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Objectives

Identify KEY steps in starting a
program

Understand the Barriers that exist

Ensure ongoing success of the
program
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Starting a Program

Why LARC and why now??

High unintended pregnancy rates
Low attendance at the postpartum visit
Contraceptive Choice Project
ACOG and AAP endorsements
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Unintended Pregnancy in the U.S.

49%

Unintended
Of 6.4 m|||.|on 3.2 million are
pregnancies unintended
per year
PALMETTOVHEALTH

Finer LB, Zolna MR. 2011. Unintended pregnancy in the United States: incidence and disparities, 2006.



35% of pregnancies in the
US are conceived within
18 months

34% of women did not
Return for their routine
Postpartum visit

Contraception, 92(2015)532-35



South Carolina

Post partum Visit

South Carolina Department Health and Human Services
non attendance rates as high dS 55%

Reasons include

o Communication or language barrier
o Unable to get off work o Lack of insurance coverage or
o Unstable housing potential expiration of Medicaid

o No transportation eligibility

o Childcare obligations

45% women are sexually active by 6 weeks postpartum
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U.S. Contraceptive Use

oc _ 28%

Female sterilization

Male condom

IUD

Withdrawal

Other hormonal method

DMPA

Other non-hormonal method

F 1.5%

. 27%

N 16%
N 5.5%

2% o of women ages 15-44
N 3.5% by method type
N 3.2%
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Reversible Contraception that
Works as Well as Sterilization
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% of women experiencing an unintended
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Increased use of LARC*
has the potential to lower unintended
pregnancy rates

*LARC = Long-Acting Reversible Contraception



Organizational Principles to Guide and Define the Child
Health Care System and'or Improve the Health of all Children

American Academy
of Pediatrics

DEDICATED TO THE HEALTH OF ALL CHILDREN™

il

POLICY STATEMENT
Contraception for Adolescents

adolescents.

INTROUDUCTIUN

Pediatriciang play an important role in adelescent pregnancy pre-
vention and contraception. Nearly half of US high school students
report ever having had sexual infercourse.! Each year, approximately
750 000 adolescents become pregnant, with more than 80% of these
pregnancies unplanned, indicating an unmet need for effective con-
traception in this population.®® Although condoms are the maost fre-
quently used form of contraception (52% of females reported condom
use at last sex), use of maore effective hormanal methods, including
combined oral contraceptives (COCs) and other hormonal methods,
was lower, at 31% and 12%, respectively, in 2011." Use of highly ef-
fective long-acting reversible contraceptives, such as implants or in-
trautering devices (IUDs), was much lower.’

Adolescents consider pediatricians and other health care providers
a highly trusted source of sexual health information.*® Pediatricians’
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COMMITTEE ON ADOLESCENCE

KEY WORDS

cantraception, adolescent, birth contral, intrautéring device,
cantraceptive implant, oral contraceptive pills, contraceptve

Given the efficacy, safety, and
ease of use, LARC methods
should be considered first-line
contraceptive choices for

Academy of Pediatrics has methe ed nor accepted any
cammercial invalvement in the develapment of the content of
this publication.

The guidance in this statement does not indicate an exclusive
of medical care.

course of treatment ar serve as a sta
Varations, taking into account indwidu
appropriate.

cumslances, may be

All policy statements from the American Acaderry of Pediatrics
autormatically expire 5 years after publication unless reaffirmed,
révizged, or retired at or before that tirme.
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Number 539 ® October 2012

COMMITTEE OPINION

(Replaces Committee Opinion No. 392, December 2007
Reaffirmed 2014)

Committee on Adolescent Health Care
Long-Acting Reversible Contraception Working Group

This document reflects emerging clinical and scientific advances as of the date issued and is subject to change. The
information should not be construed as dictating an exclusive course of treatment or procedure to be followed.

