 20 to 29 years, and slightly
more than 35% were 30 years or older
(Table 1). The largest proportion of con-
traceptive visits were by Latina women
(39%), followed by non-Latina White
(30%), and then Black (19%) women.
The majority (63%) of the sample had
incomes less than 100% FPL, and 21%
were uninsured. The provider on
record for contraceptive provision was
most often a general practitioner
(71.2%), and 29% of women with con-
traceptive provision had their first study
visit to a Title X clinic. There were no
meaningful differences in age by
whether a woman received any most
effective method compared with only
moderately effective contraception dur-
ing the study period. Other bivariate
differences between use of only mod-
erately and any most effective methods
can be seenin Table 1.

Table 2 shows the age distribution of
specific contraceptive methods. The
largest proportions of injectable, patch,
and ring users were aged 20 to 29
years; the age distribution was more
even for oral contraceptive pill users.
Among implant users, the largest pro-
portion were aged 20 to 24 years (22%
of implant users)and 15 to 17 years
(19% of implant users). The population
of IUD users skewed older, with the
largest age groups aged 25 to 29 years
and 30 to 34 years.

Table 3 displays method mix in each
age category. The oral contraceptive pill
and injectable were the most common
methods across all age groups. In the

Research Peer Reviewed

Darneyetal.

Hdlv

GS "ON ‘ZLL |0A ‘220z ‘S wawsalddns

§557



RESEARCH & ANALYSIS

TABLE 1— client and Clinic Characteristics of Women With Contraceptive Provision Visits in US

Community Health Centers: 2017-2019

Any Most Effective

Only Moderately

Contraceptive Effective Contraceptive
All Patients, During Study, During Study,
Characteristics No. (%) No. (%) No. (%) P
Women 114280 88167 26113
Woman-level characteristics at first contraceptive visit during study period
Age, y <.001
15-17 15672 (13.7) 12205 (13.8) 3467 (13.3)
18-19 10966 (9.6) 8718 (9.9) 2248 (8.6)
20-24 23710 (20.7) 18414 (20.9) 5296 (20.3)
25-29 23271 (20.4) 17572 (19.9) 5699 (21.8)
30-34 18094 (15.8) 13763 (15.6) 4331 (16.6)
35-39 12224 (10.7) 9359 (10.6) 2865 (11.0)
40-49 10343 (9.1) 8136 (9.2) 2207 (8.5)
Race/ethnicity <.001
Latina 44754 (39.2) 33370 (37.8) 11384 (43.6)
Non-Latina White 34354 (30.1) 26692 (30.3) 7662 (29.3)
58 Non-Latina Black 21535 (18.8) 17 881 (20.3) 3654 (14.0)
% Non-Latina other 7388 (6.5) 5604 (6.4) 1784 (6.8)
E Missing 6249 (5.5) 4620 (5.2) 1629 (6.2)
i Income as % of federal poverty level® <.001
a <100 71937 (62.9) 55297 (62.7) 16 640 (63.7)
% 101-150 15185 (13.3) 11589 (13.1) 3596 (13.8)
%EJ_ 151-200 6203 (5.4) 4754 (5.4) 1449 (5.5)
a
A >200 7973 (7.0) 6258 (7.1) 1715 (6.6)
z Missing 13220 (11.6) 10327 (11.7) 2893 (11.1)
< Payor <.001
Private 23846 (20.9) 18756 (21.3) 5090 (19.5)
Public 66008 (57.8) 50045 (56.8) 15963 (61.1)
Uninsured 24426 (21.4) 19366 (22.0) 5060 (19.4)
Provider <.001
Women'’s health MD/APC 32873 (28.8) 23477 (26.6) 9396 (36.0)
Other provider 81407 (71.2) 64690 (73.4) 16717 (64.0)
Clinic-level characteristics
First study visit to a Title X clinic 33570 (29.4) 24310 (27.6) 9260 (35.5) <.001
First study visit at a rural clinic 4675 (4.1) 3860 (4.4) 815 (3.1) <.001
State-level characteristics
State Family Planning/1115 Waiver as of January 2016 90606 (79.3) 69857 (79.2) 20749 (79.5) 43
Medicaid Expansion under ACA as of January 2016 84312 (73.8) 61880 (70.2) 22432 (85.9) <.001

Note. ACA = Affordable Care Act; MD/APC = persons with MD, DO, or advanced practice nursing (advanced practice registered nurse, certified
nurse-midwife, doctor of nursing practice, physician assistant) degree. Contraceptive provision is captured from prescription records and administrative
diagnosis and procedure codes. Most effective contraceptive methods are implant and intrauterine device. Moderately effective contraceptive methods
are injection, oral pill, patch, and vaginal ring.

