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Abstract

Obijective: To assess how use of postpartum contraception (PPC) changed during the
COVID-19 public health emergency.

Methods: Billing and coding data from a single urban institution (n = 1797) were used
to compare use of PPC in patients who delivered from March to June 2020 (COVID
Cohort, n = 927) and from March to June 2019 (Comparison Cohort, n = 895). X2 and
multivariable logistic regression models assessed relationships between cohorts, use
of contraception, and interactions with postpartum visits and race/ethnicity.

Results: In the COVID Cohort, 585 women (64%) attended postpartum visits (n = 488,
83.4%, via telemedicine) compared to 660 (74.7%, in-person) in the Comparison
Cohort (P < 0.01). Total use of PPC remained similar: 30.4% (n = 261) in the COVID
Cohort and 29.6% (n = 278) in the Comparison Cohort (P = 0.69). Compared to in-
person visits in the Comparison Cohort, telemedicine visits in the COVID Cohort had
similar odds of insertion of long-acting reversible contraception (LARC) (adjusted odds
ratio [aOR] 1.13, 95% confidence interval [CI] 0.78-1.6), but higher odds of inpatient
insertion (aOR 6.4, 95% Cl 1.7-24.9). Black patients compared to white patients were
more likely to initiate inpatient LARC (aOR 7.29, 95% Cl 1.81-29.4) compared to the
Comparison Cohort (aOR 3.63, 95% Cl 0.29-46.19).

Conclusion: Use of PPC remained similar during COVID-19 with a decrease of in-
person postpartum visits, new adoption of postpartum telemedicine visits, and an in-
crease in inpatient insertion of LARC with higher odds of inpatient placement among

black patients.

KEYWORDS
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1 | INTRODUCTION

Postpartum contraception is essential to comprehensive postpar-
tum care.! Because 57% of women are sexually active and 40% of

non-breastfeeding women will ovulate within 6 weeks of delivery,

© 2021 International Federation of Gynecology and Obstetrics

contraception counseling at postpartum visits is an effective oppor-
tunity to engage patients regarding future pregnancy plans.? After de-
livery, there are typically two opportunities for counseling: (1) before
discharge (immediate postpartum [IPP]); and (2) at a postpartum visit
in an outpatient setting.1 Since up to 40% of women do not attend a

postpartum visit, IPP is a valuable opportunity to engage patients.z’3
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IPP contraception counseling must be balanced with patient-
centered counseling and autonomy, including the role of bias.
Postpartum contraception and reproductive health in the United
States has long-favored educated, white, able-bodied individuals
over other groups, with the well-established role of systemic racism
and implicit bias.** In addition to the historical context of reproduc-
tive coercion, healthcare providers are also more likely to recom-
mend placement of long-acting reversible contraception (LARC) to
black and Hispanic patients compared to white patients.6

Due to the COVID-19 pandemic, a national public health emer-
gency (PHE) was declared,” and to avoid transmission, physical elec-
tive and non-urgent outpatient visits were postponed.®? Thus, it was
recommended to convert postpartum visits to telemedicine and insert
IPP LARC.}1% Several studies articulated the potential impact to the
utilization of contraception and telemedicine during the COVID-19
PHE.X One such survey found that 12% of obstetricians and gyne-
cologists (OBGYNs) before March 2020 utilized some telemedicine
versus 84% in June 2020, although in June 2020 only 9% of OBGYNs
were using telemedicine for over 50% of their visits.'” A study con-
ducted in June 2020 found that 34% of women delayed or decreased
pregnancy plans due to the COVID-19 pandemic, with the greatest
change in black and Hispanic, queer, and low-income populations.19
It is believed that there are no studies published to date evaluating
the use of postpartum contraception during the COVID-19 PHE.*"2°

Thus, the use of postpartum contraception during the COVID-19
PHE was evaluated and the role of in-person and newly implemented
telemedicine postpartum visits with the use of inpatient placement
of LARC was assessed.?! In addition, the differences in the use of
postpartum contraception by race and ethnicity were explored. It
was hypothesized that usage of LARC would decrease in the setting

of less in-person postpartum visits.

