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Abstract

Background: During October 2016 through May 2018, a learning community was convened to 

focus on policies and programs to increase access to the full range of contraceptive options for 

women of reproductive age. The Increasing Access to Contraception (IAC) Learning Community 

included 27 jurisdictions, with teams from each jurisdiction consisting of state health department 

leaders, program staff, and provider champions. At the kick-off meeting, teams from each 

jurisdiction created action plans that outlined their goals.

Methods: We contacted jurisdictions during May–June 2019, 1 year after the learning 

community ended, and invited them to complete a post-assessment of goal achievement and 

sustainment through semi-structured interviews over the telephone or via email.

Results: Follow-up information was collected from 26 jurisdictions (96%) that participated in the 

learning community. The teams from these jurisdictions had created 79 total goals. At the time of 

the learning community closing meeting in May 2018, 35 goals (44%) had been achieved. Three 

jurisdictions achieved all their goals by the close of the learning community. At the time of the 

post-assessment 1 year later, jurisdictions were sustaining efforts for 69 (87%) of the total goals. 

In every jurisdiction, work on at least one goal that originated in the learning community was 

sustained.
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Conclusions: The jurisdictions that participated in the IAC Learning Community continued 

the work of their action plan goals 1 year after the formal closure of the learning community, 

indicating sustainability of the learning community activities, beyond what jurisdictions 

accomplished during formal participation.
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Introduction

Nearly half of all pregnancies in the United States are unintended, defined as mistimed 

or unwanted pregnancies.1 The proportion of pregnancies that are unintended increases 

as the interpregnancy interval length decreases.2 Pregnancies that are spaced <18 months 

apart are associated with poor birth outcomes.3 Increasing access to the most effective 

forms of contraception is a strategy to reduce unintended pregnancies and rapid repeat 

pregnancies.4–7

Long-acting reversible contraception (LARC), which includes intrauterine devices and 

contraceptive implants, is the most effective form of reversible contraception,8 but there 

are numerous barriers to providing LARC, particularly in the immediate postpartum 

period.9,10 In 2014, in collaboration with the Centers for Disease Control and Prevention 

(CDC), the Association of State and Territorial Health Officials (ASTHO) convened the 

Immediate Postpartum LARC Learning Community.11 Six states participated in this learning 

community to share strategies and best practices in state-led immediate postpartum LARC 

protocol development and implementation. In 2015, an additional seven states joined 

the Immediate Postpartum LARC Learning Community, for a total of 13 participating 

states.12–15 Implementation science theory and methods were used consistently throughout 

the learning community to frame the discussions on statewide scale-up of immediate 

postpartum LARC.

In response to the needs of participant states and interest from non-participating states, 

in 2016 an expanded Increasing Access to Contraception (IAC) Learning Community 

was created to focus on policies and programs that increase access to the full range of 

contraceptive options.16 This learning community was convened in partnership with the 

Office of Population Affairs and the Center for Medicaid and Children’s Health Insurance 

Program Services from the Centers for Medicare and Medicaid Services. In addition to 

the 13 states that participated in the Immediate Postpartum LARC Learning Community, 

13 other states and 1 territory joined the IAC Learning Community, for a total of 27 

participating jurisdictions (Fig. 1).

The IAC Learning Community centered on nine focus areas: provider awareness 

and training; reimbursement and financial sustainability; informed consent and ethical 

considerations; logistical, stocking, and administrative barriers; consumer awareness; 

stakeholder partnerships; service locations; data, monitoring, and evaluation; and specific 

populations16 (Table 1). The jurisdictions each had a team of participants that included 

health department leaders and program staff, Medicaid leaders, provider champions and 
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clinicians, hospital administrators, and other partners. At the first meeting of the IAC 

Learning Community in October 2016, each team developed an action plan for their 

jurisdiction. These action plans outlined 2–6 goals for jurisdiction teams to accomplish 

during the learning community, with accompanying action steps. The team goals addressed 

one or more of the nine focus areas defined by the learning community.

