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EXECUTIVE SUMMARY  

The Coalition to Expand Contraceptive Access (CECA) and the Planned Parenthood Federation of 
America (PPFA) have reconvened the National Contraceptive Quality Measures (NCQM) Workgroup, 
previously focused on developing nationally recognized contraceptive quality measures, to share 
information and lessons learned on implementation and policy. As part of the ongoing focus of this 
Workgroup and process to identify existing efforts and needs, CECA performed an environmental scan 
and facilitated Workgroup discussions to identify and summarize existing available evidence related to 
where and how contraceptive performance measures are being used. This working report is intended to 
be a guiding document for the field, describing the current status and ongoing opportunities for 
contraceptive care measurement. Many of the findings of the scan and Workgroup discussions are well 
understood by the field. This report serves to document and consolidate what is known and published 
on the subject. Updates to the report will be ongoing. 

The measures of interest include the clinical measures of contraceptive provision for all women and 
postpartum women derived from claims or electronic health record (EHR) data and the Patient-Centered 
Contraceptive Counseling (PCCC) measure. Intermediary measures, including Self-Identified Need for 
Contraception (SINC) and screenings of pregnancy intention, were included in the context of defining 
the criteria for the contraceptive provision performance measures, such as for the SINC-based electronic 
clinical quality measures (eCQMs) for contraceptive provision. 
 
This environmental scan sought to answer the following key questions: 

1. Where are contraceptive performance measures being implemented?  
2. What are the facilitators and barriers to implementing these measures? 
3. What implementation supports and resources are available?  
4. What is the impact of using contraceptive performance measures?  
5. What questions about implementation of contraceptive performance measures remain 

unanswered in the literature? Where are there gaps in the literature and/or adoption of the 
measures?  

 
The CECA team identified 98 publications from the scan that address the research questions and met 
the inclusion criteria, including research studies, peer-reviewed journal articles, government 
publications, and organizational reports. This report summarizes both the available literature and 
discussions of the NCQM Workgroup on where contraceptive performance measures are implemented, 
what can be learned about implementation from existing efforts, the supports and resources available 
for implementation, and the use and result of performance measurement in contraceptive care. The 
findings also describe where gaps may exist in the literature and in the implementation efforts, 
highlighting which research questions have yet to be answered.  
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Where are Contraceptive Performance Measures Being Implemented? 

Various national, state, and local efforts are underway to implement contraceptive performance 
measures, and include focus on data integration, building infrastructure, advancing policy, and creating 
programs to support contraceptive care advancement.  

National Programs. Two of the biggest drivers of contraceptive performance measure implementation 
currently are the Title X Family Planning Program and the Center for Medicaid and CHIP Services. These 
federal programs facilitate measurement by establishing requirements of providers to report specified 
data and integrating data elements into national quality measure sets for optional reporting and use.  
Title X requires annual submission of Family Planning Annual Report (FPAR) data by all grantees. 
Contraceptive care provision, method, and counseling are required data elements within FPAR. Patient 
screenings to indicate contraceptive need are optional data elements in FPAR. As of 2018, the Centers 
for Medicare and Medicaid Services (CMS) included the most or moderately effective method of 
contraception provision measure for all women and postpartum women in the Adult and Child Core Sets 
for voluntary reporting by state Medicaid and CHIP agencies, used by CMS to promote health care 
quality and quality improvement. Beginning in fiscal year 2024, CMS will require states to report on all 
measures in the Child Core Set for children enrolled in Medicaid and CHIP, including contraceptive 
provision.  

State Programs. Sites of care funded by state Medicaid agencies are main points of access of 
contraceptive care services for people across the country. It was reported that in 2019, 28 states 
voluntarily reported on contraceptive use as part of the CMS core set. According to a study conducted 
by The George Washington University Milken Institute School of Public Health, as of June 2021, seven 
states also included at least one CMS contraceptive core measures in their Medicaid managed care 
contracts and few states included contraceptive measures which were distinct from those in the CMS 
core set. In addition to managed care contracts, the literature shows that states have implemented 
contraceptive performance measures for various uses, including as part of coordinated care programs, 
financial incentive programs (e.g., physician incentive plans, physician health plans, pay for 
performance, pay for reporting), state quality improvement programs, and/or general CMS core set 
adoption. Mathematica, Upstream USA, and Illinois Contraceptive Access Now (ICAN!) were identified in 
the literature as playing a pivotal role in state level implementation of contraceptive performance 
measures. 

Local Efforts. At the local level, public health entities and non-profit/community health centers (CHCs) 
are common implementers of not only the contraceptive provision measures but the SINC-based eCQMs 
for contraceptive provision and PCCC, particularly if the provider is a Title X grantee site, PPFA affiliate, 
and/or participating in the Innovating Contraceptive Care in CHCs Project (formerly known as the 
Tandem Use Project), led by the University of California, San Francisco (UCSF). Limited published 
information was available at the local and clinic level on measure implementation. Much of what is 
known and published is provided by the organizations and programs that support measure development 
and technical assistance, including PPFA, ICAN!, Essential Access Health, UCSF, and others.  

What are the Facilitators and Barriers to Implementing These Measures?  

Factors that help and hinder contraceptive performance measure implementation were identified from 
published implementation guidance, broad analytical efforts, and NCQM Workgroup discussions. Much 
of the information was not specific to contraceptive performance measures or a single implementer, but 
to family planning and maternal and infant health performance measurement broadly that includes 
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contraceptive provision. The identified barriers and facilitators were categorized into two broad 
categories: data and data systems, and measurement capacity and infrastructure. 
 
Data and Data Systems. The evidence suggests that there is variation across settings in how and to what 
extent people are documenting contraceptive provision and counseling, using appropriate codes and 
EHR data elements. Many resources that list specified claims codes have been created, but resources 
focused on EHR best practices are limited. Data extraction from claims and EHR data systems is also 
reportedly challenging. Studies have been performed to create and test more automated processes, but 
more exploration and development is needed. The facilitators of contraceptive performance 
measurement related to data and data systems include: 

• Setting-specific guidance on coding and EHR completion. 

• Training to providers and staff performing data analytics on various ways to capture patient 
history, decision-making, and other encounter elements related to contraceptive care. 

• Developing tools to ease care provision and documentation, such as clinical reminders, patient 
screening surveys, clinical decision tools, and guidance on the technical constraints of EHRs that 
would limit accurate chart documentation. 

• Conducting chart audits to monitor documentation rates and accuracy. 
 
Measurement Capacity, Infrastructure, and Use/Interpretation. The literature acknowledges that 
clinical and administrative staff have existing demanding responsibilities and competing priorities. The 
incorporation of a new measure of contraceptive care could be burdensome. In addition to data and 
data system improvements, various supports are needed to assist with and ease contraceptive 
performance measurement. The following supports to assist the process of measure adoption were 
reported in the literature and by Workgroup members: 

• Capacity building related to technical capabilities, including provider education around data 
collection, tools for data collection, use of EHR, and data entry, as well as training to 
administrative staff to extract, calculate, and report on the measures and identify quality 
improvement opportunities. 

• Development of guidance around how the measures should be used and interpreted, especially 
in the context of tandem use and quality/performance assessment. 

• Development of organizational systems and infrastructure, including building leadership support 
(nuanced around contraception), ensuring contraceptive care is a priority, developing 
organizational and administrative willingness to support measurement and system processes, 
and implementation of ongoing review and quality improvement processes. 

 
What Implementation Supports and Resources are Available?  

Various supports and resources are reported throughout the report, including those provided by 
measure developers and stewards, as well as the breadth of additional resources made available by 
implementers and a wide range of partners. The resources retrieved were organized into the following 
categories: 

• General Overviews and FAQs: Descriptions of contraceptive performance measures and 
frequently asked questions, created for federal, state, and local/organizational programs, are 
widely available online. These overviews typically provide a background and description of the 
measure(s) and their importance, definitions and criteria, and distinct clarifications. Some 
describe how the measures should be used, reviewing data sources, listing relevant resources, 
and citing related clinical guidelines. 
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• Technical Resources: Resources are available that discuss the technical specifications, 
implementation guidance, calculation methods, and reporting protocols, largely published by 
developers and measure stewards. Several describe the appropriate claims codes.  

• Comprehensive Toolkit and Training Packages: Comprehensive toolkits and training packages 
exist in the grey literature, although nearly all focused on implementing quality improvement 
and improving access, with some focus on performance measurement, including The 
Reproductive Health National Training Center’s (RHNTC) Increasing Access to Contraception 
Toolkit and UCSF’s repository of PCCC implementation resources.  

• Intensive Learning: Some implementers describe organizing and leading learning collaboratives 
focused on measure implementation and quality improvement, such as that used in the 
Innovating Contraceptive Care in CHCs Project, by the CMCS Maternal and Infant Health 
Initiative (MIHI), and the pre-endorsement Title X Performance Measurement Learning 
Collaborative (PMLC) supported by JSI. However, publicly available resources of current 
collaboratives are limited to those focused on supporting the adoption of contraceptive 
provision practices (e.g., LARC access, person-centered contraceptive counseling) versus direct 
focus on performance measurement. These collaboratives also have restricted access, so 
modules and other detailed information are not publicly available.  

 
What is the Impact of Using Contraceptive Performance Measures?  

To a fair extent, the use and impact of the contraceptive provision measures are described in published 
research studies and program evaluation efforts. Recent evidence shows that impact ranges from 
measurement improvements to improving access, quality, and programs and policies. 
 
Studying and Evolving the Measures. Studying the implementation of the measures has been used to 
help evolve the measures themselves and identify the gaps or limitations in current measurement 
approaches. Improvement and evolution in performance measurement is part of continuous quality 
improvement and observed for the contraceptive performance measures, through implementer 
feedback. This level of study can help improve contraceptive performance measurement and inform 
development of new measures. 
 
Studying Performance and Identifying Opportunities for Improvement. Tracking of the contraceptive 
provision performance measures is happening at different levels and rates are reported across these 
different levels in descriptive studies and via state and network reporting systems. Stratification of 
contraceptive provision is used to determine how use changes over time and how rates vary across 
populations. One important use is looking at differences by geographic area, funding source, clinical 
setting, and patient demographics to identify where opportunities for improvement exist. Aggregate 
data are commonly used by researchers and program analysts to measure contraceptive provision/use 
at the national, state, and network levels. It remains unclear the extent to which individual clinics, from 
which data elements are available through Medicaid claims, Title X data, and EHR systems and 
aggregated, are independently utilizing contraceptive measures to monitor performance at the clinic 
level. 
 
Informing the Development of Clinical Decision Tools. The initiation of using contraceptive 
performance measures to improve clinical decision support through the development and evaluation of 
new tools is underway, provided in examples of published research and reports. However, the body of 
literature is very limited. These tools have the potential to improve the quality of person-centered 
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contraceptive care, provider satisfaction and workflow, patient experience, and patient outcomes, but 
further exploration and research are needed.  
 
