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Abstract

Objective: The Zika Contraception Access Network (Z-CAN) was a short-term emergency
response intervention that used contraception to prevent unintended pregnancy to reduce Zika-
related adverse birth outcomes during the 2016 2017 Zika virus outbreak in Puerto Rico.
Strategies and safeguards were developed to ensure women who chose long-acting reversible
contraception (LARC) had access to no-cost removal, if desired, after Z-CAN ended.

Study Design: We assessed the number of women who chose LARC at their initial Z-CAN visit
who filed complaints regarding challenges with LARC removal within 30-months after the Z-CAN
program ended. Complaints and program responses were categorized.

Results: Of the 29,221 women who received Z-CAN services, 20,381 chose a LARC method at
their initial visit (IUD = 12,276 and implant = 8105). Between September 2017 and February
2020, 63 patient complaints were logged, mostly due to LARC removal charges (76.2%) which
were generally (71.4%) determined to be inappropriate charges. All complaints filed were resolved
allowing LARC removal within an average of 28 days.

Conclusion: Safeguards to ensure prompt LARC removal when desired are critical to ensure
women s reproductive autonomy.
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Implications: Strategies and safeguards used by Z-CAN to ensure women have access to LARC
removal might be used by other contraception programs to prevent reproductive coercion and
promote reproductive autonomy to best meet the reproductive needs of women.
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Long-acting reversible contraception (LARC); LARC removal; Reproductive autonomy; Zika;
Emergency response

1. Introduction

The National Foundation for the Centers for Disease Control and Prevention (CDC
Foundation), with technical assistance from the Centers for Disease Control and Prevention
(CDC), established the Zika Contraception Access Network (Z-CAN), a short-term
emergency response intervention that used contraception to prevent unintended pregnancy to
reduce Zika-related adverse birth outcomes during the Zika outbreak [1-4].

Reproductive autonomy, or the ability to decide and control contraceptive use, pregnancy,
and childbearing, was a fundamental principle that informed Z-CAN, given Puerto Rico s
history of coerced sterilization and unethical testing of oral contraceptives [5-10]. Increasing
access to the full range of reversible contraceptive methods expands contraceptive options
for women [6,11,12] and allows them to choose a method that best meets their needs. To
ensure reproductive autonomy, it is critical women can discontinue their LARC method at
any time. Barriers to removal may inhibit use of LARC if women lack assurance that
removal will be an option or if they perceive resistance from providers when they raise the
possibility of removal [13].

As previously reported, Z-CAN incorporated ethical considerations and best practices for
contraception service delivery including offering women the full range of reversible
contraceptive options at no cost and access to prompt no-cost long-acting reversible
contraception (LARC) (intrauterine device (IUD) and implant) removal services when
desired [2,14]. To ensure that LARC users who participated in Z-CAN would have access to
no-cost LARC removal, a safety net was established that will operate for 10 years after the
program ended.

From May 2016 to September 2017, 29,221 women received Z-CAN services; 70% (n=
20,381) chose a LARC (46% levonorgestrel-releasing 1UD, 15% copper IUD, and 40%
implant); 23% chose injectables, pills, patch, ring; 3% chose condoms only; and 4% chose
no method at the initial visit [14]. While the program was active, 4% (7= 719) of women
who chose a LARC at the initial visit had it removed; data on LARC removal are limited
post program [14].

This report describes safety net components and patient complaints regarding challenges
with LARC removal within 30-months after the program ended.
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2. Material and methods

A multi-component safety net (Fig. 1) was developed to address potential challenges with
LARC removal. The CDC Foundation secured a Memorandum of Agreement (MOA) with
each participating Z-CAN physician to not charge Z-CAN patients for contraceptive
services, including client-centered contraceptive counseling; any contraceptive method
received through Z-CAN; or the insertion, injection, or removal fees associated with a
contraceptive method. If other related services were provided during the same visit (e.g., Pap
smear), the patient could be charged or insurance billed. Z-CAN physicians were reimbursed
fees for client-centered contraceptive counseling and method provision commensurate with
Medicaid fee schedules in the continental United States. When a LARC device was placed,
private practices received bundled reimbursement that included both insertion and removal
fees paid at the time of placement, with the understanding that the clinician would provide
LARC removal services when desired in the future, even if that was after the Z-CAN
program ended. Z-CAN physicians working in federally funded community health centers
were not provided the bundled reimbursement but were provided the full range of reversible
methods at no cost for patients.

