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Abstract

Background: National guidelines recommend that maternity systems provide patient-centered
access to immediate postpartum long-acting reversible contraception (i.e., insertion of an
intrauterine device or implant during the delivery hospitalization). Hospitals face significant
barriers to offering these services, and efforts to improve peripartum contraception care quality
have met with mixed success. Implementation toolkits—packages of resources and strategies to
facilitate implementation of new services—are a promising approach for guiding clinical practice
change.

Objective: To develop a theory-informed toolkit, evaluate the feasibility of toolkit-based
implementation of immediate postpartum long-acting reversible contraception care in a single
site, and refine the toolkit and implementation process for future effectiveness testing.
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734-647-9727, mmoniz@med.umich.edu.

Study conducted in Ann Arbor, Michigan

Condensation: Toolkit-based implementation of postpartum contraception care was associated with provider acceptability, variable
improvement in contraception counseling, increased immediate postpartum LARC utilization, and no improvement in patient care
experience.
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Study Design: We conducted a single-site feasibility study of toolkit-based implementation

of immediate postpartum contraception services at a large academic medical center in 2017-
2020. Based on prior qualitative work, we developed a theory-informed implementation toolKkit.
A Stakeholder Panel selected toolKkit resources to use in a multicomponent implementation
intervention at the study site. These resources included tools and strategies designed to optimize
implementation conditions (i.e., implementation leadership, planning and evaluation; the financial
environment; engagement of key stakeholders; patient needs; compatibility with workflow; and
clinician and staff knowledge, skills, and attitudes). The implementation intervention was executed
from January 2018-April 2019. Study outcomes included implementation outcomes (i.e., provider
perceptions of the implementation process and implementation tools [assessed via online provider
survey]) and healthcare quality outcomes (i.e., trends in prenatal contraceptive counseling, trends
in immediate postpartum long-acting reversible contraceptive utilization [both ascertained by
institutional administrative data], and the patient experience of contraceptive care [assessed via
serial, cross-sectional, online patient survey items adapted from the National Quality Forum-
endorsed, validated Person-Centered Contraceptive Counseling measure].

Results: /mplementation Process. Among 172/401 (43%) of eligible clinicians participating

in surveys, 70% were “extremely” or “somewhat” satisfied with the implementation process
overall. Prenatal Contraceptive Counseling: Among 4960 individuals undergoing childbirth at
the study site in 2019, 1789 (36.1%) had documented prenatal counseling about postpartum
contraception. Documented counseling rates increased overall across 2019 (Q1, 12.5%; Q4,
51.0%) but varied significantly by clinic site (Q4, range 30%-79%). /mmediate Postpartum
Long-Acting Reversible Contraception Utilization. Utilization increased across the study period
(pre-implementation, 5.46% of deliveries; during implementation, 8.95%; post-implementation,
8.58%). Patient Experience of Contraceptive Care. Patient survey respondents (response rate 15—
29%) were largely white (344/425, 81%) and highly educated (309/425, 73% with at least a
4-year college degree), reflecting the study site population. Scores were poor across settings, with
modest improvements in the hospital setting from 2018 to 2020 (prenatal visits, 67% to 63%;
hospital, 45% to 58%; outpatient postpartum, 69% to 65%). Based on these findings, toolkit
refinements included additional resources designed to routinize prenatal contraceptive counseling
and to support a more patient-centered experience of contraceptive care.

Conclusion: A toolkit-based process to implement immediate postpartum long-acting reversible
contraceptive services at a single academic center was associated with high acceptability, but
mixed healthcare quality outcomes. Toolkit resources were added to optimize counseling rates and
the patient experience of contraceptive care. Future research should formally test effectiveness of
the refined toolkit in a multi-site, prospective trial.

Keywords

postpartum contraception; long-acting reversible contraception; LARC; implementation; toolKkit;
quality improvement

Introduction:

National guidelines recommend that maternity systems provide access to immediate
postpartum long-acting reversible contraception (LARC).1# Medicaid programs began
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reporting immediate postpartum LARC utilization as a national quality measure®8 in

the Centers for Medicare and Medicaid Services (CMS)’s Core Measure set in 2019,’
documenting very low rates of utilization (median 0.8%, range, 0.4—1.9%) across 29
states.8 A national sample of commercially insured individuals demonstrated similarly low
utilization rates.® Statewide work in Michigan,1® New Mexico,!! and South Carolinal? has
demonstrated that many birthing hospitals do not offer immediate postpartum LARC care.
Together, these data suggest that access barriers may prevent some interested individuals
from initiating immediate postpartum LARC.13 However, healthcare systems face significant
challenges to offering these services,14-18 and those attempting to implement evidence-
based peripartum contraceptive services have achieved mixed success—highlighting the
need for more effective implementation interventions.11:19-22

Patient-centeredness—a core domain of healthcare quality?3—is another key outcome for
contraceptive quality improvement (QI) efforts. The U.S. healthcare system has a history—
including in contemporary practice—of limiting the reproductive autonomy of some people,
including those living on low incomes and people of color.24-26 Additionally, multiple
studies suggest that contraceptive care is affected by healthcare workers’ biases, sometimes
resulting in failures to center patient needs and preferences and in patients feeling subtly or
overtly pressured in their contraceptive decision-making.27-31

Implementation toolKits are one promising approach to improving peripartum contraceptive
care quality. Implementation refers to efforts to embed evidence-based practices, such

as immediate postpartum LARC access, patient-centered contraception counseling, and
shared decision-making, into routine care delivery. Implementation may include activities
to newly adopt or address underutilization of a recommended clinical practice. Toolkits
are packages of resources to support clinical practice change and may include tools for
informing institutional policy, training practitioners and staff, mapping workflow, and
auditing performance to guide ongoing improvement efforts. A recent systematic review
found that toolkits can effectively support efforts to integrate evidence-based clinical
practices into routine care, but called for future toolkits to be a) informed by high-quality
evidence and theory, and b) rigorously evaluated for acceptability and effectiveness.32

Multiple entities have released immediate postpartum LARC implementation toolkits.33:34
None to date, however, have been developed and evaluated using rigorous implementation
science and behavior change theory. We aimed to develop a theory-informed toolkit,
evaluate the feasibility and acceptability of toolkit-based implementation of patient-centered,
immediate postpartum LARC services, and refine the toolkit for future effectiveness testing.

We conducted a single-site feasibility study of toolkit-based implementation of immediate
postpartum LARC services. To guide toolkit refinements, we measured implementation
process outcomes, including provider perceptions of implementation tools and the
implementation process, and fealthcare quality outcomes, including institutional trends

in prenatal contraceptive counseling rates, immediate postpartum LARC utilization rates,
and patients’ reported experience of contraceptive care. The study was approved by
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our institutional review board (HUM00126810) and registered on Clinicaltrials.gov
(NCT03774797), though implementation studies are not clinical trials.

