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Abstract

Objectives: Depression is common during pregnancy and the year following childbirth (the
perinatal period). This study assessed the association of depressive symptoms and contraception
decisions in perinatal individuals.

Study Design: We conducted a secondary analysis using data from the PRogram in Support of
Moms (PRISM) study, a cluster randomized controlled trial of active interventions which aimed
to address perinatal depression. This analysis included 191 individuals aged 18-45 who screened
positive for depression on the Edinburgh Postnatal Depression Scale (EPDS, score =10) during
pregnancy or up to 3-months postpartum. We assessed contraception intent and method choice
at 1-3 months postpartum. At 5-7 months postpartum, we assessed contraceptive method used
and EPDS depression scores. We used logistic regressions to examine the relationship between
depression and contraceptive use/method.
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Results: At 1-3 months postpartum, the majority of participants (76.4%) expressed an intention
to use contraception. Of those, over half (53.4%) indicated a preference for higher effectiveness
contraception methods. Participants with persistent depression symptoms (positive EPDS) at 5-7
months were significantly less likely to report using higher effectiveness contraceptive methods
(aOR=0.28, 95% CI=0.11-0.70) compared to those without. Among participants with persistent
depressive symptoms, 21.1% reported using a contraception method of lower effectiveness than
had originally intended.

Conclusion: Perinatal individuals with persistent depressive symptoms at 5-7 months
postpartum reported greater use of less-effective contraception methods than originally planned.

Implications: We found associations between perinatal depression and use of less effective
contraception use. Provider discussions regarding contraception planning is important, particularly
in those with perinatal depression symptoms.
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Introduction

Mental health conditions are a common complication of pregnancy and the year following
childbirth (the perinatal period) and the leading cause of maternal mortality in the US [1].
Perinatal depression affects one in five individuals, and left untreated, can incur societal
costs of over 14 billion dollars annually [2]. The perinatal period is characterized by
frequent interactions with the healthcare system and presents opportunities to address
mental health and contraception use as key components of comprehensive perinatal care
[3-6]. As such, comprehensive and culturally responsive perinatal care should include
discussions about patients’ postpartum reproductive planning goals (e.g. consideration
around contraception and intent to optimize inter-pregnancy intervals) [7].

Conflicting evidence has emerged on the association between depressive symptoms and the
use of less effective contraception methods, contraception non-use, and reliance on less
effective methods among reproductive-aged individuals [8]. Inconsistencies in the existing
literature pose challenges in understanding the relationship between postpartum depression
and contraception use, potentially affecting the development of an evidence base that can
inform clinical practice. The association between sustained depressive symptoms over an
extended postpartum period and contraception use among perinatal individuals also remains
limited, and to our knowledge no studies have examined differences in intended use and
actual use of contraceptive methods among perinatal individuals with depressive symptoms
[8]. These insights can be particularly valuable as contraceptive choice and decision-making
are inherently tied to social, cultural, and psychological factors, and differences between
intent and use may illustrate broader inequities [9].

This study aims to further explore relationships between perinatal depression and
contraception intent, choice, and actual use in the postpartum period. In individuals with
depressive symptoms at study recruitment, we assessed whether depressive symptoms were
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associated with contraception intent and if the persistence of depressive symptoms was
associated with changes in self-reported postpartum contraception use. As a secondary
objective, we examined differences in contraception method choice between reported
contraception intent and actual use.

2. Material and Methods

2.1 Data source and participants

This was a secondary analysis of a cluster randomized controlled trial (Clinical Trials #:
NCT02760004), conducted between October 2015 and March 2022. The trial evaluated two
interventions for perinatal depression in 10 obstetric practices across Massachusetts. The
first intervention was the Massachusetts Child Psychiatry Access Program (MCPAP) for
Momes, a state-wide, population-based program. The second was the PRogram In Support
of Moms (PRISM) which included MCPAP for Moms services along with practice-level
intervention and implementation support. Both intervention groups were associated with
reduction in perinatal depression symptoms from baseline to 11-13 months postpartum for
participants, with no statistically significant differences in depression symptomatology or
treatment initiation (manuscript under review). Complete study methods have been detailed
elsewhere [10]; relevant procedures are included here.

