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Introduction

Immediate postpartum long acting reversible contraception (LARC) is an effective and safe
strategy to promote maternal health. 1 Nationally, significant efforts are being made to
increase access to immediate postpartum (IPP) LARC. 2 However, one unique and
vulnerable population has remained excluded from care. Unauthorized and authorized
immigrants, within the first five years of residence in the US, are excluded from
participation in full scope Medicaid, including postpartum contraceptive services. These
immigrants meet the same financial criteria as traditional Medicaid (TM) recipients, but are
eligible for Emergency Medicaid (EM) only. EM covers only life threatening injuries or a
hospital admission for childbirth.3

Oregon recently covered this population through the Reproductive Health Equity Act
(RHEA), which expands reproductive health access, including immediate and interval
postpartum contraception.* Stakeholders needed evidence to demonstrate that immediate
postpartum contraception is an acceptable option among immigrant women and that they are
able to access removal services when needed..

To address these concerns, we surveyed women who had received IPP LARC through a
grant program that preceded RHEA. Grant devices were available to all women who were
uninsured for IPP LARC; until 2016, this included all women in our state. To understand the
impact of this program for a vulnerable immigrant population, we focused our analyses on
Medicaid patients.> Our primary objective was to assess satisfaction and contraceptive
continuation with IPP LARC by Medicaid type.
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We conducted a cross-sectional study of women enrolled in Medicaid who received
immediate postpartum LARC at OHSU from January 1, 2014 to December 31, 2016. We
characterized the population by payor type (EM vs TM) and compared contraceptive
continuation rates, satisfaction and access to removal services. EM was used as a proxy for
both unauthorized or recent immigrant status.3:6

We abstracted demographic and health data (including contraceptive continuation) from the
electronic health record and corroborated findings with participant interviews (conducted
June 2015-June 2016). Contraceptive continuation and removal rates were obtained from the
health record and corroborated by the survey. Information about satisfaction, access to
follow-up care and removal services was obtained by the survey only. Women were asked
about satisfaction with the care received, method continuation, and access to follow up care,
including removal services.

We conducted survival analyses and log-rank test to compare contraceptive continuation
rates. All analyses were conducted in Stata 16 (StataCorp LP, College Park Station, Texas).
The institutional review board at OHSU reviewed and approved the proposal.

Our sample included 371 women (EM 108, TM 236) who received immediate postpartum
IUDs or implants. Overall women receiving IPP LARC had more than two prior births and a
significant proportion had medical comorbidities, with no differences noted by payor type.

We successfully contacted a quarter of women (30.1% EM, 21.9% TM n=78) by email,
phone or mail, who agreed to complete a follow-up survey. Satisfaction rates were high, and
did not differ by Medicaid type or year of placement. Moreover, 81% would recommend
immediate postpartum contraception to a friend and 75% said they could make the same
decision again, without differences by payor type (p=0.56; p=0.11).

Using our survey and the electronic health record, we determined contraceptive continuation
rates for 56% of EM and 61% of TM participants ( n= 204, p=0.23). Survival analysis
demonstrated that continuation rates at 12 months were not different by payor type, with
73.5% of EM and 84.5% (p=0.65) of TM enrollees continuing their method (Figure 1).

Discussion

Our study indicates that immigrant women value the option of immediate postpartum
contraception. We demonstrate equivalent contraceptive continuation rates regardless of
payor type. Twelve-month continuation among EM recipients is comparable to both TM
recipients in our study population, and national rates.” Importantly, our study finds that
women with EM are highly satisfied and suggests that immigrant women are able to access
removal services when desired, evidence suggesting that this policy may promote
reproductive equity for a vulnerable population.®
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Figure 1. Kaplan-Meier graph of time to discontinuation of immediate postpartum long acting,
reversible contraception

Kaplan-Meier survival curve depicting the time to discontinuation of immediate long acting
reversible contraception. There was no significant difference (p=0.65) in time method
discontinuation by payor type.
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