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ABSTRACT

Background

Nearly two-thirds of women in their first postpartum year have an unmet need for family planning. Adolescents often have repeat
pregnancies within a year of giving birth. Women may receive counseling on family planning both antepartum and postpartum. Decisions
about contraceptive use made right after counseling may differ considerably from actual postpartum use. In earlier work, we found limited
evidence of effectiveness from randomized trials on postpartum contraceptive counseling. For educational interventions, non-randomized
studies may be conducted more often than randomized trials.

Objectives

We reviewed non-randomized studies of educational strategies to improve postpartum contraceptive use. Our intent was to examine
associations between specific interventions and postpartum contraceptive use or subsequent pregnancy.

Search methods

We searched for eligible non-randomized studies until 3 November 2014. Sources included CENTRAL, PubMed, POPLINE, and Web of
Science. We also sought current trials via ClinicalTrials.gov and ICTRP. For additional citations, we examined reference lists of relevant
reports and reviews.

Selection criteria

The studies had to be comparative, i.e., have intervention and comparison groups. The educational component could be counseling or
another behavioral strategy to improve contraceptive use among postpartum women. The intervention had to include contact within six
weeks postpartum. The comparison condition could be another behavioral strategy to improve contraceptive use, usual care, other health
education, or no intervention. Our primary outcomes were postpartum contraceptive use and subsequent pregnancy.

Data collection and analysis

Two authors evaluated abstracts for eligibility and extracted data from included studies. We computed the Mantel-Haenszel odds ratio
(OR) for dichotomous outcomes and the mean difference (MD) for continuous measures, both with 95% Confidence Intervals (Cl). Where
studies used adjusted analyses for continuous outcomes, we presented the results as reported by the investigators. Due to differences in
interventions and outcome measures, we did not conduct meta-analysis. To assess the evidence quality, we used the Newcastle-Ottawa
Quality Assessment Scale.

Strategies for improving postpartum contraceptive use: evidence from non-randomized studies (Review) 1
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Main results

Six studies met our inclusion criteria and included a total of 5143 women. Of three studies with self-reported pregnancy data, two showed
pregnancy to be less likely in the experimental group than in the comparison group (OR 0.48, 95% Cl 0.27 to 0.87) (OR 0.60, 95% CI 0.41 to
0.87). The interventions included a clinic-based counseling program and a community-based communication project.

All studies showed some association of the intervention with contraceptive use. Two showed that treatment-group women were more
likely to use a modern method than the control group: ORs were 1.77 (95% CI 1.08 to 2.89) and 3.08 (95% CI 2.36 to 4.02). In another study,
treatment-group women were more likely than control-group women to use pills (OR 1.78, 95% Cl 1.26 to 2.50) or an intrauterine device
(IUD) (OR 3.72,95% CI 1.27 to 10.86) but less likely to use and injectable method (OR 0.23, 95% CI 0.05 to 1.00). One study used a score for
method effectiveness. The methods of the special-intervention group scored higher than those of the comparison group at three months
(MD 13.26, 95% Cl 3.16 to 23.36). A study emphasizing IUDs showed women in the intervention group were more likely to use an IUD (OR
1.79, 95% Cl 1.20 to 2.69) and less likely to use no method (OR 0.48, 95% CI 0.31 to 0.75). In another study, contraceptive use was more
likely among women in a health service intervention compared to women in a community awareness program at four months (OR 1.79,
95% CI 1.40 to 2.30) or women receiving standard care at 10 to 12 months (OR 2.08, 95% CI 1.58 to 2.74). That study was the only one with a
specific component on the lactational amenorrhea method (LAM) that had sufficient data on LAM use. Women in the health service group
were more likely than those in the community awareness group to use LAM (OR 41.36, 95% Cl 10.11 to 169.20).

Authors' conclusions

We considered the quality of evidence to be very low. The studies had limitations in design, analysis, or reporting. Three did not adjust for
potential confounding and only two had sufficient information on intervention fidelity. Outcomes were self reported and definitions varied
for contraceptive use. All studies had adequate follow-up periods but most had high losses, as often occurs in contraception studies.

PLAIN LANGUAGE SUMMARY

Programs to improve birth control use by postpartum women

Most postpartum women do not have the birth control they would like. Teens often get pregnant again within a year. In earlier work, we
found few randomized trials on learning about postpartum family planning. Here, we looked at other types of studies that tested ways to
improve postpartum use of birth control. We wanted to see if certain programs were related to more use of family planning after giving birth.

Until 3 November 2014, we ran computer searches for studies of programs to improve family planning among postpartum women. We
wrote to researchers for missing data. Programs had to have contact within six weeks postpartum. The special program was compared
with a different program, usual care, or no service. Our main outcomes were birth control use and pregnancy.

We found six studies with a total of 5143 women. Of three studies with pregnancy data, two showed fewer pregnancies in the treatment
group compared to the control group. The programs in those studies were clinic counseling and community education. All studies showed
the special program was related to more birth control use. In two studies, more women in the treatment group used a modern method of
birth control than those in the control group. In another study, women in the treatment group were more likely to use pills or an IUD but
less likely to use an injectable method. One study used a score for how well the birth control method usually worked. The methods of the
treatment group scored higher than those of the control group. A study focused on IUDs showed more IUDs in the treatment group and
less use of no method. Women in a health service program used birth control more often than those in a community education program
or those getting standard care. Also, women in the health service group were more likely to use the lactation method.

We believe the data were very low quality for pregnancy and birth control use. The studies had problems in design, analysis, and reporting.
Some did not adjust for factors that could affect the results. They had self-reported outcomes and used different measures for the
outcomes. All studies had good follow-up times but most lost many women to follow up.

Strategies for improving postpartum contraceptive use: evidence from non-randomized studies (Review) 2
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BACKGROUND

Description of the condition

Millions of women, especially in lower-resource areas, have an
unmet need for pregnancy prevention (Thurman 2011). Nearly two-
thirds of women in their first postpartum year have an unmet
need for family planning (USAID 2014). Later Demographic and
Health Surveys indicate that unmet need for modern contraceptive
methods is 32% among married women in general, while one-
third to one-half of unmarried women have an unmet need for
such methods (Westhoff 2012). Unplanned pregnancy increases
risk for morbidity and mortality. Data from 17 countries show
that return to sexual activity is associated with the return of
menses, breastfeeding status, and postpartum duration, but
generally not associated with contraceptive use (Borda 2010). Long-
term surveillance in very low-income areas of Nairobi indicated
most women resumed sexual activity at three to five months
postpartum (Ndugwa 2011). About half of the women used modern
contraceptive by seven months; therefore, 28% of sexually-active
months were unprotected. In Haiti, with high rates of unintended
pregnancy, only 25% of women who were married or in union used
a modern contraceptive method (Lathrop 2011). Even in higher-
resource areas such as the USA, nearly 60% of pregnancies are
unintended, i.e., either unwanted (23%) or mistimed (37%) (Mosher
2012). Adolescents often have repeat pregnancies within a year
of giving birth (Thurman 2007). Many adolescent new mothers
are discharged without having or identifying a contraceptive
method to use (Baldwin 2013). While some adolescents may start
using contraception during the postpartum period, they often
discontinue due to lack of information or support (Wilson 2011).

Description of the intervention

Relevant strategies for this review include counseling or education
about family planning, which may be provided to individuals
or groups. Such efforts may increase contraceptive uptake as
well as improve use and continuation of the chosen method.
Counseling can help women meet their fertility goals of avoiding
or delaying childbearing or of spacing children. The counseling
should be appropriate for the woman's fertility intentions, lifestyle,
preferences, and socioeconomic situation. In the USA, a qualitative
study with low-income minority women showed that many of the
women had experienced poor communication during postpartum
contraceptive counseling (Yee 2011). Appropriate interventions
may help increase understanding about pregnancy risk and
prevention, as well as improve use of effective contraceptive
methods.

Programs may focus on direct oral communication and written
materials or be complex communication campaigns. Social
marketing can have greater reach than direct interpersonal
interventions and may increase awareness and promote use of
contraceptives (Chapman 2012). Personal interaction can help
women choose an appropriate method and obtain more detailed
information about method use. Projects also utilize technology,
such as mobile phone reminders for appointments and medication
use, and may also include education. Some programs engage
peer educators or community workers to provide reminders and
encourage method continuation.

Women may receive counseling on family planning both
antepartum as well as postpartum (Glazer 2011). Counseling

limited to one encounter is unlikely to affect behavior. Further,
decisions about contraceptive use made right after counseling
may differ considerably from actual postpartum use (Engin-Ustiin
2007; Glazer2011). In Kenya and Zambia, postpartum contraceptive
use was examined in relation to prenatal and postnatal care
using survey data (Do 2013). Only the intensity of prenatal care
was significantly associated with postpartum contraceptive use.
However, less information was available on postpartum care than
for prenatal care. In these locations, postpartum care may be
limited and undocumented, and may focus on the infant rather
than the mother (Do 2013).

Why it is important to do this review

As common as postpartum contraceptive education has become,
research evaluating such interventions is still sparse (Glazer 2011).
More is known about the appropriateness of specific contraceptive
methods for postpartum women than about how to help women
use certain contraceptives. Program descriptions seem easier
to locate than evidence of intervention effectiveness. Further,
evaluations of programs to promote contraceptive use often
depend on self report. They could benefit from using objective
outcome measures such as pregnancy in addition to self report.

In earlier work, we found limited evidence of effectiveness from
randomized controlled trials (RCTs) on postpartum contraceptive
counseling (Lopez 2012). When educational interventions are
being examined, non-randomized studies (NRS) may be
conducted more often than RCTs. Funding opportunities for
behavioral interventions may be more limited than they are for
pharmaceutical or medical device trials. Also, blinding is usually not
feasible with educational strategies. Aside from study design, the
eligibility criteria in this review differ somewhat from those in the
review of RCTs (Lopez 2012). After conducting this review, we were
able to compare the quantity and quality of evidence from NRS with
that from RCTs.

OBJECTIVES

We reviewed non-randomized studies of educational strategies to
improve postpartum contraceptive use. Our intent was to examine
associations between specific interventions and postpartum
contraceptive use or subsequent pregnancy.

METHODS

Criteria for considering studies for this review
Types of studies

The study must have had at least two arms, i.e., an experimental
or special-intervention group and a comparison or control group.
Cohort studies were eligible. Studies that randomized clusters
rather than individuals were considered non-randomized if they
had too few clusters for a reasonable randomization, e.g., two
clusters per study group.

Types of participants

Postpartum women in the eligible studies were included.

Types of interventions

The educational component could have been counseling or a
more complex behavioral intervention to improve contraceptive

Strategies for improving postpartum contraceptive use: evidence from non-randomized studies (Review) 3
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use among postpartum women. The intervention could have
started during pregnancy but must have included contact within
six weeks postpartum. The comparison condition could have been
another behavioral intervention to improve contraceptive use
among postpartum women, usual care, other health education, or
no intervention.

The report had to describe the strategy content or process.
Counseling described as standard or routine was not considered
sufficient for the 'test' or 'experimental' condition. Standard
contraceptive counseling would not be informative about how
to improve contraceptive use. However, routine services were
acceptable for the comparison or control condition.

Interventions must have addressed family planning methods that
are generally considered to be 'more effective' (Trussell 2011) or
modern methods (WHO 2013), e.g., oral contraceptives, implants,
intrauterine contraceptive devices, injectable contraceptives,
female sterilization, or the lactational amenorrhea method (LAM).
We did notinclude interventions focused on condom use to prevent
transmission of HIV or sexually transmitted infections.

Types of outcome measures
Primary outcomes

The reports had to provide data on at least one of the following:

« reported postpartum contraceptive use, e.g., consistent use,
improved adherence, or continuation;

« subsequent pregnancy (reported or tested).
Measurement time frames were as follows:

« Study eligibility: at least six weeks postpartum and six or more
weeks after the educational intervention began.
o Quality assessment:
o contraceptive use - three or more months after the
intervention began

o pregnancy - six or more months after the intervention began.

Secondary outcomes

Additional outcomes were knowledge and attitudes about
contraception or about specific contraceptive method, as well as
satisfaction with the contraceptive method used.

Search methods for identification of studies
Electronic searches

We searched for eligible non-randomized studies until 3 November
2014. Databases included the Cochrane Central Register of
Controlled Trials (CENTRAL), PubMed, POPLINE, and Web of
Science. We also sought current trials via ClinicalTrials.gov and
ICTRP. The search strategies are given in Appendix 1.

Searching other resources

We examined reference lists of relevant reports and reviews
for additional citations. We also contacted investigators to seek
information we may have missed in our search.