ABSTRACT:
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Sexual Behavior and Contraceptive
Use Among American Adolescents

In the United States, 42% of adolescents aged 15-19 years
have had sexual intercourse (1). Although almost all sexu-
ally active adolescents report having used some method
of contraception during their lifetimes, they rarely select
the most effective methods. Adolescents most commonly
use contraceptive methods with relatively high typical use
failure rates such as condoms, withdrawal, or oral contra-
ceptive (OC) pills (1). Nonuse, inconsistent use, and use
of methods with high typical use failure rates are reflected

in the high rate of unintended adolescent pregnancies
in the TTnited States Fichtv-twn nerrent nf adnlescent

depot medroxyprogesterone acetate (DMPA) injections,
are mainstays of adolescent contraceptive choices, but
these contraceptives have lower continuation rates and
higher pregnancy rates than LARC methods (5, 6). Of
1,387 females aged 15—24 years who initiated short-acting
hormonal methods, only 11% using the contraceptive
patch, 16% receiving DMPA injections, and approxi-
mately 30% using the vaginal ring and OCs were still
using the same method after 12 months (6). In a study
of 4,167 females aged 14-45 years that compared con-
tinuation rates for LARC and short-acting contraceptive
methods, the continuation rate for LARC was 86% at 12
months compared with 55% for short-acting contracep-
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{Replaces Committee Opinion Number 450, December 2004)

Number 642 * October 2015

Committee on Gynecologic Practice
Long-Acting Reversible Contraception Working Group
This document reflects emerging dinical and scientific advances as of the date tssued and is subject to change. The information should

not be construed as dictating an exclusive course of treatment or procedure fo be followed.

Increasing Access to Contraceptive Implants and
Intrauterine Devices to Reduce Unintended Pregnancy

ABSTRACLT: Unintended pregnancy persists as a major public health problem in the United States. Although
tribute by increasing access to contraceptive implants and intrauterine devices. Obstetrician—gynecologists should

encourage consideration of implants and intrauterine devices for all appropriate candidates, including nulliparous
women and adolescents. Obstetrician—gynecologists should adopt best practices for long-acting reversible contra-
ception insertion. Obstetrician—gynececlogists are encouraged to advocate for coverage and appropriate payment

lowwering unintended pregnancy rates reguires multiple approaches, individual obstetrician—gynecologists may con-
and reimbursement for every contraceptive method by all payers in all clinically appropriate circumstances.
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COMMITTEE OPINION

Number 670 » August 2016

Committee on Obstetric Practice

The American College of Nurse—Midwives and the Society for Maternal-Fetal Medicine endorse this document. The American
Acadenty of Family Physicians and the Association of Women’s Health, Obstetric and Neonatal Nurses support this document. This
Committee Opinion was developed by the American College of Obstetricians and Gynecologists’ Contmittee on Obstetric Practice in
collaboration with committee members Ann E. Borders, M, MSc, MPH and Alison M. Stuebe, MD, MSc, and reviewed by the
Long-Acting Reversible Contraception Work Group.

This document reflects emerging clinical and scientific advances as of the date issued and is subject to change. The information should
not be construed as dictating an exclusive course of trearment or procedure 1o be followed.

Immediate Postpartum Long-Acting Reversible
Contraception

ABSTRACT: Immediate postpartum long-acting reversible contraception (LARC) has the potential 1o reduce
unintended and short-interval pregnancy. Women should be counseled about all forms of postpartum contracep-
tion in a context that allows informed decision making. Immediate postpartum LARC should be offered as an
effective option for postpartum contraception; there are few contraindications to postpartum intrauterine devices
and implants. Obstetrician—gynecolegists and other obstetric care providers should discuss LARC during the
anteparturn period and counsel all pregnant women about options for immediate postpartum initiation. Education
and institutional protocols are needed to raise clinician awareness and to improve access to immediate postpar-
turn LARC insertion. Obstetrician—gynecologists and other obstetric care providers should incorporate immediate
postpartumn LARC into their practices, counsel wormen appropriately about advantages and risks, and advocate for
institutional and payment policy changes to support provision.

SEPTEMBER 2016

AUGUST 2016

1 The American College of
Obstetricians and Gynecologists
WOMEMS HEALTH CARE PHYSICIAMS

COMMITTEE OPINION

MNumber 672 & September 2016

Committee on Gynecologic Practice

Long-Acting Reversible Contraception Work Group

This Commitree Opinion was developed by the American College of Obstetricians and Gynecologists” Contmirtee on Gynecologic
Practice and the Long-Acting Reversible Contraceptive Expert Work Growp in collaboration with commirtee member David L.
Eisenberg, MD, and Expert Work Group members Nichole Tyson, MD and Eve Espey, MID.

This document reflects emerging dinical and scientific advances as of the date issued and is subject to change. The information should
not be construed as dictating an exclusive course of reatment or procedure 1o be followed.

