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Abstract
Teen pregnancy is a serious public health problem. The United 
States (US) has the highest rate of teenage pregnancy and teen 
births in the western industrialized world. More than one million 
teenage girls become pregnant each year at a cost of approximately 
86 billion dollars which is an amount that is more than any other 
country spends on pregnancy related health care. Evidence-based 
Clinical Practice Guidelines (CPG) have been shown to improve 
patient outcomes. This pilot study explored implementation of 
a post-partum contraceptive CPG in a rural Northern California 
hospital. Provider adherence to the implemented CPG was found 
to be successful with a 200% increase in post-partum contraceptive 
education for in-patient teen mothers.

Introduction 
The United States (US) has the highest rate of teenage pregnancy, 
teen births, and sexually transmitted diseases in the western  
industrialized world and spends approximately 86 billion dollars 
on pregnancy related health care every year [1,2]. Two-thirds of 
teens that have babies will never graduate from high school [3]. 
While many teen moms do drop out of high school initially many 
eventually graduate or earn a GED. This data suggests that US 
teens practice high risk sexual behaviours. Although many teens 
are sexually active, many lack the knowledge of how to protect 
themselves from unwanted pregnancy and sexually transmitted 
diseases. Strong evidence suggests that many teens find  
themselves in situations where they engage in unplanned sex and 
are not prepared to use contraception [4]. Although pregnancy 

rates have declined substantially over the past two decades for 
girls 15-19 years of age, it remains a serious public health issue. In 
2013, a retrospective study titled, “The Impact of Antenatal Birth 
Control Education on Postpartum Initiation of Birth Control” [5] 
was performed in a rural community in Northern California. The 
county where the data was collected was ranked 48th highest among 
California’s 58 counties for teen pregnancy with a prediction for 
the teen birth rate to continue to rise for this county despite teen 
pregnancy rates declining at the state and national level [6]. The 
study explored whether the hospital or clinic had documented 
post-partum education for teen moms prior to discharge from 
the hospital as well as any pregnancy related clinic appointment. 
The data revealed that 39.3% of the time providers did not  
document any birth control counselling to teens in either the clinic 
or the hospital setting. It was determined that only 24.6% of teens 
received contraceptive education post-partum prior to discharge 
from the hospital. Retrospective review of the data found that 
obstetrical providers for the local hospital provided their own 
individualized postpartum contraceptive education [5]. However, 
there was a lack of consistent and coordinated postpartum birth 
control education provided to teens in the county. In addition, 
45.9% of the time, teens did not return to the clinic for postpartum 
check-ups, suggesting a missed opportunity for education and 
initiation of postpartum contraception for teens [5]. Another 
significant finding of the study data was that 19.7% of the study 
population included second-time teen moms [5]. The literature 
supports that one in five teens will become a second-time mother 
within one to two years of their first birth. Rigsby et al., found 
that nearly 20% of teens have repeat pregnancies within two 
years of their first delivery [7]. The benefits of teen postpartum 
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education to prevent repeat pregnancies has been demonstrated in 
multiple studies [8-11]. The outcome of this pilot study indicated 
there was local evidence of a gap in consistent provision of teen 
postpartum contraceptive education possibly contributing to the 
high rates of subsequent unplanned pregnancy in this group of 
teens. Utilization of the CPG would offer standardized postpartum 
contraception education with an opportunity for teens to initiate 
birth control prior to discharge from the hospital. Evidence  
indicates that there are positive benefits of postpartum education 
for adolescent mothers. The community hospital did not have a 
Clinical Practice Guideline (CPG) in place for providers to use 
for postpartum contraceptive education specific to teen mothers. 
In response to the 2013 retrospective study findings, the author 
created a pilot study to evaluate how the local OB/GYN providers 
were using, and adhering to, a teen postpartum contraceptive CPG.