The IAC Learning Community ended in May 2018. To better understand the sustainability 

of the learning community on jurisdictional work toward contraception access, we assessed 

whether participating jurisdictions accomplished team goals and sustained their work 1 year 

after the closure of the learning community. In this article, we describe the findings from 

this post-assessment, including the acceptability of the team goals and the barriers and 

facilitators related to goal achievement and sustainment.

Methods

We developed a short set of questions to assess goal achievement and sustainment, defined 

using Proctor’s proposed implementation outcomes.17 For each of the goals created for 

the IAC Learning Community, a jurisdictional team was asked to briefly describe: (1) the 

status of the goal at the end of the learning community (i.e., in May 2018); (2) whether 

the team did anything to increase the acceptability of the goal to stakeholders; (3) barriers 

and facilitators for goal achievement; (4) how successful the team was in sustaining efforts 

for the goal in the year since the closing of the learning community; and (5) barriers and 

facilitators for sustainability efforts.

We contacted all 27 teams that participated in the IAC Learning Community during May–

June 2019, approximately 1 year after the closing meeting and end date of the learning 

community. Four interviewers conducted 30-minute, semi-structured telephone interviews 

with 22 members of these teams. Four additional teams preferred to respond by email.

The telephone interviews were transcribed. Three reviewers coded the interview transcripts 

and email responses to the questions in Dedoose version 7.0.23 (Los Angeles, CA). All 

three reviewers coded 10 transcripts, and coding discrepancies were resolved via discussion 

to consensus. The remaining 12 interview transcripts and four emailed responses were then 

coded by one reviewer each. A preliminary coding dictionary was created based on the 

interview guide and the focus areas of the learning community. During the document review 

and coding process, additional in vivo codes were developed by using participants’ own 

words and refined through the constant comparative method.18 Coded text was reviewed, 

and emerging themes were identified.

Goals were categorized as achieved by the end of the IAC Learning Community if the 

jurisdiction’s responding team members considered the goal achieved. If goal achievement 

was not explicitly stated during the interview or email response, the planned action steps for 

that goal were reviewed. If these action steps were completed, then we considered the goal 

achieved. Goals were categorized as sustained if the jurisdiction’s responding team members 

reported the work related to the goal to be ongoing. Some goals were considered achieved in 
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May 2018 and also sustained at the time of data collection in May–June 2019, because there 

were ongoing actions associated with the completed goals.

The CDC determined that this project was non-research public health practice and did not 

require Institutional Review Board approval. This project was determined exempt by the 

University of Illinois at Chicago Institutional Review Board.

Results

Overall, post-assessment information was collected from 26 of the 27 jurisdictions (96%) 

that participated in the IAC Learning Community. In total, these 26 jurisdictions created 79 

goals for participation in the learning community. The focus area with the largest number 

of associated goals was provider awareness and training; 77% of jurisdictions (n = 20) had 

goals within this focus area.

The teams reported that by the time the learning community ended in May 2018, 35 of 

the 79 total goals (44%) had been achieved (Table 2). Three jurisdictions (11.5%) fully 

achieved all goals by the close of the learning community (data not shown). At the time of 

the post-assessment 1 year later, teams were sustaining efforts made for 87% (n = 69) of 

goals, regardless of completion status. In every jurisdiction, work on at least one goal that 

originated in the learning community was sustained.

Goal acceptability

Teams made intentional efforts to increase the acceptability of 48% of goals (n = 38) to 

stakeholders or the target audience (e.g., consumers). This was most common in goals 

related to specific populations (Table 2). Of the 38 goals that included acceptability efforts, 

97% (n = 37) were achieved or sustained. Of the 41 goals without acceptability efforts, 78% 

(n = 32) were achieved or sustained.