Data collection and analysis
Selection of studies

We assessed all titles and abstracts identified during the search.
Two authors examined the search results for potentially eligible
studies (Contributions of authors). They resolved any discrepancies
by discussion. For studies that appeared eligible for this review, we
obtained and examined the full-text articles.

Data extraction and management

Two authors conducted the data extraction. One author entered
the data into Review Manager (RevMan 2014), and a second author
checked accuracy (Contributions of authors). These data included
the study characteristics, risk of bias (quality assessment for NRS),
and outcome data. No discrepancies occurred.

Assessment of risk of bias in included studies
Intervention fidelity

We used the framework in Borrelli 2011 to assess the quality of
the intervention. Domains of treatment fidelity are study design,
training of providers, delivery of treatment (intervention), receipt
of treatment, and enactment of treatment skills. The framework
was intended for assessing current trials. Criteria of interest for our
review are shown below.

1. Study design: had a curriculum or treatment manual
2. Prior training of providers: specified providers' credentials

3. Project-specific training: provided standardized training for the
intervention

4. Delivery: assessed adherence to the protocol

5. Receipt: assessed participants'
regarding the intervention.

understanding and skills

For the assessment of evidence quality, we downgraded the studies
that met fewer than four of these criteria.

Research design

For these NRS, we followed recommended principles for assessing
the evidence quality (Higgins 2011). The Newcastle-Ottawa Quality
Assessment Scale (NOS) was developed for use with NRS (Wells
2013). Reportedly, the content validity and inter-rater reliability
of this scale have been established, and criterion validity and
intra-rater reliability are being examined. The investigators are
developing a plan to assess construct validity. The scale does not
have an overall scoring or cutoff for a 'good' or 'poor' quality study.
Of the two NOS versions, i.e., for case-control and cohort studies,
the latter is more pertinent here (Appendix 2). We adapted specific
NOS items as suggested by the developers (Wells 2013) and as
indicated below.

The NOS has eight items within the three domains of selection
(representativeness), comparability (due to design or analysis), and
outcomes (assessment and follow-up). A study can receive one star
(#) for meeting each NOS criterion. The exception is comparability,
for which a study can receive a maximum of two stars (for design
and analysis).

« Comparability: assessment of analysis included adjustment for
potential confounding factors.
o Forone star, the study controlled for age.

Strategies for improving postpartum contraceptive use: evidence from non-randomized studies (Review) 4
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o For two stars, adjustment included at least two of the
following: parity, marital status or living with partner, sexual
activity, prior contraceptive use, education or socioeconomic
status.

« Length of follow up: at least three months for contraceptive use
and six months for pregnancy.

« Losses of 20% or more were considered high.

We excluded one NOS criterion from our assessment, i.e.,
'Demonstration that outcome of interest was not present at start
of study.' Our primary outcomes were postpartum contraceptive
use and subsequent pregnancy. Enrollment occurred during the
prenatal period or the postpartum hospital stay. Subsequent
pregnancy was irrelevant at enrollment and postpartum
contraceptive use was highly unlikely prior to the planned
intervention. We did not identify any exception. We adapted the
Risk of bias table for the remaining seven NOS criteria.

Measures of treatment effect

With NRS, investigators need to control for confounding factors
and may use a variety of adjustment strategies. We have
specified whether potential confounding was considered in the
design (e.g., matching or stratification) or analysis, and noted
the specific confounding factors addressed. When investigators
used multivariate models to adjust for potential confounding,
we did not analyze the treatment effect as that would usually
require individual participant data. Nor did we combine adjusted
estimates. Instead, we presented the results from adjusted models
as reported by the investigators. If no adjusted measure was given
as part of the primary analysis, we used unadjusted measures. For
such dichotomous outcomes, we used Review Manager (RevMan
2014) to calculate the Mantel-Haenszel odds ratio (OR) with 95%
confidence interval (Cl). For continuous outcomes, we computed
the mean difference; Review Manager uses the inverse variance
approach. Fixed effect and random effects give the same result
if no heterogeneity exists, as when a comparison includes only
one study. We did not conduct a meta-analysis (see Assessment of
heterogeneity).

Unit of analysis issues

If clustering was part of the design, we assessed whether
the analyses were properly adjusted to account for clustering
effects. Investigators may use various methods such as multilevel
modeling. We give the specific methods in the results for each
study.

Dealing with missing data

If reports were missing information on design or data needed for
analysis, we wrote to the study investigators. However, we limited
our requests to studies less than 10 years old, as well as older
studies with areport in the past five years. Investigators are unlikely
to have access to data from older studies.

Assessment of heterogeneity

Given the diversity of design features with NRS, we did not conduct
a meta-analysis for pooled estimates. Further, the behavioral
interventions varied in design. Therefore, we assessed sources of
heterogeneity without pooling the data. We addressed differences
in study design, analysis strategies, and confounding adjustment.
To interpret the intervention results, we examined the location,
i.e., country and setting (clinic, school, community); participant
characteristics; and intervention content and implementation.

Data synthesis

We applied principles from GRADE to assess the evidence quality
and address confidence in the effect estimates (Balshem 2011).
In particular, we rated the quality of evidence from the studies
and the overall body of evidence. However, the criteria differ for
NRS and RCTs. Also, when a meta-analysis is not viable due to
varied interventions, a 'Summary of findings' table is not feasible.
Therefore, we did not conduct a formal GRADE assessment with an
evidence profile and 'Summary of findings' table (Guyatt 2011).

For these NRS, we assessed the quality of evidence with
the Newcastle-Ottawa Quality Assessment Scale, as noted in
Assessment of risk of bias in included studies. We included
intervention fidelity in the overall quality assessment. Because
these were NRS, we considered the evidence to be moderate quality
initially and then downgraded for the following: 1) having no stars
for comparability (i.e., not controlling for any confounding); 2) not
meeting four or more of the remaining six NOS criteria; and 3) not
havinginformation for four or more intervention fidelity categories.
Quality grades were moderate, low, very low, and poor; which
differed slightly from the levels used for RCTs (Balshem 2011).

Sensitivity analysis

We had planned to examine studies that provided sufficient
outcome data and had evidence of at least moderate quality.
However, none of the included studies met those criteria.

RESULTS

Description of studies
Results of the search

The database searches produced 774 citations; 81 duplicates were
removed electronically and we removed 38 by hand, which left 655
unduplicated citations (Figure 1). From other sources, we obtained
four more reports and four conference abstracts for a total of 663
references. We discarded 628 for not meeting the eligibility criteria
according to the title or abstract. Many did not have a relevant
intervention or an appropriate comparison group. We reviewed the
full text of 35 articles for eligibility, then excluded 17 and included 7
(6 primary reports plus 1 secondary report). We discarded another
11 articles when we realized the abstract indicated the study did not
meet the eligibility criteria.
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Figure 1. Study flow diagram.
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Searches of ClinicalTrials.gov and ICTRP yielded 44 unduplicated
studies. We discarded 43 based on title or summary and listed one
as excluded due to potential relevance for readers.

Included studies

Six studies met our inclusion criteria, and included a total of
5143 women. Four placed some emphasis on the lactational
amenorrhea method (LAM), but also included information on other

528 recards
discarded

17 full-text articles excluded,
with reasons + 11 mare

indicated not eligible)

contraceptive methods (Hardy 1998; Nacar 2003; Abdel-Tawab
2008; Sebastian 2012). One provided counseling and contraceptive
methods, including IUD insertion prior to discharge (Foreit 1993);
another provided interactive sexual health education (Lee 2011).

Four studies assigned groups rather than individuals (Foreit 1993;
Abdel-Tawab 2008; Lee 2011; Sebastian 2012). Since they had few
groups, adjustment for clustering was not feasible. We considered
them non-randomized studies. Another study appeared to assign
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women to treatment and control groups on alternate days (Nacar
2003), and one selected women for the treatment and control
groups at different time points (Hardy 1998).

All six studies assessed our primary outcomes of contraceptive use.
Contraceptive use was reported as any use in two studies (Foreit
1993; Abdel-Tawab 2008) and categorized as modern or traditional
methods in three studies (Hardy 1998; Nacar 2003; Sebastian 2012).
One assigned a score for effectiveness of method used (Lee 2011).
Three studies assessed pregnancy by self report (Foreit 1993; Hardy
1998; Sebastian 2012).

Assessments of our secondary outcomes included knowledge
of LAM (Abdel-Tawab 2008); knowledge of healthy spacing of
pregnancy and of contraceptive methods available (Sebastian
2012); sexual health knowledge and attitudes as well as
contraceptive self-efficacy (Lee 2011).

Risk of bias in included studies
Intervention fidelity

We extracted information on five criteria: study design, two training
items, delivery, and receipt (Table 1). Four studies provided
information on three or fewer criteria (Foreit 1993; Hardy 1998;
Nacar 2003; Lee 2011). All four lacked information on adherence to
the protocol (e.g., monitoring provision of counseling), three did
not assess whether the participants understood the intervention
content, two did not mention the providers' credentials, and two
did not report any specific training for the intervention. In contrast,
Abdel-Tawab 2008 and Sebastian 2012 provided sufficient detail for
all five fidelity criteria.

Research design

We adapted the Risk of bias tables for the NOS criteria. Therefore,
'judgements' in the tables were limited to the Review Manager
choices of high, unclear, or low risk. In this review, high risk (of
bias) refers to not meeting the NOS criterion and low risk means
the study met the criterion. We used 'unclear' when the information
was insufficient for determining if the NOS criterion was met, e.g.,
whether a structured questionnaire was used for interviews.

Exposed cohort representativeness

The treatment-group women did not appear to be representative
of women in the general community. They gave birth in a
specific hospital or lived in a certain area. Four studies selected
subpopulations such as low-parity women (Abdel-Tawab 2008;
Sebastian 2012) or those who returned for regular postpartum
check-ups (Hardy 1998), had full-term healthy babies or lived with
their husbands (Lee 2011). Two studies were considered unclear
regarding representativeness (Foreit 1993; Nacar 2003).

Nonexposed cohort selection

Three studies met the criterion, since they selected women for the
control group from the same source as the treatment group (Foreit
1993; Nacar 2003; Lee 2011). In Hardy 1998, women in the control
group were selected at one-year postpartum versus the 40-day
visit for treatment-group women. The control-group women had
returned for regular check-ups. Many women may not have gone to
the same clinic for care or missed certain visits.

Exposure ascertainment: method used

In Hardy 1998, the control group was selected after the standard
counseling purportedly occurred. Women in the control group were
interviewed at one-year postpartum. We classed this criterion as
unclear. Information on traditional postpartum counseling might
have been obtained from hospital records, the woman's recall, or
the assumption that counseling was provided because that was
standard practice at the time.

Five studies provided the family planning services in a hospital
or clinic and some had home visits. The report of Abdel-Tawab
2008 noted they used checklists of services provided. The other
four studies planned the intervention as part of the study and
provided the counseling in a clinical situation. Presumably the
studies involved some recording of encounters and services.

Comparability of groups: design or analysis

Two studies adjusted for the potential confounding factors that we
identified (Hardy 1998; Sebastian 2012). For Abdel-Tawab 2008, the
districts were matched on several factors but the women were not
matched. The investigators reported baseline differences between
the study groups but apparently did not adjust for them in the
analysis. The other three studies did not involve any matching
nor adjust for potential confounding factors. Nacar 2003 reported
differences in prior contraceptive use but did not adjust the
analysis.

Outcome assessment: method used

Contraceptive use is generally assessed by self report. In clinical
trials of specific contraceptive methods, the investigators may
use electronic monitoring of pill use or appointments kept for
injections. However, with the variety of methods chosen by the
participants, self report is typical.

All studies were considered to have unclear risk for contraceptive
use data due to self reporting. Three studies gathered pregnancy
data, all apparently by self report. For Hardy 1998, the assessments
were conducted during clinic visits for the study. In Foreit 1993 and
Sebastian 2012, the women were interviewed in their homes.

Follow-up length

All six studies met this criterion. Five had follow-up from 6 to 12
months. Lee 2011 had the shortest time but met our criterion of
three months for assessing contraceptive use.

Follow-up adequacy

Only two studies met the criterion, with losses less than 20% (Nacar
2003; Abdel-Tawab 2008). The loss in Sebastian 2012 was 20%; the
other three studies had losses greater than 20%, which is common
in contraceptive studies.

Effects of interventions
Counseling

For Hardy 1998, the study groups received counseling at different
time points. The experimental intervention introduced LAM as
a contraceptive method during family planning (FP) counseling.
The control group received traditional FP counseling before the
intervention was developed that included LAM for contraception;
they were interviewed a year later.
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« Pregnancy: Women in the experimental group were less likely
than those in the control group to report a pregnancy by 12
months postpartum (OR 0.48; 95% CI 0.27 to 0.87) (Analysis 1.1).
Pregnancy was apparently obtained by self report.