The study site is a midwestern academic medical center with over 150 maternity providers
(including over 60 resident physicians), over 250 maternity nurses, and approximately 4800
pregnant patients receiving care at 12 ambulatory clinics annually. Before implementation
began, LARC devices were on the inpatient formulary but not routinely offered to

all pregnant individuals. Prenatal contraceptive counseling was documented in progress
notes, with no institutional capacity to measure counseling rates or patient contraceptive
preferences.

Toolkit Development:

We previously conducted a qualitative multiple case study of immediate postpartum LARC
implementation at 11 U.S. early adopter hospitals,8 where we collected implementation
artifacts (e.g., clinical practice guidelines, provider training materials) and interviewed key
informants during site visits. Data collection and analysis were informed by behavior change
theories captured in the Consolidated Framework for Implementation Research (CFIR) and
the Expert Recommendations for Implementing Change.3%:36 This prior work identified

a menu of promising tools and strategies for optimizing local conditions for successful
implementation of patient-centered contraceptive services for pregnant and postpartum
individuals. Based on these findings, we generated a collection of resources in a publicly
available online toolkit1? to guide the integration of immediate postpartum LARC services
into widespread clinical practice. Appendix A summarizes a) key conditions for successful
implementation, guided by the CFIR, and b) corresponding toolkit resources, including tools
and strategies.

Implementation Process:

Study activities occurred over a three-year period from 2017-2020 (Figure 1). We convened
a 22-person Stakeholder Panel that included midwives, family physicians, obstetricians,
resident physicians, nurses, pharmacy and billing staff, and trained patient advocates to
lead implementation efforts. The panel met regularly during 2017 and 2018 to plan
implementation activities. To inform the panel’s work, MW and MHM conducted a

series of key informant interviews with 11 providers and nine patients. Interviews were
rapidly analyzed37—40 to identify local barriers and facilitators to immediate postpartum
LARC implementation and patient preferences for care delivery. Panel members reviewed
interview findings and selected tools and implementation resources to optimize local
conditions for implementation. For example, to optimize clinician knowledge, skills, and
attitudes (condition), the intervention included educational resources (tools) and mandatory
education and simulation sessions (strategy). Selected toolkit tools and strategies were
bundled into a multicomponent implementation intervention (Figure 2). The intervention
was executed during January 2018-April 2019 and included clinician and staff training
activities (e.g., Grand Rounds on national guidelines for patient-centered, evidence-based
peripartum contraceptive care; post-placental IUD insertion simulation sessions); electronic
medical record (EMR) modifications; adoption of new clinical protocols and processes for
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ordering, stocking, and billing for LARC devices; and dissemination of patient resources.
Implementation evaluation activities occurred during 2019-2020. Formative focus groups
(e.g., at division meetings and team huddles) helped identify care delivery workflow
challenges and inform corresponding process refinements.

We examined implementation and healthcare quality outcomes and toolkit refinements
using provider and patient surveys and institutional administrative data (Table 1). Survey
instruments—one each for providers and patients—were built in Qualtrics software,
using validated measures where available. Experts in survey methodology, maternity
care innovations, and our institution’s interdisciplinary Program on Women’s Healthcare
Effectiveness Research pilot-tested and refined surveys prior to deployment.

Implementation process outcomes: Provider perceptions of the implementation
process and implementation tools were assessed via an online post-implementation survey
(July 8-August 16, 2020). All maternity care clinicians (generalist obstetricians, Maternal
Fetal Medicine and family physicians, certified nurse midwives, resident obstetrician-
gynecologists, and inpatient maternity nurses) were invited to participate via email.
Clinicians were reminded about institutional changes in peripartum contraceptive care and
then asked about satisfaction with and usefulness of toolkit resources (Figure 3). Survey
items invited clinicians to provide free-text responses about their perceptions.

Healthcare quality outcomes: Monthly prenatal contraceptive counseling rates (i.e.,
proportion of delivering individuals with documented counseling) were ascertained from
EMR data in a standardized documentation element (Appendix B). This provided a feasible
indicator of clinicians’ provision of a recommended service (i.e., prenatal counseling

and documentation about a patient’s reproductive life goals and contraceptive method
preferences). /mmediate postpartum LARC utilization rates were ascertained by identifying
LARC diagnostic and procedural codes in institutional administrative data (Appendix

C). We measured monthly rates of LARC utilization (i.e., count of LARCSs placed per

total deliveries in a month) in three time periods: pre-implementation (January-December
2017), during implementation (January 2018-April 2019), and post-implementation (May-
December 2019). We monitored these outcomes because the Office of Population Affairs
designates LARC utilization rates as one tool for evaluating potential contraceptive access
barriers.5 However, we recognized the limitations of utilization measures—where trends
toward higher utilization could reflect removal of access barriers, but could also reflect
non-patient centered care, where patients feel subtle or overt pressure to utilize contraceptive
methods. We therefore also collected a balancing measure of patient-centeredness: the
patient experience of peripartum contraceptive care, including whether individuals receive
respectful care and the method they prefer, if any at all.*142 We collected serial cross-
sectional surveys of a convenience sample of pregnant and postpartum patients receiving
care at the study site. We recruited approximately 100 pregnant and 100 postpartum
individuals during each survey fielding period (early implementation: July-October 2018;
post-implementation: February-July 2020) to provide at least 80% statistical power when
testing for moderately-sized effects (Cohen’s D=0.40, odds ratio=2.0). All English-speaking
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adult patients receiving outpatient maternity care at our institution and meeting eligibility
as pregnant (32+ weeks gestation) or postpartum (4-8 weeks post-childbirth) received

up to three invitations (via email or telephone) to participate. The patient experience

of care item was adapted from the National Quality Forum-endorsed, validated Person-
Centered Contraceptive Counseling measure,3 with input from its creating team, for use
in peripartum populations (Figure 4).44 The measure is scored dichotomously (all items
“excellent” vs. any non-“excellent” responses). Surveys assessed the patient experience
of contraceptive care in three settings: prenatal visits (pregnant sample), the childbirth
hospitalization (postpartum sample), and postpartum visits (postpartum sample).

Toolkit Refinements: An implementation process log was used to track key modifications
to toolkit resources, guided by observations from the Stakeholder Panel and the authors’
interpretation of implementation process and healthcare quality outcomes.

Quantitative administrative data and survey responses were summarized using descriptive
statistics. Survey results are reported for the total number of patients or providers answering
each question.*® Using a rapid analysis approach, free-text responses from providers

were qualitatively coded based on emerging themes by two authors (MM, MW), with

input from additional authors (AFP, MH). Discrepancies were rare and discussed until
consensus was reached. Provider ratings and free-text responses were visually merged into
a joint display presenting mean quantitative scores for each category of toolkit resources
and representative qualitative quotes.*6 Contraceptive counseling rates were summarized
monthly. Monthly immediate postpartum LARC utilization trends before, during, and

after pilot implementation were compared using a simple interrupted time series analysis.
This logistic regression contained months, time period indicators, and their interactions.
Statistical analyses were performed using Stata (StataCorp. 2019. Stata Statistical Software:
Release 16. College Station, TX: StataCorp LLC.).