The CPG was developed from evidence found within the literature 
review and was implemented in a Northern California County. 
CPGs were developed to offer a systematic means to standardize 
patient treatment [12]. Evidence-based CPGs translate the best 
available research into recommendations to reduce unnecessary  
expenditures and provide for best practices [13]. The CPG developed 
for the study was based on two published guidelines from the CDC, 
Understanding and Using the US. Selected Practice Guidelines 
for Contraceptive Use [14] and Medical Eligibility Criteria for 
Contraceptive Use [15]. Other resources that were utilized for the 
development of the teen postpartum contraceptive CPG included 
the American Congress on Obstetrics and Gynaecology [16] and 
American Academy of Paediatrics [17]. Despite the evidence 
supporting the value of CPGs, [18] found that physicians lacked 
awareness of guidelines and had difficulty in applying guidelines to 
practice. Findings also indicate that more than 10% of physicians 
were not aware of the existence of CPGs in general. Lugtenberg 
et al., found that physicians self-reported barriers to adherence of 
CPGs were knowledge, attitude, and behaviour [12]. Successful 
implementation of CPGs for physicians occur most often within 
the trusting relationships of other providers, patient support and 
demand [19]. Another study found in order to achieve improved 
provider adherence, CPGs should have clear objectives and aims; 
strong evidence to support the guideline recommendations; and 
recommendations that are clear, specific, and are culturally sensitive 
to the target population [19]. The literature shows that provider 
adherence to CPGs is low, due to many perceived barriers during 
the implementation process. However, when CPGs are adhered 
to, the literature has shown improved patient outcomes (Figure 1). 
Burgers et al., considered the use of a CPG 70% to 100% of the 
time as having a high compliance rate [20]. These authors found 
that high compliance for decisions to follow recommendations 
of CPGs had similar attributes: required a new skill, not part of a 
complex decision tree, were compatible with existing norms and 
values in practice and supported with evidence. These attributes 
are found in the developed CPG for postpartum teen contraception, 
which positions the CPG for a high level of compliance. Protocols, 
checklists, and evidence-based guidelines have been shown to 
reduce patient harm because they allow for standardization and 
a reduction in unexplained variation of patient management [18]. 
The development of the US Medical Eligibility Criteria [15] and 
US Selected Practice Guideline are two evidenced-based tools 

developed to guide providers in standardizing contraceptive 
management [21,22]. ACOG endorses both tools and encourages 
use of these tools [18].

Category

Figure 1: Percentage provider adherence to CPG.

Methods
The project included a retrospective evaluation of the OB providers’ 
adherence to the teen postpartum contraceptive CPG. Provider 
education on the use of the teen postpartum contraceptive CPG 
was presented during a 60 minutes staff meeting with all six OB 
providers. Individual laminated copies of the CPG were provided 
to each OB provider (Appendix A).

A Power Point presentation with voice over was utilized to explain 
the CPG. Providers were assisted with downloading the cell phone 
application “CDC Contraception 2010” which is the electronic 
version of the US [15]. An interactive case study was presented 
which allowed for application of the CPG to a previous teen  
postpartum patient (Appendix B). Individual follow-up was provided 
within seven days of initial education to reinforce teaching and 
answering questions.

Implementation of the teen postpartum contraceptive CPG was 
done in steps. A laminated paper copy of the teen postpartum 
contraception CPG was displayed on the census board located on 
the labour and delivery unit to ensure provider awareness. When a 
labouring teen presented, the OB provider was to offer her a bag 
containing sample postpartum contraceptive options and a teen 
postpartum contraceptive option education sheet (Appendix C). 
The OB provider would then offer verbal contraceptive education 
each day to the teen patient utilizing the sample contraceptive 
bag and the contraceptive education sheet. The OB provider 
would then document the contraceptive education discussion in 
the postpartum progress note, including which specific methods 
were under consideration by the teen. The decision of which 
method or declination of contraception would be documented 
prior to discharge.

The sample for the retrospective study included all female  
participants, ages 13 to 19 years of age that delivered babies from 
December 16, 2015 through March 30, 2016. Age, gravida, and 
para were recorded during the data collection process. Race was 
also included in the data tracking tool in order to evaluate cultural 
impact with regard to postpartum birth control initiation. Race 
was determined by patient self- reporting on the demographic 
sheet in each chart.
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The quantitative data collected during the project was based on 
adherence to the teen postpartum contraception CPG. The data 
was collected over a 14 weeks period of time as teen patients 
presented for delivery. Several other indicators were collected 
for usage in the evaluation of the implementation of the CPG, 
but only the data collected regarding OB provider adherence to 
the CPG was used for analysis to determine if the project was  
successful. The other data indicators were collected for the purpose 
of evaluating the steps within the treatment process and used 
to make needed improvements to future usage of the CPG. The 
data tracking instrument (Appendix D) utilized in the project was  
developed because of the project’s unique data collection specificity.  

Descriptive statistics were used to analyse the statistical significance 
of the categorical data in this project. A univariate analysis was 
used to analyse the data collected for the project question. The data 
provided a “yes” or “no” response, allowing for percentages to 
be found on adherence to the CPG. Aggregate data was collected 
for the purpose of future research.