In many instances, teams increased the acceptability of their goals by framing them within 

the broader context of maternal and child health outcomes or making a case for the 

goal to stakeholders. Several teams hosted round-table meetings to allow stakeholders to 

share perspectives. Some teams highlighted the role of provider champions in ensuring 

that the goals would be acceptable to clinicians in their jurisdictions. Other goals were 

created specifically in response to requests in that jurisdiction, so the team considered 

them acceptable. One team summarized what they did to increase acceptability of their 

goal to address health disparities as, “[We] hosted a provider meeting including adolescent 

health, family planning, maternal and infant health, and home visiting programs. Topics 

included healthy interpersonal relationships, healthy birth outcomes, and reproductive 

justice. Our planned provider trainings include implicit bias and community engagement 

and participation.”

Barriers to goal achievement and sustainment

Teams identified several barriers to goal achievement and sustainment (Table 3). Lack 

of resources was the most consistently mentioned barrier. These resources included both 

funding and staff. Some teams noted a lack of necessary funding to complete the steps in 

DeSisto et al. Page 4

J Womens Health (Larchmt). Author manuscript; available in PMC 2023 May 30.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



their action plans, such as purchasing of LARC or training of additional providers. Several 

teams also highlighted the lack of staff and staff turnover, especially within the context of 

many competing priorities within the team members’ agencies. Some teams also found that 

when resources were limited, crucial partnering organizations chose to reprioritize their staff 

or funding elsewhere, hindering progress.

Another important barrier was difficulty framing access to contraception as a public health 

priority for leaders, often in a politically sensitive environment, requiring partnership 

to achieve goals. In some jurisdictions, complex relationships with religiously affiliated 

institutions presented challenges in goal attainment.

Further, sometimes organizations had disagreements about the priority activities and how 

success was defined. For example, in one jurisdiction, payment for inpatient LARC was 

unbundled (i.e., billing outside, billing separate, or carving out from the diagnosis-related 

group or bundled payment) from the global obstetric reimbursement for fee-for-service 

Medicaid patients, but not for managed care plan patients. This was considered a success by 

one partner, but not by another. When the organization that saw this as a success stopped 

trying to make progress toward unbundling LARC for managed care plan patients, the 

overall team’s progress was slowed.

Some teams also noted that goals were interdependent. This meant that if a barrier was 

encountered that made it challenging to achieve one goal, often the other action plan goals 

could not be achieved. For example, one team had set goals related to provider education 

and the creation of a system to monitor LARC uptake. As one team member explained, 

“I don’t think that we fully understood the scope of the work that was ahead with this 

goal. Once further immersed in the project, we identified many foundational activities that 

needed to be done first, before provider education could take place.” The team could not 

implement work related to monitoring changes in LARC uptake until foundational action 

steps and provider education were complete, increasing LARC availability and access in that 

jurisdiction.

Facilitators for goal achievement and sustainment

In general, the combination of multiple facilitators was important to state team success in 

goal achievement and sustainment, with a primary facilitator identified as the meetings and 

activities comprising learning community participation. Because the teams were composed 

of individuals from multiple agencies, team members were able to work together in new 

and unique ways. Team members often highlighted a collective commitment to the work and 

described how the regular meetings of the learning community supported completion of the 

action steps identified in the action plan. Similarly, many teams noted learning from other 

jurisdictions, especially through jurisdiction-created toolkits that were shared as part of the 

learning community, allowing teams to follow best practices in accomplishing goals. One 

team member summarized, “We used the models that were presented from other states, and 

we didn’t have to reinvent the wheel. We saw what worked there, we looked at our political 

climate…to figure out what we had to do to make that a successful program here.”
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The work of key champions in the jurisdictions was also highlighted as facilitating goal 

achievement and sustainment. In several jurisdictions, individual team members were 

acknowledged by their colleagues as having the persistence and commitment necessary 

to achieve the team’s goals and sustain the work. Many teams emphasized the crucial role 

of provider champions in their jurisdiction’s work. Further, several jurisdictions identified 

champions in high levels of government as facilitators. This leadership engagement and 

support was integral to these teams’ progress. Some of this engagement of provider 

champions and other jurisdictional leaders helped provide positive peer pressure, which 

teams identified as a facilitator. A team member summarized this by saying, “When large 

agencies like [the department of] public health…and the other hospitals buy into something 

like this…You don’t want to be left behind.”