Implementation Process Outcomes

Of eligible clinicians, 172/401 (43%) participated in surveys (physicians: 62/86, 72%;
obstetrics and gynecology residents: 12/25, 48%; midwives: 20/33, 61%; nurses: 90/257,
35%), with 70% being “extremely” or “somewhat” satisfied with the implementation
process overall. Clinician perceptions about toolkit resources are presented in Figure

5. Clinicians found trainings to be helpful, but also described being unaware of some

of the content covered in trainings and resources provided. EMR tools were praised

as easy to use and helpful. Strategic communications largely targeted physicians and
midwives and were perceived as helpful by half of respondents, while more than half

were unaware that institutional-level performance feedback had been disseminated. Only
one in three respondents found distributed feedback helpful, and some sought individualized
performance feedback. Perceptions of patient educational resources were similar, with half
of respondents unaware of these tools and many describing uncertainty about how to
disseminate them.
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Healthcare Quality Outcomes

Prenatal Contraceptive Counseling: Among 4960 individuals undergoing childbirth at
the study site in 2019, 1789 (36.1%) had documented prenatal counseling about postpartum
contraception. Documented counseling rates increased overall across 2019 (Q1, 12.5%; Q4,
51.0%) but varied significantly by clinic site (range 30-79% in Q4; Figure 6).

Immediate Postpartum LARC Utilization: The overall proportion of individuals
utilizing immediate postpartum LARC increased across the study period (5.46% of
deliveries pre-implementation, 8.95% during implementation, 8.58% post-implementation).
An increasing monthly trend in immediate postpartum LARC utilization was observed
during implementation (0.35% monthly increase, 95% CI [0.18%, 0.53%], p<0.001). The
pre-implementation and post-implementation monthly trends, however, were not statistically
different from zero (Pre: 0.36%, 95% CI [-0.2%,0.9%], p=0.206; Post: 0.1%, 95% ClI
[-0.19%, 0.41%], p=0.474) (Figure 7).

Patient Experience of Contraceptive Care: More eligible pregnant than postpartum
individuals participated in surveys (2018: 26%, 117/459 pregnant vs 29%, 97/338
postpartum; 2020: 15%, 109/731 pregnant vs. 21%, 102/477 postpartum). Patient
respondents were largely white (344/425, 81%) and highly educated (309/425, 73% with

at least 4-year college degree), reflecting the study site population (Table 2). The proportion
of respondents giving an “excellent” rating for all four items in the adapted Person-Centered
Contraceptive Counseling measure was low in all settings in 2018 and 2020, with lower
scores in the hospital setting (prenatal visits, 67%, 63%; hospital, 45%, 58%; outpatient
postpartum, 69%, 65%).

Toolkit Refinements: Refinements focused on generating additional resources to
routinize prenatal contraceptive counseling and support a more patient-centered experience
of contraceptive care. We now provide a quarterly feedback report, with data on trends

in prenatal contraceptive counseling and immediate postpartum LARC utilization rates

and patient experience of care scores (now administered to all study site patients as

part of routine QI efforts), with a goal of driving improvements in counseling rates and
patient-centered care. The report also contains a “resource round-up” section reminding
clinicians about educational materials to maintain knowledge and skills. The refined toolkit
also incorporates multiple resources and strategies to optimize the patient experience of
care. First, patient educational handouts are now automatically disseminated through the
EMR’s after-visit patient instructions, based on gestational age. These materials now include
a new shared decision-making tool, the MyBirthControl app,4”-4° designed to improve

the patient-centeredness of peripartum contraceptive counseling and decision-making.
Second, we created a patient video about options for the timing of LARC insertion, to
ensure that pregnant individuals interested in utilizing postpartum LARC methods receive
comprehensive, accurate, and balanced information about trade-offs with immediate versus
outpatient postpartum LARC insertion. Third, we developed additional training sessions for
clinicians, including a Grand Rounds focused on the patient experience of care, reproductive
justice, and findings from the current study, and annual training in immediate postpartum
LARC for newly hired staff and trainees.
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Principal Findings:

In this feasibility study at a single academic center, a toolkit-based process to implement
evidence-based, patient-centered peripartum contraceptive services was associated with high
clinician acceptability, but mixed healthcare quality outcomes: immediate postpartum LARC
utilization increased; documented prenatal contraceptive counseling rates varied across
ambulatory sites; and the patient experience of care remained poor. The refined toolkit thus
now includes additional resources designed to routinize prenatal contraceptive counseling
and support a more patient-centered experience of contraceptive care.

Results in Context:

Our findings build on and extend prior studies with public health officials and

healthcare systems to improve immediate postpartum LARC implementation in maternity
settings.11:18.21,22,50-53 |mplementation challenges have been documented; one study of
11 healthcare systems implementing immediate postpartum LARC programs found that
sites utilized, on average, 18 distinct implementation strategies (range, 11-22).18 Another
study of five sites found that immediate postpartum LARC implementation efforts cost,
on average, $14,433.94 (range $9955.61-$23,690.49), with higher costs at sites with
more barriers to implementation.? An implementation toolkit may help increase the
efficiency and effectiveness of implementation efforts. The current study’s findings support
the feasibility and acceptability of our theory-based implementation toolkit. Healthcare
workers were pleased with toolkit resources, especially clinician training and EMR tools.
Study findings provide preliminary support for this theory-based toolkit’s effectiveness

in improving the quality of peripartum contraceptive care. We observed an encouraging
improvement in rates of documented perinatal contraceptive counseling across the study
period—particularly in some high-performing clinics—and potentially enhanced access
to immediate postpartum LARC for interested patients. Toolkit refinements to support
ongoing clinician education, more effective patient education and engagement in shared
decision-making, and more timely clinician performance feedback may help ensure

that recommended practices (i.e., patient-centered prenatal counseling about postpartum
contraception, and provision of immediate postpartum LARC to interested, eligible patients)
are fully routinized and improve the patient experience of care.

Our findings underscore the importance of routinely monitoring the patient experience of
contraceptive care as a key indicator of peripartum healthcare quality. The National Quality
Forum recently endorsed the Person-Centered Contraceptive Care survey as a patient-
reported outcome performance measure for use in tandem with claims-based measures of
contraceptive utilization to monitor the quality of contraceptive care among reproductive-
aged women. Our findings suggest the pressing need for this measure to be formally
adapted and validated specifically in peripartum populations, as well as need for more
robust processes to involve patients and families in maternity care QI efforts. Patients and
family members provide a vital, unique perspective about the healthcare system and can
significantly enhance the success of QI efforts.>*
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Clinical implications:

Improving contraceptive access and the patient-centeredness of contraceptive services

are crucial activities for supporting people in achieving their reproductive and broader
educational, professional, and economic goals. Our study’s findings highlight the
importance of including patient-centered outcomes in evaluation of peripartum contraceptive
care to ensure it is fully responsive to individual patients’ preferences and needs.