Eligible participants were English-fluent, aged 18-45, screened positive for depression
symptoms (Edinburgh Postnatal Depression Scale [EPDS], score =10, details below) [10,
11], and either pregnant or up to three months postpartum [10, 11]. Exclusion criteria
included a positive score on the Parents, Partner, Past, and Present Plus active substance use
screen [12], or a positive screen for bipolar disorder on the Mood Disorder Questionnaire
[13].

Participants were recruited for initial assessment if they had a positive EPDS screen at one
of three timepoints: 0-24 and 32—40 weeks gestational age or 1-3 months postpartum,
Follow-up interviews occurred at five to seven months postpartum and 11-13 months
postpartum. Interview questionnaires consisted of structured assessments regarding obstetric
and psychiatric care, validated screening instruments (including the EPDS for depression),
and demographic questions [10].

Data from both intervention arms were pooled and examined cross-sectionally for this
secondary analysis.

The study was approved by UMass Chan Medical School Institutional Review Board and all
participants provided informed consent.

2.2 Measures of depression symptomatology

Perinatal depression symptoms were assessed with the EPDS, a 10-item screening
questionnaire validated in pregnant and postpartum individuals [11]. All participants initially
screened positive for depressive symptoms at recruitment. EPDS scores were collected at all
study timepoints and categorized as a binary variable: positive (EPDS score =10) or negative
(EPDS score <10) [10, 11]. For this analysis, we examined EPDS scores at 1-3 months
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postpartum and at 5-7 months postpartum (Table 1); participants with a positive EPDS score
at 5-7 months were considered to have persistent depressive symptoms.

2.3 Measures of contraception intent and use

As part of the assessment of obstetric care, participants were asked about contraception
plans. We queried /intended use of contraception at 1-3 months postpartum and actual use
of contraception at 5-7 months postpartum (Table 1). Only participants with complete data
on both intended contraception use at 1-3 months and reported actual contraception use at
5-7 months were included (Table 1). We excluded 121 (39%) participants of the initially
enrolled primary study population, due to missing data either at 1-3 months or 5-7 months
for the present analysis. Intended and actual contraception use was operationalized as binary
variables (yes/no). For participants who intended or reported to use contraception, their
method was ascertained and categorized into tiers based on the World Health Organization
(WHO) Model of Tiered Contraception Effectiveness [14]. These categories range from
most to least effective (Table 2). Abstinence was also included as a possible contraception
option in the PRISM interviews.

2.4 Covariates

Baseline demographic variables, considered time-invariant for analysis, were examined,

and included: age, race, ethnicity, marital status, annual income, education level, insurance
coverage, and intervention arm in the RCT (categorized in Table 3). Clinical variables,
including gravidity, parity, pregnancy planning, and number of prenatal visits, were collected
at 1-3 months. Current sexual activity and breastfeeding status were collected at both
postpartum interviews.

2.5 Statistical Analyses

Associations of: (1) EPDS score and intended contraception use (both collected at 1

3 months) and (2) EPDS score, and actual contraception use (both collected at 5-7

months) were examined using chi-square and logistic regression models. Regression models
examined associations of depressive symptoms (positive EPDS score) and any contraception
use (yes/no), and contraception method use (more effective methods/less effective). Models

were adjusted for aforementioned covariates.

Differences in intended contraception use at 1-3 months versus reported use at 5-7 months
were analyzed using paired t-tests. Results were examined both overall and by EPDS score
at 5-7 months.

Sensitivity analyses were conducted with and without abstinence as a contraception method,
as abstinence is not included in the WHO contraception tiers. Concordance in reporting
sexual activity and use of abstinence as primary contraceptive method were also examined.

Analyses were conducted using STATA 14.2.
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3. Results

A total of 191 participants were included in this analysis. Table 3 displays participant
demographics, categorized by a positive or negative EPDS score at 5-7 months;
characteristics stratified by EPDS score at 1-3 months were similar. More than one-third

of participants continued to have depressive symptoms at 5-7 months (positive EPDS score,
EPDS=10). The majority of the study population identified as White (69%), non-Hispanic/
Latina (71%), and married or living with a partner (65.5%). Demographics were similar

in participants regardless of having a positive or negative EPDS score; an exception was
current sexual activity, where individuals with a positive EPDS score at 5-7 months were
significantly less likely to report being sexually active than those with EPDS<10 (64.9% vs.
81.2%, p=0.01).