2 | MATERIALS AND METHODS

The present study was a retrospective cohort study investigating
the use of postpartum contraception at a single urban academic
medical center. All patients were included who delivered from
March 1 to June 15, 2020 (COVID Cohort), when a stay-at-home
order with limited reopening was in effect, compared to all women
who delivered from March 1 to June 15,2019 (Comparison Cohort).
Data were included from 12 weeks after delivery (postpartum) and
9 months before (prenatal). To obtain the analysis sample, non-live
births were excluded (n = 25). A power analysis was performed
to determine the minimum sample size needed to detect a 15%
change in overall use of contraception (alpha of 0.05, beta of 0.80).

Billing and coding data from electronic health records (EHR) were
used. Because the inpatient EHR is a different software system from
the outpatient EHR, the two datasets were combined using patient
medical record number, name, and date of birth. A manual chart re-
view was then conducted of 10% of the data to confirm an accuracy
of 90% or greater of use of contraception, postpartum visit date, and
site of care.

Covariates included sociodemographic factors including age,
race/ethnicity, marital status, and insurance status. The Washington
D.C. SocioNeeds Index was used to identify home zip codes into the
two lowest income quintiles.22 Common International Classification
of Diseases, Tenth Revision (ICD-10) codes related to pregnancy,
childbirth, and puerperium (Appendix A) were identified to adjust
for common complications of pregnancy (e.g. hypertension or hem-
orrhage). Data of postpartum visits from the COVID Cohort were
obtained from the EHR and differentiated into in-person and tele-
medicine visits within 12 weeks after delivery.

Contraception procedure, diagnosis, and dispensing codes were
used to identify forms of postpartum contraception. LARC included
implant and intrauterine devices, and short-acting reversible con-
traception (SARC) included pills, patches, shots, and vaginal rings.
Appendix A lists the Current Procedural Terminology (CPT), ICD-10,
and dispensing codes.

Frequency and percentage were used to describe patient demo-
graphics, pregnancy-related factors, and utilization of postpartum
contraception. XZ tests and two-sided t-tests were used to compare
characteristics in the COVID Cohort with those in the Comparison
Cohort. Multivariable logistic regression models were used to com-
pare the odds of using various forms of contraception. Covariates of

h?3 and for bivari-

interest were selected based on previous researc
ate associations (P < 0.1).

At this institution, contraception counseling was typically per-
formed during the prenatal visits in the third trimester, postpar-
tum before discharge, and during the postpartum visit. All women
had access to inpatient placement of LARC if desired and no policy
change regarding contraception was implemented during the study
period.

Postpartum telemedicine visits were not available before the
COVID-19 PHE but were routinely offered to all patients during the
COVID-19 PHE with in-person visits recommended based on pro-
vider discretion and patient preference. Sterilization procedures
after a vaginal delivery were considered elective and postponed
during the PHE but were still performed if during a cesarean de-
livery. It was a priori hypothesized that attendance at postpartum
visits and site of care would be an effect modifier for the proposed
association and tested interaction terms within the various mod-
els. Based on the bivariate analysis, showing large racial dispari-
ties in the use of contraceptive methods, a secondary analysis was
conducted with a dichotomous race variable (i.e. individuals who
identified as black compared to those who identified as white).
Self-reported race data were extracted from the outpatient EHR
system.

Trends in inpatient and outpatient placement of postpartum
LARC during the PHE were evaluated using linear regression
models. Statistical significance was determined by P < 0.05. All
analyses were done on SPSS version 25 (IBM Corp., Armonk, NY,
USA). Graphs and figures were created on Microsoft (Microsoft,
Redmond, WA, USA) Excel and Prism. The study was approved
by the institutional review board of the George Washington
University.
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3 | RESULTS

From March 1 to June 15, 2020, 950 patients delivered, and
927 patients had medical records in both EHR systems (COVID
Cohort). From March 1 to June 15, 2019, 914 patients delivered,
and 895 had medical records in both EHR systems (Comparison
Cohort). Since records from both EHRs were necessary to conduct
the analyses, 927 patients were included in the COVID Cohort and
895 patients were included in the Comparison Cohort. Excluding
non-live births (n = 13 for the COVID Cohort and n = 12 for the
Comparison Cohort), our analysis sample contained 914 and 883
patients from 2020 and 2019, respectively. Demographically, pa-
tients in both cohorts were similar with respect to age, race, eth-
nicity, insurance status, and socioeconomic status (P > 0.1); there
were differences in marital status (P < 0.001). Clinically, patients
in both cohorts had similar rates of nulliparity, low birth weight,
cesarean delivery, preterm birth, and diabetes; there were differ-
ences in numbers of gestations, hypertension, and other preg-
nancy risk factors (Table 1).