Measuring the Effects of Large-Scale Improvement Efforts. The scan identified examples of large-scale, 
multi-site quality improvement initiatives (e.g., cohorts, sponsored by the state). These initiatives have 
been implemented to address barriers to contraceptive access, focused on very targeted interventions, 
such as increasing funding for services and supplies, developing patient education and campaigns, and 
providing technical assistance and training focused on best practice implementation, person-centered 
care, measurement, and performing quality improvement. The identified studies found that, in all cases, 
use of contraception increased in respective patient populations after implementation of targeted 
interventions. Some found significant increases in LARC and most or moderately effective methods but 
reported that the focus was on increased access across all methods to account for patient preferences. 
It appears that the introduction of new measures, including the SINC-based eCQMs and PCCC measure, 
is initiating new quality improvement efforts focused on improving person-centeredness, counseling, 
and clinical data collection. 
 
Advancing Policy Reform. Separately from state-led quality improvement programs, the effects of state 
policy changes and clarification of existing policies have also been studied. Several states are reportedly 
addressing barriers to access through policy reform, including expanding eligibility and/or 
reimbursement, but few have published literature focused on the impact of change on contraceptive 
performance measures. Among states with publications on the effects of policy reform, all observed 
increases in contraceptive use across the range of methods impacted by eligibility and reimbursement 
expansion. For some states, expansion focused specifically on LARC access.  
 
Implementing Financial Incentive Programs. While there is evidence of states implementing financial 
incentive programs among their managed care organizations for various care specialties, the total 
number of states using contraceptive care metrics to incentivize reporting and/or performance and the 
models of value-based payment being implemented remains unclear. Publications were identified for 
two states, one of which discontinued use of the metric given observed improvements in rates of 
contraceptive use and, retrospectively, issues of benchmarking. It is clear from the published literature 
that the field is sensitive to the risks associated with pay for performance and benchmarking for 
contraceptive provision, and opportunities exist to better capture the different models being used. 
 

What are the Gaps and Opportunities?  

This scan identified the following gaps in the literature and measure adoption:  

• The literature base largely describes contraceptive provision performance measurement. While 
PCCC is increasingly being implemented across sites of care, more time is needed for the 
adoption of PCCC. There are very few publications describing the implementation of the PCCC 
measure and SINC questionnaire. 

• The identified literature suggests that the provision measures are widely utilized, however very 
limited information is available on methodology to implement the measures, especially at the 
clinic and system level. There is also very limited literature describing how these measures are 
implemented at the site level for clinical performance measurement and quality monitoring.  

• Evidence suggests that quality improvement efforts and policy change to address barriers to 
access is associated with increased contraceptive uptake. However, detailed information about 
financial incentive programs was limited to one state that discontinued using the contraceptive 
metric and benchmark in 2020.  
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• While contraceptive provision is a key indicator of clinical performance, it serves as a surrogate 
for contraceptive use for some methods, considering the difference between documented 
contraceptive use and actual contraceptive use.  

 
This scan identified the following opportunities for contraceptive care measurement and publication: 

• To accurately track impact to care, access, and patient outcomes, there must be a standard, 
comprehensive set of clinical performance measures. If adopted in tandem across levels, the 
measures should drive improvement and help monitor progress.  

• Further expansion, evolution, and improvement of the existing set of measures to assess 
performance in contraceptive care may be needed, along with the development, validation, and 
endorsement of new measures. 

• Harmonizing existing measures and continuous capacity building will be important to sites of 
care.  
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INTRODUCTION 

 

Environmental Scan Overview 

The Coalition to Expand Contraceptive Access (CECA) and the Planned Parenthood Federation of 
America (PPFA) have reconvened the National Contraceptive Quality Measures (NCQM) Workgroup, 
previously focused on developing nationally recognized contraceptive quality measures, to share 
information and lessons learned on implementation and policy. The vision for the Workgroup is a future 
state where patient-centered contraceptive care is embedded and valued at all levels of the U.S. health 
care system and is accessible to all. In such an environment, contraceptive services and supplies are 
adequately reimbursed, and provider practices reflect evidence-based guidelines and best practices that 
uphold patient preferences and autonomy. The goal of the Workgroup is to ensure that meaningful, 
patient-centered quality measures and sexual and reproductive health performance measures are 
endorsed, maintained, disseminated, and implemented appropriately. 
 
As part of the ongoing focus of this Workgroup and process to identify existing efforts and needs, CECA 
performed an environmental scan to identify and summarize existing available evidence related to 
where and how contraceptive performance measures are being used. The scan serves as a subsequent 
effort to CECA’s Issue Brief on Expanding Contraceptive Access through Performance Measures, which 
describes federal government performance measures for contraception, with particular attention 
toward the processes for developing and using measures and the potential pathway for widespread 
implementation. This next iteration of contraceptive performance measure scanning explored the 
implementation efforts currently underway, with focus on the different implementers, resources, 
considerations, uses and results across varying contexts, programs, and clinical settings. Integrated in 
the findings of the environmental scan are insights derived from Workgroup discussions. This document 
serves as a resource for ongoing Workgroup discussions and strategy exploration during scheduled 
quarterly meetings. The results will help the Workgroup identify and align efforts to continue to 
implement and improve existing contraceptive performance measures, including identifying strategies 
and innovations for adoption, impact, and policy and programmatic use, as well as lessons learned for 
new measure development.  

This document is a working report which will be updated ongoingly. Many of the described findings are 
well understood by the field. This report serves to document and consolidate information on the current 
state of contraceptive measurement and highlight present opportunities.  
 

Background 

Measures are used to set goals, monitor status and progress, identify opportunities to improve care, and 
ultimately improve patient outcomes. Measures are reported at different levels and for different 
purposes, including for population-level tracking, research, and clinical performance measurement. 
Population-level measures track population outcomes over time overall and by subgroups and help 
inform policy-level priorities. Measures used in research enable evaluation of the effect of interventions 
on measured outcomes. Clinical measures assess the delivery of care and can allow for quality 
improvement, consumer education, and resource alignment. Across each type, measures can be 
reported by the patient as patient-reported outcome measures (PROMs) or by the provider/site of care. 
The addition of PROMs provides insights to care quality, patient experience, and outcomes that afford 
more completeness and comprehensiveness to performance measurement. Standardized measurement 
of contraceptive care quality and performance using different types/levels of measures can strengthen 

https://static1.squarespace.com/static/5d35f1b39760f8000111473a/t/5dab6b7ee6fc053c64d54c17/1571515263222/3.+Performance+Measures+Issue+Brief_10.19.pdf
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the ability of the field to provide contraceptive services and use data to improve quality, access, and 
equity.  
 
Sexual and reproductive health stakeholders, including the Office of Population Affairs (OPA), 
collaboratively developed the first set of measures that were endorsed by the National Quality Forums 
(NQF) in 2016 to measure contraceptive provision. Additional measures of provision and patient 
experience were subsequently developed. These include the electronic clinical quality measures of 
contraceptive provision that rely on electronic health record (EHR) data and have more specified, 
precise denominator criteria, as well as a PROM of the person-centeredness of contraceptive 
counseling. The contraceptive care measures included in this environmental scan are described in more 
detail in the Methods section below. 
 
Quality measurement in contraceptive care is unique relative to other performance measures because it 
assesses preference-sensitive decisions – the choice to avoid pregnancy, as well as the choice of which 
method to use. While other measures assess medical outcomes that have specified benchmarks, 
contraceptive care performance measures must respect patients’ autonomy to use contraceptives or 
not, and decide their preferred method(s). In this case, higher rates of contraceptive use do not 
necessarily mean improvement. This is why it has been difficult to determine the need for and meaning 
of a benchmark related to contraceptive provision. When using contraceptive provision measures to 
assess access and promote uptake, especially when measures are used to infer performance, it is critical 
to ensure patient preferences are being respected.1 This means accounting for preference-based 
decision making among patients and preventing coercive practices. There is risk of ignoring patient 
preferences for methods other than those that are most or moderately effective, given their heightened 
focus and studied effectiveness.1 A combination of different types of measures is required to address 
the unique multidimensional nature of contraceptive care quality. Tandem use of the provision 
measures and PROMs is meant to balance method uptake promotion and patient preferences. This 
reasoning is further described in the 2015 Contraception journal article titled, ‘Performance measures 
for contraceptive care: what are we actually trying to measure?’1 
 
Based on the findings of this scan, the NCQM Workgroup may consider where gaps still exist across 
contraceptive care measurement, and where lessons can be translated to ongoing efforts to reach the 
optimal ecosystem of contraceptive care quality performance measures. 
 

Research Questions 

This environmental scan sought to answer the following key questions: 
1. Where are contraceptive performance measures being implemented?  
2. What are the barriers and facilitators to implementing these measures?  
3. What implementation supports and resources are available?  
4. What is the impact of using contraceptive performance measures?  
5. What questions about implementation of contraceptive performance measures remain 

unanswered in the literature? Where are there gaps in the literature and/or adoption of the 
measures?  

 

 

https://opa.hhs.gov/research-evaluation/title-x-services-research/contraceptive-care-measures
https://opa.hhs.gov/research-evaluation/title-x-services-research/contraceptive-care-measures
https://ahca.myflorida.com/medicaid/Policy_and_Quality/Quality/clinical_quality_initiatives/docs/ContraCare_PerforMeasures_Dehelen.pdf
https://ahca.myflorida.com/medicaid/Policy_and_Quality/Quality/clinical_quality_initiatives/docs/ContraCare_PerforMeasures_Dehelen.pdf
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METHODS 

 

Scope and Criteria 

The scope of the environmental scan focused on the implementation and use of contraceptive 
performance measures in the U.S. published in peer-reviewed journal articles and grey literature, 
including governmental and organizational documents. Contraceptive performance measures included 
clinical measures of contraceptive provision for all women and postpartum women derived from claims 
or electronic health record (EHR) data, and the Patient-Centered Contraceptive Counseling (PCCC) 
measure. Intermediary measures, including Self-Identified Need for Contraception (SINC) and the 
Pregnancy Intention Screening Question (PISQ), were included in the context of defining the criteria for 
the contraceptive provision performance measures, including the SINC-based electronic clinical quality 
measures (eCQMs) for contraceptive provision. Other instrument-based patient-reported outcomes, 
such as surveys of patient satisfaction, were not included in the scan due to wide variation in use and 
lack of standardization and tool validation. Otherwise, inclusion and exclusion criteria were purposefully 
broad to identify and retrieve as much potentially relevant information as possible and to ensure search 
results provided the full scope of contraceptive performance measures used in diverse contexts and 
settings.  
 

