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Objectives 

Disclaimer: The information in this webinar is 
for educational purposes only, and is not meant 
to substitute for medical or professional 
judgment.  Medical information changes 
constantly. Therefore the information contained 
in this webinar or on the linked websites should 
not be considered current, complete or 
exhaustive. 

This webinar is being recorded. 

DISCLAIMER



Objectives 

 Participants will improve their ability to prescribe LARC 
contraception for their patients and will understand 
the importance of contraceptive counseling throughout 
pregnancy, with a focus on informed choice related to LARC 
acceptance and continuation.

 Participants will identify the procedures necessary for inpatient 
insertion of LARC in the immediate post-partum period and will 
incorporate them into the system of postpartum services.

 Participants will obtain information to clarify billing for 
immediate post-partum LARC insertion for Medicaid-eligible 
(enrolled) women.

OBJECTIVES 



I. Prenatal Counseling about LARCs
Deborah Billings, PhD 

II. Hospital Strategies for Inpatient LARC Insertion 
Judith Burgis, MD 
Amy Picklesimer, MD 

III. Q & A

IV. Survey 
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Prenatal Counseling about 
LARCs

Deborah Billings, PhD

Director, SC Contraceptive Access Campaign/ Choose Well initiative

Deborah@advocatesforyouth.org



Importance of Prenatal 
Counseling for Postpartum 
Contraceptive Access
Summary Review of the Evidence Base



What we know about LARC use overall

• Overall use is low (women ages 15-44) but increasing over time: 1.5% in 2002 to 
7.2% between 2011 and 2013 (CDC NCHS Brief, 2015)

• Women who have had at least one birth use LARCs at a higher rate compared with 
women who have had no previous births, and this difference has increased over 
time (CDC NCHS Brief, 2015)

HOWEVER: 

• Low utilization of LARC may not reflect the true underlying demand for the 
intrauterine device (IUD) and implant. Contraceptive CHOICE Project (among other 
work) have shown a dramatic uptake of LARC when there is:

1. supportive counseling 

2. methods are provided at no cost (Peipert et al., 2012)



Prenatal and Postpartum Periods: 
Opportune Moments for Contraceptive Care

• High interest in LARC exists among postpartum women, 
particularly among women with a recent unintended pregnancy 
and women who do not desire pregnancy for at least 2 years (Tang 
et al., 2013)

• Over half of unintended pregnancies among women in the US 
occur within 2 years following delivery despite (In Potter et al., 2014):

• Improved access to health care and insurance coverage in the immediate 
postpartum period 

• Women’s increased motivation to prevent pregnancy  



Prenatal Contraceptive Counseling

• Women report limited contraceptive counseling during prenatal 
care.

• Prevalence of counseling is higher postpartum
• Either prenatal or postpartum: LARC and permanent methods often 

not discussed
• Preference for these methods not confined to particular segments of 

the population. 
• Hispanic women had a higher interest in and use of LARC than other 

ethnic/racial groups among participants who wanted to or might 
have an additional child (consistent with nationally representative 
data)

• Such limited counseling likely affects access to and uptake of highly 
effective methods, as well as subsequent risk of unintended 
pregnancy. 

• Women’s contraceptive needs could be better met by counseling 
about all methods, by reducing cost barriers and by making LAPM 
available at more sites.

• 3 Hospitals, Austin 
and El Paso, TX.

• Prospective cohort 
study. 

• 800 postpartum 
women aged 18-44 
who wanted to 
delay childbearing 
for at least 24 
months.  

(Aiken et al. 2013; 
Potter et al., 2014)



Prenatal Contraceptive Counseling

• Lack of access to LARCs (and male and female 
sterilization) postpartum 
• lack of provider training; 
• misperceptions regarding eligibility, safety 

and effectiveness;
• insufficient counseling; 
• structural barriers related to the postpartum 

provision of both LARC and female 
sterilization

• 3 Hospitals, Austin 
and El Paso, TX.

• Prospective cohort 
study. 