Comparison of postpartum contraceptive education was made  
between the aggregate data and the CPG data to evaluate for statistical 
significance. Tabulation was performed on each category of aggregate 
demographic data and placed in a chart (Table 1). With the small  
sample size of five patients, limited statistical analysis was performed. 

Group 2 ProjectGroup 1 2013

1/5(20%)1606/61(13.1%)16Age
3/5(60%)1715/61(24.6%)17
1/5(20%)1836/61(59.0%)18
3/5(60%)White38/61(62.3%)WhiteRace
1/5(20%)Black04/61(06.6%)Black
1/5(20%)Hispanic16/61(26.2%)Hispanic
4/5(80%)Gravida 132/61(52.5%)Gravida 1Gravida
1/5(20%)Gravida 212/61(19.7%)Gravida 2

Table 1: Comparison Aggregate Demographic Data.
Note: Comparison demographic collection included age, race, and gravida. Age 17 was the highest in the CPG group and second 
highest in the non-CPG comparison group. Caucasian was the most common race in both groups, then followed by Hispanic 
and then African American in the non-CPG group. All three races were represented in the small sample of the CPG group. A 
primigravida was the most common in both groups, but the small sample of five did include one second time pregnant teen as 
well as a teen that was transferred for severe preeclampsia and ultimately delivered a preterm infant.

There were two opportunities to analyse demographic data. The 
first related to the CPG group only as no comparable data had 
been collected previously. The demographic data analysis was 
collected for categories of method chosen, method initiated, teen 
birth rate, and the individual OB provider’s use of the CPG. The 
second opportunity was to compare and analyse the two group’s 
demographic data of age, race, and gravida. The Chi Square test 
was used to evaluate any difference in the percentage of postpartum 
education received by comparison to adherence to the CPG. Minit-

ab software was utilized in the process of performing the Pearson 
Chi Square test. Table 2 describes cross tabulation of comparison 
of provider delivery of contraceptive education. Statistical analysis 
performed using the chi square test was performed (Table 3) and 
a bar graph of patients that received postpartum contraceptive 
education was performed between the two groups (Figure 2). It 
was found that there was a statistical difference in the percent of 
postpartum contraceptive education received through adherence 
to the CPG in this project’s sample.

Group 2 CPGGroup1 non-CPG
315CPG Education
146CPG No education

Table 2: Comparison Tabulation.
Note: Describes cross tabulation of comparison of postpartum contraceptive education received by teen 
patients without the CPG and with the CPG.
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AllNot-EducatedEducated
614615No Std CPG

44.10816.892
0.08120.212

413Std CPG
2.8921.108
1.23813.2327

654718All

Table 3: Pearson Chi Square Statistical Analysis.

Cell Contents: Count 
Expected count 
Contribution to Chi-square 
Pearson Chi-Square = 4.764, DF = 1, P-Value = 0.029; Note: 2 cells with expected counts less than 5.

Note: The Chi Square test was used to evaluate any difference in the percentage of postpartum education received by  
comparison to adherence to the CPG. Minitab software was utilized in the process of performing the Pearson Chi Square 
test. It was found that there was a statistical difference in the percent of postpartum contraceptive education received through 
adherence to the CPG in this project’s sample. Based on the chi square analysis, the probability of the null hypothesis, that 
there is no change in the adherence rate being true, is very low of 2.9%. Usually this would lead one to automatically reject 
the null and accept the alternative hypothesis that the adherence rate had changed. However, the small sample size for 
CPG implementation leads us to this conclusion with a strong caution. Even though the chi square test shows a statistically 
significant change in the adherence rate based on the low p value, the validity of the conclusion is suspect as with such 
a small sample size for post CPG implementation, each individual observation can create a very large difference in the  
estimated percentage of adherence rate. This small sample size resulted in the expected count for two of the four cells in the 
contingency table to be less than 5. It would take a sample of approximately 17 births, at the estimated 70% adherence rate, 
to have enough data in each of the cells included in the table to remove the chance that each individual observation could 
change the overall adherence percent by a large amount.

Figure 2: Percentage CPG of Postpartum Education by Group.