Research Implications:

Prospective, multi-site trials are needed to evaluate the effectiveness of toolkit-based
multicomponent implementation interventions in heterogeneous contexts (e.g., academic
centers, community-based hospitals, hospitals serving rural populations). In addition to
monitoring trends in quality outcomes, future work should also evaluate the sustainability
and costs of quality improvements achieved with a toolkit-based implementation process.
Our findings call for the development and inclusion of validated measures of the

patient experience of contraceptive care in any implementation intervention evaluation.

If successfully executed, such implementation research may help drive improvements in
peripartum contraceptive care quality. More broadly, such implementation research in
maternity contexts may identify promising strategies to address adverse birth outcomes,
including unacceptable inequities in these outcomes.>®

Strengths and Limitations:

Key study strengths include the use of rigorous formative research and behavior change
theory to inform toolkit design, a stakeholder-engaged process for selection of toolkit

items, and evaluation of both implementation outcomes and preliminary quality outcomes.
Additionally, this prospective study included measurement of the patient experience as a key
indicator of peripartum contraceptive care quality. Limitations include a single-site study
with a principal goal of assessing feasibility and acceptability. Both provider and patient
survey findings are limited by low response rates. Finally, the study site’s patient population
is largely white and college-educated, limiting generalizability in strict methodologic terms,
but we believe still providing insights relevant to more diverse patient populations. The
consistency of our observed patient survey outcomes suggests to us that something about
our institution—our care delivery processes, our culture, our communication, and our
interactions with patients—is undermining the patient experience of care. If this is true for
our patient population—a largely resourced, highly educated group—we believe it suggests
that circumstances may be equally bad or worse in marginalized populations more likely

to suffer from interpersonal biases based on race or class and structural inequities like
structural racism.

Conclusions:

Toolkit-based implementation of recommended postpartum contraceptive care was
associated with provider acceptability, variable improvement in contraceptive counseling,
increased immediate postpartum LARC utilization, and no improvements in the patient
care experience. Toolkit modifications were made with a goal of optimizing contraceptive
counseling and the patient experience of peripartum contraceptive care. A rigorous, fully-
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powered, multi-site trial of the refined toolkit’s effectiveness is now needed. Additional
work is also needed to develop a validated measure of the patient experience of peripartum
contraceptive care and to identify and promote the widespread adoption of best practices for
involving patients and communities in perinatal care QI efforts.
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Appendix A.

Overview of an Evidence-based Toolkit for Implementing Immediate Postpartum Long-
Acting Reversible Contraception Services

leverage professional networks, create
tension for change, cultivate a positive

Conditions . .
for Successful Description1 Imé)tlfggniteirion Implgl_?slr;gltlon
Implementation Y
Identify and prepare
Effective champions use their influence E/Z'/Z/Z ‘ZZ Jition
in the organization, persuasiveness, Conduct local needs
grit, and participative leadership style assessment
to overcome institutional siloing, Assess for readiness

and identify barriers and
facilitators

IIEffectlve ) learning climate, optimize workflows, Tailor strategies Online Toolkit
mplementation engage key stakeholders, and lead . . .
ch p . p - p Develop a blueprint Virtual Project
ampions implementation planning and evaluation :
S . + Obtain feedback about the | Manager
processes. Clinical champions benefit implementation nlan
from an interprofessional team of co- 5&'30 e scale U p
champions. Champions with competing Fa cgi/ itation p
demands on their time and insufficient DPlan for outcome
support for project management may evaluation
struggle to be effective. Develop processes for
quality monitoring
Evaluate implementation
Non-reimbursement by major payers Conduct local consensus
or evidence of financial losses can discussions Consensus Builder
Enabling Financial | wndermine implementation efforts, while | Project financial Medicaid Billing
Environment written policies or audits documenting implications Primer
public and private payer reimbursement | Access new funding Payer Advocacy
for services facilitates implementation. Place innovation on Brief
Inpatient formulary
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Conditions : :
for Successful Description1 Imgtlemen_tatj_on Implemelngatlon
Implementation rategies Tools
Disengaged leaders may not provide
permission and support for the initiative
Hospital to /,;Jroceed,. W/;/I;/é’ gr{?fa'?.ed Iead}s'fs " Condluct local
P who perceive the initiative as aligne onaduct local consensus :
é‘gg; ;;?;;ﬂttor with their missfon and vision can act discussions Consensus Builder
as vocal sponsors who increase the
Initiative’s visibility and priority in the
organization.
A lack of pre-existing relationships
and communications processes
across clinicians and operations
staff may impede implementation
success. Mistrust among individuals
with divergent expertise, priorities, Promote network weaving .
Trust and Effective | and reporting structures hamper Organize clinician and l(;‘g%/:,un ication
Communication communication and shared problem- staff team meetings for Virtual Project
solving. Conversely, strong relationships | shared problem-solving Manacer /
and robust communication norms across | and accountability 9
stakeholders promote collaboration
necessary to address implementation
challenges and ensure efficient frontline
care delivery.
Individuals perceiving the initiative as
Alignment with aligned with their professional mission
Stakeholders’ and values are more likely to promote its | Conduct local consensus )
Professional success. Individuals seeing the initiative | discussions Consensus Builder
Values as at odds with professional values Project financial
may resist change and significantly stall | implications
institutional progress.
Perceptions that offering inpatient
LARC services better meets patients’
needs strongly promotes provider
and staff willingness to make .
services available to interested patients. Involve patients in MyBirthControl App
Perception of Because multiple studies document real implementation planning 3
Meeting Patients’ tensions between enhancing access to and evaluation
Needs contraceptive care and ensuring that Prepare patients to be Datient Informational
patients have a high-quality, patient- active participants Material (handouts
centered care experience, it is crucial Engage community osters. education a, /
to include patients in implementation resources "'; ideos )
planning and evaluation to ensure that
care delivery changes are truly aligned
with patient needs.
Robust learning climates, where
providers and staff feel essential and Facilitation
empowered to shape change, catalyze Obtain stakeholder
Robust Learning implementation. Frontline providers and | feedback Communication
Climate staff feel motivated to design new Create psychological Primer
workflows, overcome challenges, and safety
make real-time refinements to care Make colleagues’
delivery. contributions visible
Embedding inpatient LARC into daily
care delivery routines requires steps
to minimize workflow disruptions,
including establishing communication Assess and redesign .
processes across teams and settings, workflow gggg’;ﬁ%%‘;ﬂ
making devices available, optimizing Obtain stakeholder Workflow Map
Compatibility with medical records for documentation and feedback Design Tool
Workflow device ordering, and streamlining billing | Change record systems to Flectronic
and coding processes. Prospectively streamline documentation Medical Record
designing these processes promotes Change physical structure Tools (tipsheet,
success, while letting workflow evolve and equipment standar de'z e 4
organically can lead to inefficiencies, Remind clinicians documentation)
introduce confusion and frustration, and | Make billing easier

cause Interruptions to service provision
to patients.
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Knowledge,
Attitudes and
Beliefs About the
Clinical Practice