Measure Description 

Claims-Based 
Contraceptive 
Provision 
Measures 

The claims measures assess the provision of contraception to all women and 
postpartum women in need of contraceptive services using claims data. The 
measures include:  

(1) The percentage of eligible women provided a most effective or 
moderately effective contraceptive method; and  

(2) The percentage of eligible women provided a long-acting reversible 
contraceptive (LARC) method 

Electronic Clinical 
Quality Measures 
(eCQMs) of 
Contraceptive 
Provision   

The eCQMs of contraceptive provision are performance measures derived from 
standardized data elements in EHRs to calculate the percentage of women in 
need of contraceptive services or who are using contraception. The two 
measures derived from this process align with how the claims measures are 
defined for all women, with the exception of the denominator if implemented 
in tandem with SINC.  

Person-Centered 
Contraceptive 
Counseling 
Measure (PCCC) 

PCCC is a person-reported outcome performance measure (PRO-PM) that 
assesses the person-centeredness and patient experience of contraceptive 
counseling. PCCC serves as an outcome measure, as well as a counterbalance 
for the claims measures to ensure patient preferences are respected. When 
using contraceptive provision measure, it is important to use PCCC in tandem in 
order to monitor and prevent tendencies towards directive counseling. 

Self-Identified 
Need for 
Contraception 
(SINC) 

The SINC screening question is a clinical care tool designed to assess 
reproductive health care needs in a patient-centered manner that minimizes 
the potential for harm:  

We ask everyone about their reproductive health needs. Do you want to 
talk about contraception or 
pregnancy prevention during your visit today? 

People who answer ‘no’ to this question should be excluded from the 
denominator in the eCQMs algorithm. 
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The scan is limited to U.S. populations and literature published within the past ten years, as all of the 
contraceptive performance measures of interest were largely developed during this time. This 
timeframe allowed the search to include formative research conducted during measure development 
and validation, prior to NQF endorsement of the contraceptive provision measures in 2016. Searches 
were conducted on Google, Google Scholar, and PubMed between March to May 2022. Snowball 
searching was used. The team reviewed bibliographies of the selected literature to identify other 
sources for the environmental scan and considered recommendations from research databases with 
similar topics and themes.   
 

Limitations 

This environmental scan report is limited to the contraceptive provision measures and PCCC. It does not 
include measures derived from patient surveys that are not streamlined or widely used. Although 
patient-reported surveys with contraception-related questions exist through the Centers for Disease 
Control and Prevention (CDC), there is not currently a standardized, robust system for reporting these 
outcomes at the clinic-level. It is also important to acknowledge that  
the findings reported here are not the result of a complete systematic review.  

SUMMARY OF FINDINGS 

 
The team identified 98 publications from the scan that address the research questions and met the 
inclusion criteria, including research studies, peer-reviewed journal articles, government publications, 
and organizational reports: 

• 30 publications describe the current state of contraceptive performance measurement 
implementation, including which entities are implementing or supporting implementation of the 
measures. 

• 15 publications describe the barriers and facilitators to implementation of clinical performance 
measurement, 10 of which are specific to contraceptive performance measurement. 

• 32 publications describe the supports and resources available to assist sites of care with 
contraceptive performance measurement implementation. 

• 31 publications describe how the measures have been used, including for research, tracking, 
quality and performance improvement, tool development, and reform. 

 
This report describes where contraceptive performance measures are implemented, what can be 
learned about implementation from existing efforts, the supports and resources available for 
implementation, and the use and result of performance measurement in contraceptive care. The 
findings also describe where gaps may exist in the literature and in the implementation efforts, 
highlighting which research questions have yet to be answered.  
 

Where are Contraceptive Performance Measures Being Implemented? 

This section begins by reviewing the various national, state, and local efforts to implement contraceptive 
performance measures – the contraceptive care provision measures and PCCC measure – including what 

Measure Description 
Pregnancy 
Intention 

Additional screening tools and approaches are developed to assess family 
planning goals and need for contraception, including PISQ, One Key Question®, 
the PATH Framework, and the Reproductive Life Plan. 
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is known and available about data integration, infrastructure, policy, and programs to support 
contraceptive care advancement.  
 
1. Implementation among Federal Programs 

Based on available literature and what is known about sexual and reproductive health care access in the 
U.S., two of the biggest drivers of contraceptive performance measure implementation currently are the 
Title X Family Planning Program and the Center for Medicaid and CHIP Services. These federal programs 
facilitate measurement by establishing requirements of providers to report specified data and 
integrating data elements into national quality measure sets for optional reporting and use.  
 
The Health Resources and Services Administration (HRSA) Health Center Program collects data on 
contraceptive management in the Uniform Data System (UDS). However, data elements to calculate the 
contraceptive provision, PCCC, and patient screening measures are not yet included.  
 
OPA Title X Family Planning Program (Title X) 
Title X requires annual submission of Family Planning Annual Report (FPAR) data by all grantees. 
Contraceptive care provision, method, and counseling are required data elements within FPAR used to 
calculate and analyze the required contraceptive care performance measures for most and moderately 
effective contraceptive use and LARC use, derived from claims data.2 The rollout of FPAR 2.0 in 2022 will 
include the SINC screening question as an optional data element and capabilities to calculate 
contraceptive provision eCQMs using EHR data – for which OPA will support the provision of technical 
assistance to grantees.3,4 OPA does not currently have a designated EHR vendor and will work to gather 
data from some of the largest vendors in the country to inform implementation and technical assistance 
provision.4  
 
Currently, OPA has dedicated websites for both NQF-endorsed measures for all women and postpartum 
women that describe the measures and how to calculate, interpret, and use the measures for 
improvement. Publicly available OPA tools listed on the site include current and past years measure 
specifications, SAS files, detailed instructions, and brief guidance on how to address the limitations of 
claims data.5,6 Specifications include definitions, inclusion and exclusion criteria (i.e., eligible population, 
numerator, denominator), data collection methods, calculation instructions, and FPAR variables used to 
analyze the measures. Additional information about FPAR forms and instructions to support reporting of 
site summary data in various tables is available through the OPA FPAR site.7 Several of these materials 
are also compiled and made available through the OPA-supported Reproductive Health National 
Training Center (RHNTC) and cited across other organizational websites and resources.8  
 
CMS Center for Medicaid and CHIP Services (CMCS) 
As of 2018, CMS included the most or moderately effective method of contraception provision measure, 
including LARC, for all women and postpartum women in the Adult and Child Core Sets for voluntary 
reporting by state Medicaid and CHIP agencies, used by CMS to promote health care quality and quality 
improvement.9,10 Beginning in fiscal year 2024, CMS will require states to report on all measures in the 
Child Core Set for children enrolled in Medicaid and CHIP, including contraceptive provision.11,12 The 
contraceptive provision measures are used to support CMS’ focused efforts to improve maternal and 
perinatal health in Medicaid and CHIP. Several state level partners have adopted them, many of whom 
initially adopted them as part of the CMCS Maternal and Infant Health Initiative (MIHI) to support the 
development and testing of the contraceptive provision measures in Medicaid and CHIP.13 Partners 
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include state departments of public health, Medicaid agencies, managed care organizations, and local 
providers.  
 
CMS provides the online Measures Inventory Tool that serves as a repository of information about the 
various measures included in the Adult and Child Core Sets.14 CMS also provides online reporting 
resources for both the Adult and Child Core Set which include a measure list, resource manual and 
technical specifications, HEDIS and non-HEDIS value set directories, data quality checklist, and guidance 
for calculating state-level rates using data from multiple reporting units.15,16 While the Medicaid and 
CHIP Program (MACPro) System exists to improve state core set reporting and federal review, it is 
reportedly “challenging to use” due in part to manual entry, and implementation of the quality 
measures depends on the quality of claims data.17 There is not another federally-provided robust, user-
friendly data system through which to collect measures that exists today. Several state programs and 
public-private networks, however, have ongoing efforts to integrate CMS quality measures collection 
and reporting into unique state data systems.18 More information is provided in the section below on 
how state level partners are implementing the Core Set measures for contraceptive care.  
 
2. Implementation among State Programs and Partners 

Sites of care funded by state Medicaid agencies are main points of access of contraceptive care services 
for people across the country. Through the MIHI grant program, thirteen states and one territory 
adopted the claims-based contraceptive care provision measures during measure development. Since 
initiation of the MIHI grant program and inclusion of these measures in the CMS core measures set, 28 
states voluntarily tracked contraceptive use, according to a National Academy of State Health Policy 
(NASHP) interactive map, updated October 2019.19 According to a study conducted by The George 
Washington University Milken Institute School of Public Health, as of June 2021, seven states included at 
least one CMS contraceptive core measures in their Medicaid managed care contracts and few states 
included contraceptive measures which were distinct from those in the CMS core set.20,21  
 
In addition to managed care contracts, the literature shows that states have implemented contraceptive 
performance measures for various uses, including as part of coordinated care programs, financial 
incentive programs (e.g., physician incentive plans, physician health plans, pay for performance, pay for 
reporting), state quality improvement programs, and/or general CMS core set adoption. An analytic 
brief on the MIHI grant program reports how states used the contraceptive care data during measure 
development.22 Iowa created a dashboard to examine the measures across the state and overlaid the 
data with hospital-level LARC provision data. Officials monitored where barriers exist and where 
additional training may be needed. Missouri used the contraceptive care measures to assess policy 
clarification, and California used the data to identify barriers to provision and monitored changes to 
state policy and payment regulations. How these states and others use the measures today are 
described further in this report.  
 
Oregon is an example of one state that does not currently use the OPA-specified measures, but has a 
fairly long-standing comprehensive contraceptive care improvement initiative, implemented across their 
state coordinated care program. The program uses a measure of effective contraceptive use (ECU) 
developed prior to NQF endorsement of the OPA measures and is very similar to the most or moderately 
effective method of contraceptive use measure.23 The Oregon Health Authority (OHA) implemented the 
All Payers All Claims (APAC) database to house administrative health care data for Oregon’s insured 
populations (excluding Tricare, Veterans Affairs, and self-insured plans), as well as the Medicaid 
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Management and Information System (MMIS) that collects, aggregates, and reports claims data across 
Medicaid providers in the state. 
 
Several organizations were identified in the literature as playing a pivotal role in state level 
implementation of contraceptive performance measures, including Mathematica and Upstream USA.  
 

Mathematica 

Between 2014 to 2022, Mathematica led the technical assistance and analytic support program for 
the CMS Core Set measures. Support was provided to CMCS, states, and their quality partners to 
collect and use the measures, make informed decisions, and disseminate and track findings. 
Mathematica helped prepare several of the technical assistance resources available through CMS. 
Mathematic collaborates with CMCS to develop and conduct webinars, convene collaborative 
learning series, and build capacity among states for quality and performance improvement.24 

 
Upstream USA 

Upstream partners with multiple states to provide training and technical assistance to health centers 
that is patient-centered, evidence-based, and can eliminate barriers to offering the full range of 
contraceptive methods. Upstream ensures that clinicians and support staff are provided the needed 
training and tools to increase capacity. Examples of their work include teaching health center 
providers how to offer same-day access to contraception, training staff on insertions and implants, 
and implementing PISQ at every appointment.25,26 Upstream also supports collection and aggregation 
of the contraceptive provision performance measures in partnership with two vendors and is 
currently exploring other collaborative opportunities for data collection. One example is Upstream’s 
partnership with Azara to develop a user-friendly way to access essential data points related to the 
contraceptive measures related to pregnancy intention, contraceptive counseling, and contraceptive 
provision through a centralized data reporting and analytics platform, DRVS.27 The platform currently 
includes rates of pregnancy intention screening and rates of the most or moderately effective 
contraceptive method provided.  