Many teams indicated that institutionalizing the pursuit of the goals within their agencies 

helped sustain the work after the learning community ended. For example, some teams 

incorporated goals into jurisdictional Title V priorities. Some teams found that if goals were 

aligned with other priorities within their agencies, there was more momentum for the work. 

One example was a jurisdiction that had a goal of improving data measurement related to 

family planning. That jurisdiction had already been working to streamline electronic medical 

records systems, which helped the team access these data.

The teams identified funding as a key facilitator. With funds available, teams were able to 

implement action steps, such as hire consultants, pay costs associated with provider training 

and mentoring, and buy contraceptive supplies. Teams leveraged Title V funding, funding 

from private donors, state budget appropriations, and other funds to assist with completing 

action steps and then sustaining the work. Some teams also applied for specific grants to 

continue work beyond the closure of the learning community.

Another frequently referenced facilitator was the perceived strength and quality of the 

evidence in support of LARC as a safe and effective contraceptive option, and the potential 

for increased access to the full range of contraceptive options to improve health outcomes in 

the jurisdictions. As one team member explained, “Hearing about the experiences in other 

states and how effective LARC roll-outs had been in reducing unplanned and, particularly, 

teen pregnancies…every new director we get, because we’ve had so many, they maintain 

it as a priority.” In at least one jurisdiction, the team credited their success in engaging 

and training providers in the provision of LARC to summarizing the literature to address 

provider misconceptions and concerns.

Many teams noted the additive nature of the facilitators for goal achievement and 

sustainment and identified stakeholder partnerships as central to success. Partnerships 

were used to secure funding, create and provide contraceptive training for providers, and 

create and disseminate materials to increase consumer education and awareness about 

contraception. As one team member explained, “[Funding] was a huge part of the success, 

but none of that would have mattered if we didn’t have strong partnerships…We were 

able to take that investment of resources, technical assistance, funding, and make it 

successful through the partnerships. And those partnerships extended through the clinical 

and the hospitals, health centers, clinics, private practices and social service agencies we 
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worked with.” Existing partnerships were particularly useful in speeding the implementation 

process, and strong stakeholder partnerships were noted as a way to continue the work 

despite limited resources.

Discussion

Overall, at the closure of the IAC Learning Community in May 2018, 44% of jurisdiction-

created goals were achieved. At the time of our post-assessment 1 year later in May–June 

2019, teams from every jurisdiction were sustaining their efforts toward achieving the 

goals from the learning community action plans. This suggests that for jurisdictions that 

participated in the learning community, the initiatives that emerged as part of the learning 

community are sustainable beyond formal participation in the learning community.

Although sustainability is acknowledged as an implementation outcome,17 it has not 

received much attention in the literature because implementation science has primarily 

focused on the initial uptake and use of evidence-based interventions.19 Sustainability 

has also been a central challenge for time-limited activities, such as those that are only 

temporarily funded.20 We found that work begun in the learning community was being 

sustained by jurisdictions 1 year post-learning community. For half of the sustained goals, 

the continued effort was to achieve as-yet unachieved action items; for the remaining goals, 

sustaining, strengthening, and institutionalizing achieved goals was a priority.

Program or intervention sustainment is context-dependent and determined by the 

complex, dynamic interplay of multiple stakeholders, priorities, intervention or program-

specific attributes, and resources.21 The context varies by environment, organization, 

and intervention, but overarching commonalities are found in the existing literature and 

identified in this assessment: level of trust and/or evidence in the intervention, adequate 

resources, individuals who champion the intervention, leadership support of the intervention, 

and involvement and continued support by stakeholders.21–24 Many of these contextual 

pieces that are integral to sustainment were supported by the structure of the learning 

community, as the participating jurisdictional teams included champions, leaders, and 

stakeholders for work on contraception access. Future programs and activities might 

consider how to incorporate such support for sustainability at project inception.