Z-CAN patients received information at their initial visit that no-cost LARC removal was
included in the program and that communication channels were available to report
complaints by email or telephone hotline. In addition, a patient education website with a Z-
CAN clinic locator and information about the hotline and email was established and a
Facebook page that redirected patients to the patient education website. Z-CAN patients that
left Puerto Rico could contact the program for assistance finding a physician or clinic to
remove LARC outside of Puerto Rico, with the understanding that the woman would be
responsible for some additional costs.

A standard operating procedure was developed to manage the complaint process for post-Z-
CAN LARC removal charges (Fig. 2). The CDC Foundation documented each patient
complaint on a Z-CAN patient complaint form. Detailed information was entered into a
patient complaint log database and stored on a secure server. Each patient reported
complaint was investigated to determine if the charge was appropriate, and the
recommended action steps and resolution for each complaint were documented. CDC
Foundation staff investigated each complaint by contacting the patient to gather information,
and with patient consent, discussed the complaint with the physician. CDC Foundation
documented the complaint as a potential LARC removal charge (i.e., patient informed of
cost for removal), a LARC removal charge (i.e., patient charged and paid for removal), or
the Z-CAN physician was not available for LARC removal. Following the investigation, a
determination was made whether the charge was appropriate (e.g., unrelated service
provided at the visit) or inappropriate (e.g., charge for LARC removal). Recommended
actions were documented. For appropriate charges, physicians were educated to inform
patients of services provided separate from the LARC removal. Physicians with
inappropriate charges were followed up with a call to review MOA and Z-CAN protocol,
clarify policies that Z-CAN patients were not to be charged for LARC removal, and request
patients be refunded, if appropriate. Subsequent patient complaints about the same physician
warranted further communication from the CDC Foundation, followed by a warning letter
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sent by certified mail to document the complaint and recommended action. If a resolution
could not be reached, the CDC Foundation worked with the patient to find another Z-CAN
physician or referred the patient to a Z-CAN safety net physician for a LARC removal at no
cost to the patient. The CDC Foundation established formal partnerships with three Z-CAN
physician champions, strategically located across Puerto Rico, to serve as safety net
physicians. Although the Z-CAN program has ended, these physicians continue to provide
clinical and technical assistance services for complicated LARC removals and, if necessary,
provide routine LARC removals. All patient complaints remained open until an acceptable
resolution was reached (i.e., patient received no-cost LARC removal, received
reimbursement from physician for LARC removal charge). The Z-CAN program was
approved as non-research public health practice.

Furthermore, Z-CAN staff conducted secret shopper calls (/7= 49) to every clinic that
received a complaint about LARC removal charges. If the clinic mentioned a charge for
removal, they received a call back from CDC Foundation to discuss that Z-CAN patients
should not be charged for routine LARC removals, per the MOA.

Approximately 30-months after the Z-CAN program ended, we reviewed complaints filed
related to requests for LARC removal among the 20,381 women who had LARC placed
through the Z-CAN program. Complaints were categorized in an effort to understand
program challenges in ensuring prompt no-cost LARC removal when desired.

3. Results

Between September 2017 and February 2020, the CDC Foundation received a total of 72
patient reported complaints by email (97.2%) or telephone hotline (2.8%). Of these, 6
patients did not respond to follow-up to enable an investigation and three patients relocated
outside of Puerto Rico, allowing further evaluation of 63 complaints. Of the 153 Z-CAN
physicians, 49 (32.0%) had at least one complaint, 10 (6.5%) had 2 complaints, and 2 (1.3%)
had 3 complaints filed against them; only 8% of physicians had more than one complaint.
Among complaints included in our analysis (/7= 63), the majority (98%) involved a provider
from a private practice/other clinic. Complaints were largely (87%) due to LARC removal
charges (Table 1) while 13% involved Z-CAN physicians not being available for LARC
removal.

In most cases (83%) a follow-up call was made to the Z-CAN physician to review MOA and
Z-CAN protocol; some (9.5%) prompted reimbursement of patients for inappropriate charge
or referral to another Z-CAN physician (11.1%) or safety net provider (31.7%) for LARC
removal (Table 1). On average, patient complaints were resolved within 28 days (range 1
105 days).