Clinical Challenges of Long-Acting Reversible
Contraceptive Methods

ABSTRACT: Long-acting reversible contraceptive methods are the most effective reversible contraceptives
and have an excellent safety record. Although uncommaon, possible long-acting reversible contraceptive complica-
tions should be included in the informed consent process. Obstetrician—gynecologists and other gynecologic care
providers should understand the diagnosis and managerment of commeon clinical challenges. The American College
of Obstetricians and Gynecologists recommends the algorithms included in this document for management of the
maost common clinical challenges.




South Carolina

Reimbursement was KEY !!

Medicaid and other payors had one payment
for delivery

All services bundled together

Perinatal Quality Collaborative was
instrumental

PALMETTO v HEALTH



South Carolina
DEPARTMENT OF HEALTH AND HUMAN SERVICES
Post Office Box 8206
Columbia, South Carolina 29202-8206

www.scdhhs.gov
August 13, 2013

MB# 13-037

MEDICAID BULLETIN

HOSP

TO: Providers Indicated

SUBJECT:  Clarification Bulletin: Long Acting Reversible Contraceptives
provided in an Inpatient Hospital Setting

On January 19, 2012, the South Carolina Department of Health and Human
Services {SCDHHS) issued a bulletin titled “Long Acting-Reversible Contraceptives
{LARCs) provided in a Hospital Setting”. In that bulletin, the agency indicated that
coverage for LARCs would be considered an add-on benefit to the Diagnostic
Related Group (DRG) reimbursement for all dates of service on or after March 1,
2012.

Since publishing the previous bulletin, SCOHHS has worked with providers to
determine the most effective approach to code and reimburse providers for LARCs
provided in an inpatient hospital setting. Effective immediately, SCDHHS will
reimburse providers for these LARCs through a gross level credit adjustment
process for dates of service on or after March 1, 2012, according to the process
described below.

In order to process the LARC payment, hospitals are required to utilize the
Healthcare Common Procedure Coding System (HCPCS) Code that represents the
device, along with the ICD-2 Surgical Code and the ICD-8 Diagnosis Codes that
best describes the services delivered. These codes must be included on the UB-04
or Institutional Claim so that a gross level credit adjustment can be generated.
Providers will receive a monthly listing of affected claims included in the gross level
adjustment and the credit will appear on a future remittance advice. Providers will
be able to identify this particular credit adjustment on the remittance advice in the
Adjustment Section under the “Provider’'s Own Reference Mumbers” column. Each
adjustment will have a provider's own reference number that begins with “LARC”.
Relevant codes are listed below:



Included in the change were

Fee for Service Medicaid
Medicaid MCOs
South Carolina Blue Cross and Blue Shield
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Instructions for Medicaid Claims

Codes must be included on the UB-04 or Institutional Claim so that a
gross level credit adjustment can be generated

The claim will adjudicate and the DRG portion will be paid in the weekly
claims payment cycle. The LARC reimbursement will process as a gross
level credit adjustment and will appear on a future remittance advice.

HCPS:

e J7300 Intrauterine(lU) copper IUD (Paragard®)

e J7302 Levonorgestrel releasing IUD 52 mg (Mirena®)

e J7303 Etonorgestrel (contraceptive) implant system (Nexplanon®)

ICD-10 Surgical Code:
* QUH90HZ Insertion Contraceptive Device

ICD-10 Diagnosis Code:
e Z30.018 Initiate Contraceptive NEC

e 730.430 Insertion of IUD PALMETTO v HEALTH



Institutional level

Identify project champions!

Physician
Nursing — administration, L&D, postpartum
Pharmacy
Billing
Lactation
Supply

PALMETTO v HEALTH



Institutional level

Create an Implementation Team

All relevant departments
Obtain financial reassurance
Ensure hospital administration awareness
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Institutional level

Meetings — communicate to all

Ensure hospital administration awareness and
support!!

PALMETTO v HEALTH



Barriers

Lack of knowledge about post partum LARC
Providers

Patients
Hospital staff

PALMETTO v HEALTH



Barriers for Providers

Knowledge

Patient acceptance
Suitability for immediate postpartum
Continuation rates

PALMETTO v HEALTH



Provider Knowledge

Mechanics

How to insert
immediate pp IUD

PALMETTO v HEALTH



Provider Knowledge

* Spires post partum instruction
videowww.youtube.com/watch ?v=uMcTsuf8XxQ

* Aspire
projecthttps://www.engenderhealth.org/.../P
PIUD Trainers-Manua...