 
3. Implementation among Local Programs and Clinical Partners 

At the local level, public health departments, non-profit/community health centers (CHCs), and some 
hospital systems are common implementers of not only the NQF-endorsed contraceptive provision 
measures but the SINC-based eCQMs for contraceptive provision and PCCC, particularly if the provider is 
a Title X grantee site or collaborating with partners like UCSF and ICAN!. Limited published information 
on measure implementation was available at the local and clinic level, including organizational grey 
literature. Much of the context below was informed through discussion and review of internal 
documentation. 
 

Planned Parenthood 
Planned Parenthood health centers are vital providers of contraceptive care across the country with 
many receiving Title X funding and having supported testing and implementation of contraceptive 
performance measures. PPFA has supported capacity building among Planned Parenthood affiliates to 
implement and utilize quality measure reports in diverse EHR systems and has led quality 
improvement initiatives. Planned Parenthood has also helped develop resources to utilize quality 
scores in interactions with payers and policymakers. At the state level, PPFA supports advocacy for 
evidence-based policy and payment programs that help improve access to a broad range of 
contraceptive methods. 
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UCSF’s Innovating Contraceptive Care in CHCs Project 

UCSF is working toward endorsement of the SINC-based eCQMs and PCCC measure and launched the 
Innovating Contraceptive Care in CHCs Project (formerly known as the Tandem Use Project) to test 
the implementation of both measures simultaneously. In collaboration with OCHIN, HealthEfficient, 
ICAN!/Alliance Chicago, Far Harbor, and the National Association of Community Health Centers 
(NACHCs), UCSF began partner engagement with CHCs, arranging technical assistance calls, and 
developing a learning community. The application for trial use was submitted. The team will guide 
and work with Primary Care Associations (PCAs) and Health Center Controlled Networks (HCCNs) to 
co-design the work to identify new models of contraception services for scale and spread that meet 
the needs of patients and care teams including recruitment of health centers, technical assistance and 
training, data and intervention coaching. CHCs will capture eCQM baseline data, implement SINC 
screening within EHRs, focus on quality improvement, and participate in a learning collaborative. 
UCSF offers PCCC, eCQM and SINC resources publicly on their respective websites, including 
implementation materials for how to use the measures, conduct initial preparation, plan workflows, 
determine patient eligibility, and administer the surveys. Recordings of past webinars and 
presentations conducted by UCSF were also identified in the scan.28–30 The team provides training 
materials and sessions, support with progress towards survey distribution goals, assessing 
performance measure results, and technical assistance to adapt workflows and optimize the 
measurement implementation process.31 Far Harbor supports data extraction to calculate validity and 
reliability of the SINC-based eCQMs.28  

 
ICAN! 

In 2021, ICAN! launched a 5-year statewide initiative to build contraceptive care Quality Hubs. ICAN! 
primarily partners with Federally Qualified Health Centers (FQHCs) and supports them to collect and 
monitor key performance measures. ICAN! is working to incorporate PCCC in a digital platform that 
participating CHCs can use to obtain patient experience data and will track changes over time in the 
percentage of patients answering “excellent” on all four items.1 Additionally, ICAN! will work with 
state Medicaid programs to incorporate contraceptive performance measures into MCOs metrics for 
financial incentive programs. 

 
Essential Access Health 

Essential Access Health leads the Title X program in California and Hawaii. Essential Access Health 
funds a network of subrecipient organizations to deliver contraceptive care services. It also supports 
clinical quality improvement initiatives and the implementation of contraceptive care measures, 
including PCCC; offers workforce trainings; and conducts advanced clinical research. Essential Access 
Health has stablished an annual cycle of guided self-assessments and action planning to improve the 
quality of contraceptive care. 

 

What are the Barriers and Facilitators to Implementation? 

This section summarizes what may help and hinder contraceptive performance measure 
implementation from published implementation guidance and broad analytical efforts. Much of this 
information is not specific to contraceptive performance measures, but to family planning and maternal 
and infant health performance measurement broadly that includes contraceptive provision.  
 
While respective implementers likely track the barriers, facilitators, and lessons learned from 
implementation, the publicly available literature on this subject is generated from cross-cutting research 

https://pcccmeasure.ucsf.edu/
https://pcrhp.ucsf.edu/sincbasedeCQMs
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efforts and expert analyses, and is not limited to a single implementer nor specific to implementation 
research. Publications that highlight implementation factors focus on more than just implementation 
(e.g., studying the outcomes of contraceptive care quality improvement initiatives, studying changes in 
contraceptive use state-wide, and studying the barriers and facilitators to implementing patient-
centered contraceptive care). Findings on this subject are also generated from implementation guidance 
provided by measure developers, such as UCSF, and partners that describe various considerations for 
implementation. These considerations should be identified and addressed by clinics to increase their 
likelihood of yielding meaningful data and improved outcomes, but the extent to which they achieve 
successful implementation of contraceptive performance measurement has not been studied. Aspects 
that particularly impact a single measure or program are highlighted. Potential solutions to challenges 
suggested in the literature are described where available.  
 
Measure developers, including UCSF, continue to drive and study measure implementation and develop 
new implementation guidance accordingly. Part of the guidance being developed by UCSF includes 
measure (and tandem measure) use and interpretation.  
 
1. Data and Data Systems 

 

As described by measure developers and across a number of articles, the ability to implement and use 
contraceptive performance measures is impacted by data and data systems related to collection, 
extraction, and reporting. Reported barriers include issues with documentation and accuracy of data 
elements from which performance measures are calculated, challenges with data extraction and 
measure reporting, and lack of integrated data systems and timely linkages to support measure 
interpretation and system interoperability. The section describes which barriers were identified in the 
literature and what strategies may facilitate improvement from 11 publications.  
 
Documentation 
As UCSF describes on their eCQM website, standardized data elements are needed in EHRs to calculate 
the numerator and denominator of the contraceptive provision measures derived from EHR data.28 

Key Highlights  

• Evidence suggests that there is variation across settings in how and to what extent people are 
documenting contraceptive provision and counseling, using appropriate codes and EHR data capture 
elements. Many resources were created that list specified codes. Resources focused on EHR best 
practices are limited. 

• Data extraction from claims and EHR data systems is reportedly challenging. Studies have been done to 
create and test more automated processes, but more exploration and development is needed.  

• As reported by several partners, there is a need for additional guidance on how implementers should 
interpret the measures, including how to interpret them in tandem.  

• Facilitators of contraceptive performance measurement related to data and data systems include 
o Setting-specific guidance on coding and EHR completion 
o Training to providers and staff performing data analytics on various ways to capture patient history, 

decision-making, and other encounter elements related to contraceptive care 
o Developing tools to ease care provision and documentation, such as clinical reminders, patient 

screening surveys, clinical decision tools, and guidance on the technical constraints of EHRs that 
would limit accurate chart documentation 

o Conducting chart audits to monitor documentation rates and accuracy 
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Assurance of correct and complete data from claims, patient charts, and patient surveys is needed to 
calculate performance measures that accurately reflect contraceptive care provision and experience. A 
study conducted by UCSF using 2013 data from five Medicaid managed care plans with provider 
networks in California identified large gaps in the documentation of contraceptive use, pregnancy 
intention, and patient histories.32 The study found that documentation of contraception decreased with 
patient age and was not impacted by EHR systems. Additional analysis is required on contraception 
documentation in subspecialty settings, outside primary care, and by race/ethnicity, parity, or gravidity. 
Similarly, a 2016 study assessing the documentation of contraception and counseling in women 
undergoing bariatric surgery found that, of 1,012 women ages 18-45 years, charts of 26.9% of them had 
documentation of a contraceptive method.33 This study concluded that in this clinical practice setting 
documentation of contraceptive use in this setting is suboptimal, and documentation of contraceptive 
counseling is lacking. Measures to enhance provider and patient awareness is needed to improve 
patient care. UCSF advises implementers to ensure clinical care providers are accurately and consistently 
documenting contraceptive use using standardized codes and provision of contraception counseling in 
patient notes. UCSF’s described approaches to improving chart completeness that also encourage 
patient-centered contraceptive counseling include using notes templates during patient visits and 
including a clinical reminder for contraception provision or counseling in EHR systems that can prompt 
discussion and remind providers to complete chart documentation.32  
 
The effect of a quality improvement initiative on contraceptive use documentation among women 
receiving teratogenic medications in a rheumatology clinic was studied.34 The 10-month quality 
improvement initiative was conducted between 2015 to 2016 to ensure proper documentation of 
contraception, offer the appropriate counseling, and conduct necessary follow up action (e.g., referral or 
prescription) for women at risk of becoming pregnant while taking teratogenic medications. The quality 
improvement initiative and its evaluation, occurring before NQF endorsement of the contraceptive 
provision measures, did not use the OPA or eCQM technical specifications for contraceptive use. 
However, using a measure of contraceptive use documentation and contraception counseling 
documentation, overall increases in documentation of contraceptive method use and counseling were 
demonstrated following the initiative. Researchers used electronic medical record data of the patient’s 
medication list, social history, review of systems, provider assessment, medical/surgical history and 
statement in the provider note regarding discussion of contraception. The interventions included quality 
improvement presentations and training, adding a contraception question to the review of systems in 
EMR note templates, implementing patient screening questionnaires during clinic check-in, and targeted 
meetings with clinical staff. Key components of the approach were gaining and maintaining key 
stakeholder buy-in and desire to create sustainable systems-based EMR changes. The major EMR 
limitation described was provider note cloning and copy functionalities preventing the function of the 
contraceptive clinical reminder. The addition of a contraceptive reminder was found to be an effective 
strategy, but was impacted by the practice of note cloning in the local EMR.  
 
An evaluation published in 2020 of clinician prescribing practices for contraceptive care reported that 
76% of the Vermont-based providers surveyed said that a prompt reminding staff to ask about 
contraceptive use at the beginning of the visit was not in place in their EHR.35 Due to the small sample 
size and generalizability limitations, further analysis is needed across various EHR systems to determine 
the use of prompts and identify implementation facilitators. The implementation of a family planning 
services screening question was assessed at nonobstetric visits within a primary care FQHC network.36 
The screening was implemented for support staff to ask women about their desire for family planning at 
check-n. Their response was displayed in the EMR for the provider to see during the appointment, and 
linked to the documentation tool to retrieve full responses. The study observed increases in support 



 

 17 

staff comfort in asking the question over the study period, as well as increases in the response rate and 
family planning documentation rate, which suggests that implementing a contraceptive care prompt or 
screening support tool in EHR systems could be feasible within and potentially beyond FQHC networks.36 
However, further development of EHR systems and workflow improvements are needed to promote 
tool implementation and corresponding measures, such as implementation of the SINC questionnaire 
and SINC-based eCQMs. 
 