Results 
For the purpose of this study, a compliance rate of 70% is  
considered a success of adherence to the CPG. The project question, 
“would obstetrical providers utilize a CPG at least 70% of the 
time” is a simple proportion test requiring a percentage answer. 
The project was deemed successful because 75% of the time  
providers utilized the CPG to educate the postpartum teen mothers 
on their contraceptive choices after offering provider education 
and implementation of the CPG. The six OB providers that are 
part of the study have different education levels, experience and 
skill sets. The demographics of the providers included two males 
and four females. Two of the providers were board certified 
OBGYNs, one provider was a family practitioner, and three  

Certified Nurse Midwifes (CNM). The OB providers share patients 
and one provider may not be the only provider caring for the teen 
patient using the CPG. Demographic data for the pregnant teens 
included age, race, and gravida (Table 1). Age 17 was the highest 
in the CPG group and second highest in the non-CPG comparison 
group. Caucasian was the most common race in both groups, then 
followed by Hispanic and then African American in the non-CPG 
group. All three races were represented in the small sample of 
the CPG group. A prima-gravida was the most common in both 
groups, but the small sample of five did include one second time 
pregnant teen as well as a teen that was transferred for severe 
preeclampsia and ultimately delivered a preterm infant. The first 
set of data evaluated was the non-comparable new project data. 
Table 4 demonstrates historical teen birth rates for the Northern 
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California County including the teen birth rate for this project of 
11.4%. The result validates that the sample size is representative 
of the expected and normal teen birth rate of county [5,6,23].

Other collected demographic data included the birth control method 
chosen and the method initiated. Four opportunities to offer immediate 
postpartum contraception occurred during the project. The teen 
mothers chose Nexplanon 75% of the time and no offer of postpar-
tum contraception occurred once (Table 5). None of the teen moms 
started a method prior to hospital discharge. Nexplanon was not  
offered in the hospital at the time of the study. However, it is currently 
available as a postpartum contraceptive option prior to discharge.

 

Project sampleAH% Lake county
11.40%13.90%11.00%Teen Birth Rate %

Table 4: Categorical Teen Birth Rates.
Note: Table 1 demonstrates historical teen birth rates for the Northern 
California County including the teen birth rate for this project of 
11.4%. The result validates that the sample size is representative of 
the expected and normal teen birth rate of the Northern California 
County [5,6,23]. 

Not OfferedNexplanon
13Number of Patients

Table 5: Contraception Chosen.
Note: Four opportunities to offer immediate postpartum contraception 
occurred during the project. The teen mothers chose Nexplanon 75% 
of the time and no offer of postpartum contraception occurred once.

The definition of adherence is the complete following of the steps 
listed in the CPG. Non-adherence is defined as not consistent 
with following the steps of the CPG to its fullest capacity. It was 

Dr. CCNM C /Dr. CCNM C /Dr. BCNM B /Dr. ACNM AProvider

02-Feb01-Jan01-Jan0/10/0# of times CPG utilized/# 
of patients

Table 6: CPG Usage.

Discussion
Teens are a very vulnerable population. The literature demonstrates 
that teen pregnancy and repeat teen pregnancy is a significant and 
multifactorial problem [3,24]. Although this was a pilot study, 
a major benefit of this study was to identifying best practices 
to reduce the rates of unplanned, subsequent pregnancies in  
adolescents. Recidivism of pregnancy for teenagers is a problem 
that can impact their ability to become financially independent 
and educationally successful. The American health care system 
is impacted financially by the high cost of teen pregnancy and 
the adverse health outcomes [1]. While this pilot project was  
developed specifically for the OB team of the Northern California 

County, its implications on a large scale has potential to be far 
reaching. This project gives rise to opportunity for further research. 
Research focused directly on patient outcomes, financial benefits 
and nursing care of the teen postpartum patient would be further 
areas of interest. As well as examining how CPGs could provide 
more autonomy for providers and access to care for patients living 
in a rural area where there is a shortage of providers. Exploring 
whether or not CPGs are the best way to disseminate the latest 
evidence into practice would prove to be valuable. Studying 
whether incorporating the CPG’s into the electronic health record 
system, including offering prompts to the provider, and whether 
this would positively affect OB provider adherence, would also 
be a valuable idea for future research. In addition, investigating 
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found that the OB providers’ adherence to the teen postpartum 
contraceptive CPG was 75%, proving the project to be successful 
based on the project question (Table 5). Close examination of the 
CPG individual data would show that it did make positive strides 
in contraceptive education by the OB providers. As evidenced by 
the Data Tracking Instrument (Appendix E), the OB providers  
consistently utilized the protocol in the same manor. Three-fourths 
of the time, teens were given postpartum contraceptive education 
prior to their hospital discharge. Utilization of the CPG demonstrated 
improved postpartum contraceptive education consistency by a 
greater than 200% increase.