In the COVID Cohort, 585 women (64.0%) attended postpartum
visits (in-person or telemedicine) as compared to 660 (74.7%) in the
Comparison Cohort (P < 0.01). Of the COVID Cohort postpartum
visits, 83.4% were via telemedicine. All of the Comparison Cohort
visits were conducted in-person. For each multivariable analysis, at-
tendance at postpartum visits was an effect modifier (P < 0.05) for
the use of postpartum contraception.

Total use of postpartum contraception remained similar between
cohorts: 30.4% in the COVID Cohort and 29.6% in the Comparison
Cohort (P = 0.69). Insertion of LARC regardless of site of care also
remained the same: at 13.9% in the COVID Cohort and 15.3% in
the Comparison Cohort (P = 0.4). However, outpatient insertions of
LARC decreased from 13.7% in the Comparison Cohort to 10.6% in
the COVID Cohort (P = 0.045), while inpatient insertions of LARC in-
creased from 1.6% in the Comparison Cohort to 3.3% in the COVID
Cohort (P = 0.02). The inpatient placement of postpartum LARC in-
creased month over month from March to May in the COVID Cohort
(P for trend = 0.01) (Figure 1), while inpatient placement of LARC
in the Comparison Cohort showed no change in trend month over
month (P for trend = 1).

Table 2 summarizes adjusted odds ratios (aOR), segmenting
the COVID Cohort into those who attended a postpartum visit
(regardless of telemedicine or in-person) versus those who did
not against the same segmentation in the Comparison Cohort.
Among those who attended their postpartum visits, the COVID
Cohort was more likely to initiate outpatient contraception (aOR
3.16, 95% confidence interval [CI] 1.14-8.73), including LARC (aOR
4.47, 95% Cl 1.8-20.03) and SARC (aOR 1.81, 95% Cl 1.24-2.66).
Among those who did not attend a postpartum visit and against
the Comparison Cohort, the COVID Cohort was: (1) less likely to
have outpatient placement of LARC (aOR 0.70, 95% CI 0.51-0.97);
(2) more likely to have received an IPP LARC (aOR 5.68, 95% Cl
1.54-20.97); and (3) more likely to be using SARC overall (aOR
1.57,95% ClI 1.12-2.20).

Table 3 also summarizes aORs, segmenting both cohorts into in-
person visits, telemedicine visits, and non-attendance. All segments
are compared against patients in the Comparison Cohort who at-
tended a postpartum visit. Telemedicine visits in the COVID Cohort
had similar odds of overall insertion of LARC regardless of site of
care (aOR 1.13, 95% Cl 0.78-1.6) and increased odds of inpatient
insertion of LARC (aOR 6.40, 95% Cl 1.66-24.91) (Table 4).

The secondary analysis evaluated use of postpartum contra-
ception by race and ethnicity. Figure 2 displays the frequencies of
use of postpartum contraception by race among the COVID and
Comparison Cohorts. Table 5 compares use of postpartum con-
traception between the COVID and Comparison Cohorts by race
(black patients vs white patients). Within the COVID Cohort, black
patients had an increased use of postpartum contraception over-
all compared to white patients (aOR 1.88, 95% Cl 1.23-2.87) and
increased odds of utilizing inpatient SARC (aOR 7.29, 95% CI 1.81-
29.4), of which both were not significant in the Comparison Cohort.
Similar analyses were done for Hispanic versus Non-Hispanic pa-
tients; however, the sample of data was inadequately powered to

deliver robust results.

4 | DISCUSSION

4.1 | Clinical findings and implications

Early in the COVID-19 pandemic, no difference was found in the
percentage of patients who received a form of postpartum contra-
ception and no difference in the usage of LARC and SARC. But for
an increase in the prescriptions of SARC and decreased steriliza-
tions, only the contraception site of care was changed during the
PHE. Patient access to inpatient placement of LARC likely offset
decreased in-person postpartum visits and outpatient placement
of LARC, while telemedicine visits were sufficient for patients who
wanted SARC. As noted in other studies,® there are differences in
the use of postpartum contraception. Within the present study pop-
ulation during the PHE, black patients were more likely to initiate in-
patient placement of LARC, but no significant difference was found
in the use of LARC regardless of site of care.