Data Accuracy 
In terms of data accuracy, standardized coding systems are in place for numerator calculations for the 
contraceptive provision measures. Several resources, described in the Supports and Resources section 
below, specify the appropriate codes for different states, settings, providers, and reporting systems. 
These lists were created by various entities and evolved over time to provide clearer and more 
standardized coding and instruction to implementers. A 2019 CMCS analytic brief describes the 
evolution of the measures and their calculation through the MIHI framework.13 Feedback from MIHI 
grantees during development of the contraceptive provision measures enhanced the completeness of 
codes used to calculate the numerators.13 The outputs were a more comprehensive list of procedure, 
diagnostic, drug, and supply codes, some of which are grantee- and state-specific, as well as the 
recommendation for annual revision of these lists. Clarity around method coding is important given 
potential coding errors, missing data, and the ability to report patients as having an unknown method. 
This can result in a high volume of missing or unknown data, threatening the validity of measure 
calculations. One study evaluating a Delaware initiative to expand contraceptive access using FPAR data 
reported the fluctuation of adult female family planning users reported as having an unknown method – 
6.6% in 2011, to 50.9% in 2013, and back down to about 24% in 2015-2017.37 Chart auditing and record 
monitoring is another element of quality improvement that can help ensure completeness and accuracy 
of medical record by identifying provider improvement opportunities.38  
 
Data Extraction 
According to a performance measures guidance document developed by the Contraceptive Action Plan 
(CAP), some sites of care find data extraction to be a challenging task.39 The CAP guidance document 
suggests that implementing leads become acquainted with how contraceptive services are documented 
from data analysts or others intimately involved in the data, including clinical staff, billing staff, and 
practice managers. Pulling sample data and conducting a pilot test of performance measurement prior 
to full rollout is also recommended by CAP. Resources developed by UCSF, OPA, and other partners 
supporting implementation suggest that several entities are invested in easing what may be a 
cumbersome process of data extraction and reporting on contraceptive performance measurement. 
According to UCSF, part of the pre-implementation process is learning how to extrapolate existing data 
from EHRs, claims, and billing data to derive correct numerators and denominators and reporting them 
into data systems. Conducting a pre-implementation assessment can help identify and address pertinent 
operational considerations as implementers prepare to administer performance measures.40   
 
The team identified two studies that discuss data extraction efforts. The ability to electronically extract 
EHR data using a data-sharing system as compared to manual abstraction was evaluated using data from 
a family medicine clinic, among 142 female patient records. The study showed that manual abstraction 
identified 62% of women as contraceptive users, while the electronic extraction identified only 27%.41 
Use of LARC, however, had a 96% agreement between the electronic and manual processes. Measures 
derived from electronic EHR data extraction may be underestimated given these findings. Additional 
development of these processes is needed to improve extraction. Another study discusses the creation 
and evaluation of a comprehensive data extraction algorithm to measure contraception counseling and 
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provision rates in outpatient settings.42 The study compared evidence of contraception counseling or 
provision using prescriptions, ICD codes, manual chart review, and search-term capture using an 
algorithm. The algorithm was found to identify more EMRs with evidence of contraceptive provision or 
counseling as compared to other methods. The study concludes that algorithms can be used effectively 
for computer-aided chart reviews but testing and refining are crucial for accuracy. Search-term capture 
is a critical component of algorithm development in unstructured data.  
 
Data Integration and Linkages 
A 2020 report describing recommendations for improving maternal and infant health outcomes among 
CMCS beneficiaries, prepared by Mathematica and informed by an expert Workgroup, describes two 
challenges to accessing timely data in performance measurement: (1) the lack of integrated data 
systems that capture service use, quality measurement, and relevant outcomes; and (2) the lack of 
timely linkages between data sources, such as electronic health records, vital statistics, and claims.43 
According to this report, robust data systems can maximize monitoring and evaluation efforts, 
interpretation, and support data-driven inferences that inform quality improvement and shape policy. 
While not necessary to implement contraceptive performance measures, linking data can offer a wealth 
of information and additional stratification capabilities to better understand outcomes and assess 
contraceptive inequities. Success in improving data systems is seen across states, such as Iowa and 
Oklahoma, that have linked vital records data with CMCS eligibility and claims data and enhanced their 
outcome monitoring capabilities.43 CMCS, in partnership with CDC, developed data linkage training 
materials for state vital records, Medicaid claims data and Title V data to support collection and 
interpretation of core set quality measures.44 UCSF’s eCQM website also suggests that standardized data 
elements need to be interpretable across EHR systems.28 Additional programming may be required to 
strengthen EHR data systems and the data elements within them. Additional exploration is needed to 
facilitate linkages with EHR systems, as well as with survey data, like the Pregnancy Risk Assessment 
Monitoring System (PRAMS), Behavioral Risk Factor Surveillance System (BRFSS), and the National 
Survey of Family Growth (NSFG).  
 

State Examples of Data Linkages 
The Iowa Department of Human Services linked 2014 birth certificates with Medicaid paid claims and 
data from the Women’s Health Information System (WHIS) to study the characteristics and birth 
outcomes of women with Medicaid reimbursed births who also received Medicaid prenatal care 
coordination.45 
 
The Oklahoma Medicaid – Birth Certificate Linkage Project linked Medicaid and Birth Certificate data 
to study live births and maternal characteristics of women covered by Medicaid.46 These linkages also 
allow Medicaid to perform additional statistical analysis, compare outcomes among Medicaid and 
non-Medicaid populations, and offer linkages to other data sources, such as PRAMS and WIC, that 
provide an increased variety of information not provided by Medicaid or birth certificate data alone. 
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2. Measurement Capacity and Infrastructure 

 
 
In addition to improving data and data systems, six publications suggest that other barriers to 
implementation include limited capacity of sites and available supports to adopt measurement efforts. 
Technical assistance to increase the capabilities of staff to implement and use the measures, as well as 
opportunities to strengthen the supports and infrastructure around adoption and use of measures are 
described. 
 
Capacity Building 
A number of websites and published reports developed by measure developers and stewards, federal 
program offices, and organizational partners describe the need for technical assistance to support the 
implementation of measures generally. As described in the implementation section above, Title X, CMS, 
and several partners in the field offer substantial technical assistance and training around the 
contraceptive performance measures to strengthening measurement capabilities. The MIHI evaluation 
report details that assistance with technical specifications and specific questions that require 
consultation with developers were often requested by sites of care when unforeseen variance or unique 
features of a delivery and data system existed, which was especially relevant to U.S. territories.13 Forms 
of described technical assistance approaches included a dedicated mailbox for questions, webinars, and 
a learning collaborative. The 2020 Mathematica report, discussing the recommendations of an expert 
Workgroup to improve maternal and infant health outcomes, recommends providing technical 
assistance to implementers on basic quality improvement, data and system enhancement opportunities, 
assessing success of quality improvement efforts and executing implementation strategies.43 The 
provision of technical assistance and a focused learning collaborative are also features of the UCSF 
Innovating Contraceptive Care in CHCs Project.  
 
Infrastructure 
The 2020 Mathematica report also describes that sites require robust infrastructure for data collection, 
performance measurement, and performance improvement, that includes buy-in and support from 
leadership and staff (clinical and administrative), technical capabilities, quality improvement framework, 
and collaboration with partners.43 UCSF’s pre-implementation assessment for the PCCC measures 
describes similar policy and practice considerations across organizational, health center, and staffing 
factors, such as leadership support, standard workflows and processes, staff proficiencies, and 
dedicated systems.40 One approach to building infrastructure around performance measurement 

Key Highlights  

• The literature acknowledges that clinical and administrative staff have existing demanding 
responsibilities and competing priorities. The incorporation of a new measure of contraceptive care 
could be burdensome. In addition to data and data system improvements, various supports are needed 
to assist with and ease contraceptive performance measurement. 

• The following supports to ease the process of measure adoption were reported in the literature: 
o Capacity building related to technical capabilities, including provider education around data 

collection, tools for data collection, use of EHR, and data entry, as well as training to administrative 
staff to extract, calculate, and report on the measures and identify quality improvement 
opportunities. 

o Development of organizational systems and infrastructure, including building leadership support 
(nuanced around contraception), ensuring contraceptive care is a priority, developing 
organizational and administrative willingness to support measurement and system processes, and 
implementation of ongoing review and quality improvement processes. 
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generally, suggested in the Mathematica report, is performance measurement integration into existing 
clinical quality improvement efforts and data collection tools.43 An example of this is PPFA’s integration 
of PCCC into Press Ganey, making it widely available for use by PPFA affiliates.  
 
The team identified one publication, a report produced by the National Family Planning & Reproductive 
Health Association (NFPRHA) in 2014, that identifies challenges to patient experience data collection and 
use within safety-net programs.47 The challenges reported include barriers to prioritizing patient 
experience among competing priorities, limited capacity to develop or use reliable instruments, lack of 
staff skilled in measuring experience and interpreting statistical data collected, limited resources for 
training, development, and implementation, and limited technological skill, language proficiency, and/or 
literacy levels among patients.  
 
More studies are needed to identify strategies to assure data quality, build capacity, strengthen 
infrastructure, and minimize burden – such as using EHR patient portals to collect PRO-PMs. The body of 
literature on this topic will likely form during and post implementation of the Innovating Contraceptive 
Care in CHCs Project, led by UCSF. Generally, instrument-based performance measures can be costly and 
time-consuming to implement and reap low response rates.1 Obtaining robust measurements of patient 
experience requires great investments in data collection and other resources.1 
 

What Implementation Supports and Resources are Available? 

Various supports and resources are reported in the sections above, namely in the descriptions of 
respective implementers. This section expands on additional resources available in the grey literature 
beyond what was created by developers and implementers and describes several of the tools created to 
address implementation challenges. 
 

Resources Description 

Measure Overviews and 
FAQs 

Descriptions of contraceptive performance measures and frequently 
asked questions, created for federal, state, and local/organizational 
programs, are widely available online. These overviews typically provide 
a background and description of the measure(s) and their importance, 
definitions and criteria, and distinct clarifications. Some, such as those 
created by the Alliance for Innovation on Maternal Health (AIM)48 and 

the National Family Planning & Reproductive Health Association49, go as 
far as describing how the measures should be used, reviewing data 
sources, listing relevant resources, and citing related clinical guidelines. 
FAQs and other resources, available from OPA4(p0), UCSF28, and CMS50, 
offer additional clarification related to general inquiries and technical 
processes.  