Providers may have significant
knowledge and skill gaps, as many do
not receive implant or post-placental
1UD insertion training in residency.
Providers with negative attitudes
about the initiative can serfously
undermine service delivery to patients
and colleagues’ engagement in the
initiative. Opinion leaders supportive
of the initiative can strongly influence
colleagues’ perceptions and motivation
to participate.

education for clinicians
and staff

Develop and distribute
eaucatfonal materials
Conduct ongoing training
Clinical supervision
Conduct clinician and
staff team meetings
Engage local opinion
leaders

Audit and provide
feedback about
performance

Conditions : :
for Successful Description ! ! mgtl:j]::g niZiﬂon ! mpl?r?(‘fIQ?t'on
Implementation 9
Dynamic training and

Provider Training
Tools (Grand
Rounds slideset, pre-
simulation didactic,
nursing e-moaule,
counseling FAQs,
implant insertion
supplies checklist,
1UD insertion
eligibility checklist)
Communication
Primer

Content based on findings in Moniz et al. Implementing Immediate Postpartum Contraception: A
Comparative Case Study at 11 Hospitals, in Implementation Science Communications, 2021: https://

implementationsciencecomms.biomedcentral.com/artides/10.1186/s43058-021-00136-7

2 . . . . . :
All tools are publicly available in an online toolkit at contraceptiveaccess.org

3Available at http://postpartum.mybirthcontrol.org/
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Appendix B.

Electronic Medical Record Elements

The American College of Obstetricians and Gynecologists (ACOG) recommends that all
women receive counseling about postpartum contraception during their prenatal care and
that interested, eligible women have access to immediate postpartum long-acting reversible
contraception (LARC). Simple changes to the electronic medical record can help providers
adopt this evidence-based care more seamlessly.

Contraceptive Counseling SmartForm

Now

Yes No

Yes No Unsure

Yes No

Tubal Sterilization Vasectomy Implant

IUD - Copper IUD - Hormonal Depo Provera

Progestin-only Pill Condoms Withdrawal, Rhythm Method
Combined Pill, Patch, Ring Abstinence Not at risk (e.g. same sex couple)
None Undecided Other

Inpatient Outpatient Undecided

Yes No

Yes No Link to Medicai

© 2019 Epic Systems Corporation. Used with permission.

Allows for monitoring contraceptive counseling rates

Providers can consider using a shared-decision making tool during contraceptive counseling

Best practice alert (BPA) can pop up if desired method isn’t documented by 35 weeks
Timing row pops up if Tubal Sterilization, IUD-Copper, IUD-Hormonal, or Implant is selected above

Consent rows pop up if Tubal Sterilization, [lUD-Copper, IUD-Hormonal, or Implant is selected above

© 2019 Michigan Contraceptive Access Project

dMCAP e W

Michigan Contraceptive Access Project
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Postpartum Contraceptive Order Set

Postpartum Contraceptives  Accept

Post Sign - IUD Placement

Post Sign - g patient ting IUD

levonorgestrel (LILETTA) 19.5 mcg/24 hour IUD

1 Intra Uterine Device, Intrauterine, ONCE, Please place the packaged device on top of the sterile-draped delivery table.
levonorgestrel (MIRENA) 20 mcg/24 hr IUD

1 Intra Uterine Device, Intrauterine, ONCE, Please place the packaged device on top of the sterile-draped delivery table.
intrauterine copper device (PARAGARD T380A) IUD

1 Intra Uterine Device, Intrauterine, Please place the packaged device on top of the sterile-draped delivery table.

™ Nexplanon Insertion

etonogestrel (NEXPLANON) 68 mg implant Remove

68 mg, Subdermal, ONCE, For 1 dose
today at 1130

@ And
@ lidocaine 1 % injection Remove

local injection
MD to administer Lidocaine
starting today at 1053, Until Discontinued

@ And
Notify Clinician for Nexplanon insertion supplies placed at bedside; Person/Service to Notify: First Contact Remove

Gather sterile scissors, 3 betadine swabs, one alcohol swab, steri strips, 1% lidocaine, one 18-gauge needle, one 25 gauge x 1.5 inch
needle, one 3-5 cc syringe and 4x4 sterile gauze, coban. Page 34444 when supplies are at the bedside.

medroxyPROGESTERone (DEPO-PROVERA) 150 mg/mL injection syringe
Please administer once on post-partum day one.

© Next Required + Accept

© 2019 Epic Systems Corporation. Used with permission.

Standardized order sets allow providers to order inpatient LARC devices at the time of admission and
enable nurses to have the device and insertion supplies at the bedside at the time of delivery.

Labﬂr & Dellvery Grease Bﬂard The PPBC (postpartum birth control)

column on the Grease Board displays the
L&D Grease Board following methods if “Inpatientj’ is St?lef:ted
for the Postpartum Contraception Timing

® Postpartum (25) row on the SmartForm:

Room Name Srv Age GP GA PPBC PPBC Admin

p— ; e  Tubal Sterilization
¥ e |UD-Copper

901 Tubal e  IUD-Hormonal

908 = e Implant

910 Vv

MM IUD v

The PPBC Admin column displaysa v
when the method has been provided and
documented in the Medication
Administration Record

© 2019 Epic Systems Corporation. Used with permission.

© 2019 Michigan Contraceptive Access Project
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Appendix
Appendix C.

Diagnostic and procedural codes used to identify immediate postpartum LARC utilization
rates