3.1 Associations of positive EPDS score (=10) with intended contraception use (both
measured at postpartum 1-3 months)

At 1-3 months, most participants (76.4%) reported that they intended to use contraception,
with more than half (53.4%) saying they intended to use higher effectiveness contraception
methods postpartum, regardless of presence of depression symptoms.

Compared to those that had a negative EPDS score at 1-3 months, participants that had a
positive EPDS screen reported decreased intent for contraception use (70.5% EPDS=10 vs.
80.5% EPDS<10, p=0.11, Table 4a) and had lower odds of intended contraception use in
adjusted models (adjusted odds ratio [aOR]=0.76, 95% confidence interval [CI]: 0.34-1.74,
Table 4b), although these results were not statistically significant.

3.2 Associations of positive EPDS score with actual contraception use (both measured at
5-7 months)

At 5-7 months, most participants (81.7%) reported that they were using contraception.

More participants that screened negative on the EPDS reported using higher effectiveness
contraception (58.9%) than those that screened positive (40.5%, p=0.041). Compared to
those that had a negative EPDS score at 5-7 months, participants that screened positive

had a lower odds of reported contraception use in adjusted models (adjusted odds ratio
[aOR]=0.44, 95% confidence interval [CI]: 0.18-1.09, Table 4b), although these results were
not statistically significant.

In adjusted multinomial models, individuals with a positive EPDS score were significantly
less likely to report use of a higher effectiveness contraceptive method over lower
effectiveness contraceptive methods (aOR=0.28, 95% CI: 0.11-0.70, Table 4b) than those
who screened negative.

3.3 Differences between intended contraception use at 1-3 months versus actual
contraception use at 5-7 months

Overall, participants had a non-statistically significant increase in actual contraception use at
5-7 months than their previously reported intended use at 1-3 months, regardless of EPDS
score (Table 5). However, participants with a positive EPDS score at 5-7 months had a
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significant decrease in reported use of higher effectiveness contraception methods and an
increased use of lower effectiveness methods (percent change=21.1, p=0.003) compared to
their intended use.

4.4 Sensitivity analyses

All analyses were run with and without abstinence included as a method of contraception.
Results did not differ significantly whether abstinence was included (Tables 4 and 5) or
analyzed separately (latter not shown). Of participants who reported using abstinence as
their primary contraceptive method, 83.3% also reported no current sexual activity and
responses did not differ significantly based on EPDS screening outcome.

4. Discussion

This study examined the association between perinatal depression symptoms and postpartum
contraception intent, choice, and actual use. In our sample of perinatal individuals with
sustained depressive symptoms at five to seven months postpartum, we observed that
participants were more likely to report use of less effective contraceptive methods, compared
to those without sustained depressive symptoms. Furthermore, they reported significantly
higher use of these methods than initially planned.

Our findings align with prior research in non-perinatal populations, indicating an association
between depressive symptoms and non-use or less effective contraceptive methods [15-18].
This association likely arises from a combination of patient-level factors, such as decreased
sexual activity in individuals with depression, as seen in our sample, and system-level
factors, like barriers to accessing contraception. These are important areas of future research.

An interesting finding in our work was that over one-fifth of individuals with sustained
depression symptoms used less effective methods than previously reported intended
contraception plans. The reasons for these changes are unknown and warrant further
investigation. Additionally, our results highlight that these differences from intended plans
as well as the resumption of sexual activity can extend well beyond the typical postpartum
care period (four to 12 weeks). While initiating early and ongoing conversations between
patients and providers in the postpartum period may support reproductive goals and ongoing
mental health concerns [7, 15, 19-21]. potential challenges due to social issues like
insurance coverage may impact feasibility. Literature indicates that being insured is strongly
associated with more effective contraceptive use [22]. As such, Medicaid’s extension of
postpartum coverage to 12-months in 19 states [23] holds promise for addressing the mental
health and contraceptive needs of this population and merits future study.

