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Abstract

OBJECTIVE: Closely spaced, mistimed, and unwanted pregnancies are common among
postpartum women and can lead to adverse maternal and perinatal outcomes. WWomen
inconsistently attend postpartum obstetric visits, though they reliably interface with pediatric
providers during the postpartum months, presenting novel opportunities to identify and address
unmet family planning needs.

METHODS: We conducted a qualitative study to explore pediatric provider perspectives on
addressing maternal family planning in three settings: a neonatal intensive care unit, a primary
care clinic, and a high-risk infant follow-up clinic.

RESULTS: Pediatric providers were generally open to incorporating postpartum family
planning screening and counseling into a pediatric encounter, if given appropriate training and
implementation support. Providers largely agreed that contraceptive provision to women was not
feasible in their practices, and they shared ideas for utilizing the pediatric encounter to connect
women with comprehensive contraceptive care.

CONCLUSION: Pediatric providers perceived postpartum family planning screening and
counseling, and not contraceptive provision, as potentially acceptable and feasible in their practice
settings. These exploratory findings justify further investigation to assess their generalizability and
to develop postpartum family planning interventions for pediatrics.

Address correspondence to Lee Trope, MD, MS, Department of Pediatrics, Santa Clara Valley Medical Center; 751 South Bascom
Ave, San Jose, CA 94128. (lee.trope@hhs.sccgov.org).

The authors have no conflicts of interest to disclose.
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Amid a fragmented landscape of postpartum care for women, there is a dearth of evidence-
based strategies to identify and meet women’s postpartum contraceptive needs. Mistimed
and unwanted pregnancies are common among postpartum women,! leading to pregnancies
that are closely spaced and thus at increased risk of maternal morbidity and mortality? and
adverse perinatal outcomes.3 Unmet contraceptive needs are also common among women
who deliver preterm,> who are less likely to receive antenatal contraceptive counseling,®
less often attend postpartum visits,” and experience unique barriers to obtaining postpartum
contraceptive care.8:9 The COVID-19 pandemicl%11 and the overturning of Roe v. Wade
have exacerbated barriers to obtaining reproductive health services and underscored the
need for improved flexibility and innovation in the delivery of reproductive care. To
address important gaps in postpartum services, the American College of Obstetricians

and Gynecologists updated their postpartum guidelines in 2018 to recommend care
defragmentation and improvement in the frequency and consistency of visits, stressing that
about 40% of women do not attend a postpartum visit.12 Other approaches to improve
access have been to increase pre/interconception health services across a range of healthcare
settings, including pediatrics,13 though further implementation work is needed.

While addressing postpartum contraception during pediatric visits should not substitute
comprehensive postpartum or interconception care, pediatric encounters could serve as an
anchor for identifying unmet postpartum health needs,14-16 similar to the pediatric approach
to postpartum depression.1” Women frequently18 and reliably® interface with pediatric
providers in the postpartum period, as compared to inconsistently attended postpartum
obstetric visits.”20 In addition, pediatric providers often develop long-term, relationships
with families and serve as trusted resources for decisions about current and future children.
Our prior qualitative research suggested that postpartum women in pediatric primary care,
NICU, and high-risk infant follow-up (HRIF) would consider family planning interventions
in these settings acceptable.® Other studies have similarly demonstrated women’s acceptance
of discussing or obtaining postpartum contraception during pediatric encounters, including
during general pediatric visits,21:22 child-focused family medicine visits,23 pediatric visits
with embedded obstetric services,24 and in the neonatal intensive care unit (NICU).4

Pediatric providers are another key stakeholder group to engage in initiatives that
incorporate maternal health into pediatric practice. A few studies have suggested that
primary care pediatricians?! and general pediatric residents in primary care clinics?® may
be amenable to screening women for contraceptive needs and referring for reproductive
care. However, little is known about the perspectives of other pediatric provider types

or perspectives on the range of possible pediatrics-based postpartum family planning
interventions (eg, screening, counseling and education, contraceptive provision).

Aside from pediatric primary care, research on women who delivered preterm,® including
our own previous study,? suggests high rates of unmet contraceptive needs and unique
barriers to obtaining postpartum services. We found that for women who delivered preterm,
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the NICU was frequently their only interface with healthcare during the early postpartum
period.8 We therefore conducted a qualitative study to explore pediatric providers’ perceived
facilitators and barriers to addressing postpartum family planning in practice settings with
frequent interface with postpartum women: NICU, pediatric primary care, and HRIF.