Based on the chi square analysis (Table 3), the probability of the 
null hypothesis, that there is no change in the adherence rate being 
true, is very low of 2.9%. This finding would usually lead one to 
automatically reject the null and accept the alternative hypothesis 
that the adherence rate had changed. However, since this was a pilot 
study with a small sample size for CPG implementation, caution 
must be taken in arriving at any conclusion. Even though the chi 
square test shows a statistically significant change in the adherence 
rate based on the low p value, the validity of the conclusion 
is suspect as with such a small sample size for post CPG implementation, 
each individual observation can create a very large difference in 
the estimated percentage of adherence rate. This small sample size  
resulted in the expected count for two of the four cells in the contingency 
table to be less than five. It would take a sample of approximately 
17 births at the estimated 70% adherence rate to have enough data 
in each cells of the table to remove the chance that each individual 
observation could change the overall adherence percent by a large 
amount. Five out of six obstetrical providers had the opportunity to 
employ the CPG at least once. One per diem midwife did not have the 
opportunity to utilize the CPG due to the low number of qualifying 
patients. Three out of five were successful in adhering to the CPG 
(Table 6). Of those five providers, it was shown that two OB providers 
didn’t follow the CPG when working with a qualifying patient. 



if CPGs have the same outcomes with patients in a vulnerable 
population vs. the general population would also provide valuable 
information to providers.
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Appendix A: Teen Postpartum Contraceptive Clinical Practice Guideline

1. All OB patients admitted to labour and delivery will be screened by her OB provider to evaluate if she meets the teen criteria of 
being age 13 to 19 years of age. If the patient is found to be a teen, the following steps will occur. 

2. The patient will be provided with a bag containing the teen postpartum contraceptive options education sheet and inactive sample 
methods of each contraceptive method by her provider either upon admission, in labour, or immediately postpartum. This sheet 
will include all approved contraceptive methods for immediate use postpartum: condom/spermicide, LARCs, and POPs. The 
verbal education provided will discuss all options included on the teen postpartum contraceptive education sheet with postpartum 
contraception options offered, including immediate IUD placement after delivery of the placenta. The discussion and chosen 
method or choices under consideration will be documented in the admission H&P. If the patient chooses an implant method, 
consent will be signed at that time. 

3. If patient chooses an IUD for immediate postpartum placement, the nurse will be notified and the device will be placed on the 
delivery table prior to delivery of the new born. Notation of the patient education, procedure, and consent will be included in 
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the OB provider’s delivery note.

4. On postpartum day 1, the OB provider will utilize contraceptive “sample” methods and reiterate education of each of the  
postpartum contraception methods approved from the patient’s bag. The OB provider will ask the patient to consider what birth 
control she is interested in receiving prior to discharge. The provider will answer any contraceptive questions that the teen may 
have at that time. The provider will encourage the patient to make a list of questions regarding postpartum contraception on the 
blank side of the sheet for further discussion prior to discharge. The teen patient will also be offered postpartum contraception 
initiation at that time.

5. The OB provider will note in the postpartum progress note, day 1, that the teen postpartum contraceptive education sheet was 
discussed with specific methods under consideration by the teen patient. If the patient has declined contraception, that will also 
be noted. 

6. Steps #5 and #6 will be repeated until discharge. 

7. On the discharge day, the OB provider will perform step #5 and provide initiation of contraceptive method. The OB provider 
will note this final decision/implementation of the contraceptive method in the discharge note in the EMR system, including 
declination of contraception by the teen if applicable.

Appendix B: Interactive Case Study Case Study.

Your patient is a 19-year-old female, who delivered her second infant two days ago and is being discharged today. She is breastfeeding. 
You are providing her postpartum contraceptive education and discussing what method would be a good option for her to start. 
Together, you go over the teen postpartum contraceptive education sheet. The patient notices that the “pill” is listed as a choice. She 
had used combined oral contraceptive pills before she was pregnant and would like to start using them again.