« Use of modern method at 12 months: Compared to the control
group, women in the experimental group were more likely
to use pills (OR 1.78; 95% CI 1.26 to 2.50) or an intrauterine
device (OR 3.72; 95% Cl 1.27 to 10.86) (Analysis 1.2). However,
the confidence interval for IUD use was wide; few women in
either group had an IUD. Use of injectables was more likely
among the control than the experimental group (OR 0.23; 95%
Cl 0.05 to 1.00). The study groups did not differ significantly
in reported use of condoms or in tubal sterilization (Analysis
1.2). The subgroup analysis showed some heterogeneity (12 =
58.9). However, the samples were taken at different time points.
The intervention developed for the introduction of LAM with
other contraceptive methods may have differed from the earlier
educational materials on other contraceptive methods.

« Nocontraceptive use: The experimental-group women were less
likely to report no contraceptive use at 12 months than the
control-group women (OR 0.37; 95% Cl 0.21 to 0.67) (Analysis
1.3).

« Traditional contraceptive methods used at 12 months included
rhythm and withdrawal (WHO 2013). The study groups did not
differ significantly in reported use (Analysis 1.4).

« Logistic regression for contraceptive use and for pregnancy by 12
months postpartum: No independent variables were associated
with pregnancy (Table 2). For contraceptive use, we calculated
the ORs and 95% Cls from the reported effect estimates and
standard errors. Contraceptive use was more likely for women
who had a partner (OR 6.63; 95% Cl 4.46 to 9.85) and were in the
experimental group (OR 3.04; 95% Cl 1.71 to 5.40); contraceptive
use was less likely for those with two or more living children (OR
0.51;95% CI1 0.31 to 0.87) (Table 2).

In Nacar 2003, women in the treatment group were provided
an educational session on postpartum contraception, including
information on the relationship of lactation and contraception.
The investigators analyzed family planning methods as modern,
traditional, or no method. The lactation method was categorized
as traditional (limited effectiveness). At six-months postpartum,
women in the treatment group were more likely to use a modern
contraceptive method than those in the control group (OR 1.77;
95% Cl 1.08 to 2.89) (Analysis 2.1) and less likely to be using no
method (OR 0.33, 95% CI 0.17 to 0.64) (Analysis 2.2). The study
groups did not differ significantly in use of a traditional method at
six months (Analysis 2.1).

In Lee 2011, the special intervention was an interactive program on
sexual health for postpartum women. A comparison group received
an 'interactive pamphlet' without the sexual health education,
while the control group had routine postpartum education on
sexual health. The main outcome, effective contraceptive behavior
was based on the effectiveness of the method used most often. The
score ranged from 0 (no use) to 99 (more effective), but the actual
scores assigned for each method were not specified.

« Effectiveness of contraceptive method used most often: The
special-intervention group had a higher effectiveness score
at three months postpartum compared to the interactive-
pamphlet group (MD 13.26; 95% CI 3.16 to 23.36) though
the 95% Cl was wide (Analysis 3.1). The special-intervention

group and routine-education group did not differ significantly
in contraceptive effectiveness score at two or three months
postpartum (Analysis 3.2).

« Sexual health knowledge: The special-intervention had a higher
mean than the pamphlet group at two months postpartum (MD
0.54;95% CI1 0.06 to 1.02) (Analysis 3.3). The special-intervention
group also had a higher mean than the routine-education group
at two months (MD 1.55; 95% Cl 1.13 to 1.97) (Analysis 3.3).

« Sexual health attitudes were not significantly different between
the intervention and pamphlet groups at two months
postpartum (Analysis 3.4). The special-intervention group had a
higher mean than the routine-education group at two months
(MD 4.19; 95% C1 0.15 to 8.23) (Analysis 3.4).

Counseling and method provision

In Foreit 1993, women in the treatment group received family
planning counseling and reversible contraceptives were offered to
them. An IUD could be inserted immediately after delivery or before
hospital discharge. Barrier methods were provided if the woman
declined an IUD and OCs were provided if she was not planning
to breastfeed. The investigators selected independent samples of
women who were 40 days postpartum and who were six months
postpartum.

» Pregnancy: The study groups were not significantly different for
reported pregnancy at six months postpartum (Analysis 4.1).
Five women reported a pregnancy (one IUD acceptor in the
treatment group and four controls).

« IUD: Women in the intervention group were more likely than
those in the control group to have an IUD inserted within both
the 40-day subgroup (OR 2.76; 95% CI 1.99 to 3.82) and the
six-month subgroup (OR 1.79; 95% Cl 1.20 to 2.69) (Analysis
4.2). Heterogeneity was present in the subgroup analysis (12 =
62.1%). The difference between the study groups was greater
in the 40-day subgroup than in the six-month subgroup. For
the intervention group, the report indicates most of the 40-day
subgroup had their IUDs inserted in the hospital, while the six-
month subgroup was more evenly divided between the hospital
and an outpatient clinic. All the control women reportedly had
their IUDs inserted in an outpatient clinic.

« Use of other contraceptive methods: The intervention and
control groups did not differ significantly (Analysis 4.3).

+ No method use: Women in the intervention group were less
likely to use no contraceptive method within the 40-day
subgroup (OR 0.43; 95% Cl 0.34 to 0.56) and the six-month
subgroup (OR 0.48; 95% CI 0.31 to 0.75) (Analysis 4.4).

Education and communication

One organization conducted two studies with the same
government funding source and used similar methodology (Abdel-
Tawab 2008; Sebastian 2012). The interventions in Abdel-Tawab
2008 were two birth-spacing message models. In the health
services model (HSM), messages were communicated to women
through prenatal and postpartum services. Effective use of LAM was
included. The community awareness model (CAM) had the same
services as the HSM plus a communication program to increase
awareness among men. The comparison condition was standard
care.
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« Contraceptive use was more likely in the HSM group than in
the standard-care group at four months (OR 2.07; 95% Cl 1.58
to 2.71) and at 10 to 12 months (OR 2.08; 95% Cl 1.58 to 2.74)
(Analysis 5.1). Women in the HSM group were also more likely
than those in the CAM group to use contraception at four months
(OR1.79;95% Cl 1.40t0 2.30) but not at 10 to 12 months (Analysis
5.2).

« Use of LAM did not differ significantly between the HSM and
standard-care groups at four months (14.7% versus 14.3%)
(Analysis 5.3). However, LAM use was more likely in the HSM
group than in the CAM group at four months (OR 41.36; 95% Cl
10.11t0169.20) (Analysis 5.3). Only two women in the CAM group
reported using LAM (0.4%). The effect estimate was not precise
given the width of the 95% ClI.

« Knowledge of LAM criteria: Users of LAM in the HSM and standard
care group did not differ significantly in the proportion that
knew at least three criteria for effective LAM use (Analysis 5.4).

« In their conclusions, the investigators attributed some
differences to the HSM women having more schooling and
employment that those in CAM. Also, the HSM intervention was
apparently implemented better than the CAM. More women in
the HSM clinics received counseling and home visits.

Sebastian 2012 implemented an educational campaign that
addressed healthy timing and spacing of pregnancy, LAM, and
postpartum contraception. Messages were communicated to
women during the prenatal and postpartum periods. Postpartum
contraception information was also provided to the mothers-in-
law or other female family members. An educational campaign
also focused on males in the community. The comparison group
received standard services.

« Pregnancy: Women in the experimental group were less likely to
report a pregnancy by nine months postpartum than those in
the control group (OR 0.60; 95% CI 0.41 to 0.87) (Analysis 6.1).

« Use of modern method: The experimental-group women were
more likely than women with standard care to report using a
modern contraceptive at nine months postpartum (OR 3.08; 95%
Cl 2.36 to 4.02) (Analysis 6.2). Modern contraceptives reported
were pill, IUD, condoms, and sterilization. Compared to the
standard-care group, women in the experimental group were
less likely to use a traditional contraceptive method (OR 0.69;
95% Cl 0.50 to 0.93) (Analysis 6.3) and less likely to use no
method (OR 0.39; 95% CI 0.30 to 0.52) (Analysis 6.4).

« LAM use: Reportedly, 64% of the intervention-group women
knew the three conditions for LAM, but only 23% had used LAM
as a contraceptive method during the recent postpartum period.
None of the comparison-group women knew the LAM criteria
but 13% met the conditions.

« Logistic regression, use of a modern method at nine months
postpartum: The model included study group, education, age,
age atinitiation of cohabitation, caste (scheduled caste or tribe,
other backward-caste Hindu, high-caste Hindu, other religious
groups), and parity (Table 3). Contraceptive use was more likely
for women in the intervention group than those in the control
group (reported OR 3.66; 95% Cl 2.72 to 4.91), for those with at
least a high school education (reported OR 1.88; 95% Cl 1.27 to
2.79), and for those identified as other backward-caste Hindu
(reported OR 1.60; 95% CI 1.07 to 2.38).

« Logistic regression, knowledge of healthy spacing practice:
These models included the baseline value and the variables

listed for contraceptive use. At four months postpartum,
knowledge of healthy spacing messages was more likely for
women in the intervention group than those in the control
group (reported adjusted OR 2.07), as well as for those 20 to 24
years old (reported adjusted OR 1.65), and for those identified
as 'high-caste Hindu' (reported adjusted OR 1.93) (Table 3). At
nine months postpartum, knowledge of two or more spacing
methods was more likely for women in the intervention group
(reported OR 1.96) and for those with a middle school education
(reported OR 2.07) or a high school education (reported OR 3.18)
(Table 3).

DISCUSSION

Summary of main results

Of three studies with self-reported pregnancy data, two showed
pregnancies to be less likely in the experimental group than in the
comparison group. One was a clinic-based counseling program and
the other acommunity-based education project. Both had multiple
contacts that began prenatally.

All six studies showed some association of the intervention on
contraceptive use, but the outcome measures varied. Two showed
that treatment-group women were more likely to use a modern
method than the control group. In another study, women in the
treatment group were more likely than those in the control group
to use pills or an IUD, but were less likely to use injectables. In a
study using an effectiveness score for method used, the special-
intervention group had a higher score than the comparison group
at three months. The investigators did not indicate what score
was assigned to any particular method other than zero for no
method. The study emphasizing the IUD showed women in the
intervention group were more likely to use the IUD and less likely to
be using no method. In another study, contraceptive use in general
was more likely among women in a health service intervention
compared to those in a community awareness program at four
months and compared to women receiving standard care at 10
to 12 months. This was the only one of four with a specific LAM
component that had sufficient data on LAM use. Women in the
health service group were more likely than those in the community
awareness group to use LAM. The investigators attributed this to
demographic differences between the study groups as well as how
the interventions were implemented.

Two studies examined knowledge or attitudes about contraceptive
use. In one study, the special-intervention group had a higher
knowledge mean than a group with limited intervention or the
standard-care group. Similarly, the other showed the intervention
group had greater change in knowledge than the control group.

Overall completeness and applicability of evidence

Four of the interventions were clinic-based and two were
community-based. Three of the clinic-based studies involved
a single postpartum contact. The remaining three studies had
multiple contacts that began in the antenatal period. Four studies
had a specific component on the lactational amenorrhea method.
Of the other two studies, one focused on IUD insertion and another
provided theory-based sexual health education.

The studies were conducted in Egypt, Peru, Brazil, Taiwan, Turkey,
and India. We did not find any eligible studies from North America or
Western Europe. Four studies were based in urban areas, including
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Lima (Peru) and Taiwan. Two were conducted in rural areas (Abdel-
Tawab 2008; Sebastian 2012); they involved community members
and included home visits.

Quality of the evidence

Because we considered all these studies to be non-randomized,
we began with a grade of moderate quality. The studies that
randomized groups had too few clusters for meaningful cluster
analysis adjustment. None of those reports mentioned such
adjustment.

Overall, we considered the quality of evidence for pregnancy and
contraceptive use to be very low (Table 4). Limiting inclusion to
non-randomized studies led to overall lower quality assessment,
since moderate quality was the starting point. Evidence from the
individual studies ranged from low to poor. The studies met two
to four of the seven NOS criteria in this review. Treatment-group
women did not necessarily represent the general population of
postpartum women. Three studies did not adjust for potential
confounders or use any matching. Only two studies provided
adequate information on intervention fidelity. We did not conduct
a sensitivity analysis since no included study provided evidence of
moderate quality.

In an earlier review of RCTs on this subject (Lopez 2012), we
considered the overall quality of evidence to be moderate. RCTs
start at high quality, so the overall assessment of the RCTs was
downgraded one level in that review, as opposed to two levels for
the NRS here. Half of the 10 RCTs in the earlier review showed some
evidence of effect on pregnancy or contraceptive use.