Deliveries

1CD-9 Dx | 1CD-10 Dx
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Include V27,V27.0,V27.1,V27.2,V27.3,V27.4, 737, 237.0, 237.1, 237.2, Z37.3, Z37.4, Z37.5, Z37.59,
V27.5,V27.6,V27.7,V27.9, 650 Z37.6, Z37.69, 237.7, Z37.9, 080
Exclude | 630, 631, 632, 633, 633.0, 633.00, 633.01, A34, 000, 000.0, 000.00, 000, 000.1, ©00.2, 000.8,
633.1, 633.10, 633.11, 633.2, 633.20, 000.9, 001.9, 002, 002.1, 003, 003.0, 003.1, 003.2,
633.21, 633.8, 633.80, 633.81, 633.9, 003.30, 003.31, 003.32, 003.33, 003.34, 003.34,
633.90, 633.91, 634, 634.x, 635, 635.x, 636, 003.39, 003.4, 003.5, 003.6, 003.7, 003.8x, 003.9,
636.x, 637, 637.x, 638.x, 639, 639.0, 639.1, 004.5, 004.6, 004.7, 004.8x, 007.0, 007.1, O07.2,
639.2, 639.3, 639.4, 639.5, 639.6, 639.8, 007.3x, 007.4, 008.0, 008.1, 008.2, 008.3, 008.4,
639.9, V24,V24.0,V24.1,V24.2 008.5, 008.6, 008.7, 008.81, 008.83, 008.89, 008.9,
733.2,739, 739.0, Z39.1, 739.2
1CD-9 Px ICD-10 Px
Include | 72,72.x,73,73.01,73.09, 73.1, 73.2, 73.21, 0Q820ZZ, 0Q8232Z, 0082477, 0Q830ZZ, 0Q8332Z,
73.22,73.3,73.4,73.5,73.51, 73.59, 73.6, 0Q8342Z, 0U7C7ZZ, OWBNXZZ, 10A07ZZ, 10A08ZZ,
73.8,73.9, 73.92, 73.93, 73.94, 73.99, 74, 10D00Z0, 10D00Z1, 10D00Z2, 10D07Z3, 10D07Z4,
74.1,74.2,74.4,74.9,74.99 10D07Z5, 10D07Z6, 10D07Z7, 10D07Z8, 10E0XZZ,
10J07ZZ, 10S07ZZ, 10S0XZZ, 10900ZC, 10903ZC,
10904ZC, 10907ZA, 10907ZC, 10908ZA, 10908ZC,
3E030VJ, 3E033VJ, 3E040VJ, 3E043VJ, 3E050VJ,
3E053VJ, 3E060VJ, 3E063VJ, 3EODXGC, 3EOP7GC
Exclude | 69.01, 69.51, 74.91, 75.0 N/A
DRG CPT
Include 370, 371, 372, 373, 374, 375 59400, 59409, 59410, 59610,59612, 59614, 59510, 59514,
765, 766, 767, 768, 774, 775, 766 59515, 59618, 59620, 59622
Inpatient LARC
1CD-9 Dx 1CD-10 Dx
Include | V25.11, V25.13, V25.5 Z30.430, Z230.433, Z30.431, Z30.8
1CD-10 Px
Include | OUH97HZ, OUH98HZ, OUHC7HZ, OUHC8HZ, 0OUH90HZ
Dx=Diagnosis codes, Px=Procedure codes; DRG=Diagnosis Related Group codes; CPT=Current Procedural Terminology
codes; NDC=National Drug Code codes; HCPCS= Healthcare Common Procedure Coding System codes; LARC=long-
acting reversible contraception
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AJOG At A Glance
Why was this study conducted?

Implementation toolkits—packages of resources and strategies to facilitate organizational
change—are promising but relatively understudied.

What are the key findings?

A toolkit-based process to implement immediate postpartum long-acting reversible
contraception (LARC) services at a single academic center was associated with

a) positive provider perceptions; b) increasing documented prenatal contraception
counseling rates (2019: Q1, 12.5%; Q4, 51.0%); c) increased inpatient LARC utilization
(pre-implementation, 5.46%, post-implementation 8.58%); and d) no improvement in
the proportion of patients reporting an excellent experience of care (baseline vs post-
implementation: prenatal visits, 67% vs. 63%; childbirth hospitalization, 45% vs. 58%;
outpatient postpartum, 69% vs. 65%).

What does this study add to what is already known?

A toolkit-based process to implement immediate postpartum LARC was feasible and
acceptable. A rigorous, fully powered trial of the refined toolkit’s effectiveness is needed.
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Figure 1.
Study timeline
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Implementation Condition
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Virtual Project Manager Implementation Leadership

Virtual Project Manager Implementation Planning & Evaluation

Identify and prepare champions
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Conduct local needs assessment
Identify barriers and facilitators
Develop an implementation blueprint
Plan for outcome evaluation

Make innovation reimbursable Payer Advocacy Brief
Conduct local consensus discussions Medicaid Billing Primer Financial Environment
Project financial implications Consensus Builder

Promote network weaving
Conduct staff and clinician team meetings
Obtain stakeholder feedback CommunicationPrimer Trust, Communication, Learning Climate
Create psychological safety & Engagement of Key Stakeholders
Make colleagues’ contributions visible
Provide strategic communications to clinicians

Redesign workflow
Revise professional roles
Change record systems and remind clinicians
Obtain stakeholder feedback

Workflow Map Design Tool
Electronic Medical Record Tools Compatibility with Workflow
Clinical Protocol

Patient Informational Materials
MyBirthControl Shared Decision-Making App®

Involve patients in planning and evaluation

o 5 o Patient Need:
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T : =
Enact mandatory education and simula’ Cliticlinand Staff EducaFlonaI VIR Clinician and Staff Knowledge, Skills, &
Best Practices Advisory Alert .
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Feedback Reports

Available at http://postpartum.mybirthcontrol.org/
®Including Grand Rounds slideset, pre-sit ion didactic, nursing dule, ing FAQs, implant insertion supplies checklist, IUD insertion eligibility checklist, billing staff educational materials

Figure 2.
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Outcomes

Implementation Process

Implementation strategies and tools selected for a multicomponent intervention to increase

provision of evidence-based peripartum contraceptive care
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5-point Likert scale:

1) Very Dissatisfied

2) Dissatisfied

3) Neither Satisfied or Dissatisfied
4) Satisfied

5) Very Satisfied

Free-Text Comments

Figure 3.
Provider survey questions
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[ Not useful
3 |didn’t know about these
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O Poor

5-point Likert scale:
O Fair O Good O Very Good

Figure 4.
Patient survey questions
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Toolkit Resource Physicians

Category Overall & Midwives Nurses Key Themes Representative Quotes
Perceived o o G “Apparently recommendation was made to trim strings to 10cm - and | had no
72% 85% 56% _ - i
as Useful idea, and... 'm on every committee!”(Midwife)
Training and
Resources “The powerpoint was useful, but it had been quite some time since we went
Unaware of 23% A through that and modules get overwhelming. | didn't realize or | forgot there was
Resources a script for us.” (Nurse)
. “Need more widesp use of ted i ing by
"eflfe";e:’ 78% 7% Many respondents described the all providers.” (Physician)
Electronic Medical asUsai standardized documentation “Flowsheet in admissions tab for nursing was helpful.” (Nurse)
Record element as easy to use and helpful, s . o o
. % Like tab t cc d B
Modifications* | Unaware of and reported feeling frustrated by RIS e -
e 12% 8% its inconsistent use “ think the tools like the PPBC column would be much more useful if it was actually
used/updated, but we seem to struggle with uptake.” (Physician)
Perceived o 5
= Usefu'
Communication Insufficient data for theme Insufficient data
Unaware of o ®
Resources
Perceived 29% 28% Many r;sm nd.en(s W?';e / “Performance feedback would be good, | have not seen it consistently
as Useful unaware that institutional-leve implemented in a sustainable fashion.”
Performance performance feedback had been (Physician)
Feedback disseminated; Some sought
Unaware of 56% 54% more consistent, sustained, “I'd love to see my mntrac':gptive counseling rates.”
SIS individualized feedback (ESicer)

319% “Update clearinghouse patient education resources.” (Physician)
o

Perceived o0
= Usefu'
ULEVEICE &
Resources

*e.g., standardized documentation element to record contraceptive counseling and patient preferences; standardized documentation text; order sets; standardized patient instructions

“Would love for materials to be “baked into” prenatal care-automatic portal pushes
and AVS handouts attached with PPBC info.” (Physician)

Patient
Resources

59% “Perhaps a video women can access that explains the options.” (Midwife)

Figure 5.
Clinician perceptions of implementation toolkit resources and processes
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Figure 6.
Prenatal contraceptive counseling rates over time, by clinic, 2019
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Immediate postpartum long-acting reversible contraceptive utilization rates, over time

Am J Obstet Gynecol. Author manuscript; available in PMC 2023 March 01.