• 800 postpartum 
women aged 18-44 
who wanted to 
delay childbearing 
for at least 24 
months.  

(Aiken et al. 2013; 
Potter et al., 2014)



Prenatal Contraceptive Counseling

• Atlanta study: baseline characteristic found to be most significant for 
intent to use LARC was discussion about LARC with a provider during 
the prenatal period, (adjusted odds ratio, 20.1; 95% CI, 6.1–66.1). 

• Women's contraceptive goals postpartum are consistent with 
attributes of LARC methods. 

• Discussion with a provider about these methods in prenatal period 
may influence the decision to use LARC methods

(Kotke, 2010)



Don’t wait until postpartum visit

• North Carolina study: hypothesized that women who received a 
“LARC script”* during their postpartum hospitalization would be 
more likely to report LARC use after their 6-week postpartum visit, 
compared to women who did not receive the script

FINDINGS: 

• Administration of a LARC script to postpartum women (before leaving 
the hospital) did not significantly increase postpartum LARC use (at 6-
week PP visit). 

• However, the script significantly increased interest in using LARC

*LARC script adapted from the CHOICE Project; (Tang et al 2014)



Specific Needs of Adolescents

• Adolescents who do not initiate a LARC method postpartum have up to a 
35 times increased risk of rapid repeat pregnancy (RRP) compared with 
their peers using LARC. Risk of RRP is decreased when LARC methods are 
initiated earlier after an abortion or within the postpartum period. 
(Baldwin and Edelman, 2013)

• Receipt of prenatal contraceptive counseling and receipt of a 
postpartum checkup were both associated with a decreased likelihood of 
having sex without contraception (although LARC use low- 11% IUD and 
1% implant) 

• Enhancing the scope and quality of prenatal contraceptive counseling
and increasing the proportion of adolescent mothers who return for a 
postpartum checkup may also improve postpartum contraceptive 
use.(Wilson et al., 2013)



Importance of Prenatal 
Counseling for Postpartum 
Contraceptive Access
High Quality Practice: Ethics and Informed Choice



Ethics and Informed Choice
• Providers as facilitators, who offer 

information that enables women to 
make informed decisions about their 
contraceptive methods in relation to 
their lives

• Contributes to the empowerment and 
dignity of women postpartum

• Respect for women’s autonomy

• Core part of high quality care

• Frames our work clearly as meeting the 
needs of women
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LARC: Long Acting 
Reversible Contraceptives

Etonorgestrel Implant Levonorgestrel

Intrauterine System

3 and 5 year options



WHY LARC?



http://www.choiceproject.wustl.edu/#CHOICE



http://www.choiceproject.wustl.edu/#CHOICE



http://www.choiceproject.wustl.edu/#CHOI

CE



http://www.choiceproject.wustl.edu/#CHOI

CE



http://www.choiceproject.wustl.edu/#CHOI

CE



http://www.choiceproject.wustl.edu/#CHOI

CE



WHY NOW?



www.pediatrics.org/cgi/doi/10.1542/peds.2014-2299



Given the

efficacy, safety, and ease of use,

LARC methods should be considered

first-line contraceptive choices

for adolescents.





Inpatient LARC

• Challenge identified in BOI Care Coordination Workgroup.  
50% of Medicaid beneficiaries miss their 6 week post-partum 
appointment which often results in unplanned/unwanted 
pregnancies

• March 1, 2012: Medicaid allowed for in-patient insertion of 
the device, but billed outside the DRG for full payment to the 
hospital. 

• SC was the first state in the nation to enact this policy with 3 
others recently adopting it.

• Coverage for LARC is included in the MCO capitation rate; the 
Plans adopted the insertion/inpatient policy as well.  