The present study is one of the first analyses to look at the use of
postpartum contraception during the COVID-19 PHE. Several survey
studies early in the PHE suggested reduced access to contraception;
however, these studies were not focused on postpartum contracep-
tion, were limited to outpatient contraception clinics,'® and articu-
lated inadequate inpatient placement of LARC as a barrier.!!

Access to inpatient LARC, SARC, and telemedicine is neces-
sary to offset decreased access to in-person visits. Immediate
postpartum placement of LARC has become more prevalent after
reimbursement changes have provided parity between immediate
postpartum placement and office-based placement.*#?* Because
the study institution has had provider parity reimbursement for
inpatient placement of LARC since 2014, inpatient LARC was avail-
able and possibly contributed to the use of LARC despite decreased
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TABLE 1 Sample characteristics by COVID-19 group (n = 1797)°

Comparison Cohort COVID-19 Cohort
Delivery between 3/1/19-6/15/19  Delivery between 3/1/20-6/15/20
Characteristic (n=883) (n=914) P value
Demographic characteristics
Age range (years)
<24 116 (13.1) 126 (13.8) 0.257
24-35 459 (52.0) 440 (48.1)
>35 308 (34.9) 348(38.1)
Race
Asian 50(5.7) 50 (5.5) 0.0954
White 353 (40.0) 350 (30.8)
Black/African American 347 (39.3) 372 (40.7)
Other 96 (10.9) 104 (11.4)
Unknown/declined 37 (4.2) 38(4.2)
Ethnicity
Hispanic 49 (5.5) 58 (6.3) 0.375
Non-Hispanic 834 (94.6) 856 (93.6)
Marital status
Married 418 (47.3) 374 (40.9) <0.001
Single 351 (39.8) 346 (37.9)
Other 114 (12.9) 194 (21.2)
Insurance status
Medicaid 485 (54.9) 499 (54.6) 0.888
Other insurance 398 (45.1) 415 (45.4)
Low Socioeconomic Zip code 207 (23.4) 220 (24.1) 0.755
Pregnancy-related factors
Nulliparous 259 (29.3) 289 (31.6) 0.292
Infant with low birth weight (<2500 g) 118 (13.6) 102 (11.4) 0.157
Delivery via cesarean 219 (24.8) 261 (28.6) 0.199
Term birth (>37 weeks of gestation) 812 (92.0) 837 (91.6) 0.767
Diabetes in pregnancy® 29 (3.3) 42 (4.6) 0.154
Multiple gestation” 9(1.0) 24.(2.6) 0.011
Other risk factors in pregnancy® 225 (25.5) 110 (12.0) <0.001
Hypertension in pregnancyb 67 (7.6) 213 (23.3) <0.001
Attendance at a postpartum visit 660 (74.7) 585 (64.0) <0.001
Postpartum contraceptionb'C
Overall use of postpartum contraception 261 (29.6) 278 (30.4) 0.692
Overall use of LARC 135(15.3) 127 (13.9) 0.403
LARC initiated in the outpatient setting 121 (13 7) 7 (10.6) 0.045
Immediate postpartum LARC 4 (1. ) 0(3.3) 0.020
Female sterilization 29 (3. 6(1.8) 0.049
Overall use of SARCH 97 (11.0 137 (15.0) 0.012
SARC initiated in the outpatient settingd 6 (6. 3) 87 (9.5) 0.013
SARC initiated in the inpatient settingd 4 (5.0) 0(5.5) 0.643

Abbreviations: CPT, Current Procedural Terminology; edition; ICD, International Classification of Diseases, Tenth Revision; LARC, long-acting
reversible contraception; SARC, short-acting reversible contraception; SES, socioeconomic status.

#Values are given as number (percentage) unless otherwise specified.

PCPT and ICD-10 codes defining each pregnancy-related factor and contraception category are available in Appendix A.

‘Use of postpartum contraception does not include forms of contraception that would not correlate to a diagnostic or procedural code such as
condoms, abstinence, or natural family planning.