Our study adds to the evidence demonstrating an association between depressive symptoms
and contraceptive choice. It extends our understanding to a unique phase in the lives of
childbearing individuals, enhancing the generalizability of existing data. Our findings help
underscore the pivotal role of obstetricians in postpartum mental health care and emphasize
the significance of supporting reproductive autonomy and family planning goals, regardless
of mental health status.
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Similarly, mental health professionals caring for childbearing age individuals can play a
crucial role in addressing family planning goals and facilitating such care. Based on our
findings, individuals that may wish to avoid pregnancy with sustained depressive symptoms
are less likely to use more effective contraception. Given the Dobbs v. Jackson ruling, which
may force women in some states to carry unplanned pregnancies to term and is associated
with negative maternal and child outcomes [24, 25], psychiatric providers can and should
ensure access to contraception in individuals who desire it. Expanding their scope of practice
to include contraceptive care can help promote better outcomes for perinatal individuals and
their children.

It is important to acknowledge that these results lack an in-depth understanding of

why participants chose particular contraception methods and how this relates to their
preferences, access, and/or other decision-making factors. Concerns about directive or
coercive contraception counseling, particularly around long acting reversible contraception,
remain relevant, especially for historically marginalized populations [26]. Professionals
caring for postpartum individuals should prioritize offering services aligned with their
family planning aspirations. Future research should strive to better understand the intricate
relationship between perinatal depression, contraception choices, and patient decision-
making. This will help to ensure that individuals choose the best contraception method

for themselves, and that providers take a patient-centered approach and respect patient
autonomy when helping them [27].

A strength of this study was that it included participants from across Massachusetts,
mirroring state demographics [28]. However, given the disproportionate degree to which
perinatal depression affects underrepresented and marginalized populations, future research
should focus on oversampling these populations. This includes those with higher rates

of mental health comorbidities, lower income, education levels, comorbid substance use,
and limited English proficiency [18]. Our analysis examining differences in intended and
actual use beyond the standard postpartum follow up period may also point to areas where
providers can enhance patient self-efficacy, capacity and promote resources to support
reproductive goals.

Several limitations are noted. This study has potential for selection bias, particularly as

this was a secondary analysis of a larger parent study, and all participants had a positive
EPDS score at baseline. Intended contraception use was retrospectively queried and subject
to recall bias. Our smaller size raises the possibility that our observed outcomes could be
due to chance or missed opportunities to find significant relationships in the data. Lastly,

the generalizability of our findings may be limited, as this study enrolled individuals who
screened positive for depression (EPDS>10), and thus may be applicable to a specific subset
of perinatal individuals.

Finally, our analyses are grounded in the underlying assumption that, of those who planned
or reported use of contraception, prevention of pregnancy was universally desired within
our sample. However, contraceptive intent is dynamic in nature and many individuals face
compounded obstacles to accessing contraception. Contraception use can also be influenced
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by a range of factors and cultural practices including barriers due to side effects. Together,
these factors influence both the intent and the practical use of contraceptives.

Our study demonstrates a relationship between perinatal depressive symptoms and
contraception method choice, with persistent symptoms associated with reported use of less
effective methods. Both obstetric and mental health professionals stand poised to address the
complex interplay between mental health and proactive family planning.

This work was supported by the Centers for Disease Control and Prevention [grant Number: U01DP006093], the
UMass Chan Center for Clinical and Translational Science TL1 Training Program [grant numbers: UL1TR001453,
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program [grant number: T32GM135701], UMass Chan Transdisciplinary Training in Cardiovascular Research
pre-doctoral fellowship program [grant number: 2T32HL120823] and the UMass Chan Medical School Medical
Scientist Training Program funded by the National Institute of General Medical Sciences [grant number:
T32GM107000].

References

[1]. Trost SL, Beauregard JL, Smoots AN, Ko JY, Haight SC, Moore Simas TA, et al. Preventing
pregnancy-related mental health deaths: insights from 14 US Maternal Mortality Review
Committees, 2008-17: Study examines maternal mortality and mental health. Health Aff 2021
Oct 1;40(10):1551-9. 10.1377/hlthaff.2021.00615.