Long Acting Reversible
Contraceptives



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:

 A4264 Intratubal Occusal Device (Essure)

 J7300 Intrauterine (IU) copper IUD (Paraguard)

 J7301 Levonorgestrel-releasing IUD 13.5 mg (Skyla)

 J7302 Levonorgestrel releasing IUD 52 mg (Mirena)

 J7307 Etonorgestrel (contraceptive) implant system (Implanon/Nexplanon)

ICD-9 Surgical Code:

 69.7 Insertion Contraceptive Device

ICD-9 Diagnosis Code:

 V25.02 Initiate Contraceptive NEC

 V25.1 Insertion of IUD



LARC Reimbursement Update

32

Code
Previous 

Reimbursement  
Rate

Current 
Reimbursement 

Rate

Insertion 
Code

Rate

A4264 
Essure

$1,164.00 $1,674.00 58565 $247.14 

J7300 
Paragard

$588.43 $717.60 58300
$ Price depends 
on specialty and 

modifier

J7307 
Impl/Nex

$712.17 $777.69 11981
$price depends on 

specialty and 
modifier

J7302 
Mirena

$691.80 $843.66 58300
$Price depends on 

specialty and 
modifier

J7301
Skyla

n/a $702.35 58300
$Price depends on 

specialty and 
modifier
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GREENVILLE HEALTH SYSTEM



Nexplanon Insertion

Request in-person training by calling Merck 877-467-5266 

or online at http://www.nexplanon-usa.com

http://youtu.be/ug7q_1RUMio

http://youtu.be/ug7q_1RUMio


Supplies
Hospital Pyxis

 Nexplanon device 

and local anesthetic



Supplies
Tackle Box

 Sterile gloves

 Sterile towels

 Betadine swabs

 Sterile marking pen

 20 cc syringe

 18 and 23 gauge needles

 Band-aid

 Dressing pads and wrap



Order sets and patient 
consent



What about breastfeeding?
The implant can be inserted at any time 

following delivery.  The advantages generally 

outweigh real or theoretical risks if placed <1 

month post-partum, and there is no 

restriction if placed >1 month post-partum

Observational studies of progestin-only 

contraceptives suggest they have no effect 

either on a woman’s ability to successfully 

initiate and continue breastfeeding, or an 

infant’s growth and development.  

CDC MMWR June 21, 2013

ACOG Practice Bulletin #121, July 2011



The advantage of Nexplanon over Depo Provera is that the 
implant can be removed in women who are struggling with 
lactation

An additional advantage of Nexplanon over Depo Provera 
is that it has a lower peak serum concentration.  

 After Depo Provera injection , medroxyprogesterone acetate 
plasma concentrations peak at 7 ng/ml 3 weeks after injection

 After Nexplanon insertion, etonorgestrel plasma concentrations 
peak at 0.8 ng/ml 4 days after insertion

The risks of unintended pregnancy are 

much greater than the real or theoretic 

risks of progestin exposure in the 

post-partum period



Do women (and doctors) 
like it?
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PALMETTO HEALTH RICHLAND



Palmetto Health Richland

 Implant experience similar to GHS

 Worked with Nursing, Pharmacy, Billing 

and Residents place the majority

 Ongoing enrollment of adolescents to 

evaluate satisfaction, continuation
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Intrauterine Device (IUD or IUS)

 Levonorgestrel

 Copper

 Insertion

 Immediate post-placental (10 minutes)

 6 weeks post-partum

 Studied with vaginal and cesarean delivery

45



Insertion technique

https://youtu.be/zgi3mbW2YdA?t=2m35s
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CDC and ACOG state the 

benefits of immediate post-

placental insertion generally 

outweigh the risks

47



Complications with       
post-placental insertion

 Explusion

 Post-placental insertion 20-27% expulsion

 Insertion at 6 weeks post-partum 4.4% expulsion

 Pain – similar

 Infection rates – similar 

 Breastfeeding continuation – similar 
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Techniques

 “Bayer” inserter

 Ring Forceps

 Manual insertion
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Post-partum IUD insertion
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https://youtu.be/-xNlKUl5v_0?t=38s



Questions?



Objectives 
SC Birth Outcomes Initiative 

Thank You! 

Please visit: 
https://www.scdhhs.gov/boi

https://www.scdhhs.gov/boi