?As determined by the Department of Health and Human Services in the year of the patient's clinic visit or the year that the most recent patient data
were available.
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I TABLE 2— Age Distribution in Each Contraceptive Method in US Community Health Centers: 2017-2019

Most Effective Contraceptive
Methods, No. (%) Moderately Effective Contraceptive Methods, No. (%)?

Age, Years Implant 1IUD Injectable Oral Pill Patch Vaginal Ring
All 14079 (12.3) 12034 (10.5) 26980 (23.6) 54516 (47.7) 3428 (3.0) 3243 (2.8)
15-17 2700 (19.2) 767 (6.4) 4469 (16.6) 7089 (13.0) 454 (13.2) 193 (6.0)
18-19 1589 (11.3) 659 (5.5) 2756 (10.2) 5448 (10.0) 325 (9.5) 189 (5.8)
20-24 3165 (22.5) 2131 (17.7) 5448 (20.2) 11556 (21.2) 706 (20.6) 704 (21.7)
25-29 2878 (20.4) 2821 (23.4) 4960 (18.4) 10920 (20.0) 751 (21.9) 941 (29.0)
30-34 1945 (13.8) 2386 (19.8) 3982 (14.8) 8486 (15.6) 590 (17.2) 705 (21.7)
35-39 1125 (8.0) 1740 (14.5) 23859 (10.6) 5812 (10.7) 356 (10.4) 332 (10.2)
40-49 677 (4.8) 1530 (12.7) 2506 (9.3) 5205 (9.5) 246 (7.2) 179 (5.5)

Note. IUD = intrauterine device. Sample size was n =114 280. An individual woman is assigned age at first study visit and is assigned the most effective
methods received if more than 1 method was received during study period.

?Percentage of all contraceptive provision.

youngest age category (15-17 years),
17% used an implant. Use of implants
decreased as a proportion of all contra-
ceptive method use by increasing age:
by 30 to 34 years, implants accounted
for 11% of contraceptive use. The pat-
tern was reversed for IUD use: IUD use
as a proportion of contraceptive use
was 5% among those aged 15to 17
years and increased to 15% among
women 40 to 49 years.

Finally, we examined 2 multivariable
models controlling for patient, clinic,
and state factors (Table 4): most effec-
tive versus moderately effective method

and implant versus IUD. Adjusted prob-
abilities were similar across age groups
for any most effective method compared
with moderately effective methods, rang-
ing from 19.3% (95% confidence interval
[Cl]=16.6%, 22.4%) among those aged
25to 29 years to 17.5% (95% Cl = 14.9%,
20.4%) among those aged 18 to 19 years.
The adjusted absolute probability for
receipt of an implant rather than an
IUD was highest for adolescents (aged
15-17 years: 78.2% [95% Cl = 75.6%,
80.6%]; aged 18-19 years: 69.5% [95%
Cl=66.7%, 72.3%]) compared with
older women (aged 25-29 years: 51.0%

[95% Cl = 48.1%, 53.8%]; aged 40-49
years: 30.4% [95% Cl = 27.1%, 33.8%)).
The type of provider seen was associ-
ated with both receipt of any most
effective method and receipt of an IUD
and not an implant. Overall, women’s
health providers were more likely than
were general practitioners to provide
any most effective method (adjusted
odds ratio [AOR] = 2.92; 95% Cl = 2.33,
3.65; Table D in the Appendix). Provider
type (women's health provider vs gen-
eral practitioner) was negatively associ-
ated with receipt of implant compared
with IUD (AOR = 0.67; 95% Cl = 0.58,

I TABLE 3— contraceptive Method Mix in US Community Health Centers by Age: 2017-2019