Responsiveness to community needs is theorized to be an important component of 

successful goal implementation and sustainment.22,23 We found that a higher proportion 

of goals that included efforts focused on acceptability to stakeholders or consumers were 

achieved or sustained (97%) compared with those that did not (78%). The utility of goal 

acceptability for goal achievement and sustainment might have been more apparent if 

we had systematically captured whether goals were previously considered acceptable, in 

addition to asking whether teams did anything to improve acceptability. Acceptability can be 

considered at all stages of implementation as a way to promote adoption, penetration, and 

sustainability.17

Efforts to increase acceptability were most common for goals within the specific populations 

focus area (100%). Although the literature supports the acceptability of postpartum LARC 
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for eligible patients,25 teams worked with the providers in their jurisdictions to address 

client-centered counseling, implicit bias, and reproductive justice. This work often crossed 

several of the learning community’s focus areas.

Although none of the goals created for the learning community were primarily related 

to informed consent and ethical considerations, the teams strived to ensure that this 

focus area was still reflected in their work. Ensuring that clients receive comprehensive, 

patient-centered counseling is a key strategy for optimizing contraception use, improving 

reproductive autonomy, and reducing the potential for coercion.26–30 After a client has 

chosen a contraceptive method, ensuring they can access their method of choice is key 

for providing quality family planning services.31 There has been notable concern about 

biases associated with more frequent offering of LARC to Black or Latina women of low 

socioeconomic status32 and the way that Medicaid is more likely to reimburse for immediate 

postpartum LARC than other payors.33 Ongoing best practices to enhance health equity 

would benefit future work related to increasing contraception access in jurisdictions.

One of the challenges of measuring goal achievement was that the jurisdiction-created 

goals differed widely in scope. Some were very broad (e.g., “Address health disparities”), 

whereas others were very focused (e.g., “80% of birthing hospitals [i.e., clinicians, billers 

and pharmacists] will receive training on the immediate postpartum LARC toolkit”). During 

the post-assessment, describing goal achievement was difficult for some teams, likely due 

to unclear goal definitions and measurement. Allowing jurisdictions to create goals and 

action plans that fit specific jurisdictional contexts, resources, and objectives was important; 

however, future activities that involve the use of team-created action plans might consider 

how to measure success more precisely. This may include developing robust, well-defined 

goals coupled with implementation strategies.

The findings in this article are subject to important limitations. First, there was substantial 

turnover in team members during and after the IAC Learning Community. In one 

jurisdiction, none of the people who participated in the interview were part of the learning 

community team that developed the goals. Further, many team members had limited 

availability to participate in the post-assessment. Therefore, our findings may not reflect 

the views of all the team members who participated in the learning community. Teams’ 

assessments of goal progress may have also been affected by social desirability or recall 

biases. Finally, although we heard the perspective of 96% of jurisdictions that participated 

in the learning community, these findings may not be generalizable to the rest of the United 

States, freely associated states, or territories.

Conclusions

Goals identified by IAC Learning Community teams in their action plans were generally 

sustained by jurisdictions 1 year later. Although the learning community aided participating 

jurisdictions with technical assistance, networking opportunities, and dedicated time to focus 

on contraceptive access, the work continued in all 26 of the jurisdictions that participated 

in our post-assessment 1 year after the learning community ended. This sustainment 

of effort indicates ongoing implementation or sustainment of action items from the 
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learning community, beyond what jurisdictions accomplished during formal participation. 

In our post-assessment, we focused on the implementation outcomes of sustainability and 

acceptability. Including implementation outcomes and their measurement from the outset, 

along with implementation strategies, may help future teams creating time-bound action 

plans to identify those factors that will support not only the achievement of goals, but also 

the sustainability of efforts.
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FIG. 1. 
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Table 3.

Jurisdiction-Reported Barriers and Facilitators for Goal Achievement and Sustainment

Barriers Facilitators

Lack of resources (e.g., staff, funding) Learning community meetings and activities

Staff turnover Champions

Political concerns about contraception Leadership engagement and support

Disagreement about priorities Positive peer pressure

Inter-dependent goals Institutionalizing work within agency

Funding

Evidence strength and quality Stakeholder partnerships
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