9The majority of SARC refers to progesterone-only forms of contraception (n = 2 for combined hormonal contraception with one prescription given
in the inpatient setting and the other given in the outpatient setting)
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FIGURE 1 Changesin IPP placement of LARC versus outpatient insertion of LARC over time. Abbreviations: IPP, immediate postpartum;
LARC, long-acting reversible contraception; SARC, short-acting reversible contraception

TABLE 2 aOR for using different forms of contraception during
the pandemic (2020) compared to before the pandemic (2019),
stratified by PPV attendance status (n = 1797)2P

Attended PPV Did not attend

(n=1245) PPV (n = 552)
Using any form of 1.36 (0.87-2.11) 1.07 (0.83-1.37)
postpartum
contraception
Using LARC 1.77 (0.87-1.94) 0.83(0.61-1.121)

Using LARC, initiated at
the outpatient visit

Using IPP LARC, initiated
at the hospital

Using SARC

Using SARC, initiated at
the outpatient visit

Using SARC, initiated at
the hospital

4.47 (1.83-20.30) 0.70(0.51-0.97)

1.12(0.50-2.25)  5.68(1.54-20.97)

1.40(0.78-2.51)
1.81(1.24-2.66)

1.57 (1.12-2.20)

1.71(0.41-7.18)
1.33(0.70-2.52) 0.93(0.48-1.80)

0.35(0.11-1.19)
3.16 (1.14-8.73)

0.62 (0.28-1.37)
1.01(0.78-1.32)

Using female sterilization

Initiating contraception in
the outpatient setting

Initiating contraception in 1.27 (0.75-2.16) 1.50(0.94-2.66)

the inpatient setting

Using LARC vs SARC
(n=447)°

9.49 (2.54-35.50) 0.65(0.415-1.02)

Abbreviations: aOR, adjusted odds ratio; Cl, confidence interval; IPP,
immediate postpartum; LARC, long-acting reversible contraception;
PPV, postpartum visit; SARC, short-acting reversible contraception.
#Values are given as aOR (95% Cl).

POR adjusted for age category, low-income ZIP, Medicaid status, marital
status, ethnicity, race, multiple gestation, hypertension in pregnancy,
other risk factors in pregnancy.

‘In all other cases, odds of falling into the stated category of
contraception are compared to using another form of contraception or
no contraception.

in-person outpatient visits. Similarly, telemedicine capabilities for
postpartum visits that went live in March 2020 allowed patients
who likely wanted SARC to attend their postpartum visit virtually.

The present study found racial disparities in the use of post-
partum contraception among black patients, specifically with an in-
creased use of inpatient placement of LARC during the COVID-19
PHE. A survey conducted during the COVID-19 PHE noted in-
creased interest in delaying pregnancy, especially among black pa-
tients!” and this likely contributed to increased inpatient placement;
however, similar increases with outpatient placement of LARC and
prescriptions for SARC would also be anticipated. Given this dispar-
ity, further investigation on both patient preferences and practices

of inpatient contraception counseling is needed.

4.2 | Limitations and strengths

Given the retrospective design of the present study, data were lim-
ited to those available in the medical record and it was not possible to
assess patient reasoning regarding the use of contraception. Another
limitation was that it was not possible to evaluate contraception
not billed by postpartum providers, including awareness of fertil-
ity, condoms, lactational amenorrhea method (LAM), spermicides,
or vasectomy, and contraception dispensing codes were evaluated,
which may be different from the prescriptions filled and utilized by
the patient. Within the single institution, the majority of patients
identify as white or black with a smaller Hispanic population, and the
present study was not powered to identify differences in the use of
contraception by other races or Hispanic ethnicity. Additionally, the
present study was limited by type of data available and thus was it
was not possible to evaluate the differences in sexual and gender
minorities and other minority populations. Finally, these data repre-
sent the contraception practices of a single non-governmental, urban
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TABLE 3 aOR for using various forms of contraception compared to individuals who attended the PPV in the pre-pandemic periodz"'b