Technical Resources 

Several publications describe the appropriate codes using Current 
Procedural Terminology (CPT), Healthcare Common Procedure Coding 
System (HCPCS), and International Statistical Classification of Diseases 
and Related Health Problems, Tenth Revision (ICD-10), including: 

• The New Jersey Reproductive Health Access Project (NJ-RHAP) billing 
and coding guide for contraceptive services.51 

• CAP Performance Measures Guidance Document39 

• Los Angeles Department of Public Health LARC Quality Improvement 
Toolkit52 

https://www.njhcqi.org/wp-content/uploads/2020/09/NJRHAP-Tool-1-Billing-and-Coding.pdf
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Resources Description 

• Aetna Better Health of Pennsylvania Quality Measure Toolkit for 

Contraceptive Care for Postpartum Women Ages 15-4453 

Resources that discuss the technical specifications, calculation methods, 
and reporting protocols are largely published by developers and 
measure stewards, including: 

• OPA’s Measure Specifications and Instructions5,6 

• OPA’s FPAR 2.0 Implementation Guide, Reporting Pathways54 

• OPA’s Contraceptive Care Performance Measure Calculator55 

• UCSF’s Implementation Resources for PCCC and eCQMs28,56 

• CMCS’s Core Set Technical Specifications and Resource Manual50 

Comprehensive 
Toolkits/Packages 

Comprehensive toolkits and training packages exist in the grey literature, 
although nearly all focused on implementing quality improvement and 
improving access, with some mention of performance measurement. 
Two examples of this are Oregon Health Authority’s Teaching and 
Counseling Tools that offer educational resources to sites of care and 
providers on contraception provision, and Every Body Texas’ Person-
Centered Reproductive Counseling Toolkit.57 The few toolkits identified 
more specific to measurement implementation include:  

• The Reproductive Health National Training Center’s (RHNTC) 
Increasing Access to Contraception Toolkit58 that offers templates for 
measure calculations and guidance on implementing quality 
improvement: 
o Contraceptive Access Change Package 
o Contraceptive Care Performance Measures Site Comparison Tool 
o Patient Experience Improvement Toolkit 
o Webinar recordings from developers offering measure 

overviews, such as the Contraceptive Performance Measures: 
Striving for Patient-Centered Contraceptive Access Webinar 

• National Clinical Training Center for Family Planning Resources 
o Coding with Ann: ICD-10 Codes for Each Birth Control 

Method59,60 

• UCSF’s repository of PCCC implementation resources:56 
o Key Considerations Checklist 
o Workflow Template 
o Patient Eligibility One-Pager 
o Pre-Implementation Assessment 
o Sample Agenda for Initial Planning Meeting 
o Sample Delivery Script for Staff 
o Sample Key Staff 
o Sample Patient FAQs 
o Survey Case Scenarios 

Intensive Learning 

Some implementers describe organizing and leading learning 
collaboratives focused on measure implementation and quality 
improvement, such as that used in the Innovating Contraceptive Care in 
CHCs Project, by the MIHI grant program, and the pre-endorsement Title 
X Performance Measurement Learning Collaborative (PMLC) supported 
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Resources Description 
by JSI.61 However, publicly available resources of current collaboratives 
are limited to those focused on supporting the adoption of 
contraceptive provision practices (e.g., LARC access, person-centered 
contraceptive counseling) versus direct focus on performance 
measurement. These collaboratives also have restricted access, so 
modules and other detailed information are not publicly available. 
Examples include: 

• Essential Access Health’s The Learning Exchange Contraceptive 
Series on Best Practices in Contraceptive Care62 

• ASTHO’s Long-Acting Reversible Contraception (LARC) Learning 
Community, supported by CDC, CMMS, and OPA63,64  

• Public Health Solutions’ Sexual and Reproductive Health Capacity 
Building Program that led state-based learning collaboratives, 
including the Quality Improvement Network for Contraceptive 
Access (QINCA) and the New York State Contraceptive Care 
Collaborative, for which resources were created such as the QINCA 
Contraceptive Access Change Package.65  

  

What is the Impact of Using Contraceptive Performance Measures? 

Performance measures are created with the intention to provide meaningful and accurate information 
about the quality of care to patients, promote clinic performance that aligns with evidence and values, 
and highlight opportunities to identify and address barriers to access, quality, and equity. This includes 
determining the extent to which patients across different programs are using each method and how 
they perceive their care, as well as assessing the impact of improvement initiatives. This section 
discusses the use and impact of the contraceptive performance measures from research studies and 
program evaluation efforts. Recent evidence shows that impact ranges from measurement 
improvements to improving access, quality, and programs and policies.  
 
1. Studying and Evolving the Measures 

 
 
Through widespread implementation, developers and stewards are better able to assess how well the 
measures themselves are working in clinical settings to provide valid and reliable information on the 
concepts they measure. Assessments, informed by data analytics and provider feedback, can result in 
measure refinement, identification of measurement gaps or limitations, and the need for additional 
implementation supports. Two publications were identified that address contraceptive performance 
measurement evolution.  
 
An assessment of the CMS core set contraceptive provision measures during development among MIHI 
grantees resulted in language modification to clarify the steps for calculating the numerator and 

Key Highlights  

• Improvement and evolution in performance measurement is part of continuous quality improvement 
and observed for the contraceptive performance measures, through implementer feedback.   

• The study of existing contraceptive measures and identification of gaps or limitations can help improve 
contraceptive performance measurement and inform development of new measures. 
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denominator, removal of unnecessary adjustments, step-by-step instructions for reporting, and 
refinements to SAS codes.13 Feedback informed developers and stewards to make the measures more 
feasible, useful, and understandable to states. Additionally, UCSF’s eCQM website discusses the creation 
of the SINC-based eCQMs to calculate a more precise denominator for who is in need of contraceptive 
services.28 eCQMs use EHR data and the SINC screening question to exclude patients who do not desire 
contraception.28 This was a limitation identified in the claims-based provision measures that researchers 
at UCSF sought to address using EHR and patient-reported data.  
 
2. Studying Performance and Identifying Opportunities for Improvement  

 
 
The team identified 11 publications focused on conveying descriptive statistics of contraceptive use, 
defined by OPA, and identifying improvement recommendations. These descriptive studies reported 
rates of contraceptive provision, with some comparison of different programs and geographic areas, and 
suggested factors associated with use. The studies offer insights about the state of contraceptive use at 
specific points in time, across varying levels of care, and use stratification variables to assess access and 
equity. These studies stratify contraceptive provision data by clinic funding source, patient eligibility, 
rurality, sociodemographic variables, and patient characteristics. One report describing the potential use 
of PCCC for descriptive analyses was identified, although the team did not retrieve any published articles 
using the measure in descriptive studies.  
 
National- and State-Level Studies 
At the national level, the team identified two journal articles discussing rates of contraceptive use using 
the provision performance measures. A study was conducted to determine the trends and regional 
variations in contraceptive provision among commercially insured women using commercial claims data 
from 2005 to 2014.66 The researchers calculated contraceptive use according to the, then proposed, 
OPA measures of provision. The assessment showed the trend of most or moderately effective 
contraceptive method increasing overall in the commercial sector during the 10-year period. It was 
concluded that the measures could impact health plan contraceptive access policy. Another journal 
article describes the provision of contraception among 384 CHCs across 20 states in 2016 to 2018 by 
Title X status using OPA specifications. The study found that Title X sites of care are found to play an 
essential role in providing contraceptive care access as compared to non-Title X sites of care.  
 

Key Highlights  

• Tracking of the contraceptive provision performance measures is happening at different levels. Rates 
are reported across these different levels in descriptive studies and state and network information 
systems.  

• Stratification of contraceptive provision is used to determine how use changes over time and how rates 
vary across populations. One important use is looking at differences by geographic area, funding source, 
clinical setting, and patient demographics to identify where opportunities for improvement exist. 

• Aggregate data are commonly used by researchers and program analysts to measure contraceptive 
provision, as defined by OPA, at the national, state, and network levels. It remains unclear the extent to 
which individual clinics, from which data elements are available through Medicaid claims, Title X data, 
and EHR systems and aggregated, are independently utilizing contraceptive measures to monitor 
performance at the clinic level.  

• Descriptive data on the PCCC measure and SINC-based eCQMs are very limited in the current body of 
literature.  
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At the state level, the team identified five relevant publications. The New Jersey Health Care Quality 
Institute’s Medicaid Policy Center launched the New Jersey Reproductive Health Access Project (NJ-
RHAP), supported by Arnold Ventures, and released a document in 2020 summarizing the trends of 
contraceptive use in New Jersey across several factors and patient groups.26 The report broadly 
describes contraceptive access in the state, related to policy, funding and payment strategies, and data. 
While not a study of impact, state-level descriptive data using the Medicaid contraceptive care core 
measures set are provided, in addition to a summary of disparities and barriers to access.  
 
A 2018 cohort study, published in the grey literature by the University of Pittsburgh Graduate School of 
Public Health, assessed the rates of LARC use in Title X clinics in Pennsylvania using 2017 FPAR data. The 
study describes the rates of LARC use in Pennsylvania counties, comparing rurality, and suggests that 
high disparities in LARC access exist between rural and urban communities.67 
 
Additionally, the Kentucky Department for Medicaid Services Office of Health Data & Analytics published 
a data brief in September 2019 on contraceptive use among Medicaid beneficiaries in Kentucky in 2015 
to 2017, per the OPA contraceptive performance measure, as part of MIHI.68 Similarly, the New Mexico 
Department of Health Family Planning Program also published state-wide contraceptive performance 
measure data through their Indicator-Based Information System, focused on Title X statistics.69 New 
Mexico tracks longitudinal contraceptive use data and made an interactive dashboard accessible online 
with context offered around state trends.70 And lastly, a retrospective study assessed the rates of 
contraceptive use in Iowa in 2013, prior to NQF-endorsement. 
 
Setting- and Population-Specific Studies  
In terms of setting- and population-specific descriptive studies, the team identified two studies 
measuring contraceptive provision in the postpartum context and one study assessing contraceptive 
provision among individuals who are deaf or hard of hearing. The postpartum context is an area of care 
in which contraceptive use measures aim to impact maternal and infant health outcomes. It has been 
studied that promotion of healthy interpregnancy intervals can help prevent risk of preterm birth and 
associated health complications.71 One journal article describes a cohort study using 2016 state 
Medicaid data to assess the rate of contraceptive use within 60 days postpartum according to OPA 
specifications.71 The study described postpartum contraceptive use among Medicaid recipients in 45 
states and Washington, DC using CMCS Core Set data and OPA measure specifications. This cohort study 
found a wide variation across states in effective postpartum contraceptive use, with states ranging from 
19.8% to 43.9%. Findings suggest opportunities exist to improve access to these services at the clinic 
level. The barriers to care suggested in this article include low Medicaid reimbursement rates for 
clinicians, inconsistencies across states in how postpartum contraception is covered or billed in inpatient 
settings, and variation in how states monitor and incentivize high-quality contraceptive services across 
sites of care. The study reports that use of measures can point to systematic underuse of effective 
postpartum contraceptive care and suggests opportunities for state and federal Medicaid policy 
improvement.  
 