ConsProsHow to UseHow well does it work?Method
Can  cause  irregular

bleeding
After 1 year, patient may 
have no period at all Does 
not protect against Human 
Immunodeficiency Virus 
(HIV) or other Sexually 
Transmitted Infections 

(STIs)

Long lasting (up to 3
years) No pill to take daily
Often decreases cramps

Can be used while breast-
feeding

Patient can become preg-
nant right after it is

removed

A health care provider 
places it under the skin of 

the upper arm
It must be removed by a 

health care provider

> 99%The Implant
Nexplanon®

May cause lighter periods, 
spotting, or no period at all

Rarely, uterus is injured 
during placement

Does not protect against

HIV or other STIs

Mirena® may be left in 
place up to 7 years

Skyla® may be left in 
place up to 3 years

No pill to take daily
May  improve period
cramps and bleeding
Can  be used  while

breastfeeding
Patient can become preg-

nant right after it is
removed

Must be placed in uterus 
by a health care provider
Usually removed by a 

health care provider

> 99%Progestin IUD
Mirena®, Skyla®

May cause more cramps 
and heavier periods

May cause  spotting be-
tween periods

Rarely, uterus is injured 
during placement

Does not protect against 
HIV or other STIs

May be left in place for up 
to 12 years

No pill to take daily
Can be  used  while

breastfeeding
Patient can become preg-

nant right after it is
removed

Must be placed in uterus by 
a health care provider Usu-
ally removed by a health 

care provider

> 99%Copper IUD
ParaGard®
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May cause spotting, no pe-
riod, weight gain, depres-
sion, hair or skin changes, 

change in sex drive
May cause delay in getting 
pregnant after patient stops 

the shots
Side effects may last up to 
6 months after patient stops 

the shots
Does not protect against

HIV or other STIs

Each shot works for 12 
weeks Private Usually 

decreases periods
Helps prevent cancer of 

the uterus
No pill to take daily
Can be  used  while

breastfeeding

Patient receives a shot 
every 3 months

97-99%The Shot
Depo-Provera®

Often causes spotting, 
which may last for many 

months
May cause depression, hair 
or skin changes, change in 

sex drive
Does not protect against

HIV or other STIs

Can be  used  while
breastfeeding

Patient can become preg-
nant right after

stopping the pills

Must take the pill daily92-99%Progestin-Only Pills

Can decrease sensation
Can cause loss of erection

Can break or slip off

Can buy at many stores 
Can put on as part of sex 

play/foreplay
Can help prevent early 

ejaculation
Can be used for oral, vag-

inal, and anal sex
Protects against HIV and 

other STIs
Can  be used  while

breastfeeding

A new condom is used 
each time patient has sex 
Patient should use a polyu-
rethane condom if allergic 

to latex

85-98%Male Condom

Can decrease sensation
May be noisy

May be hard to insert
May slip out of place

during sex

Can buy at many stores 
Can put in as part of sex 

play/foreplay
Can be used for anal and 

vaginal sex
May increase pleasure 
when used for vaginal sex

Good for people with
latex allergy Protects 
against HIV and other STIs

Can  be  used  while
breastfeeding

A new condom is used 
each time patient has sex

Extra lubrication is used 
as needed

79-95%Female/
Internal
Condom

Less pleasure for some 
Does not work if penis is 

not pulled out in time
Does not protect against

HIV or other STIs
Must interrupt sex

Costs nothing
Can be used while breast-

feeding

Penis is pulled out of vagi-
na before ejaculation (that 

is, before coming)

73-96%Withdrawal
Pull-out

May raise the risk of get-
ting HIV

May irritate vagina, penis 
Cream, gel, and foam can 

be messy

Can buy at many stores 
Can insert as part of sex 

play/foreplay
Comes in many forms: 

cream, gel, sponge,
foam, inserts, film

Can be  used  while
breastfeeding

Spermicide is inserted each 
time the patient has sex

71-85%Spermicide Cream, gel, 
sponge, foam, inserts, film
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Method
Initiated
Yes or

No

Which 
method 

was 
chosen?

CPG 
Follow by 
OB prov? 

Yes/no

PPD#2
Note

Ed? Yes
No/NA

PPD#1 Note 
Ed?

Yes/No

Admit note 
Ed?

Yes/No

OB
ProvG/PRaceAge

Pt.
initial#

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15

Appendix D: Data Tracking Instrument

Race
White - 1
Hispanic - 2
Native American/Pacific Islander - 3
Asian - 4
Other - 5
Gravida
G1 - 1
G2 - 2
G3 -3
G4 - 4

OB provider:
Dr. A
Dr. C
Dr. B
CNM B
CNM A
CNM C
Does the admission H & P, PP state contraceptive education was 
received? Yes - 1 No - 2
Was the CPG followed by the by the OB provider?

Appendix E: OB provider.
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Yes - 1
No - 2
Method Chosen
None - 1
LARC (Long acting reproductive birth control) – 2
POP (Progestin only pills) - 3
Barrier - 4
Declined - 5
Was a postpartum contraceptive method initiated? 
Yes - 1 No - 2
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