4. Discussion

The Z-CAN program s efforts to ensure prompt LARC removal when desired appear to have
been largely successful. This highlights the importance of client-centered counseling at the
time of placement of a LARC that includes information on how to access removal services.
When physicians were no longer able to serve their Z-CAN patients, it was important to
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have the option of other Z-CAN physicians. The MOA specified that Z-CAN physicians
could remove any Z-CAN patient s LARC devices but could not charge for the removal.
Other programs using prospective bundled reimbursement models (i.e., single,
predetermined bundled payment for a specific episode of care) [15] have reported improved
patient outcomes [16], but have also reported challenges with management of financial risk
between payers and providers; mechanisms to collect, allocate, and manage funds; and
issues with care transition between a patient and different provider [16]. Building capacity of
physicians to manage funds received from a bundled reimbursement for future LARC
removal expenses and clear communication about care coordination of Z-CAN LARC
removal services outside of their practice could have been strengthened prior to the bundled
payment implementation and can be incorporated into program development.

This analysis is limited by relying on individual patient experiences that may not be
generalizable and likely underestimate the true level of complaints from women seeking
LARC removal. In addition, physicians who were contacted as part of complaint
investigations may have provided socially acceptable answers to reach resolution. However,
less than 10% of physicians received more than 1 complaint. Given that LARC methods are
FDA-approved for 3 10 years, ongoing vigilance will be needed to assess the effectiveness
of the LARC removal safety net through 2027. In the meantime, safeguards used by Z-CAN
to prevent reproductive coercion and promote reproductive autonomy can inform other
contraception access programs beyond the threat of Zika and are critical to continue meeting
the reproductive needs of women.
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Fig. 1.

Zika Contraception Access Network (Z-CAN) LARC Removal Safety Net. *Long acting

reversible contraception (LARC) includes intrauterine devices (IUD) and contraceptive
implants.
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Descriptive summary of patient reported complaints for LARC “removal from the Zika Contraception Access
Network (Z-CAN) post-program, September 2017-February 2020.

Complaint characteristic

Total N =63 n (%)

Implant N = 44 n (%)

IUD N =19 n (%)

Clinic type

Private practice/otheri
Community Health Center

Patient complaint reported

Potential LARC removal charge§

LARC removal charge§

Z-CAN physician not available for LARC removal
Determination after patient complaint investigation
Appropriate charge for other services

Inappropriate charge for LARC removal

Z-CAN physician relocated, closed clinic/practice, changed scope of
practice

Z-CAN physician not available for timely LARC removal

Recommended actions by Z-CAN pmgram#

Follow-up call with physician to review Z-CAN protocol and
Memorandum of Agreement

Refund patient for inappropriate charge

Refer patient to another Z-CAN physician for LARC removal
Refer patient to Z-CAN safety net physician for LARC removal
Resolution

Patient not charged for LARC removal

Patient reimbursed for LARC removal from Z-CAN physician
Patient received LARC removal from another Z-CAN physician

Patient received LARC removal from Z-CAN safety net physician

62/63 (98.4)
1/63 (1.6)

48163 (76.2)

7/63 (11.1)
8/63 (12.7)

5/63 (7.9)
45/63 (71.4)

11/63 (17.5)

2/63 (3.2)

52/63 (82.5)

6/63 (9.5)
7/63 (11.1)
20/63 (31.7)

29/63 (46.0)
6/63 (9.5)
6/63 (9.5)
22163 (34.9)

44/44 (100.0)

0/44 (0.0)

36/44 (81.8)

5/44 (11.4)
3/44 (6.8)

444 (9.1)
33/44 (75.0)

7/44 (15.9)

0/44 (0.0)

39/44 (88.6)

4144 (9.1)
6/44 (13.6)
11/44 (25.0)

23/44 (52.3)
3/44 (6.8)
5/44 (11.4)
13/44 (29.5)

18/19 (94.7)

1/19 (5.3)

12/19 (63.2)

2/19 (10.5)
5/19 (26.3)

1/19 (5.2)
12/19 (63.2)

4719 (21.1)

2/19 (10.5)

13/19 (68.4)

2/19 (10.5)
1/19 (5.3)
9/19 (47.4)

6/19 (31.6)
3/19 (15.7)
1/19 (5.3)

9/19 (47.4)

*
Long acting reversible contraception includes intrauterine devices (IUD) and implants.

§A potential LARC removal charge was when clinic staff informed the patient that there would be a cost for LARC removal.

7

A LARC removal charge was when the patient was charged and paid for LARC removal.

Proportions do not add to 100% since more than 1 recommended action may have been appropriate for some patient complaints.

+
~Other clinic type includes academic and public health clinics.
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