Most Effective Methods, No. (%) Moderately Effective Methods, No. (%)

Age, Years Implant 1IUD Injectable Oral Pill Patch Ring

15-17 2700 (17.2) 767 (4.9) 4469 (28.5) 7089 (45.2) 454 (2.9) 193 (1.2)
18-19 1589 (14.5) 659 (6.0) 2756 (25.1) 5448 (49.7) 325 (3.0) 189 (1.7)
20-24 3165 (13.3) 2131 (9.0) 5448 (23.0) 11556 (48.7) 706 (3.0) 704 (3.0)
25-29 2878 (12.4) 2821 (12.1) 4960 (21.3) 10920 (46.9) 751 (3.2) 941 (4.0)
30-34 1945 (10.7) 2386 (13.2) 3982 (22.0) 8486 (46.9) 590 (3.3) 705 (3.9)
35-39 1125 (9.2) 1740 (14.2) 2859 (23.4) 5812 (47.5) 356 (2.9) 332 (2.7)
40-49 677 (6.5) 1530 (14.8) 2506 (24.2) 5205 (50.3) 246 (2.4) 179 (1.7)

Note. IUD = intrauterine device. The sample size was n = 114 280.
Research Peer Reviewed  Darneyetal.
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TABLE 4— Adjusted Probabilities of Most Versus Moderately
Effective Contraception and of Implant Versus IUD Use by Age:

United States, 2017-2019

Most Effective (26 113) vs
Moderately Effective Implant (13580) vs IUD
(88 167) Contraception, (12 034), Probability

Age, Years Probability (95% CI) (95% CI)

15-17 17.7 (15.1, 20.7) 78.2 (75.6, 80.6)
18-19 17.5 (14.9, 20.4) 69.5 (66.7, 72.3)
20-24 17.9 (15.3, 20.9) 59.7 (56.8, 62.6)
25-29 (Ref) 19.3 (16.6, 22.4) 51.0 (48.1, 53.8)
30-34 18.6 (16.0, 21.5) 44.7 (41.8, 47.6)
35-39 18.2 (15.7, 21.1) 38.5(35.4, 41.7)
40-49 16.8 (14.5, 19.4) 30.4 (27.1, 33.8)

Note. Cl = confidence interval; IUD = intrauterine device. Probabilities are adjusted and absolute.
Moderately effective contraceptive methods are vaginal ring, patch, oral pill, and injectable. Most effective
contraceptive methods are IUD and implant. Generated from the full model in Supplemental Table D
(available as a supplement to the online version of this article at https://www.ajph.org). Models are
adjusted for age, race/ethnicity, income, payor, provider type, Title X clinic visit status, rural clinic visit
status, State Family Planning/1115 waiver status, and state Medicaid expansion status.

0.78), indicating that women'’s health
care providers are more likely to pro-
vide IUDs (rather than implants) than
are general practitioners. Other factors
associated with implant use compared
with IUD use were Latina ethnicity
(AOR=1.51;95% Cl=1.39, 1.65, com-
pared with non-Latina White women),
low income (< 100% FPL: AOR 1.28;
95% Cl=1.14, 1.43, compared with
>200% FPL), and public insurance
(AOR=1.12;95% Cl=1.03, 1.23, com-
pared with private). Supplemental Table
D provides the full models and AORs.

DISCUSSION

The CHC network is an important
access point for contraception for
women of all ages. In 2016, more than
6 million low-income women of repro-
ductive age received care in CHCs or
other safety net settings.'® We show, in
a large sample of CHC clinics, that ado-
lescents, young women, and older
women have similar proportions of
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most effective contraception (i.e., long-
acting reversible contraception) provi-
sion compared with moderately effective
contraception provision, but that varia-
tions exist in the use of individual most
effective methods (i.e., IUDs vs implants)
by age. We found that the probability of
receiving an implant compared with
receiving an IUD was highest for adoles-
cents. As hypothesized, we found that
patient (e.g., age) and provider (e.g., pro-
vider type) level factors were associated
with provision of the most effective con-
traception overall and with type of the
most effective methods (i.e., IUDs or
implants).