AUTHORS' CONCLUSIONS

Implications for practice

The strategiesin these six studies were all associated with improved
contraceptive use and some showed some association with fewer
reported pregnancies. However, the low quality of data limits the
usefulness of the results. The studies had problems with design and
implementation, such as not considering factors that can influence
the results. The interventions did represent a range of styles and
settings. Four were clinic-based and two were community-based.
Three had one educational contact while the remaining three had
multiple contacts that began prenatally.

Implications for research

The evidence was limited with only six studies meeting our
criteria for inclusion. The quality of the evidence was very low.
The treatment groups did not necessarily represent the general
population of postpartum women and intervention reporting was
limited. Further, outcomes were self reported and definitions varied
for contraceptive use. Three studies were conducted in the 1990s,
prior to guidelines for reporting observational studies (von Elm
2007). Two of the later studies provided more detail on study design
and the education strategies, but one later study had unclear
methodology. Investigators should use available guidelines when
designing and reporting research.
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* Indicates the major publication for the study

Methods Location and time frame: rural Upper Egypt (Assiut and Sohag); conducted December 2005 to May

2007.
Design: 'Operations research study' within 2 regions with districts assigned to conditions. Described as
post-test panel with non-equivalent control group.
a) selected 2 regions (governorates)
b) selected 3 health districts from each region and randomly assigned them to 1 of 3 conditions
¢) selected 5 rural clinics within each district; clinics with 30 prenatal care visits per month had priority
Sample size calculation: To detect difference in contraceptive use at 12 months, 550 needed for each
group (55 per clinic). Estimated baseline use 10%; minimal use increase 5%; alpha = 0.05, power 0.8,
design effect 1.5, 10% loss to follow up.
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Abdel-Tawab 2008 (continued)

Participants

General with N: 1416 pregnant women attending clinic
Source: rural clinics (of Ministry of Health and Population)

Inclusion criteria: Third trimester (6 to 9 months), low parity (target group: 0 or 1 living child), seeking
antenatal care.

Exclusion criteria: not specified

Interventions

Study focus: Birth-spacing message models; effect on knowledge, attitudes, and contraceptive use.

Treatment 1: Health services model (HSM): birth spacing messages communicated through services by
health workers to women during prenatal and postpartum periods. Included effective use of lactation-
al amenorrhea method (LAM). Educational materials were also used (information, education, and com-
munication (IEC)).

Treatment 2: Community awareness model (CAM): communicating messages in HSM plus awareness
component through community 'influentials' trained to communicate messages to men.

Comparison or control: standard care (unspecified) plus awareness component (IEC) in CAM.

Outcomes Primary: contraceptive use; use of LAM (4 months postpartum only)
Secondary: knowledge of LAM (LAM users only; at 4 months only)
Assessment times: Home interviews at 4 months and at 10 to 12 months postpartum.
Note: Attitudes about birth spacing were assessed at clinic exit interviews only.
Husband's attitudes were reported by women participants.
Notes Unable to obtain further information from investigator on randomization method or whether analysis
accounted for clustering (14 May 2014).
Risk of bias
Bias Authors' judgement  Support for judgement
Exposed cohort represen-  High risk Low-parity women (0 or 1 living child) attending prenatal clinic in 1 of 3 health
tativeness districts. In contrast, community 'influentials' had an average of 4 children.
Nonexposed cohort selec-  Unclear risk From same region but different health district than exposed cohort.
tion
Exposure ascertainment: Low risk Checklists included FP services (prenatal, postpartum day 40 and home visits)
method used
Prenatal: clinic exit interview to assess services received.
Postpartum: home interviews by community workers regarding services re-
ceived.
Comparability of groups: Low risk Design: From each of 2 regions, 3 health districts assigned to 1 of 3 conditions.
design or analysis Districts matched on socioeconomic characteristics (unspecified), birth rates,
and contraceptive prevalence.
Analysis: No mention of adjustment for potential confounding. Study groups
differed in years married, educational level, and employment status.
Study groups did not differ significantly for prior use of contraceptives, but
method type was not reported.
Analysis methods are limited for 2 clusters per study group.
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Abdel-Tawab 2008 (continued)

Outcome assessment: Unclear risk Home interviews by community workers; self-reported outcomes.

method used

Follow-up length Low risk 10 to 12 months

Follow-up adequacy Low risk Completed 10- to 12-month interview: > 99% of each group (HSM 546/550; CAM

479/481; control 384/385).

Foreit 1993

Methods

Location and time frame: Edgardo Rebagliati Martins National Hospital in Lima, largest hospital in sys-
tem. Conducted July 1988 to September 1989.

Design: Two maternity wards were randomly selected, one treatment and one control, with 1 cluster
per group,

Drew 4 subgroups randomly from each monthly cohort for assessment, treatment women and control
women at 40 days or at 6 months after delivery.

Sample size calculation: no information.

Participants

General with N: 1560 women who gave birth at national hospital
Inclusion criteria: no specifics

Exclusion criteria: no information

Interventions

Study focus: Increase contraceptive prevalence among postpartum women through family planning
counseling and contraceptive provision; determine if intervention could reduce family planning pro-
gram costs.

Treatment: Family planning orientation and provision of contraceptive methods. IUD (TCu380A) insert-
ed immediately after delivery or before discharge; barrier methods offered if no IUD inserted; OCs avail-
able if not planning to breast-feed.

Comparison or control: not offered comparable services; reportedly no intervention.

Outcomes Primary: contraceptive use; pregnancy (self report)
Secondary: not applicable
Assessment times: 40 days or 6 months after delivery (independent samples); interviewed at home.
Notes Excluded from analysis: 45 women (sterilized prior to discharge, no education or no living children, or
older than 44 years, plus one potential coding error).
Risk of bias
Bias Authors' judgement  Support for judgement

Exposed cohort represen-
tativeness

Unclear risk Women who gave birth in a specific facility (access based on residential ad-

dress); independent samples of women at 40 days and 6 months postpartum.

Family planning services were more available in second 6 months of project.
New chief doctor, appointed half-way, was more supportive of postpartum ap-
proach.

Interviewers gained experience in locating women, so 6-month sample for
experimental group was biased toward women who gave birth in first half of
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Foreit 1993 (continued)

project, and 40-day sample was biased toward those from second half. Report-
edly, weighting samples did not alter comparability of social or demographic
characteristics.

Nonexposed cohort selec-  Low risk Drawn from same community as exposed cohort; independent samples drawn
tion at 40 days and 6 months postpartum.
Exposure ascertainment: Low risk Presumably study records; intervention provided in hospital.

method used

Comparability of groups: High risk No adjustments noted nor mention of potential confounding.

design or analysis
26 women excluded from analysis ('outliers' were those with no education or

living children, or > 44 years).

Outcome assessment: Unclear risk Home interviews; self-reported outcomes.
method used

Follow-up length Low risk 6 months

Follow-up adequacy High risk Loss to follow up: 50% (1606 interviewed / 3200 selected); reportedly no differ-
ence between study groups.

Hardy 1998

Methods Location and time frame: Instituto Materno-Infantil de Pernambuco (IMIP) in city of Recife (Northeast
Brazil); early 1990s.
Design: 'Semi-experimental operational study' with different time series for treatment and control.
Sample size calculation (and outcome of focus): no information

Participants General with N: 698 women who gave birth at the institute (IMIP).
Source: Teaching institution providing pediatric and obstetric care to low-income women and children.
Inclusion criteria: Treatment group comprised of first 348 women who delivered after intervention
started, returned for 40-day appointment, and volunteered for study.
Control group gave birth at IMIP, received traditional counseling (prior to new intervention), and re-
turned to hospital for regular check-ups (1 year postpartum).
Exclusion criteria: had stillbirth or twin pregnancy, would have difficulty breastfeeding, had surgical
sterilization approved, or desired pregnancy soon.

Interventions Study focus: Introduce lactational amenorrhea method (LAM) to postpartum care
Treatment: Provided during family planning (FP) counseling of women at prenatal care or those giving
birth at IMIP. LAM introduced as contraceptive method during prenatal visits, in maternity hospital af-
ter birth, and on 8th-day postpartum visit.
Comparison or control: Traditional FP counseling prior to development of new intervention (did not in-
clude LAM); provided during prenatal care, hospitalization, and day 8 postpartum visit.

Outcomes Primary: contraceptive use by specific method (we also analyzed as modern or traditional (WHO 2013));
pregnancy (presumably self report; no mention of testing or use of records).
Secondary: not applicable

Strategies for improving postpartum contraceptive use: evidence from non-randomized studies (Review) 16

Copyright © 2014 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



= 3 Cochrane
st g Library

Trusted evidence.
Informed decisions.
Better health.

Cochrane Database of Systematic Reviews

Hardy 1998 (Continued)

Assessment times: Treatment group at visits 3, 6, 9, and 12 months postpartum; Comparison group in-
terviewed at one year postpartum only.

Notes Total Ns for table on contraceptive use were reversed for experimental and control groups (215 versus
350). All other results indicate experimental group had 215 women at 12 months. Control group con-
sisted of 350 women interviewed at 12 months.

Risk of bias

Bias Authors' judgement Support for judgement

Exposed cohort represen- High risk Gave birth at institution serving low-income women and returned for 40-day

tativeness appointment.

Nonexposed cohort selec-  High risk Returned to hospital for regular check-up at one-year postpartum.

tion

Exposure ascertainment: High risk Control: unclear whether records or recall of counseling received.

method used

Experimental: presumably program records of clinic encounters.

Comparability of groups: Low risk Potential confounders in logistic regression: age, years of schooling, # living

design or analysis children, marital status.

Outcome assessment: Unclear risk Interview at clinic visits; self report

method used

Follow-up length Low risk 12 months

Follow-up adequacy High risk Loss to follow up: experimental group at 12 months, 133/348 (38%); control in-

terviewed at 12 months.

Lee 2011

Methods

Location and time frame: conducted in medical center in Taiwan; no time frame specified.

Design: Odd-numbered wards were experimental group and even-numbered wards were control group.

0dd-numbered wards were divided by 'another' coin flip into group A (wards 1, 3,5, 7, 11) and B (wards
13,15,17, 19, 21, 23). Midway through study, wards chosen for group A were reversed.

Ward rooms with double occupancy were assigned as a unit.
Assignment reportedly adapted from Sayegh 1976.

Sample size calculation (and outcome of focus): not specified

Participants

General with N: 250 women who gave birth in medical center
Source: 76-bed postpartum wards of large medical center and local hospital.

Inclusion criteria: delivered single, full-term healthy baby (gestation age 38 to 42 weeks, body weight >
2500 g, and Apgar score > 8); admitted for < 3 days; no perinatal complications or major chronicillness;
married and lived with husband; age 20 to 39 years and could read, write, and speak Chinese.

Exclusion criteria: not specified.

Interventions

Study focus: Evaluate effect of postpartum education program on knowledge, attitude, and contracep-
tive use.
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Lee 2011 (Continued)

Treatment A: Interactive Postpartum Sexual Health Education Program (IPSHEP) included 'interactive
pamphlet' plus sexual health education by trained obstetric nurse educator and opportunity for discus-
sion.

Treatment B: Interactive pamphlet in 'A' but no individual health education or opportunity for ques-
tions.

Comparison or control: Routine postpartum education on sexual health included educational talk and
pamphlet (same content and printing as in 'A' but no interactive design); staff not trained in interactive
education for postpartum women.

Outcomes Primary: 'effective contraceptive behavior' assessed by effectiveness of method used most often at 2
and 3 months postpartum. Scored from 0 (no use) to 99 (more effective as per WHO definitions, i.e.,
very effective, moderately effective, less effective). Did not specify what score was used for each cate-
gory of effectiveness.

Secondary: sexual health knowledge and attitudes included contraceptive practice at 3 days and 2
months postpartum
Assessment times: 2 and 3 months postpartum

Notes Unable to obtain further information from investigator on study design or data on contraceptive use by
specific method.

Routine education: standard deviation (SD) for 'contraceptive effectiveness' at 3 months may be mis-
print (8 versus 20 to 30 for others).

Risk of bias

Bias Authors' judgement Support for judgement

Exposed cohort represen- High risk Women who gave birth at specific institution, delivered full-term healthy baby,

tativeness no complications or chronic disease, lived with husband.

Nonexposed cohort selec-  Low risk Same source as exposed cohort

tion

Exposure ascertainment: Low risk Presumably study records; intervention was provided in hospital ward.

method used

Comparability of groups: Unclear risk Analyzed baseline characteristics. Study groups reportedly did not differ signif-

design or analysis icantly except for delivery method (vaginal or cesarean); pretest values for out-

comes reportedly did not differ by delivery method.
Analysis did not account for assignment by groups, but only 3 groups.