[2]. Luca DL, Margiotta C, Staatz C, Garlow E, Christensen A, Zivin K. Financial toll of untreated
perinatal mood and anxiety disorders among 2017 births in the United States. Am J Public
Health. 2020 Jun;110(6):888-896. 10.2105/ajph.2020.305619. [PubMed: 32298167]

[3]. American College of Obstetricians and Gynecologists. ACOG Committee Opinion No. 757:
screening for perinatal depression. American College of Obstetricians and Gynecologists. 2018
Nov;132(5):e208-12. 10.1097/a0g.0000000000002927.

[4]. Curry SJ, Krist AH, Owens DK, Barry MJ, Caughey AB, Davidson KW, et al. Interventions
to prevent perinatal depression: US Preventive Services Task Force recommendation statement.
JAMA 2019 Feb 12;321(6):580-7. 10.1001/jama.2019.0007. [PubMed: 30747971]

[5]. Kendig S, Keats JP, Hoffman MC, Kay LB, Miller ES, Moore Simas TA, et al. Consensus bundle
on maternal mental health: perinatal depression and anxiety. J Obstet Gynecol Neonatal Nurs
2017 Mar 1;46(2):272-81. 10.1016/j.jogn.2017.01.001.

[6]. Trost SL, Beauregard J, Chandra G, Njie F, Berry J, Harvey A, et al. Pregnancy-related deaths:
data from Maternal Mortality Review Committees in 36 US states, 2017-2019 [Internet]. Atlanta,
GA: Centers for Disease Control and Prevention, US Department of Health and Human Services;
2022 [cited 2023 March 23]. Available from: https://www.cdc.gov/reproductivehealth/maternal-
mortality/erase-mm/data-mmrc.html.

[7]. Lawley ME, Haddad L, Burley K, Farr SL. Use of contraception among US women
reporting postpartum depressive symptoms, pregnancy risk assessment monitoring system 2009—
2011. Contraception. 2018 Jan 1;97(1):29-33. 10.1016/j.contraception.2017.09.009. [PubMed:
28958839]

[8]. Ti A, Curtis KM. Postpartum hormonal contraception use and incidence of postpartum
depression: a systematic review. Eur J Contracept Reprod Health Care. 2019 Apr;24(2):109-116.
10.1080/13625187.2019.1569610. [PubMed: 30920314]

[9]. Faisal-Cury A, Menezes PR, Huang H. The relationship between perinatal psychiatric disorders
and contraception use among postpartum women. Contraception. 2013 Oct 1;88(4):498-502.
10.1016/j.contraception.2013.02.003. [PubMed: 23507171]

[10]. Moore Simas TA, Brenckle L, Sankaran P, Masters GA, Person S, Weinreb L, et al. The
Program In Support of Moms (PRISM): study protocol for a cluster randomized controlled trial

Contraception. Author manuscript; available in PMC 2025 July 01.


https://www.cdc.gov/reproductivehealth/maternal-mortality/erase-mm/data-mmrc.html
https://www.cdc.gov/reproductivehealth/maternal-mortality/erase-mm/data-mmrc.html

1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Masters et al.

[11].

[12].

[13].

[14].

[15].

[16].

[17].

[18].

[19].

[20].

[21].

[22].

[23].

[24].

[25].

[26].

Page 9

of two active interventions addressing perinatal depression in obstetric settings. BMC Pregnancy
Childbirth. 2019 Dec;19(1):1-3. 10.1186/512884-019-2387-3. [PubMed: 30606156]

Cox JL, Holden JM, Sagovsky R. Detection of postnatal depression: development of the 10-
item Edinburgh Postnatal Depression Scale. Br J Psychiatry. 1987 Jun;150(6):782-6. 10.1192/
bjp.150.6.782. [PubMed: 3651732]

Chasnoff 1J, McGourty RF, Bailey GW, Hutchins E, Lightfoot SO, Pawson LL, et al. The 4P’s
Plus screen for substance use in pregnancy: clinical application and outcomes. Am J Perinatol
2005 Jun;25(6):368-74 10.1038/sj.jp.7211266.