The study was conducted in 2017-2018 in the San Francisco Bay Area, California at

three sites where pediatric providers commonly encounter postpartum women through their
care of term and preterm infants: a level 11 NICU, a pediatric primary care clinic, and an
HRIF clinic staffed by developmental and behavioral pediatric providers. The level 11 NICU
predominantly cares for late preterm and stable early preterm infants who may be inpatient
for an extended period to work on feeding and growth. The primary care clinic is part of a
county health system whose patient population is 95% publicly insured and predominantly
Latinx. The NICU and HRIF sites are affiliated with an academic children’s hospital that
serves a racially, ethnically, and socioeconomically diverse patient population, with about
half of patients being publicly insured.

PARTICIPANTS AND RECRUITMENT

We conducted purposive stratified sampling of pediatric providers who interface with
postpartum women in distinct practice settings (ie, NICU, primary care, HRIF), aiming

for maximum variation sampling.28 Eligible participants were pediatricians, pediatric nurse
practitioners, or neonatal nurse practitioners who worked at any of the 3 sites during the data
collection period. We first contacted all potentially eligible participants by email, and we
additionally engaged providers in person at all sites.

The Stanford University and San Mateo County Medical Center Institutional Review Boards
reviewed and approved the protocol and materials. We conducted the study in accord with
prevailing ethical principles, including written, informed consent with all participants prior
to any study procedures. All participants received $25 compensation.

SURVEY ITEMS AND INTERVIEWS

We developed closed-ended and open-ended questions to describe the sample and address
the study objectives. We pilot tested questions with three providers from the target sample,
then modified for clarity. Trained interviewers (co-authors LT and JC) conducted the
interviews in English at the clinical study sites.

OPEN-ENDED QUESTIONS—Survey questions explored current screening and referral
practices and perspectives on potential postpartum family planning interventions in their
practice settings. Specifically, we inquired about comfort with family planning screening,
counseling, and provision; current practices for referring parents to adult health services; and
facilitators and barriers to incorporating maternal family planning services into practice.

Acad Pediatr. Author manuscript; available in PMC 2024 June 21.
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CLOSED-ENDED QUESTIONS—Descriptive questions queried participants’ training
background, practice setting, and experience with family planning counseling and
contraceptive provision. To understand providers’ acceptance of such interventions
conceptually, apart from logistical feasibility, we adapted two closed-ended questions from a
study of long-acting, reversible contraceptive placement in a pediatric setting: /f there were
no hassles for you at all [meaning it wouldn’t add time, stress, or cost to your work flow],
would you discuss future reproductive plans with mothers during a pediatric encounter?,

and /f there were no hassles for you at all [meaning it wouldn’t add time, stress, or cost to
Yyour work-flow], would you provide contraception to mothers during a pediatric encounter?
27 possible response choices on a 5-point Likert scale were: definitely not, probably not,
neutral, probably yes, and definitely yes.

DATA ANALYSIS

RESULTS

We analyzed descriptive data using IBM SPSS Statistics Version 24.28 We used Dedoose
software Version 8.0.35 to conduct thematic analysis of qualitative data.2® After completing
each interview, 2 investigators (LT, JC) transcribed audio-recordings and independently
reviewed and coded transcripts line-by-line. We developed codes inductively, then
reconciled and refined codes and the emerging thematic framework using an iterative
team-based process at regular team meetings, ensuring 100% agreement.30 We re-reviewed
and re-coded all transcripts using the final codebook.31 We triangulated qualitative data
with results from the closed-ended questions.32 Results were reported according to COREQ
criteria.

Twenty-one providers were interviewed overall: seven (29%) in the NICU, nine (90%) in
primary care), and five (100%) in HRIF (Table 1). Fourteen providers were physicians, 8
were pediatric nurse practitioners, and three were neonatal nurse practitioners. Participants
had been in practice an average of 15.3 years (range 1-30 years). Primary care providers
prescribed contraception an average of 3.3 times a month; NICU and HRIF providers did not
prescribe contraception in their practices. Detailed participant characteristics are in Table 1.