Another study focused on the timely provision of contraception in the postpartum context, assessing 
social determinants of health and OPA contraceptive provision measures using 2014 Medicaid claims 
data.72 The study described that variation in rates across 17 states, stratified by demographic 
characteristics and concluded that rates in the US remained low, as of 2014. Researchers suggest that 
additional targeted interventions and policies are needed to improve access considering the significant 
variation across sociodemographic, social determinants of health, and geographic variables.  
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The OPA measures were used in a study to evaluate the contraceptive provision measures among 
individuals in Massachusetts who are deaf or hard of hearing compared to individuals who are not. 2014 
claims data were used to calculate the contraceptive provision measures. Individuals who were deaf or 
heard of hearing were less likely to receive prescription contraception as well as a most or moderately 
effective method than individuals who were not deaf or hard of hearing. There were no differences in 
LARC or permanent contraception. The findings of this study suggest opportunities to do additional 
analyses exist, for comparative analyses and to determine the underlying factors for this pattern.73  
 
Lastly, the team identified one report, produced by Families USA, specific to PCCC. Families USA 
recommends PCCC integration into Medicaid and health plan quality measurement to incentivize and 
encourage sites of care to utilize PCCC and other contraceptive measures, such as provision. The report 
describes the potential such a metric has on improving the quality of care by the ability to identify 
improvement areas at varying levels of service delivery – health system, network, provider. No 
descriptive studies or reports describing trends in PCCC data were identified.74  
 
3. Informing the Development of Clinical Decision Tools  

 
 
Clinical decision support helps inform decisions about patients’ care, including their decision to use 
contraceptives and selecting which method(s).75 Tools can be used to collect timely information to 
support decision-making. Two publications were identified describing the use of contraceptive 
performance measures to develop and evaluate clinical decision support tools. One describes the effect 
of using a clinical tool on changes to the PCCC measure and the other, a project brief, describes a 
potential new project to expand clinical decision support for contraceptive practice guidelines. 
 
The study identified in the grey literature was conducted by a student at the Lenoir-Rhyne University 
Department of Nursing to evaluate the effect of the My Birth Control tool on patient satisfaction using 
PCCC. The 3-month prospective study was implemented in a rural women’s health clinic in western 
North Carolina. The study found that differences in patient satisfaction with contraceptive counseling 
upon implementing the My Birth Control tool were not significant, although providers expressed 
increased satisfaction with use of the tool.76 
 
The project brief, from NACHC, describes the overview of a new CDC-funded project to develop clinical 
decision support tools to increase adoption of clinical contraception guidelines.77 According to the 
document, the project period of performance was January 2019 to July 2019. The document emphasizes 
the use of existing value sets and eCQMs for contraceptive provision to develop and enhance the tools. 
The team did not identify any related reports with the outcomes of the project.  
 
 
 
 

Key Highlights  

• Although the body of literature is very limited, the initiation of using contraceptive performance 
measures to improve clinical decision support through the development and evaluation of new tools is 
underway.  

• These tools have the potential to improve the quality of person-centered contraceptive care, provider 
satisfaction and workflow, patient experience, and patient outcomes.  
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4. Measuring the Effects of Large-Scale Improvement Efforts 

 
 
Much of the grey literature discusses the use of contraceptive performance measures in the context of 
quality improvement initiatives established to address identified barriers to access.78 OPA and CDC 
extensively document quality in family planning service delivery and recommendations for achieving 
high quality care.79 A wide evidence base demonstrates the impact of implementing quality 
improvement practices on increasing the outcome of performance measures, in effort to improve 
access, quality, and equity.80 
 
The scan identified four contraceptive care quality improvement initiatives, including a learning 
collaborative, led by the state or multi-site program. These large-scale efforts, targeting participating 
clinics, assessed the impact of specific interventions on contraception use and access. Each showed 
improvements over time following their implementation. Part of each initiative was the integration of 
performance measurement in quality improvement and reliance on the measures to evaluate and 
improve intervention implementation. As the 2020 Mathematica report22 and a 2019 PPFA-Manatt 
report81 describe, significant variation in provision (e.g., comparatively lower rates) can be identified 
using standardized contraceptive performance measures, prompting the need to further evaluate 
potential barriers impeding access and uptake, potentially not addressed by interventions. Further 
evaluation includes performing community needs assessments and engaging sites to assess underlying 
impediments, such as inadequate training, challenges to stocking supplies, and inadequate or untimely 
reimbursement.  
 
One study mentioned previously in this scan is the Title X PMLC designed to assess changes in the 
contraceptive provision performance measures based on the implementation of selected improvement 
practices.82 A mix of practices were implemented across twelve Title X grantee service sites and after 
eight months, ten sites calculated an increase in the number of patients using a most or moderately 
effective method of contraception. The median percent increase among sites was 6% from November 
2015 to June 2016. The practices studied in this learning collaborative included:  

• Ensuring access to a broad range of methods; 

• Supporting patients through person-centered counseling and reproductive life planning; 

Key Highlights  

• While clinic-level monitoring and improvement likely occurs, the scan identified large-scale, multi-site 
quality improvement initiatives (e.g., cohorts, sponsored by the state), some occurring before and after 
the OPA provision measures were endorsed.  

• Multi-site quality improvement initiatives have been implemented to address barriers to contraceptive 
access, focused on very targeted interventions, such as increasing funding for services and supplies, 
developing patient education and campaigns, and providing technical assistance and training focused on 
best practice implementation, person-centered care, measurement, and performing quality 
improvement.  

• The identified studies found that, in all cases, use of contraception increased in respective patient 
populations after implementation of targeted interventions. Some found significant increases in LARC 
and most or moderately effective methods, but reported that the focus was on increased access across 
all methods to account for patient preferences. 

• It appears that the introduction of new measures, including the SINC-based eCQMs and PCCC measure, 
is initiating new quality improvement efforts focused on improving person-centeredness, counseling, 
and clinical data collection. 
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• Developing systems to improve timeliness and on-site delivery of contraception, including same-
day provision of all methods; and 

• Utilizing diverse payment options to reduce cost as a barrier. 
 
The results of the New York City-based Quality Improvement Network for Contraceptive Access (QINCA) 
conducted from 2015 to 2018 were published in April 2022.83 QINCA was a learning collaborative of 17 
teams from hospitals and health centers, supported by JSI, with the aim of implementing evidence-
based improvement strategies to improve contraceptive access. The researchers measured 
contraceptive use, as defined by OPA, with an added focus on single-visit contraceptive access. The 
teams successfully implemented four evidence-based recommendations84 and observed increases in use 
of most or moderately effective contraceptive methods and LARC among women in primary care, 
postabortion, and immediate postpartum settings. Practices related to documenting and reporting on 
contraceptive care included configuring EHRs to prompt best practices (e.g., documenting contraceptive 
need assessment, provision of counseling and method selection, monitoring referrals for contraceptive 
methods provided off-site), routinely generating standardized reports, and developing policies, 
procedures, and workflows that capture patient data to address inequities in care. Factors that 
reportedly drove quality improvement and could potentially improve measured outcomes included 
interdisciplinary stakeholder involvement, care cost considerations, demonstrating change among peers, 
and identifying champions to drive change.  
 
QINCO 2.0 was launched in 2019 with support from PHS. Three publications were identified in the grey 
literature describing QINCA 2.0, including a virtual conference poster accepted to the 2021 Community 
Health Institute (CHI) & Expo and a New York State (NYS) Health Foundation report, and a New York City 
Department of Health and Mental Hygiene concept paper. The NYS Health Foundation report 
summarizes an initial assessment of NY clinics conducted by PHS. The assessment revealed that barriers 
to offering contraceptive care included a lack of provider knowledge and inadequate data reporting 
systems. QINCA 2.0 aimed to implement evidence-based practices to improve contraceptive care 
offering, including practices related to data collection and reporting. Since implementation it is reported 
that, among women seeking to prevent pregnancy, the percentage starting or continuing an effective 
method of contraceptive increased from 2% to 61% - which potentially suggests improved access, as 
well as improved data collection and reporting. The virtual poster describes some high-level findings 
from QINCA 2.0, including improvements in EHR configuration and standardized measure reports.85 In 
May 2021, the New York City Department of Health and Mental Hygiene produced a concept paper 
describing the use of PCCC in QINCA 2.0 quality improvement efforts.86 The previously referenced NYS 
Health Foundation report revealed that the results of measuring PCCC are inconclusive given the impact 
of COVID-19 on service provision and challenges related to data collection from increased telehealth 
visits.85  
 
A study conducted on the Delaware Contraceptive Access Now (DelCAN) initiative, a public-private 
initiative in Delaware that aims to increase access to contraceptives, analyzed changes in contraceptive 
use among Title X clients.37 The study used 2008-2017 FPAR administrative data to compare changes in 
contraceptive method use among adult females in Delaware compared to other states. A 3.2% increase 
in LARC use was observed in Delaware, relative to changes in other states. The DelCAN initiative, a 
partnership between the state of Delaware and Upstream USA, sought to improve access to all 
methods, underscoring the central role that patient preference and autonomy plays in family planning. 
The initiative aimed to improve access by implementing specified interventions. Researchers were 
unable to untangle these interventions to determine which had more or less impact on changes in 
method use. The interventions included: 



 

 28 

• Stocking LARC devices for clinics – the Delaware Division of Public Health repurposed funding to 
purchase LARC devices for health centers and help clinics provide free methods to clients; 

• Offering training and technical assistance of clinical and support staff, provided by Upstream 
USA, to increase clinical, counseling, and administrative capacity to provide all methods of 
contraception; and 

• Launching a public awareness campaign, targeting women aged 18 to 29 years, to promote free 
same-day contraceptive services. 

 
5. Advancing Policy Reform  

 
 
Managed care contractual requirements, payment strategies, and policy guidance are examples of the 
methods through which policies, and sustainable funding and payment strategies can be advanced to 
improve contraceptive care access. Federal programs, states, and health care networks all play a role in 
reform and implementation of new approaches. Manatt produced a comprehensive state toolkit in 2019 
describing the various policy options and data inventory needed to enhance access to family planning 
services in Medicaid. The toolkit provides a detailed summary of the various options states have to 
improve family planning services.87 Another report published in 2016 by CMCS describes that various 
approaches states use to improve accessing to LARCs.88 The report revealed that comparative analysis 
using contraceptive performance measures can reveal low utilization and therefore, spur further 
evaluation of barriers to access.  
 