In-line with previous researc
we found that younger (15-17 years)
and older (18-19 years) adolescents
have a much higher probability of using
implants over IUDs than do older

h,S,ZO—ZZ

women, controlling for patient, clinic,
and state factors that could influence
method provision (e.g., insurance sta-
tus, provider type, Title X, or insurance).
Also similar to previous reports,’

implant use decreased as a proportion
of all contraceptive method use with
increasing age. Higher implant use
among younger women may be attrib-
uted to their desire for the most effec-
tive contraception without a pelvic
examination,?> lower maintenance and
chance of user error, or implants’ avail-
ability at publicly funded clinics.

Adolescents have been shown to
choose and continue most effective
methods when cost barriers are
removed.?*** However, provider bias
and lack of provider training can pose
barriers to adolescent access to the
most effective methods,?> despite med-
ical organizations' endorsement of the
safety of implants for adolescents.*2°
In addition, young women and women
of color are more likely to report expe-
riences of coercion or lack of autonomy
in contraceptive decision-making. It is
critical that all contraceptive counseling
be centered in a reproductive justice
framework that is developmentally
appropriate and uses patient-centered
counseling; shared decision-making
can emphasize attention to the needs
and preferences of adolescents.?’?®

At the clinic level, we found that provi-
sion by a women's health care specialist
(i.e., physician or advanced practice
provider) was positively associated with
provision of the most effective methods
overall (i.e., IlUD and implant) compared
with moderately effective methods,
which supports previous research.’
However, provision by a woman’s
health care specialist was negatively
associated with receiving an implant
compared with an IUD, showing that
women's health care specialists do the
bulk of IUD provision and that implants
are provided by a wider range of pro-
viders, which expands access. However,
barriers exist to the provision of the
most effective methods, including
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implants, in safety net settings, because
of a lack of awareness, lack of staff train-
ing for required insertion and removal,
and logistical and cost-related difficul-

ties stocking devices onsite.?%>'

Strengths and Limitations

changed after the implementation of
these changes, which have since been
reversed under the Biden-Harris
administration. Future work is neces-
sary to evaluate this period.

Public Health Implications

Previous findings have often focused
on the effectiveness or the use of the
most effective methods overall>>%32 or
have focused on commercially insured
333 aggregate clinic-level
reports,7 small samples of clinics, or

women,

population-based prevalence data,’
which do not allow us to see where
care is provided. Our data using
individual-level clinical data from CHCs
across the United States support and
improve on previous work.

Our study has limitations. First, our
sample of CHCs may not be generaliz-
able to all patients in CHCs, CHC clinics,
or states. However, our data came from
the largest national set of data from
people accessing care in safety net set-
tings, and the ADVANCE patient popula-
tion is demographically and clinically
similar to the overall CHC population ®
Second, our EHR data source precluded
information about patient experience
of care or content of counseling. Third,
we did not know whether women
sought contraceptive services outside
our CHC network; however, our study
question focused on provision, not on
population-level prevalence of method
use. Fourth, we did not have consis-
tently available data for gravidity or
parity, which are known to influence
contraceptive use patterns. Finally, we
chose to end our study in June 2019,
before the Trump-Pence administra-
tion weakened the federal Title X pro-
gram, which provides funding for family
planning services for uninsured women.
Contraceptive use patterns may have

Access to effective contraception,
including the most effective methods, is
key to supporting individuals in achiev-
ing their reproductive goals, including
avoiding unintended pregnancy. CHCs
are an important access point for the
most effective contraception for women
of all ages, including women with low
incomes or without insurance, who
bear the largest burden of unplanned
pregnancy.®* We have shown that CHCs
provide access to adolescents and
young women to the most and moder-
ately effective contraceptive methods,
including the implant and IUDs. CHCs
rely on diverse funding streams from
the fragmented public family-planning
service delivery system to provide con-
traceptive services, regardless of insur-
ance status or ability to pay. Medicaid
expansion under the Affordable Care
Act,® the federal Title X family-planning
program,'? and state family-planning
programs>° all contribute to expanding
access to contraceptive services in the
safety net. CHCs must be supported to
provide high-quality, developmentally
appropriate, noncoercive, and confiden-
tial contraceptive services to adoles-
cents and young women. 4JPH
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