Using any form of
postpartum
contraception

Using LARC

Using LARC, initiated at the
outpatient visit

Using LARC, initiated at the
hospital

Using SARC

Using SARC, initiated at the
outpatient visit

Using SARC, initiated at the
hospital

Using female sterilization

Initiating contraception in
the outpatient setting

Initiating contraception in

the inpatient setting

Using LARC vs SARC
(n=447)°

Comparison Cohort
Delivery between 3/1/19-6/5/19

(n=2883)

COVID-19 Cohort

Delivery between 3/1/20-6/15/20 (n = 914)

Attended PPV
(n = 660)

1.00 (ref)

1.00 (ref)

1.00 (ref)

1.00 (ref)

1.00 (ref)
1.00 (ref)

1.00 (ref)

1.00 (ref)
1.00 (ref)

1.00 (ref)

1.00 (ref)

Did not attend
PPV (n = 223)

0.41(0.28-0.61)

0.30(0.16-0.56)

0.05(0.01-0.22)

6.84 (1.61-25.91)

0.59 (0.35-0.99)
1.30(0.67-2.54)

0.14 (0.04-0.46)

1.13 (0.47-2.73)
0.073(0.03-0.18)

1.99 (1.10-3.58)

0.46(0.21-1.00)

Attended PPV in-
person (n = 97)

1.00(0.74-1.45)

0.63 (0.42-0.94)

0.96 (0.66-1.42)

3.96 (0.93-16.70)

1.76 (1.20-2.60)
0.89 (0.41-1.95)

2.07 (1.34-3.19)

0.69 (0.26-1.82)
0.95 (0.69-1.31)

1.26 (0.64-2.49)

0.47 (0.27-0.81)

Attended PPV via
telemedicine (n = 488)

1.18(0.87-1.61)

1.13(0.78-1.63)

0.54(0.35-0.83)

6.40 (1.66-24.91)

1.28 (0.84-1.95)
0.80(0.35-1.81)

1.51(0.99-2.43)

0.63(0.22-1.78)
0.14 (0.83-1.58)

1.45(0.75-2.81)

1.00 (0.58-1.56)

Did not attend any form

of PPV (n = 585)
0.54(0.39-0.74)

0.54 (0.35-0.82)

0.29 (0.17-0.50)

8.67 (2.42-31.05)

0.76 (0.49-1.19)
1.79 (0.97-3.30)

0.24 (0.10-0.54)

0.42(0.15-1.21)
0.24 (0.15-0.38)

2.74 (1.59-4.71)

2.60(1.14-5.93)

Abbreviations: aOR, adjusted odds ratio; Cl, confidence interval; LARC, long-acting reversible contraception; PPV, postpartum visit; SARC, short-

acting reversible contraception.

#Values are given as aOR (95% Cl).
POR adjusted for age category, low-income ZIP, Medicaid status, marital status, ethnicity, race, multiple gestation, hypertension in pregnancy, other

risk factors in pregnancy.

“In all other cases, odds of falling into the stated contraception category are compared to using another form of contraception or no contraception.

TABLE 4 aOR for using different forms of contraception during the COVID-19 pandemic depending on form of PPV (n = 914)*°

Using any form of postpartum contraception

Using LARC overall
LARC initiated in OP
LARC initiated in IP
Using SARC overall
SARC initiated in IP
SARC initiated in OP
Using sterilization
Using IP contraception
Using OP contraception

Using LARC vs SARC (n = 214)°

Did not attend any PPV

(n=329)
1.00 (ref)
1.00 (ref)
1.00 (ref)
1.00 (ref)
1.00 (ref)
1.00 (ref)
1.00 ref)
1.00 (ref)
1.00 (ref)
1.00 (ref)
1.00 (ref)

Attended PPV via telemedicine

(n=488)
0.881 (0.349-2.225)
1.177 (0.651-2.126)

1.550 (0.400-6.002)
0.443 (0.249-0.787)
1.765 (0.904-3.445)
0.476 (0.305-0.745)
1.130(1.058-1.294)

0.806 (0.239-2.717
0.241 (0.150-0.387
1.880(1.110-3.212
(

)
)
)
1.288(0.527-3.150)

Attended PPV in-
person (n = 97)
1.119 (0.786-1.593)
0.684 (0.434-1.076)
1.913(0.829-4.419)
0.697 (0.578-2.082)
1.243 (1.031-1.924)
0.542 (0.272-1.083)
1.661 (1.322-1.356)
2.006 (0.524-7.686)
0.860 (0.514-1.437)
1.680 (1.223-2.076)
3.831(1.623-9.043)

Abbreviations: aOR, adjusted odds ratio; Cl, confidence interval; IP, inpatient setting; LARC, long-acting reversible contraception; OP, outpatient

setting; PPV, postpartum visit; SARC, short-acting reversible contraception.