In response to the closed-ended questions, 17 (81%) providers probably or definitely would
discuss future reproductive plans with women during a pediatric encounter, if there were

no hassles (meaning it wouldn’t add time, stress, or cost to their workflow). When asked
the same question about providing contraception to women, 10 (48%) providers probably or
definitely would provide contraception to women in their practice, while 8 (38%) probably
or definitely would not provide contraception.

Four themes emerged from the qualitative analysis (Table 2). Below we describe each theme,
and representative quotes are in Table 2.

THEME 1: PROVIDERS WERE GENERALLY OPEN TO INCORPORATING SOME ELEMENT
OF FAMILY PLANNING INTO PRACTICE

Providers expressed a willingness to use the pediatric visit to conduct family planning
screening and counseling. They recognized the relevance of the topic to their pediatric

Acad Pediatr. Author manuscript; available in PMC 2024 June 21.
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patients and the family unit. Some identified the unique opportunity of doing so during a
pediatric encounter, recognizing that women had limited interface with adult providers in the
early postpartum period. Other providers cited the psychosocial stress experienced by their
previous patients’ mothers due to unplanned, closely spaced pregnancies.

Providers in each setting felt they already had some family planning expertise, and some
were already discussing the topic with postpartum women. Primary care providers described
being trained in contraceptive counseling due to their experience caring for adolescents, and
discussing family planning with postpartum women felt like a natural extension of this work.
NICU and HRIF subspecialists felt uniquely suited to talk about birth spacing in the context
of preterm birth and recurrence risk. HRIF providers also shared experiences in which they
already discussed family planning, in the context of genetic disease risk recurrence.

THEME 2: BARRIERS TO SCREENING AND COUNSELING ABOUT FAMILY PLANNING IN
PEDIATRIC SETTINGS

Despite a general openness to discussing the topic, providers raised several barriers to
conducting screening and counseling. The most commonly cited barrier was the providers’
own discomfort broaching the topic. Several providers were decades out of training and
were uncomfortable with their inadequate or outdated knowledge on contraceptive methods
and counseling best practices. Others felt uncomfortable due to the sensitive and personal
nature of the topic. They feared being perceived by women as judgmental about reproductive
decisions, especially if there were not a standardized and universal approach to counseling.
A subset of providers worried that women might consider the topic inappropriate for a
pediatric encounter, where the focus is typically the child. This concern was especially
prominent among NICU providers, who felt that talking about future pregnancies could
seem insensitive. Shifting the focus away from the current infant’s intensive care needs
could be seen as inappropriate or even as “giving up” on the hospitalized infant.

Participants also described logistical and systems barriers to screening and counseling. Most
notably, providers in all three settings were concerned about the time they would need for
potentially lengthy family planning conversations. They described the myriad of topics they
already needed to address under strict time constraints. Providers also cited the lack of a
clear process for referring to an adult provider if they were to identify unmet contraceptive
needs. Many primary care providers acknowledged that they did not know how to refer to
the affiliated obstetrics and gynecology clinic, despite being co-located and within the same
health system. A few NICU providers identified the potential for referring women to the
obstetrics and gynecology service “just across the hall,” but felt that there was no clear
process for doing so.

THEME 3: FACILITATORS TO SCREENING AND COUNSELING ABOUT FAMILY PLANNING
IN PEDIATRIC SETTINGS

Participants volunteered several potential solutions to overcome the barriers to screening
and counseling. When considering the time burden of a family planning intervention,
providers proposed utilizing existing support staff, such as community health workers or
social workers, to facilitate family planning discussions and referrals to adult providers.

Acad Pediatr. Author manuscript; available in PMC 2024 June 21.
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This suggestion was raised frequently by providers at the primary care site, where a
community health worker already coordinated all early newborn visits and met with

most new parents. Some primary care providers envisioned that a support staff member
could incorporate family planning needs assessments into these early newborn visits that
were part of the existing workflow. Other primary care providers proposed having the
community health worker additionally meet with families at later visits. Alternatively,
some primary care providers envisioned conducting a needs-assessment themselves and
referring to the community health worker as needed to coordinate referrals. HRIF and
NICU providers suggested that social workers at their sites could screen women and
coordinate referrals. One NICU provider felt that the mental health therapist who met with
all mothers of NICU patients would be best suited for family planning discussions in the
NICU setting. In addition to utilizing support staff, a few primary care providers suggested
prepared materials and signage in exam rooms to expedite family planning conversations.
Others suggested adding screening questions to the existing pre-visit questionnaire, thereby
reserving discussions for only women with unmet needs.