States and managed care organizations have significant contraception provision flexibilities under the 
Medicaid program which allows them to identify innovations to expand access to contraception, 
including through policy reform and clarification, alternate billing and reimbursement approaches, and 
outreach, education, collaboration.89 This scan served to identify the literature published describing the 
relationship between contraceptive performance measures and policy and program changes that impact 
funding, payment, and coverage. Five studies assessed the extent to which state-level contraception 
utilization was impacted by federal and state policy changes related to reimbursement and coverage 
eligibility. 
 
A retrospective cross-sectional study was conducted to evaluate the association of Medicaid expansion 
under the Affordable Care Act with changes in contraceptive use quality metrics from the CMCS Core 
Set.90 The researchers analyzed 2013, 2014, and 2016 EHR data from a clinical research network of CHCs 
across 24 expansion and non-expansion states. Medicaid expansion was associated with an increase in 
use of LARC methods among women seeking care across safety-net clinics. 
 

Key Highlights  

• Separately from state-led quality improvement programs, as reported above, the effects of state policy 
changes and clarification of existing policies have also been studied. Several states are reportedly 
addressing barriers to access through policy reform, including expanding eligibility and/or 
reimbursement, but few have published literature focused on the impact of change on contraceptive 
performance measures.  

• Among states with publications on the effects of policy reform, all observed increases in contraceptive 
use across the range of methods impacted by eligibility and reimbursement expansion. For some states, 
expansion focused specifically on LARC access. 
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In 2021, researchers studied the impact of Emergency Medicaid coverage expansion on contraceptive 
use among immigrant women in Oregon.91 In 2017, Oregon passed new legislation to include 60 days of 
postpartum care coverage, including contraception, under Emergency Medicaid. The cohort study 
examined how this policy change impacted postpartum care and contraceptive use using 2010 to 2019 
data linked from Medicaid claims and birth certificates. Use of any contraceptive method was defined 
using procedure and drug codes, and according to Oregon’s ECU measure. Comparing Oregon to South 
Carolina, a state that did not cover postpartum care, findings showed that both postpartum visits and 
postpartum contraceptive use significantly increased among low-income immigrant women following 
the policy change. Increases were observed across different methods of contraception.  
 
Another retrospective study compared Medicaid eligibility changes in Massachusetts, which expanded 
Medicaid, and Maine, which restricted eligibility, on changes in LARC use.92 The study used 2013 to 2015 
Medicaid claims data and found that Medicaid eligibility changes were associated with immediate 
changes in LARC uptake, with LARC insertions in Massachusetts increasing immediately following the 
change and a drop in LARC insertions evident in Maine.92  
 
The state of Louisiana implemented a Medicaid policy change that increased the LARC reimbursement 
rate to the wholesale acquisition cost. A retrospective study was conducted to assess changes in 
contraceptive provision measures using 2013 to 2015 Louisiana Medicaid claims data.93 The study found 
that the increase in reimbursement rate is associated with a 2-fold likelihood increase in voluntary LARC 
use in 2015 compared to 2013. This trend in LARC uptake was seen across all patient and provider 
subgroups, but notably among patients receiving contraceptive care from family planning clinics. 
 
Utah launched a statewide initiative to improve contraceptive access, the Utah Family Planning Elevated 
Contraceptive Access Program (FPE CAP), using various methods of improvement for enrolled health 
clinics. The program will evaluate the level of contraceptive care delivery and changes in trends to 
evaluate the program. The results of which have not been published because the program is still 
underway.94 
 

Other Examples of Contraceptive Policy Reform and Quality Improvement Initiatives 

The team acknowledges the several other examples of state actions to advance contraceptive policy 
are described in the grey literature, including: New Jersey’s Reproductive Health Access Project and 
Plan First Program26, Ohio’s FQHC Infant Vitality Initiative95,96, Colorado’s Family Planning Initiative97, 
California’s Medi-Cal and the Family PACT program98, Illinois’ Family Planning Action Plan99, St. Louis, 
Missouri’s Contraceptive CHOICE project100, South Carolina’s Birth Outcome Initiative101, Michigan’s 
Contraceptive Access Project102, and more. The scan did not identify published studies on the impact of 
these state policy changes, with tracking and use of the current contraceptive performance measures.  

 
6. Implementing Financial Incentive Programs 

 

Key Highlights  

• While there is evidence of states implementing financial incentive programs among their managed care 
organizations for various care specialties, the number of states using contraceptive care metrics to 
incentivize reporting and performance remains unclear. Publications were identified for two states, one 
of which discontinued use of the metric given observed improvements in rates of contraceptive use. 

• It is clear from the published literature that the field is sensitive to the risks associated with pay for 
performance and benchmarking for contraceptive provision.  
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In addition to policy reform, financial incentive programs can be used to incentivize and optimize 
contraception access. Examples include a number of value-based payment models and purchasing 
arrangement among states, such as pay-for-reporting, pay-for-performance, shared-savings models, and 
population-based payment models. The 2019 PPFA-Manatt report suggests some states are 
implementing financial incentive programs for family planning outcomes that include contraceptive 
provision. The scan identified three publications that discuss value-based payment programs using 
measures of contraceptive use in California and Oregon.  
 
In 2020, the California Department of Health Care Services (DHCS) implemented a new set of quality 
performance incentives for Medi-Cal managed care plans.103 Many state Medicaid programs operate 
quality incentive programs for contracted managed care plans. These programs link some portion of 
plan revenue and/or nonrevenue consequences to quality performance. The DHCS Public Hospital 
Quality Improvement Program (DHCS QIP) is one program that uses the most or moderately effective 
contraceptive method measure in their value-based payment program. The team did not identify 
publications on the approach or result of the program.  
 
Two publications were identified describing Oregon’s financial incentive program for the provision of 
effective contraception.104 Oregon implemented the quality incentive measures and incentive payments 
made to its coordinated care organizations (CCOs) to improve uptake of effective contraceptive use.105 
The ECU measure was created by OHA in 2014 and OHA decided to continue using this measure after 
CMS formally adopted the OPA provision measures. OHA relied on administrative claims data to 
determine if CCOs qualified for incentive payments and in order to qualify for the incentive payment, 
CCOs had to meet benchmarks or pre-established improvement targets. OHA recommended the 
implementation of specific strategies among CCOs to improve reproductive health care in tandem with 
setting performance standards.105 OHA established a 53.9% benchmark in 2019, which was in the 90th 
percentile for CCOs in 2017. Statewide performance on the ECU measure increased from 35.4% in 2015 
to 46.8% in 2018. Improvements among various racial and ethnic groups were also documented. In a 
published study of the association of implementing an incentive metric with ECU, researchers found a 
significant increase in contraceptive use every year among Medicaid beneficiaries.104 As of 2020, the 
OHA no longer used the ECU metric as a result of the improvements made in contraceptive use. More 
information about Oregon’s CCO ECU incentive metrics is described in the ECU brief and in an Oregon 
cohort study published in 2020. 

GAPS AND OPPORTUNITIES 

 
Measures of contraceptive provision are being used in the field, with OPA, eCQM, or other similar 
specifications, for performance tracking, quality improvement, and reform. This scan highlighted the 
following gaps:  

• The literature base largely describes contraceptive provision performance measurement, 
likely given the longevity of the contraceptive provision measures as compared to PCCC.  While 
PCCC is increasingly being implemented across sites of care, more time is needed for the 
adoption of the measure and tandem use with the provision measures, in addition to 
implementation and impact studies.  

• The identified literature suggests that the provision measures are widely utilized, however 
very limited information is available on methodology to implement the measures, especially 

https://www.oregon.gov/oha/PH/HEALTHYPEOPLEFAMILIES/REPRODUCTIVESEXUALHEALTH/RESOURCES/Documents/Resources/ECU.pdf
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2769029
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2769029
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at the clinic and system level. Gaps in the literature include the results of pre-implementation 
assessments and reports on adoption strategies, implementation improvement efforts, and 
solutions to measurement barriers. An identified gap is the lack of published articles focused 
specifically on the barriers and facilitators to instrument-based performance measure 
implementation, such as PCCC. While implementation guides exist describing considerations for 
patient identification, survey distribution, data management, and project management, diverse 
implementation accounts/analyses and streamlined lessons learned are missing.106 More 
analysis of and published lessons learned are needed about implementers’ experiences, how 
experiences differ across settings, and the extent to which provision measures are compared by 
source (claims vs. EHR) or whether a hybrid approach is ever used.  

• There is very limited literature describing how these measures are implemented at the site 
level for clinical performance measurement and quality monitoring. Most published literature 
describes how researchers and program analysts have used aggregate data to assess 
contraceptive use nationally and across states and large networks of health care centers.  

• Evidence suggests that quality improvement efforts and policy change to address barriers to 
access is associated with increased contraceptive uptake. Detailed information about financial 
incentive programs was limited to one state that discontinued using the contraceptive metric 
and benchmark in 2020. However, the program was associated with increased effective 
contraceptive use among eligible sites of care.  

• There are very few publications describing the implementation of the SINC questionnaire and 
PCCC measure. Several studies report on patient experience using study survey tools and 
population-based surveys. Similarly, the team identified clinic assessment tools to assess quality 
of contraceptive care, that includes evaluation of patient experience using a clinic-specific tools. 
These are key process- and outcome-related measure of quality, important for understanding 
the range of patient related factors including their decision-making and the experience of 
minority populations.  

• While contraceptive provision is a key indicator of clinical performance, it serves as a 
surrogate for contraceptive use for some methods, considering the difference between 
documented contraceptive use and actual contraceptive use.34 In this case and given the 
clinician-focused methodology of reporting the provision quality measures, collecting patient-
reported outcome measures is an important component of assessing care quality and 
performance. Patient experience information collected can reveal barriers to care, including 
systemic problems, that provision measures may otherwise not identify within clinics.  

   
The scan also highlighted a range of opportunities: 

• To accurately track impact to care, access, and patient outcomes, there must be a standard, 
comprehensive set of clinical performance measures. If adopted in tandem across levels, the 
measures should drive improvement and help monitor progress.  

• Further expansion on the existing set of measures to assess performance in contraceptive care 
may be needed. Such expansion would help better assess the range of factors uniquely related 
to contraceptive care and histories of injustices and inequality. Additionally, the need to assess 
process outcomes or intermediate measures, such as 1) whether or not the full range of 
methods was discussed/offered, and 2) provider delivery of resources on contraception options, 
should be further explored.  
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• Harmonizing existing measures and continuous capacity building will be important to sites of 
care. This includes identifying approaches to improve and streamline electronic data collection, 
extraction and measure calculation. Strengthening the robustness, automation, and linking of 
reporting systems could impact the likelihood of measurement success.  

 
When the right measures are in place to drive health care improvement, patient care and outcomes can 
and do improve. The continued development and testing of the contraceptive care performance 
measures – followed by integration into reporting systems at federal, state, regional, and local levels – 
has the potential to greatly expand contraceptive access and keep contraceptive care current with new 
innovations in health care delivery. 
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