Author Manuscript Author Manuscript

Author Manuscript

Author Manuscript



Page 27

MONIZ et al.

Author Manuscript

uondagejuod ajqisianal Bunoe-buo|=04v1

uoneuawsa|dwi noybnoay L

Boj ssed04d uonejuswaldw|

$304N0S 11|00} 0} SUONERIIPOW A8

SJUBWIAULRY 1|00

020z Bunds ‘8102 I1ed

SAaAINS Jualled

2180 J0 30UBLIAdX3 JBIRd

670z 28@ Yybnoiyy 210z Atenuer

PJ003Y [B21P3IAl 91U0108[T

8)eJ uonezijnn DYy wnuedisod sjeipswiw|

6T0Z Jaquwiadaq ybnoayy Asenuer

PJ023Y [B2IP3IAl 91U0AI3[T

a1eJ Buijasunod aandsdeiuod wnyedisd

Aupend aseayljesH

020z Bunds

sAanuns Japinoid

_ $$9004d pue s]00) uoreuaWa|dwi o suondaoiad

§S920.1d Co_umH:mEm_QE_

uo01398]]0D Byeq 40 Burwi

301N0S eleq

_ Saw021NO

‘TalqeL

Author Manuscript

Author Manuscript

sawoano Apms

Author Manuscript

Am J Obstet Gynecol. Author manuscript; available in PMC 2023 March 01.



Page 28

MONIZ et al.

1591 Juswdojana [euoieaNp3 [e1eusD=a3o

0.l U0 UBY) 310w BuISOoyd Slualted pue ‘UMoUXUN ‘18Y10 ‘SAITBN BXSE|Y JO UBIPU| UBDLISWY 19pUBIS| O1J198d JaYlQ 0 UBIeMEH SAITEN S8pnjou]
& ; v

(%) u se pajuasaid eleg

(8'8) 6

(6% s

(6% s
(7'18) €8

(1'96) 86
(6€) v

(6% s
(Tev) v
(7€) 2
(921) 81

(62) ¢

(0o

(6v) S
(s'v2) sz
(299) 89

(6€) ¥

(Tom) 1T
Loy
(2e)v

(928) 06

(e'96) S0T
ey

(599
(0'vv) 8v
(r62) 2e
(r21) 6T

ey

(0o

(59)9
(022) vz
(629) L

(o) s

(1) ¥T
Tr v
(c0) 2

(v eL

(8'26) 06
(@D L

(c6)6
(L) 9y
(L€2) eg
(gsT) 6t

Trv

(0o

(€6) 6
(9°02) 02
(8'89) LG
(et 1T

(To)9

(ev) s

(09) 2
(9'v8) 66

(e'86) STT
Lne

(60T
(e'av) €5
(592) 1€
(r'12) S¢

(09) 2

(0o

(60) 1
(rLe) ee
(2:09) 12
(T1m) et

Lou0 11y

uelsy
UBDLIBW/-UBILIY 10 Yoe|g
SMUM
aoey
umouyun/oulle 4o dtuedsiH 10N
ouyye Jo ojuedsiH
A3
umousun
9a1Bap ab3]]02 Jeak-y ueyl alo
9016ap 269102 JeaA-
9a16ap Jeak-g 1o abia)j0d awos
@39 Jo ‘arenpesb jooyas ybiy ‘|jooyas ybiy swos
ssa] 1o apelb Y18
uolyesnp3
umouun
y—G€
¥€-G¢
¥¢-81
dnoub aby

(zoT=U) wnyredisod 0z0zZ

(60T=U) JueUBaId 0207

(26=u) wnyredisod 8102

(LTT=U) JUeUBaId 8TOZ

ansiIsIoRIRYD

Author Manuscript

‘¢ slqeL

Author Manuscript

Author Manuscript

siuspuodsal Aanuns 1usied Jo sonsiiaoeleyd siydesbowsq

Author Manuscript

Am J Obstet Gynecol. Author manuscript; available in PMC 2023 March 01.



	Abstract
	Introduction:
	Methods
	Setting:
	Toolkit Development:
	Implementation Process:
	Outcomes:
	Implementation process outcomes:
	Healthcare quality outcomes:
	Toolkit Refinements:

	Analysis:

	Results:
	Implementation Process Outcomes
	Healthcare Quality Outcomes
	Prenatal Contraceptive Counseling:
	Immediate Postpartum LARC Utilization:
	Patient Experience of Contraceptive Care:
	Toolkit Refinements:


	Comment
	Principal Findings:
	Results in Context:
	Clinical implications:
	Research Implications:
	Strengths and Limitations:
	Conclusions:

	AppendixAppendix A.Overview of an Evidence-based Toolkit for Implementing Immediate Postpartum Long-Acting Reversible Contraception ServicesConditions for Successful Implementation1Description1Implementation Strategies1Implementation Tools2Effective Implementation ChampionsEffective champions use their influence in the organization, persuasiveness, grit, and participative leadership style to overcome institutional siloing, leverage professional networks, create tension for change, cultivate a positive learning climate, optimize workflows, engage key stakeholders, and lead implementation planning and evaluation processes. Clinical champions benefit from an interprofessional team of co-champions. Champions with competing demands on their time and insufficient support for project management may struggle to be effective.
Identify and prepare champions
Build a coalition
Conduct local needs assessment
Assess for readiness and identify barriers and facilitators
Tailor strategies
Develop a blueprint
Obtain feedback about the implementation plan
Stage scale up
Facilitation
Plan for outcome evaluation
Develop processes for quality monitoring
Evaluate implementation

Online Toolkit
Virtual Project Manager
Enabling Financial EnvironmentNon-reimbursement by major payers or evidence of financial losses can undermine implementation efforts, while written policies or audits documenting public and private payer reimbursement for services facilitates implementation.
Conduct local consensus discussions
Project financial implications
Access new funding
Place innovation on inpatient formulary

Consensus Builder
Medicaid Billing Primer
Payer Advocacy Brief
Hospital Administrator EngagementDisengaged leaders may not provide permission and support for the initiative to proceed, while engaged leaders who perceive the initiative as aligned with their mission and vision can act as vocal sponsors who increase the initiative’s visibility and priority in the organization.Conduct local consensus discussionsConsensus BuilderTrust and Effective CommunicationA lack of pre-existing relationships and communications processes across clinicians and operations staff may impede implementation success. Mistrust among individuals with divergent expertise, priorities, and reporting structures hamper communication and shared problem-solving. Conversely, strong relationships and robust communication norms across stakeholders promote collaboration necessary to address implementation challenges and ensure efficient frontline care delivery.
Promote network weaving
Organize clinician and staff team meetings for shared problem-solving and accountability