Another commonly mentioned solution was multidisciplinary collaboration with adult health
providers. Providers felt that enhanced collaboration could reduce the potential time burden
and prevent the need for pediatric providers to provide contraception to adult patients.
Primary care providers imagined collaborative meetings with the co-located obstetrics and
gynecology providers, where they could develop consistent family planning messaging from
prenatal to postpartum and a simple referral process for reproductive care. NICU providers
envisioned a process in which women could be referred to the nearby labor and delivery unit
to receive care by the obstetricians there. An HRIF provider suggested coordinating with the
co-located adolescent medicine clinic to facilitate same-day contraceptive provision.

To overcome knowledge gaps in contraceptive methods and counseling approaches,
providers in all settings proposed training sessions with family planning experts. To
mitigate the risk of bias in decisions about whom or how to counsel, providers stressed

the importance of utilizing standardized screening tools and having conversations with a//
women, and not just a targeted few. One provider suggested leading with a normalizing
comment such as “I ask everyone this question,” to ensure women know that the topic is
universally addressed. Others suggested again that written materials could help to normalize
the topic and standardize the approach. Standardized screening questions, brochures, and
visual displays would relay to women that there is nothing about their specific circumstance
that prompted the conversation.

THEME 4: FEW PROVIDERS WERE WILLING TO PROVIDE CONTRACEPTION TO MOTHERS
OF PEDIATRIC PATIENTS

Though most providers were open to screening and counseling, few were willing to
provide contraception. Some providers described discomfort about safety and adverse
effects, follow-up, and monitoring. Providers’ safety concerns most often related to
contraindications to estrogen-containing methods, including related logistical barriers, such
as obtaining a woman’s blood pressure during a pediatric-focused visit. Fragmented
electronic medical record systems affecting access to women’s medical histories were

Acad Pediatr. Author manuscript; available in PMC 2024 June 21.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Trope et al.

Page 7

another cited safety barrier. Outpatient providers also raised concerns about follow-up and
monitoring. If they were to prescribe oral contraceptives or administer an injectable method
at the pediatric clinic, would they be responsible for prescribing refills or repeat injections?
Who would follow-up if there were adverse effects or complications? An additional common
follow-up concern centered around the loss of health insurance by women who were covered
by the state’s Emergency Medicaid during pregnancy and would therefore lose coverage at
60 days postpartum. Providers felt uncomfortable with starting contraceptives, knowing that
refills or repeat injections would likely be inaccessible.

Provider discomfort about provision also related to concerns about their scope of practice.
Several stated specific age cut-offs for their practice. The stated age cutoff differed by
provider type (ie, physician, pediatric or neonatal nurse practitioner) and also by setting (ie,
NICU, primary care, HRIF), though there was variation within practice settings. Neonatal
nurse practitioners explained that they were only licensed to see patients up to age 2, which
they perceived as a clear barrier to contraceptive provision to women. Some providers raised
legal concerns about prescribing to women outside of their typical pediatric age range.

A few primary care pediatricians brainstormed ways to overcome these barriers so that they
could prescribe women the same range of methods they prescribed to adolescents. These
pediatricians suggested that if the systems barriers around safety, follow-up and monitoring
could be addressed (ie, they had access to a woman’s medical records and a clear follow-

up plan), they would be comfortable prescribing these methods to postpartum women.
However, none of the participants were comfortable providing long-acting reversible
methods, such as intrauterine devices or implants, either to their adolescent patients or to this
expanded group of patients. Both general pediatric and subspecialty providers suggested that
their lack of training and the time required to administer these methods were insurmountable
barriers.

DISCUSSION

In this qualitative study of pediatric providers in a NICU, pediatric primary care clinic, and
HRIF clinic, we found that providers were open to the idea of screening and counseling
women about postpartum family planning, if given the appropriate training and support for
implementation. Compared to primary care and HRIF providers, NICU providers expressed
greater hesitation about broaching the topic, as their primary focus was on the acute needs
of the hospitalized infant, though they were open to engaging support staff and obstetric
colleagues to address what they recognized as an important gap in postpartum healthcare.
Most providers in all three settings agreed that the provision of contraceptive methods to
women was unacceptable or infeasible in their practices.