#Values are given as aOR (95% Cl).
bOR adjusted for age category, low-income ZIP, Medicaid status, marital status, ethnicity, race, multiple gestation, hypertension in pregnancy, other

risk factors in pregnancy.

“In all other cases, odds of falling into the stated contraception category are compared to using another form of contraception or no contraception.
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TABLE 5 aOR for using different forms of contraception during the COVID-19 pandemic depending on race (n = 1422)>b

Comparison Cohort

Delivery between 3/1/19-6/5/19 (n = 703)

COVID-19 Cohort
Delivery between 3/1/20-6/15/20 (n = 719)

White (n = 353)

Using any form of postpartum 1.00 (ref)
contraception
Using LARC overall 1.00 (ref)
LARC initiated in OP 1.00 (ref)
LARC initiated in IP 1.00 (ref)
Using SARC overall 1.00 (ref)
SARC initiated in OP** 1.00 (ref)
Using sterilization 1.00 (ref)
Using IP contraception** 1.00 (ref)
Using OP contraception 1.00 (ref)
LARC vs SARC (n = 159) 1.00 (ref)

Black (n = 347)

White (n = 350) Black (n = 372)

1.61(1.0-2.59) 1.00 (ref) 1.88(1.23-2.87)
2.07 (1.15-3.75) 1.00 (ref) 1.09 (0.63-1.89)
0.55(0.28-1.06) 1.00 (ref) 0.64 (0.32-1.26)
3.63(0.29-46.19) 1.00 (ref) 7.29
(1.81-29.40)
3.60 (1.74-7.46) 1.00 (ref) 2.08(1.25-3.4¢)
2.47 (0.99-6.15) 1.00 (ref) 1.26 (0.66-2.41)
15.86 (2.99-84.27) 1.00 (ref) 5.67
(0.95-33.90)
35.84 (4.50-282.24) 1.00 (ref) 14.58
(5.00-42.46)
0.56 (0.33-0.95) 1.00 (ref) 0.69 (0.43-1.10)
7.02(2.71-18.17) 1.00 (ref) 1.05(0.48-2.28)

Abbreviations: aOR, adjusted odds ratio; Cl, confidence interval; IP, inpatient setting; LARC, long-acting reversible contraception; OP, outpatient
setting; PPV, postpartum visit; SARC, short-acting reversible contraception.

2Adjusted for age category, low income ZIP, Medicaid status, marital status, ethnicity, race, multiple gestation, hypertension in pregnancy, other risk

factors in pregnancy.
bValues are given as aOR (95% Cl).

“Outcomes for SARC initiated in the inpatient setting not presented due to insufficient sample size; O patients who identified as white were provided

SARC in the inpatient setting.
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FIGURE 2 Use of postpartum contraception in the Comparison and COVID Cohorts by race shows no significant difference

academic institution and may be limited in their generalizability to
other settings or outside of the COVID-19 pandemic.

The strengths of the present study include a large sample size
and the utilization of billing and coding data confirmed by manual
chart review. The study also attempted to represent multiple factors
that have been shown to influence the use of postpartum contra-
ception including race/ethnicity and postpartum visit status. Given
that the study institution did not implement postpartum telemed-
icine visits until the COVID-19 PHE,?® the present study was able
to evaluate differences between telemedicine and in-person visits
during the COVID-19 PHE.

4.3 | Conclusions and research implications

The COVID-19 PHE changed the location of postpartum visits and
thus site of care for the use of contraception; however, overall, patients
were still able to obtain placement of LARC, and prescriptions for SARC
comparatively increased. Future research should focus on the role
of telemedicine for the use of postpartum contraception and coun-
seling outside of the COVID-19 pandemic as there is an opportunity
to increase patient access, convenience, and satisfaction. Additionally,
research should further evaluate the role of inpatient contraception

counseling to increase access and promote reproductive equity.
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