Outcome assessment: Unclear risk Research assistant administered structured questionnaires (tests); self-report-

method used ed outcomes.

Follow-up length Low risk 3 months

Follow-up adequacy High risk Loss to follow up by 3 months: Treatment A 24% (17/70); Treatment B 37%

(34/92); Standard care 34% (30/88)

Nacar 2003
Methods Location and time frame: the Kayseri Maternal and Child Health Hospital, city of Kayseri, Turkey. Con-
ducted from December 1999 to June 2000.
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Nacar 2003 (Continued)

Design: Allocation likely to have been alternate. Questionnaire about eligibility criteria was adminis-
tered to intervention and control groups on alternate days. Intervention provided immediately after
the questionnaire.

Sample size calculation: 150 women in each group (300 total) to detect 20% increase of contraceptive
prevalence (from 60% to 80%), accounting for possible loss to follow up.

Participants

General with N: 260 women who delivered at Kayseri Hospital in December 1999

Source: local hospital

Inclusion criteria: living in the city of Kayseri; had telephone at home or could be contacted by tele-
phone.

Exclusion criteria: not specified

Interventions

Study focus: Effect of education on postpartum contraceptive use

Treatment: 20-minute educational session on postpartum family planning, lactation-contraception re-
lationship, and contraceptive options during this period. Each woman given brochure on 'Postpartum
Family Planning.'

Control: baseline questionnaire only

Outcomes Primary: Postpartum contraceptive use, reported as modern or traditional method. Modern (effec-
tive) included 1UD, OCs, injectable contraceptives, implant (Norplant), tubal ligation, vasectomy, di-
aphragm and spermicides. Traditional (limited effectiveness) included withdrawal, calendar, and lacta-
tion methods.

Secondary: not applicable
Assessment times: follow up at 6 months.

Notes Article in Turkish; translation of table headings and study characteristics extracted.

Risk of bias

Bias Authors' judgement Support for judgement

Exposed cohort represen- Unclear risk Women who gave birth at specific hospital and could be contacted by tele-

tativeness phone.

Nonexposed cohort selec-  Low risk Same source as exposed cohort

tion

Exposure ascertainment: Low risk Presumably study records; intervention was provided in hospital

method used

Comparability of groups: High risk Analysis not adjusted for potential confounders.

design or analysis

Prior contraceptive use reportedly differed between groups but not analysis
not adjusted.

Outcome assessment: Unclear risk Questionnaire administered at clinic during return visit or in home; self-report-

method used ed outcome.

Grouping of methods as modern (effective) or traditional was inconsistent
with WHO 2013 categories.

Follow-up length Low risk 6 months
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Nacar 2003 (Continued)

Follow-up adequacy

Low risk Losses to follow up by 6 months: 8.7% treatment 8.7% (137/150); control 18%
(123/150);

Sebastian 2012

Methods

Location and time frame: rural areas of Meerut district in Uttar Pradesh (India); intervention from
September 2006 to January 2007.

Design: Evaluation study; described as 'randomized experimental pre- and post-test design.' District
had 12 blocks; randomly assigned 2 blocks to intervention and 2 to comparison. Selected 12 villages
with population >=2000 from each block for inclusion.

Sample size calculation: Contraceptive prevalence rate of 10% among women aged <= 24 taken as base
value. Needed 541 women in each arm to detect 5% increase in contraceptive use at 9 months postpar-
tum. Estimated 600 to compensate for 10% loss to follow up.

Participants

General with N: 959 women
Source: Study villages
Inclusion criteria: Had 0 or 1 child, < 25 years old, were 4 to 7 months pregnant.

Exclusion criteria: first trimester, reportedly because they rarely mention pregnancy to community
workers or go for antenatal care.

Interventions

Study focus: Increase knowledge and use of lactational amenorrhea method (LAM) and postpartum
contraception through counseling.

Treatment: Educational campaign for enrolled pregnant women and mother-in-law or oldest female
family member. Included healthy timing and spacing of pregnancy, LAM, postpartum contraception;
provided in home. According to investigator, community workers continued with messages postpar-
tum, during routine monthly home visits. Also contacted mothers-in-law during antenatal and postpar-
tum periods about postpartum contraception.

Intervention included an educational campaign for males in community about maternity care and
postpartum contraception.

Comparison or control: Government-run health program (antenatal clinic; home-based counseling of
pregnant women and family about antenatal and postnatal care and family planning; preschool pro-
gram workers also counseled pregnant and lactating women at home.

Outcomes Primary: modern contraceptive use; pregnancy (self report)
Secondary: change in knowledge of healthy timing and spacing of pregnancy (>= 2 messages); change
in knowledge of >=2 spacing methods available in national program.
Assessment times: 9 months postpartum; knowledge also at 4 months postpartum.

Notes Investigator provided additional information about the intervention, including time frame for postpar-
tum contact.

Risk of bias

Bias Authors' judgement  Support for judgement

Exposed cohort represen- High risk Low-parity women (0 or 1 child), < 25years old, living in selected district, block,

tativeness and village.
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Sebastian 2012 (continued)

In contrast, state fertility rate was 3.8.

Nonexposed cohort selec-  Unclear risk From same district but different block than that of the exposed (treatment)
tion group.
Exposure ascertainment: Low risk Prenatal: presumably from clinic records of services provided.

method used

Postpartum: presumably from community workers' records of home visits and
services provided.

Comparability of groups:
design or analysis

Low risk Potential confounders included in logistic regression models: study group, ed-
ucation, age, age at initiation of cohabitation, caste, parity.

Analysis does not appear to account for assignment of groups. With 2 blocks
per study group, analysis methods are limited.

Outcome assessment: Unclear risk Interviews conducted during home visits; self-reported outcomes.
method used

Follow-up length Low risk 9 months

Follow-up adequacy High risk Total loss: 20% (238/1197 did not complete all 3 interview rounds)

Characteristics of excluded studies [ordered by study ID]

Study

Reason for exclusion

Alvarado 1999

Insufficient outcome data for comparison group: assessed initiation of contraceptive method (from
records) by the 30- to 40-day postpartum visit. One-year data on contraceptive use and pregnancy
were available for only 10% of comparison group.

Brou 2009 No appropriate comparison group; outcomes by HIV status.

Investigator communicated that all women had counseling on various modern methods; did not
have material on counseling content.

Dhont 2009 Two study sites apparently provided the same counseling. Provision of contraceptives differed.
One site provided implants and 1UDs free of charge, while the other referred women to public clinic
that charged small fee. Pills and condoms were free at public clinic.

Hale 2014 No apparent postpartum contact; intervention during pregnancy. Outcome was use of family plan-
ning services (from records) not contraceptive use.

Hoke 2014 Intervention not provided within 6-week postpartum period. Participants could be up to 6 months
postpartum.

Johnson 2003 No follow up; survey during postpartum hospital stay. Outcomes were satisfaction and reported in-
fluence of counseling on contraceptive method choice. No data on specific method choice or use.

Kan 2012 Pregnant or parenting teens who were not necessarily postpartum.

Both groups received the same family planning counseling and referral. Special intervention group
also had home visits and case management.

Koniak-Griffin 1999

Random assignment to intervention group was noted in the text (not abstract).
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Study

Reason for exclusion

Lee 2007

No relevant outcome; assessed knowledge, attitudes, and self-efficacy.

Nufiez Rocha 2005

Intervention was provided during third trimester (4 consecutive days). No apparent postpartum ed-
ucation or contact except for assessment of contraceptive continuation at 2 years during home vis-
it. Contraceptive uptake was examined at 7 days postpartum with clinical records.

Patchen 2013

No comparison intervention or control. Same intervention was provided to all participants, though
two locations were used.

Planned Parenthood 2013

Intervention apparently provided during prenatal clinic. Outcome assessment at 6 months post-
partum. Trial completion estimated as July 2014.

Sangalang 2006

Pregnant or parenting teens who were not necessarily postpartum.

Sayegh 1976

Assessment time frame appeared insufficient (4 to 9 weeks postpartum). Outcome was 'accep-
tance' of contraception without type of contraceptive method. Data presented for 37% who re-
turned to clinic by 9 weeks. Those who did not return within 5 weeks were interviewed at home; no
data presented. Also, text referred to initiation, maintenance, and switching to safer method but
data were insufficient for analysis.

Temmerman 1990

Inadequate information about intervention. Comparison group differed by HIV status as well as
type of intervention.

Tocce 2012

Study groups were based on contraceptive method chosen (immediate subdermal implant (before
hospital discharge) versus another contraceptive or no method).

Both groups were in the same educational program.

Vikhlyaeva 2001

Insufficient outcome data for comparison group: no data on pregnancy or contraceptive use. Only
had induced abortions by 2 years for 129 women who did not attend clinics.

Warren 2012

Inadequate comparison group. Two service integration models studied: 1) HIV services with family
planning, for which postpartum status was not an eligibility criterion; 2) Postnatal care and HIV ser-
vices with participants who were postnatal (0 to 10 weeks).

DATA AND ANALYSES

Comparison 1. Postpartum FP counseling plus LAM versus traditional FP counseling

Outcome or subgroup title No. of studies No. of partici- Statistical method Effect size
pants

1 Pregnancy by 12 months 1 565 0dds Ratio (M-H, Fixed, 95% ClI) 0.48[0.27,0.87]

2 Use of specific modern 1 0dds Ratio (M-H, Fixed, 95% ClI) Subtotals only

methods at 12 months

2.1 Pills 1 565 0dds Ratio (M-H, Fixed, 95% Cl) 1.78[1.26, 2.50]

2.2 Condoms 1 565 0dds Ratio (M-H, Fixed, 95% Cl) 1.35[0.74, 2.46]

2.3 Injectables 1 565 0Odds Ratio (M-H, Fixed, 95% Cl) 0.23[0.05, 1.00]
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Outcome or subgroup title No. of studies No. of partici- Statistical method Effect size
pants

2.41UD 1 565 0dds Ratio (M-H, Fixed, 95% CI) 3.72[1.27,10.86]

2.5 Tubal sterilization 1 565 0dds Ratio (M-H, Fixed, 95% Cl) 1.87[0.71,4.92]

3 No contraceptive use at 12 1 565 Odds Ratio (M-H, Fixed, 95% Cl) 0.37[0.21,0.67]

months

4 Use of traditional con- 1 565 0Odds Ratio (M-H, Fixed, 95% Cl) 0.75[0.39, 1.41]

traceptive methods at 12

months

Analysis 1.1. Comparison 1 Postpartum FP counseling plus LAM
versus traditional FP counseling, Outcome 1 Pregnancy by 12 months.

Study or subgroup Experimental Control 0dds Ratio Weight 0dds Ratio

n/N n/N M-H, Fixed, 95% CI M-H, Fixed, 95% CI
Hardy 1998 16/215 50/350 - 100% 0.48[0.27,0.87]
Total (95% Cl) 215 350 = 100% 0.48[0.27,0.87]

Total events: 16 (Experimental), 50 (Control)
Heterogeneity: Tau?=0; Chi?=0, df=0(P<0.0001); 1>=100%
Test for overall effect: Z=2.42(P=0.02)

Favors experimental ~ 0.01 0.1 1 10 100 Favors control

Analysis 1.2. Comparison 1 Postpartum FP counseling plus LAM versus traditional

FP counseling, Outcome 2 Use of specific modern methods at 12 months.

Study or subgroup Experimental Control 0dds Ratio Weight 0dds Ratio

n/N n/N M-H, Fixed, 95% CI M-H, Fixed, 95% CI
1.2.1 Pills
Hardy 1998 124/215 152/350 . 100% 1.78[1.26,2.5]
Subtotal (95% CI) 215 350 L 4 100% 1.78[1.26,2.5]

Total events: 124 (Experimental), 152 (Control)
Heterogeneity: Not applicable
Test for overall effect: Z=3.28(P=0)

1.2.2 Condoms
Hardy 1998 21/215 26/350
Subtotal (95% Cl) 215 350

100%
100%

L

Total events: 21 (Experimental), 26 (Control)
Heterogeneity: Not applicable
Test for overall effect: Z=0.97(P=0.33)

1.2.3 Injectables

Hardy 1998 2215 uzso —JF—— 100%

Subtotal (95% CI) 215 350 e 100%

1.35[0.74,2.46)
1.35[0.74,2.46]

0.23[0.05,1]
0.23[0.05,1]

Favors control ~ 0.05 0.2 1 5 20 Favors experimental
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Study or subgroup Experimental Control 0dds Ratio Weight 0dds Ratio
n/N n/N M-H, Fixed, 95% CI M-H, Fixed, 95% CI

Total events: 2 (Experimental), 14 (Control)
Heterogeneity: Not applicable
Test for overall effect: Z=1.96(P=0.05)

1.2.41UD
Hardy 1998 11215 5/350 B 100% 3.72[127,10.86]
Subtotal (95% Cl) 215 350 —l— 100% 3.72[1.27,10.86]
Total events: 11 (Experimental), 5 (Control)
Heterogeneity: Not applicable

Test for overall effect: Z=2.4(P=0.02)

1.2.5 Tubal sterilization
Hardy 1998 9/215 8/350 B 100% 1.87(0.71,4.92]
Subtotal (95% CI) 215 350 —~— 100% 1.87[0.71,4.92]
Total events: 9 (Experimental), 8 (Control)

Heterogeneity: Tau?=0; Chi*=0, df=0(P<0.0001); 1>=100%

Test for overall effect: Z=1.26(P=0.21)

Test for subgroup differences: Chi*=9.72, df=1 (P=0.05), 1’=58.87%

Favors control ~ 0.05 0.2 1 20 Favors experimental

w

Analysis 1.3. Comparison 1 Postpartum FP counseling plus LAM versus
traditional FP counseling, Outcome 3 No contraceptive use at 12 months.