Of note, participants’ responses to the closed-ended and open-ended questions did not fully
align. While nearly half of participants indicated in response to the closed-ended question
that they would be open to providing contraception to women, few suggested a willingness
to do so during subsequent responses to open-ended questions. This gap is likely owing

to the closed-ended question wording that specified, “if there were no hassles,” which

Acad Pediatr. Author manuscript; available in PMC 2024 June 21.
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suggests that many providers may have found the idea of providing contraception to women
acceptable, though the logistical barriers felt insurmountable.

Our participants’ willingness to discuss but not provide contraception aligns with a national
survey finding that the majority of pediatric providers deemed maternal family planning
relevant to child health, though far fewer providers felt a responsibility to address it during a
pediatric encounter.33 Our study contributes in-depth provider perspectives about perceived
barriers to providing contraception to the mothers of pediatric patients, including concerns
and uncertainty about monitoring and follow-up, as well as inadequate or outdated training
on contraceptive care. Similar to our findings, a study on the perspectives of pediatric
residents,2® and another of postpartum pediatric and obstetric providers,?! revealed logistical
concerns related to time burden and care integration barriers. Our study adds provider ideas
for utilizing their opportune interface with postpartum women that account for provider
concerns about time and resources, safety, and scope of practice, such as the utilization of
support staff or novel tools that may facilitate screening and referral. They also suggested
training on evidence-based contraceptive counseling that specifically acknowledged the
unique aspects of providing such care in a pediatric clinic. Overall, when considered in
conjunction with our prior research exploring women’s perspectives in these same settings,8
our results suggest that each of these distinct pediatric settings may be acceptable and
feasible venues for identifying women with unmet family planning needs and connecting
them with comprehensive care.

A future direction of this work is the exploration of potential models of care that align

with patient and provider stakeholder perspectives. One model is a closed-loop system of
pediatric clinic or NICU-based screening, referral for contraceptive services, and subsequent
follow-up to assess for ongoing unmet needs and barriers to care, analogous to the pediatric
approach to postpartum depression.1” Screening for family planning needs in pediatric
settings would require that providers and support staff be trained in evidence-based, patient-
centered communication methods that acknowledge the sensitive nature of the topic.3* A
streamlined screen and refer model could ensure postpartum women are able to connect with
comprehensive postpartum or interconception care for any health needs that arise during this
period, beyond contraceptive needs. The design of such a model must address the potential
for losing to patients to follow-up at each step.

Another model that may have less potential for loss to follow-up is an integrated clinic

with co-located pediatric and women ’s health services. The feasibility of an integrated
model would depend on existing health system infrastructure, alignment of the needs of each
discipline, and the engagement of leadership, providers, and staff in integration efforts. A
combined women’s and infant clinic would extend an integrated approach to care, offered
by some novel mother-infant clinics3® and family medicine models,23 to families who elect a
pediatrician or who require specialized pediatric care.

The barriers and facilitators discussed by the participants in this study and our prior
study with postpartum women highlight the need for future research that is grounded in
implementation science. Deep stakeholder engagement around local context (e.g., health
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system infrastructure and financing) in the development, implementation, and evaluation of
interventions, will be critical to maximizing the potential for successful uptake.3®

Our study must be interpreted in light of its limitations. First, this small, exploratory

study conducted in one geographic area should be considered hypothesis-generating and

not generalizable to the broader population of pediatric providers across other regions

and clinical settings. Second, these interview data may have been affected by social
desirability bias, though the pattern of our findings is consistent with the findings from

an anonymous, quantitative survey,33 providing some assurance that provider responses were
not overly influenced by social desirability. In addition, this study took place before the
American College of Obstetricians and Gynecologists updated their postpartum guidelines to
recommend earlier and more frequent visits, though the impact on access to postpartum care
is not yet clear.

In conclusion, this exploratory research suggests that NICUs, pediatric primary care clinics,
and HRIF clinics may be acceptable and feasible settings for postpartum family planning
screening and counseling, with the potential to ease access to postpartum contraceptive care
and prevent unintended, closely-space pregnancies and their sequelae.
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WHAT’S NEW

Many women experience barriers to meeting their postpartum contraceptive needs, and
pediatric encounters are opportunities to ease access to care. This study contributes

the perspectives of pediatric providers on addressing family planning in three distinct
practice settings.
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