Communication Primer
Virtual Project Manager
Alignment with Stakeholders’ Professional ValuesIndividuals perceiving the initiative as aligned with their professional mission and values are more likely to promote its success. Individuals seeing the initiative as at odds with professional values may resist change and significantly stall institutional progress.
Conduct local consensus discussions
Project financial implications
Consensus BuilderPerception of Meeting Patients’ NeedsPerceptions that offering inpatient LARC services better meets patients’ needs strongly promotes provider and staff willingness to make services available to interested patients. Because multiple studies document real tensions between enhancing access to contraceptive care and ensuring that patients have a high-quality, patient-centered care experience, it is crucial to include patients in implementation planning and evaluation to ensure that care delivery changes are truly aligned with patient needs.
Involve patients in implementation planning and evaluation
Prepare patients to be active participants
Engage community resources

MyBirthControl App

3

Patient Informational Material (handouts, posters, educational videos)
Robust Learning ClimateRobust learning climates, where providers and staff feel essential and empowered to shape change, catalyze implementation. Frontline providers and staff feel motivated to design new workflows, overcome challenges, and make real-time refinements to care delivery.
Facilitation
Obtain stakeholder feedback
Create psychological safety
Make colleagues’ contributions visible
Communication PrimerCompatibility with WorkflowEmbedding inpatient LARC into daily care delivery routines requires steps to minimize workflow disruptions, including establishing communication processes across teams and settings, making devices available, optimizing medical records for documentation and device ordering, and streamlining billing and coding processes. Prospectively designing these processes promotes success, while letting workflow evolve organically can lead to inefficiencies, introduce confusion and frustration, and cause interruptions to service provision to patients.
Assess and redesign workflow
Obtain stakeholder feedback
Change record systems to streamline documentation
Change physical structure and equipment
Remind clinicians
Make billing easier

Clinical Protocol
Consent Forms
Workflow Map Design Tool
Electronic Medical Record Tools (tipsheet, standardized documentation)
Knowledge, Attitudes and Beliefs About the Clinical PracticeProviders may have significant knowledge and skill gaps, as many do not receive implant or post-placental IUD insertion training in residency. Providers with negative attitudes about the initiative can seriously undermine service delivery to patients and colleagues’ engagement in the initiative. Opinion leaders supportive of the initiative can strongly influence colleagues’ perceptions and motivation to participate.
Dynamic training and education for clinicians and staff
Develop and distribute educational materials
Conduct ongoing training
Clinical supervision
Conduct clinician and staff team meetings
Engage local opinion leaders
Audit and provide feedback about performance

Provider Training Tools (Grand Rounds slideset, pre-simulation didactic, nursing e-module, counseling FAQs, implant insertion supplies checklist, IUD insertion eligibility checklist)
Communication Primer
1Content based on findings in Moniz et al. Implementing Immediate Postpartum Contraception: A Comparative Case Study at 11 Hospitals, in Implementation Science Communications, 2021: https://implementationsciencecomms.biomedcentral.com/artides/10.1186/s43058-021-00136-72All tools are publicly available in an online toolkit at contraceptiveaccess.org3Available at http://postpartum.mybirthcontrol.org/
	Appendix A.
	Appendix B.
	AppendixAppendix C.Diagnostic and procedural codes used to identify immediate postpartum LARC utilization ratesDeliveriesICD-9 DxICD-10 DxIncludeV27, V27.0, V27.1, V27.2, V27.3, V27.4, V27.5, V27.6, V27.7, V27.9, 650Z37, Z37.0, Z37.1, Z37.2, Z37.3, Z37.4, Z37.5, Z37.59, Z37.6, Z37.69, Z37.7, Z37.9, 080Exclude630, 631, 632, 633, 633.0, 633.00, 633.01, 633.1, 633.10, 633.11, 633.2, 633.20, 633.21, 633.8, 633.80, 633.81, 633.9, 633.90, 633.91, 634, 634.x, 635, 635.x, 636, 636.x, 637, 637.x, 638.x, 639, 639.0, 639.1, 639.2, 639.3, 639.4, 639.5, 639.6, 639.8, 639.9, V24, V24.0, V24.1, V24.2A34, O00, O00.0, O00.00, O00, O00.1, O00.2, O00.8, O00.9, O01.9, O02, O02.1, O03, O03.0, O03.1, O03.2, O03.30, O03.31, O03.32, O03.33, O03.34, O03.34, O03.39, O03.4, O03.5, O03.6, O03.7, O03.8x, O03.9, O04.5, O04.6, O04.7, O04.8x, O07.0, O07.1, O07.2, O07.3x, O07.4, O08.0, O08.1, O08.2, O08.3, O08.4, O08.5, O08.6, O08.7, O08.81, O08.83, O08.89, O08.9, Z33.2, Z39, Z39.0, Z39.1, Z39.2ICD-9 PxICD-10 PxInclude72, 72.x, 73, 73.01, 73.09, 73.1, 73.2, 73.21, 73.22, 73.3, 73.4, 73.5, 73.51, 73.59, 73.6, 73.8, 73.9, 73.92, 73.93, 73.94, 73.99, 74, 74.1, 74.2, 74.4, 74.9, 74.990Q820ZZ, 0Q823ZZ, 0Q824ZZ, 0Q830ZZ, 0Q833ZZ, 0Q834ZZ, 0U7C7ZZ, 0W8NXZZ, 10A07ZZ, 10A08ZZ, 10D00Z0, 10D00Z1, 10D00Z2, 10D07Z3, 10D07Z4, 10D07Z5, 10D07Z6, 10D07Z7, 10D07Z8, 10E0XZZ, 10J07ZZ, 10S07ZZ, 10S0XZZ, 10900ZC, 10903ZC, 10904ZC, 10907ZA, 10907ZC, 10908ZA, 10908ZC, 3E030VJ, 3E033VJ, 3E040VJ, 3E043VJ, 3E050VJ, 3E053VJ, 3E060VJ, 3E063VJ, 3E0DXGC, 3E0P7GCExclude69.01, 69.51, 74.91, 75.0N/ADRGCPTInclude370, 371, 372, 373, 374, 375
765, 766, 767, 768, 774, 775, 76659400, 59409, 59410, 59610,59612, 59614, 59510, 59514, 59515, 59618, 59620, 59622Inpatient LARCICD-9 DxICD-10 DxIncludeV25.11, V25.13, V25.5Z30.430, Z30.433, Z30.431, Z30.8ICD-10 PxInclude0UH97HZ, 0UH98HZ, 0UHC7HZ, 0UHC8HZ, 0UH90HZDx=Diagnosis codes, Px=Procedure codes; DRG=Diagnosis Related Group codes; CPT=Current Procedural Terminology codes; NDC=National Drug Code codes; HCPCS= Healthcare Common Procedure Coding System codes; LARC=long-acting reversible contraception
	Appendix C.
	References
	Figure 1.
	Figure 2.
	Figure 3.
	Figure 4.
	Figure 5.
	Figure 6.
	Figure 7.
	Table 1.
	Table 2.