PALMETTO v HEALTH



Provider Knowledge

IUD placed at time of Cesarean Section
10 minute training video
Randomized 112 women

-postplacental
-interval
Analyzed for use at 6 months
Expulsion
Discontinuation
String visibility

Satisfaction
Levi et al, OB/GYN vol126 july 2015



Provider Knowledge

Immediate IUD

Expulsion 8%
Discontinuation 15%
String visibility
LNG-IUS 67%
Copper 40%
Satisfaction 92%

Interval IUD

2%
4%

80%
50%
100%
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Barriers for Patients

LARC knowledge
LARC safety
LARC continuation and satisfaction

PALMETTO v HEALTH



Patient Knowledge

OBSTETR,
C-i'd }C‘L‘%

. -
Stginano™

Al

FREQUENTLY ASKED QUESTIONS
FAQ184
CONTRACEPTION

N
Gl

The American College of
Obstetricians and Gynecologists

Long-Acting Reversible Contraception (LARC):
IUD and Implant

PALMETTO § HEALTH



Provider and Patient
Knowledge

Breastfeeding
Initiation and continuation for 4 weeks
Implant vs no contraception
No differences in breast milk production

G.C. Braga et al. / Contraception xx (2015) xXx—xxx

PALMETTO v HEALTH



Provider and Patient
Knowledge

Breastfeeding initiation and continuation

Immediate insertion vs insertion at 4 to 8
weeks postpartum

Lactation failure
Supplementation with formula
Milk composition

Gurtcheff et al Early Postpartum Contraceptive Implants



Barriers for Hospital Staff

May be different for different staff

Nursing — how will this affect my care of patients,
what differences will there be?, when and where
will the implant be inserted

Pharmacy — ordering, storage, and distribution
demands

Lactation — how will LARC affect lactation, safety for
patients who are breastfeeding



Barriers for Hospital Staff

Billing — what changes for billing? How will
billing be done??

Administration — will we recover our costs?

PALMETTO v HEALTH



Barriers

Financial Concerns

May unmask:
Competing clinical and administrative priorities

PALMETTO v HEALTH



SUCCESS !

Prioritize clear Communication

With all involved parties
nursing
physicians
pharmacy
supply
administration
billing — both inpatient and outpatient

PALMETTO v HEALTH



SUCCESS !!

Continuing education!!

Patients
Providers
Staff

PALMETTO u HEALTH



Current Reimbursement Rates for
LARC Devices
HCPCS Before 7/1/16 1/1/17
7/1/16 (Current Rate)

17298 $816.99 $882.35 $934.41

.

*Reimbursement for sales tax included in
South Carolina

36



SUCCESS !!

Palmetto Health Richland

January 1, 2014 through December 31, 2016
1378 patients received LARC

PALMETTO v HEALTH



SUCCESS

South Carolina

Subsets Age In Years FFY 2012 | FFY 2013 | FFY 2014 | FFY 2015 | FFY 2016 | Difference
(FFY16 - Relative Change
FFY12) (Improvement)
Female Inpatient LARC patients: Ages 15-44 102 374 a74 1,228 1,491 1,117 1095.10%
15-18 4 44 121 153 154 110 2750.00%
19-44 L] 330 753 1,075 1,338 1,008 1028.57%

PALMETTO § HEALTH



SUCCESS !!
SC Medicaid FY13-FY16

500% growth in patients
benefiting from IPP services

30% of all LARC’s can be attributed
to immediate post partum

PALMETTO v HEALTH



Prenatal Education

Post partum contraception is part of each
patient’s problem list

It’s discussed at every prenatal visit

Plans are clearly laid out

PALMETTO W HEALTH
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HOW WELL DOES BIRTH CONTROL WORK?

: R
KKK / ipeaREaRRaRRRRARGe
Raally, reclly wall ifaaRaRRaRRGRTARTRET

feerae0esaneeoeces

thpepbbEIETRTTTRGDD
IRETRETOTEREREOe
teeseetenbREtREoe
ferteettoetooetoet
fititeebinaioottoant

thiepiispppiibbiee
HepgeEERCREEbROD
feoateecteoentioong
(OeeeeecEeeerreootee

* . i' '.II X .lxxx l
Not so well d :
Withdrawal Diaphragm mm“"m

sERpSBER ()i 01000 [ttt
rang Health

for man and woman JoeerbLoReebionntil




Multidisciplinary Teamwork
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Providing women with the
Opportunity to choose an
Immediate post partum
LARC is a powerful strategy
To help women meet their
Contraceptive needs!!

wWWwWw.co-obgyn.comvol 27,#6,12-2015



http://www.co-obgyn.comvol/
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