Study or subgroup Experimental Control 0dds Ratio Weight 0dds Ratio

n/N n/N M-H, Fixed, 95% CI M-H, Fixed, 95% CI
Hardy 1998 16/215 62/350 — 100% 0.37(0.21,0.67]
Total (95% Cl) 215 350 o 100% 0.37[0.21,0.67]

Total events: 16 (Experimental), 62 (Control)
Heterogeneity: Not applicable
Test for overall effect: Z=3.34(P=0)

Favors experimental ~ 0-01 0.1 1 10 100 Favors control

Analysis 1.4. Comparison 1 Postpartum FP counseling plus LAM versus traditional
FP counseling, Outcome 4 Use of traditional contraceptive methods at 12 months.

Study or subgroup Experimental Control 0dds Ratio Weight 0dds Ratio
n/N n/N M-H, Fixed, 95% CI M-H, Fixed, 95% CI
Hardy 1998 15/215 32/350 o 100% 0.75[0.39,1.41]

Total events: 15 (Experimental), 32 (Control)

Total (95% Cl) 215 350 —l— 100% 0.75[0.39,1.41]
Heterogeneity: Tau?=0; Chi*=0, df=0(P<0.0001); 1>=100%

Test for overall effect: Z=0.9(P=0.37)

Favors control 0.2 0.5 1 2 5 Favors experimental
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Comparison 2. Family planning counseling versus control

Outcome or subgroup title No. of studies No. of partici- Statistical method Effect size
pants

1 Contraceptive use (6 months post- 1 Odds Ratio (M-H, Fixed, 95%  Subtotals only

partum) Cl)

1.1 Use of modern contraceptive 1 260 Odds Ratio (M-H, Fixed,95% 1.77[1.08,2.89]

method Cl)

1.2 Use of traditional contraceptive 1 260 0Odds Ratio (M-H, Fixed, 95% 1.13[0.67, 1.90]

method Cl)

2 No contraceptive use (6 months 1 260 Odds Ratio (M-H, Fixed, 95%  0.33[0.17, 0.64]

postpartum) Cl)

Analysis 2.1. Comparison 2 Family planning counseling versus
control, Outcome 1 Contraceptive use (6 months postpartum).

Study or subgroup Intervention Control 0dds Ratio Weight 0dds Ratio

n/N n/N M-H, Fixed, 95% CI M-H, Fixed, 95% CI
2.1.1 Use of modern contraceptive method
Nacar 2003 75/137 50/123 . 100% 1.77[1.08,2.89]
Subtotal (95% CI) 137 123 L 2 100% 1.77[1.08,2.89]

Total events: 75 (Intervention), 50 (Control)
Heterogeneity: Tau?=0; Chi*=0, df=0(P<0.0001); 1>=100%
Test for overall effect: Z=2.26(P=0.02)

2.1.2 Use of traditional contraceptive method

Nacar 2003 46/137 38/123 B 100% 113(0.67,1.9]
Subtotal (95% CI) 137 123 ‘ 100% 1.13[0.67,1.9]
Total events: 46 (Intervention), 38 (Control)
Heterogeneity: Not applicable
Test for overall effect: Z=0.46(P=0.64)
Test for subgroup differences: Chi*=1.48, df=1 (P=0.22), 1>=32.63%
Favors control ~ 0-01 0.1 1 10 100 Favors intervention
Analysis 2.2. Comparison 2 Family planning counseling versus
control, Outcome 2 No contraceptive use (6 months postpartum).
Study or subgroup Intervention Control 0dds Ratio Weight 0dds Ratio
n/N n/N M-H, Fixed, 95% CI M-H, Fixed, 95% CI
Nacar 2003 16/137 35/123 S 100% 0.33[0.17,0.64]
Total (95% Cl) 137 123 - 100% 0.33[0.17,0.64]
Total events: 16 (Intervention), 35 (Control)
Heterogeneity: Not applicable
Test for overall effect: Z=3.31(P=0)
Favors intervention ~ 0-01 0.1 1 10 100 Favors control
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Comparison 3. Interactive education versus interactive pamphlet versus routine teaching

Outcome or subgroup title No. of studies No. of partici- Statistical method Effect size
pants

1 Effectiveness of contraceptive 1 Mean Difference (IV, Fixed, Subtotals only

method used most often (intervention 95% Cl)

versus pamphlet)

1.1 At 2 months postpartum 1 108 Mean Difference (IV, Fixed, 3.74 [-5.07,
95% Cl) 12.55]

1.2 At 3 months postpartum 1 93 Mean Difference (IV, Fixed, 13.26 [3.16,
95% Cl) 23.36]

2 Effectiveness of contraceptive 1 Mean Difference (IV, Fixed, Subtotals only

method used most often (intervention 95% Cl)

versus routine)

2.1 At 2 months postpartum 1 112 Mean Difference (IV, Fixed, 3.96 [-4.31,
95% Cl) 12.23]

2.2 At 3 months postpartum 1 90 Mean Difference (IV, Fixed, -0.58 [-7.07,5.91]
95% Cl)

3 Sexual health knowledge at 2 months 1 Mean Difference (IV, Fixed, Subtotals only

postpartum 95% Cl)

3.1 Intervention versus pamphlet 1 108 Mean Difference (IV, Fixed, 0.54[0.06, 1.02]
95% Cl)

3.2 Intervention versus routine 1 112 Mean Difference (IV, Fixed, 1.55[1.13,1.97]
95% Cl)

4 Sexual health attitudes at 2 months 1 Mean Difference (1V, Fixed, Subtotals only

postpartum 95% Cl)

4.1 Intervention versus pamphlet 1 108 Mean Difference (1IV, Fixed, 3.69[-0.29,7.67]
95% Cl)

4.2 Intervention versus routine 1 112 Mean Difference (IV, Fixed, 4.19[0.15, 8.23]
95% Cl)

Analysis 3.1. Comparison 3 Interactive education versus interactive pamphlet versus routine teaching,
Outcome 1 Effectiveness of contraceptive method used most often (intervention versus pamphlet).

Study or subgroup Intervention Pamphlet Mean Difference Weight Mean Difference
N Mean(SD) N Mean(SD) Fixed, 95% Cl Fixed, 95% Cl
3.1.1 At 2 months postpartum
Lee 2011 50 75.6 (20.4) 58 71.9 (26.3) —-.— 100% 3.74[-5.07,12.55]
Subtotal *** 50 58 —~l— 100% 3.74[-5.07,12.55]
Heterogeneity: Not applicable
Favors pamphlet -20 -10 0 10 20 Favors intervention
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Study or subgroup Intervention Pamphlet Mean Difference Weight Mean Difference
N Mean(SD) N Mean(SD) Fixed, 95% CI Fixed, 95% Cl

Test for overall effect: Z=0.83(P=0.41)

3.1.2 At 3 months postpartum
Lee 2011 41 763(198) 52 631(207) —B— om 13.26(3.16,23.36]
Subtotal *** 41 52 i 100% 13.26[3.16,23.36]
Heterogeneity: Not applicable

Test for overall effect: Z=2.57(P=0.01)

Test for subgroup differences: Chi*=1.94, df=1 (P=0.16), 1’=48.41%

Favors pamphlet 20 -10 0 10 20 Favors intervention

Analysis 3.2. Comparison 3 Interactive education versus interactive pamphlet versus routine teaching,
Outcome 2 Effectiveness of contraceptive method used most often (intervention versus routine).

Study or subgroup Intervention Routine Mean Difference Weight Mean Difference

N Mean(SD) N Mean(SD) Fixed, 95% Cl Fixed, 95% Cl
3.2.1 At 2 months postpartum
Lee 2011 50 75.6 (20.4) 62 71.7(24.3) ——.— 100% 3.96[-4.31,12.23]
Subtotal *** 50 62 i 100% 3.96[-4.31,12.23]
Heterogeneity: Not applicable
Test for overall effect: Z=0.94(P=0.35)
3.2.2 At 3 months postpartum
Lee 2011 41 76.3(19.8) 49 76.9 (8.4) —.— 100% -0.58[-7.07,5.91]
Subtotal *** 41 49 ‘ 100% -0.58[-7.07,5.91]
Heterogeneity: Not applicable
Test for overall effect: Z=0.18(P=0.86)
Test for subgroup differences: Chi?=0.72, df=1 (P=0.4), I*=0%

Favors routine 05 0 5 10 Favors intervention

Analysis 3.3. Comparison 3 Interactive education versus interactive pamphlet versus
routine teaching, Outcome 3 Sexual health knowledge at 2 months postpartum.

Study or subgroup Intervention Comparison Mean Difference Weight Mean Difference
N Mean(SD) N Mean(SD) Fixed, 95% CI Fixed, 95% Cl
3.3.1 Intervention versus pamphlet
Lee 2011 50 12.6(0.8) 58 12.1(1.7) —.— 100% 0.54[0.06,1.02]
Subtotal *** 50 58 e 100% 0.54[0.06,1.02]
Heterogeneity: Not applicable
Test for overall effect: Z=2.19(P=0.03)
3.3.2 Intervention versus routine
Lee 2011 50 12.6(0.8) 62 11.1(1.4) —.— 100% 1.55[1.13,1.97]
Subtotal *** 50 62 - 100% 1.55[1.13,1.97]
Heterogeneity: Not applicable
Test for overall effect: Z=7.31(P<0.0001)
Test for subgroup differences: Chi*=9.64, df=1 (P=0), 1*=89.63%
Favors comparison -2 -1 0 1 2 Favors intervention
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Analysis 3.4. Comparison 3 Interactive education versus interactive pamphlet
versus routine teaching, Outcome 4 Sexual health attitudes at 2 months postpartum.

Study or subgroup Intervention Comparison Mean Difference Weight Mean Difference
N Mean(SD) N Mean(SD) Fixed, 95% Cl Fixed, 95% Cl
3.4.1 Intervention versus pamphlet
Lee 2011 50 1089(109) 58  105.2(10.1) = 100% 3.69[-0.29,7.67]
Subtotal *** 50 58 o 100% 3.69[-0.29,7.67]
Heterogeneity: Not applicable
Test for overall effect: Z=1.82(P=0.07)
3.4.2 Intervention versus routine
Lee 2011 50 1089(109) 62 1047(10.8) o 100% 4.19[0.15,8.23]
Subtotal *** 50 62 . 100% 4.19[0.15,8.23]
Heterogeneity: Not applicable
Test for overall effect: Z=2.03(P=0.04)
Test for subgroup differences: Chi*=0.03, df=1 (P=0.86), 1>=0%
Favors comparison 05 0 5 10 Favors intervention
Comparison 4. Family planning counseling and method provision versus no intervention
Outcome or subgroup ti-  No. of studies No. of partici- Statistical method Effect size
tle pants
1 Pregnancy at 6 months 1 439 Odds Ratio (M-H, Fixed, 95% Cl) 0.21[0.02, 1.87]
postpartum
2 IUD use postpartum 1 1560 Odds Ratio (M-H, Fixed, 95% Cl) 2.35[1.82,3.02]
2.1 At 40 days 1 1121 0dds Ratio (M-H, Fixed, 95% Cl) 2.76[1.99, 3.82]
2.2 At 6 months 1 439 0Odds Ratio (M-H, Fixed, 95% Cl) 1.79[1.20, 2.69]
3 Other method use post- 1 1560 0Odds Ratio (M-H, Fixed, 95% Cl) 1.16[0.91, 1.49]
partum
3.1At40days 1 1121 0dds Ratio (M-H, Fixed, 95% ClI) 1.29[0.93,1.79]
3.2 At 6 months 1 439 0dds Ratio (M-H, Fixed, 95% Cl) 1.01[0.69, 1.48]
4 No contraceptive 1 1560 0Odds Ratio (M-H, Fixed, 95% Cl) 0.45 [0.36, 0.56]
method use postpartum
4.1 At 40 days 1 1121 0Odds Ratio (M-H, Fixed, 95% Cl) 0.43[0.34, 0.56]
4.2 At 6 months 1 439 0Odds Ratio (M-H, Fixed, 95% Cl) 0.48[0.31, 0.75]
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Analysis 4.1. Comparison 4 Family planning counseling and method provision
versus no intervention, Outcome 1 Pregnancy at 6 months postpartum.

Study or subgroup Intervention Control 0dds Ratio Weight 0dds Ratio

n/N n/N M-H, Fixed, 95% CI M-H, Fixed, 95% CI
Foreit 1993 1/238 4/201 B 100% 0.21[0.02,1.87]
Total (95% CI) 238 201 e 100% 0.21[0.02,1.87]
Total events: 1 (Intervention), 4 (Control)
Heterogeneity: Not applicable
Test for overall effect: Z=1.4(P=0.16)

0.01 0.1 1 10 100 Favors control

Favors experimental

Analysis 4.2. Comparison 4 Family planning counseling and method
provision versus no intervention, Outcome 2 IUD use postpartum.

0dds Ratio
M-H, Fixed, 95% CI

Intervention
n/N

Study or subgroup Control

n/N

0dds Ratio
M-H, Fixed, 95% CI

Weight

4.2.1 At 40 days
— B
’

Foreit 1993
Subtotal (95% ClI)

175/639
639

58/482
482

Total events: 175 (Intervention), 58 (Control)

Heterogeneity: Not applicable

Test for overall effect: Z=6.12(P<0.0001)

4.2.2 At 6 months
Foreit 1993
Subtotal (95% ClI)

96/238
238

55/201
201

Total events: 96 (Intervention), 55 (Control)

Heterogeneity: Not applicable

Test for overall effect: Z=2.84(P=0)

Total (95% Cl)

Total events: 271 (Intervention), 113 (Control)
Heterogeneity: Tau?=0; Chi*=2.64, df=1(P=0.1); 1>=62.11%
Test for overall effect: Z=6.64(P<0.0001)

877 683

Test for subgroup differences: Chi*=2.64, df=1 (P=0.1), 1>=62.06%

57.44%
57.44%

2.76[1.99,3.82]
2.76[1.99,3.82]

42.56%
42.56%

1.79[1.2,2.69]
1.79[1.2,2.69]

100% 2.35[1.82,3.02]

0.5 0.7 1 15 2

Favors control

Favors intervention

Analysis 4.3. Comparison 4 Family planning counseling and method
provision versus no intervention, Outcome 3 Other method use postpartum.

Study or subgroup Intervention Control 0dds Ratio Weight 0dds Ratio

n/N n/N M-H, Fixed, 95% CI M-H, Fixed, 95% CI
4.3.1 At 40 days
Foreit 1993 110/639 67/482 —— 54.61% 1.29[0.93,1.79]
Subtotal (95% CI) 639 482 -~ 54.61% 1.29[0.93,1.79]

Total events: 110 (Intervention), 67 (Control)

Heterogeneity: Not applicable

05 0.7 1 15 2

Favors control

Favors intervention
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Study or subgroup Intervention Control 0dds Ratio Weight 0dds Ratio
n/N n/N M-H, Fixed, 95% CI M-H, Fixed, 95% CI
Test for overall effect: Z=1.5(P=0.13)
4.3.2 At 6 months
Foreit 1993 99/238 83/201 —— 45.39% 1.01[0.69,1.48]
Subtotal (95% Cl) 238 201 ‘ 45.39% 1.01[0.69,1.48]
Total events: 99 (Intervention), 83 (Control)
Heterogeneity: Not applicable
Test for overall effect: Z=0.06(P=0.95)
Total (95% CI) 877 683 e o 100% 1.16[0.91,1.49]
Total events: 209 (Intervention), 150 (Control)
Heterogeneity: Tau?=0; Chi*=0.88, df=1(P=0.35); 1>=0%
Test for overall effect: Z=1.19(P=0.23)
Test for subgroup differences: Chi*=0.88, df=1 (P=0.35), 1>=0% ‘ ‘ .
Favors control 05 07 1 15 2 Favors intervention
Analysis 4.4. Comparison 4 Family planning counseling and method provision
versus no intervention, Outcome 4 No Contraceptive method use postpartum.
Study or subgroup Intervention Control 0dds Ratio Weight 0dds Ratio
n/N n/N M-H, Fixed, 95% CI M-H, Fixed, 95% CI
4.4.1 At 40 days
Foreit 1993 354/639 357/482 . 76.43% 0.43[0.34,0.56]
Subtotal (95% Cl) 639 482 * 76.43% 0.43[0.34,0.56]
Total events: 354 (Intervention), 357 (Control)
Heterogeneity: Tau?=0; Chi?=0, df=0(P<0.0001); 1>=100%
Test for overall effect: Z=6.36(P<0.0001)
4.4.2 At 6 months
Foreit 1993 43/238 63/201 —— 23.57% 0.48[0.31,0.75]
Subtotal (95% Cl) 238 201 < 23.57% 0.48[0.31,0.75]
Total events: 43 (Intervention), 63 (Control)
Heterogeneity: Not applicable
Test for overall effect: Z=3.21(P=0)
Total (95% Cl) 877 683 ¢ 100% 0.45[0.36,0.56]
Total events: 397 (Intervention), 420 (Control)
Heterogeneity: Tau?=0; Chi*=0.16, df=1(P=0.69); 1>=0%
Test for overall effect: Z=7.12(P<0.0001)
Test for subgroup differences: Chi*=0.16, df=1 (P=0.69), 1>=0%
Favors experimental ~ 0-01 0.1 1 10 100 Favors control
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Comparison 5. Birth-spacing message models: health service (HSM) versus community awareness (CAM) versus

standard care

Outcome or subgroup title

No. of studies

No. of partici-
pants

Statistical method

Effect size

1 Contraceptive use postpartum 1
(HSM versus standard care)

0Odds Ratio (M-H, Fixed, 95%
Cl)

Subtotals only

1.1 At4 months 1 935 0Odds Ratio (M-H, Fixed, 95% 2.07[1.58,2.71]
cl

1.2 At 10 to 12 months (if at risk) 1 930 0Odds Ratio (M-H, Fixed, 95% 2.08 [1.58,2.74]
cl

2 Contraceptive use postpartum 1 0Odds Ratio (M-H, Fixed, 95% Subtotals only

(HSM versus CAM) Cl)

2.1 At 4 months 1 1031 Odds Ratio (M-H, Fixed, 95% 1.79 [1.40, 2.30]
Cl)

2.2 At 10 to 12 montbhs (if at risk) 1 1025 Odds Ratio (M-H, Fixed, 95% 1.24[0.97, 1.59]
Cl)

3 Use of LAM at 4 months postpar- 1 0Odds Ratio (M-H, Fixed, 95% Subtotals only

tum Cl)

3.1 HSM versus standard care 1 935 0Odds Ratio (M-H, Fixed, 95% 1.04[0.72, 1.50]
o)}

3.2 HSM versus CAM 1 1031 0Odds Ratio (M-H, Fixed, 95% 41.36[10.11,
cl 169.20]

4 Knowlege of effective LAM use at 1 136 0Odds Ratio (M-H, Fixed, 95% 2.90[0.91,9.26]

4 months postpartum (HSM versus
standard care)

Cl)

Analysis 5.1. Comparison 5 Birth-spacing message models: health service (HSM) versus community
awareness (CAM) versus standard care, Outcome 1 Contraceptive use postpartum (HSM versus standard care).

Study or subgroup HSM Standard care 0dds Ratio Weight 0dds Ratio
n/N n/N M-H, Fixed, 95% CI M-H, Fixed, 95% CI
5.1.1 At 4 months
Abdel-Tawab 2008 276/550 126/385 l 100% 2.07[1.58,2.71]
Subtotal (95% Cl) 550 385 S 100% 2.07[1.58,2.71]
Total events: 276 (HSM), 126 (Standard care)
Heterogeneity: Not applicable
Test for overall effect: Z=5.27(P<0.0001)
5.1.2 At 10 to 12 months (if at risk)
Abdel-Tawab 2008 262/546 118/384 ' 100% 2.08[1.58,2.74]
Subtotal (95% Cl) 546 384 > 100% 2.08[1.58,2.74]
Total events: 262 (HSM), 118 (Standard care)
Heterogeneity: Not applicable
Favorsstandard care 01 02 0.5 1 2 5 10 Favors HSM
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Study or subgroup HSM Standard care 0dds Ratio Weight 0dds Ratio
n/N n/N M-H, Fixed, 95% CI M-H, Fixed, 95% CI
Test for overall effect: Z=5.23(P<0.0001)
Test for subgroup differences: Chi?=0, df=1 (P=0.98), I>=0%
Favors standard care  0-1 02 0.5 1 2 5 10 Favors HSM

Analysis 5.2. Comparison 5 Birth-spacing message models: health service (HSM) versus community
awareness (CAM) versus standard care, Outcome 2 Contraceptive use postpartum (HSM versus CAM).

HSM
n/N

CAM
n/N

Study or subgroup

0dds Ratio
M-H, Fixed, 95% CI

0dds Ratio
M-H, Fixed, 95% CI

Weight

5.2.1 At 4 months

Abdel-Tawab 2008

Subtotal (95% Cl)

Total events: 276 (HSM), 173 (CAM)
Heterogeneity: Not applicable

Test for overall effect: Z=4.57(P<0.0001)

276/550
550

173/481
481

5.2.2 At 10 to 12 months (if at risk)
Abdel-Tawab 2008

Subtotal (95% ClI)

Total events: 262 (HSM), 204 (CAM)
Heterogeneity: Not applicable

Test for overall effect: Z=1.73(P=0.08)
Test for subgroup differences: Chi?=4.16, df=1 (P=0.04), 1>=75.99%

262/546
546

204/479
479

]

>

100%
100%

1.79[1.4,2.3]
1.79[1.4,2.3]

100%
100%

1.24[0.97,1.59]
1.24[0.97,1.59]

Favors CAM

0.1

0.2

0.5

2 5 10

Favors HSM

Analysis 5.3. Comparison 5 Birth-spacing message models: health service (HSM) versus
community awareness (CAM) versus standard care, Outcome 3 Use of LAM at 4 months postpartum.

HSM
n/N

Study or subgroup Comparison

n/N

0dds Ratio
M-H, Fixed, 95% CI

0dds Ratio
M-H, Fixed, 95% CI

Weight

5.3.1 HSM versus standard care
Abdel-Tawab 2008

Subtotal (95% Cl)

Total events: 81 (HSM), 55 (Comparison)

81/550
550

55/385
385

Heterogeneity: Not applicable
Test for overall effect: Z=0.19(P=0.85)

5.3.2 HSM versus CAM

Abdel-Tawab 2008

Subtotal (95% Cl)

Total events: 81 (HSM), 2 (Comparison)

81/550
550

2/481
481

Heterogeneity: Not applicable
Test for overall effect: Z=5.18(P<0.0001)
Test for subgroup differences: Chi*=24.61, df=1 (P<0.0001), 1>=95.94%

|
&
*

100%
100%

1.04[0.72,1.5]
1.04[0.72,1.5]

100%
100%

41.36[10.11,169.2]
41.36[10.11,169.2]

——
-

Favors Comparison

0.005

0.1

10 200 Favors HSM
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Analysis 5.4. Comparison 5 Birth-spacing message models: health service (HSM)
versus community awareness (CAM) versus standard care, Outcome 4 Knowlege
of effective LAM use at 4 months postpartum (HSM versus standard care).

Study or subgroup HSM Control 0dds Ratio Weight 0dds Ratio

n/N n/N M-H, Fixed, 95% CI M-H, Fixed, 95% CI
Abdel-Tawab 2008 15/81 4/55 - B 100% 2.9[0.91,9.26]
Total (95% CI) 81 55 e 100% 2.9[0.91,9.26]
Total events: 15 (HSM), 4 (Control)
Heterogeneity: Not applicable
Test for overall effect: Z=1.79(P=0.07)

Favors Control ~ 0.1 0.2 0.5 1 2 5 10 Favors HSM
Comparison 6. Family planning communication program versus standard care
Outcome or subgroup title No. of studies No. of partici- Statistical method Effect size
pants
1 Pregnancy at 9 months postpartum 1 959 Odds Ratio (M-H, Fixed, 0.60[0.41, 0.87]
95% Cl)
2 Use of modern contraceptive methodat 1 959 Odds Ratio (M-H, Fixed, 3.08[2.36,4.02]
9 months postpartum 95% Cl)
3 Use of traditional contraceptive method 1 959 Odds Ratio (M-H, Fixed, 0.69[0.50, 0.93]
at 9 months postpartum 95% Cl)
4 No contraceptive use at 9 months post- 1 959 Odds Ratio (M-H, Fixed, 0.39[0.30, 0.52]
partum 95% Cl)
Analysis 6.1. Comparison 6 Family planning communication program
versus standard care, Outcome 1 Pregnancy at 9 months postpartum.

Study or subgroup Experimental Control 0dds Ratio Weight 0dds Ratio

n/N n/N M-H, Fixed, 95% CI M-H, Fixed, 95% CI
Sebastian 2012 50/477 79/482 B 100% 0.60.41,0.87]
Total (95% Cl) 417 482 L 4 100% 0.6[0.41,0.87]
Total events: 50 (Experimental), 79 (Control)
Heterogeneity: Not applicable
Test for overall effect: Z=2.66(P=0.01)

0.01 0.1 1 10 100 Favors control

Favors experimental
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Analysis 6.2. Comparison 6 Family planning communication program versus standard
care, Outcome 2 Use of modern contraceptive method at 9 months postpartum.

Study or subgroup Experimental Control 0dds Ratio Weight 0dds Ratio

n/N n/N M-H, Fixed, 95% CI M-H, Fixed, 95% CI
Sebastian 2012 272/477 145/482 . 100% 3.08[2.36,4.02]
Total (95% Cl) 477 482 L 2 100% 3.08[2.36,4.02]

Total events: 272 (Experimental), 145 (Control)
Heterogeneity: Not applicable
Test for overall effect: Z=8.3(P<0.0001)

Favors control

0.01

0.1 1

10 100 Favors experimental

Analysis 6.3. Comparison 6 Family planning communication program versus standard
care, Outcome 3 Use of traditional contraceptive method at 9 months postpartum.

Study or subgroup Experimental Control 0dds Ratio Weight 0dds Ratio

n/N n/N M-H, Fixed, 95% CI M-H, Fixed, 95% CI
Sebastian 2012 90/477 122/482 -+ 100% 0.69[0.5,0.93]
Total (95% Cl) 477 482 0‘ 100% 0.69[0.5,0.93]

Total events: 90 (Experimental), 122 (Control)
Heterogeneity: Not applicable
Test for overall effect: Z=2.4(P=0.02)

Favors control

0.01

10 100 Favors experimental

Analysis 6.4. Comparison 6 Family planning communication program versus
standard care, Outcome 4 No contraceptive use at 9 months postpartum.

Study or subgroup Experimental Control 0dds Ratio Weight 0dds Ratio

n/N n/N M-H, Fixed, 95% CI M-H, Fixed, 95% CI
Sebastian 2012 115/477 215/482 . 100% 0.39[0.3,0.52]
Total (95% Cl) 477 482 < 100% 0.39[0.3,0.52]
Total events: 115 (Experimental), 215 (Control)
Heterogeneity: Tau?=0; Chi*=0, df=0(P<0.0001); 1>=100%
Test for overall effect: Z=6.6(P<0.0001)

0.01 0.1 1 10 100 Favors control

Favors experimental

ADDITIONAL TABLES

Table 1. Intervention fidelity information

Study Curriculum or Provider credentials Training for inter- Assessed ad-  Assessedin-  Fidelity
manual vention herence tervention criteria
to protocol receipt?
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Table 1. Intervention fidelity information (continueq)

Foreit 1993  --- Educators for counseling; 5 days for educators 2
on FP;
physicians for IUD inser-
tion 4 days for physicians
on IUD insertion

Hardy 1998  Counseling ma- - Training of all per- 2
terial; leaflet on sonnel on FP, includ-
LAM for partici- ing LAM as method
pants

Nacar2003  20-minute ed- Researchers 2
ucational ses-
sion plus pam-
phlet

Ab- Birth-spacing Health care (HC) 3 days for HC man- Monthly su- Clinic exit 5

del-Tawab messages and providers (physicians, agers and supervi- pervisionand  interview

2008 material fored-  nurses, Raedat Refiyat sors as trainers; monitoring had several
ucation and (community workers); visits by MCH knowledge
communication community leaders 3 days for HC and FP super-  and attitude

providers; visors; check-  items.
. lists for mon-
2 days for communi- itoring inter-
ty leaders vention com-
ponents.

Lee 2011 Sexual health Obstetric nurse educator ~ --- Assessed 3
program (pam- sexual health
phlet) and ed- knowledge
ucator guide and atti-
booklet tudes and

contracep-
tive self-effi-
cacy.

Sebastian Educational Community midwife 1day for medicaland  Supervisors Knowledge 5

2012 materials and for antenatal clinic (18 child development spot-checked assessed
counselingaids  months training); social officers, who trained  knowledge at4and

health activist for coun- community work- of women; 9 months
selingin homes (3 weeks  ersover2days (with  project staff postpartum.
training); anganwadi counseling practice)  observed
workers for counseling (1 counseling
month plus on-job train- quality and
ing) content.
aAssessed participants' understanding and skills regarding the intervention.
Table 2. Introducing LAM into postpartum care program (Hardy 1998)
Outcome at 12 months Variable Reported Reported Reported Odds Ratio 95% CI
postpartuml effect esti- standard P value
mate error
Cumulative pregnancy rate
Contraceptive use Having partner 1.8914 0.2020 <0.0001 6.63 4.46t09.85

Strategies for improving postpartum contraceptive use: evidence from non-randomized studies (Review)
Copyright © 2014 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.

35



: Cochrane Trusted evidence.
= L- b Informed decisions.
1 iprary Better health. Cochrane Database of Systematic Reviews

Table 2. Introducing LAM into postpartum care program (Hardy 1998) (continued)

Experimental group  1.1113 0.2931 0.0002 3.04 1.71t0 5.40

>=2 living children -0.6636 0.2670 0.0129 0.51 0.31t0 0.87

1L ogistic regression model included age, schooling (>= high school), # living children (>= 2), marital state (with partner), study group.

Table 3. Family planning communication program (Sebastian 2012)

Outcomel Variable Reported ad- Reported Reported
justed 95% Cl P value
odds ratio

Use of modern contraceptive intervention group 3.66 2.72t04.91 <0.01

method (9 months postpartum)

education >= high school 1.88 1.27t0 2.79 <0.01
caste: other backward-caste Hindu 1.60 1.07t02.38 <0.05

Change in knowledge of >=2 intervention group 2.07 <0.01

healthy spacing messages (4

months postpartum)2 age 20 to 24 years 1.65 <0.05

caste: high-caste Hindu 1.93 <0.01

Change in knowledge of >=2 intervention group 1.96 <0.01

spacing methods (9 months

postpartum)2 baseline value 1.53 <0.05

education: middle school 2.07 <0.01
education: >= high school 3.18 <0.01

1L ogistic regression models did not include LAM use or knowledge because only 0.2% of control-group women knew about the method.
Models included study group, education, age, age at initiation of cohabitation, caste, and parity. Modern methods included pill, condoms,
IUD, and sterilization. Models for change in knowledge also included baseline value.

2Report did not include 95% Cl for these models.

Table 4. Summary of evidence quality

Foreit 1993 Hardy Nacar 2003 Ab- Lee 2011 Sebastian
1998 del-Tawab 2012
2008

NOS criteria for cohort studies

Exposed cohort representativeness
Nonexposed cohort selection # # #

Exposure ascertainment: method used # # # # #
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Table 4. Summary of evidence quality (continued)

Comparability of groups: design or analysis  --- #Hit # ##

Outcome assessment: method used

Follow-up length # # # # # #
Follow-up adequacy # #
Intervention fidelity (>=4 criteria) # #
Quality of evidencel,2 Poor Very low Very low Low Poor Low

1Evidence was initially considered moderate quality and then downgraded for 1) no stars for comparability (not controlling for
confounding), 2) not meeting >=4 of remaining 6 NOS criteria, and 3) not having intervention fidelity information for >=4 categories. Quality
grades were moderate, low, very low, or poor.

2We did not use criterion for 'outcome of interest not present at study start' (Assessment of risk of bias in included studies).

APPENDICES

Appendix 1. Search strategy 2014
PubMed (to 3 November 2014)

("Contraception"[Mesh] OR "Contraception Behavior"[Mesh] OR "Contraceptive Agents"[Mesh] OR "Contraceptive Devices"[Mesh] OR
"family planning") AND (educat* OR counsel* OR communicat* OR "information dissemination" OR intervention* OR choice OR
choose OR use) AND ("Postpartum Period"[Mesh] OR "Postnatal Care"[Mesh] OR postpartum OR post-partum OR postnatal OR "repeat
pregnancy"[tiab] OR mothersiti])

Article type: clinical trial, comparative study, evaluation studies

CENTRAL (The Cochrane Library 2014, issue 9 (on 9 September 2014))

Title, Abstract, Keywords: contracept® OR family planning

AND Title, Abstract, Keywords: counsel* OR communicat* OR educat* OR information disseminat* OR intervention OR choice OR choose
ORuse

AND Title, Abstract, Keywords: postpartum OR post-partum OR postnatal OR repeat pregnancy OR mothers

POPLINE (to 9 September 2014)

All fields: counsel* OR educat* or communicat* OR information dissemination OR choice OR choose OR use
Keyword: Contraception
AND Keyword: Postpartum

Web of Science (to 21 August 2014)

TOPIC: ((contracept® AND postpartum))
AND TOPIC: ((counsel* OR educat* or communicat* OR information dissemination OR choice OR choose OR use))

Refined by: WEB OF SCIENCE CATEGORIES: ( OBSTETRICS GYNECOLOGY OR PUBLIC ENVIRONMENTAL OCCUPATIONAL HEALTH ) AND

WEB OF SCIENCE CATEGORIES: ( OBSTETRICS GYNECOLOGY OR PUBLIC ENVIRONMENTAL OCCUPATIONAL HEALTH ) AND DOCUMENT
TYPES: (ARTICLE OR REVIEW OR MEETING ABSTRACT OR PROCEEDINGS PAPER)

ClinicalTrials.gov (to 9 September 2014)

Condition: NOT (preterm OR low birth weight OR labor OR congenital OR influenza OR drug)

Intervention: NOT (insertion OR supplement* OR caesarean)

Title acronym/Title: (postpartum OR post-partum OR postnatal OR maternal OR mothers OR repeat pregnancy) AND (contraceptive OR
contraception OR births OR home visit* OR family planning)
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ICTRP (to 9 September 2014)

Title: postpartum OR post-partum OR postnatal OR maternal OR maternity OR mothers OR repeat pregnancy
Intervention: contraceptive OR contraception OR births OR home visits OR family planning

Appendix 2. Newcastle - Ottawa Quality Assessment Scale for cohort studies

Note: A study can be awarded one star (#) for each numbered item within the Selection and Outcome categories. A maximum of two stars
can be given for Comparability.

Selection

1) Representativeness of the exposed cohort

a) truly representative of the average __ (describe) in the community #

b) somewhat representative of the average in the community #

c) selected group of users eg nurses, volunteers
d) no description of the derivation of the cohort

2) Selection of the non-exposed cohort

a) drawn from the same community as the exposed cohort #
b) drawn from a different source
¢) no description of the derivation of the non exposed cohort

3) Ascertainment of exposure

a) secure record (eg surgical records) #
b) structured interview #

c) written self report

d) no description

4) Demonstration that outcome of interest was not present at start of study?!
a)yes #

b) no

Comparability

Comparability of cohorts on the basis of the design or analysis

a) study controls for (select the most important factor) #

b) study controls for any additional factor # (This criteria could be modified to indicate specific control for a second important factor.)

Outcome
1) Assessment of outcome

a) independent blind assessment #
b) record linkage #

c) self report

d) no description

2) Was follow-up long enough for outcomes to occur

a) yes (select an adequate follow up period for outcome of interest) #

b) no
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3) Adequacy of follow up of cohorts

a) complete follow up; all subjects accounted for #

b) subjects lost to follow up unlikely to introduce bias; small number lost > _
of those lost #

_ % (selectan adequate %) follow up, or description provided

c) follow-up rate < ____% (select an adequate %) and no description of those lost

d) no statement

1will be excluded from assessment of evidence quality. Primary outcomes are postpartum contraceptive use and subsequent pregnancy.
Enrollment is likely to have occurred during the prenatal period or postpartum hospital stay. Subsequent pregnancy would be irrelevant
and postpartum contraceptive use would be highly unlikely prior to planned intervention.
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