Hirschfeld RM, Holzer C, Calabrese JR, Weissman M, Reed M, Davies M, et al. Validity

of the mood disorder questionnaire: a general population study. Am J Psychiatry. 2003 Jan
1;160(1):178-80. 10.1176/appi.ajp.160.1.178. [PubMed: 12505821]

Stanback J, Steiner M, Dorflinger L, Solo J, Cates W. WHO tiered-effectiveness counseling

is rights-based family planning. Glob J Health Sci 2015 Sep 10;3(3):352—-7. 10.9745/ghsp-
d-15-00096.

Farr SL, Curtis KM, Robbins CL, Zapata LB, Dietz PM. Use of contraception among

US women with frequent mental distress. Contraception. 2011 Feb 1;83(2):127-33 10.1016/
j.contraception.2010.07.005. [PubMed: 21237337]

Berenson AB, Breitkopf CR, Wu ZH. Reproductive correlates of depressive symptoms
among low-income minority women. Obstet Gynecol 2003 Dec 1;102(6):1310-7. 10.1016/
j.obstetgynecol.2003.08.012. [PubMed: 14662220]

Garbers S, Correa N, Tobier N, Blust S, Chiasson MA. Association between symptoms of
depression and contraceptive method choices among low-income women at urban reproductive
health centers. Matern Child Health J 2010 Jan;14:102-9 10.1007/s10995-008-0437-y. [PubMed:
19067135]

Hall KS, Steinberg JR, Cwiak CA, Allen RH, Marcus SM. Contraception and mental health:

a commentary on the evidence and principles for practice. Am J Obstet Gynecol 2015 Jun
1;212(6):740-6. 10.1016/j.aj0g.2014.12.010. [PubMed: 25511241]

Herd P, Higgins J, Sicinski K, Merkurieva I. The implications of unintended pregnancies

for mental health in later life. Am J Public Health. 2016 Mar;106(3):421-9 10.2105/
ajph.2015.302973. [PubMed: 26691118]

Bahk J, Yun SC, Kim YM, Khang YH. Impact of unintended pregnancy on maternal mental
health: a causal analysis using follow up data of the Panel Study on Korean Children (PSKC).
BMC Pregnancy Childbirth. 2015 Dec;15(1):1-2. 10.1186/s12884-015-0505-4. [PubMed:
25591791]

Zapata LB, Murtaza S, Whiteman MK, Jamieson DJ, Robbins CL, Marchbanks PA, et al.
Contraceptive counseling and postpartum contraceptive use. Am J Obstet Gynecol 2015 Feb
1;212(2):171-e1. 10.1016/j.ajog.2014.07.059.

Kavanaugh ML, Douglas-Hall A, Finn SM. Health insurance coverage and contraceptive use at
the state level: findings from the 2017 Behavioral Risk Factor Surveillance System. Contracept
2019 Nov 15;2:100014. 10.1016/j.conx.2019.100014.

U.S Department of Health and Human Services [Internet]. HHS approves 12-month extension
of postpartum coverage in Connecticut, Massachusetts, and Kansas [updated 2022 July 26;
cited 2023 March 23]. 2022. Available from: https://www.hhs.gov/about/news/2022/07/26/hhs-
approves-12-month-extension-postpartum-coverage-connecticut-massachusetts-kansas.html.
Biggs MA, Brown K, Foster DG. Perceived abortion stigma and psychological well-being over
five years after receiving or being denied an abortion. PloS One. 2020 Jan 29;15(1):e0226417.
10.1371/journal.pone.0226417. [PubMed: 31995559]

Foster DG, Biggs MA, Ralph L, Gerdts C, Roberts S, Glymour MM. Socioeconomic outcomes
of women who receive and women who are denied wanted abortions in the United States. Am J
Public Health. 2022 Sep;112(9):1290-6. 10.2105/ajph.2017.304247r. [PubMed: 35969820]
Gold RB. Guarding against coercion while ensuring access: a delicate balance

[Internet]. Guttmacher Policy Review; 2014 [cited 2023 March 23]. Available from: https://
www.guttmacher.org/sites/default/files/article_files/gpr170308.pdf.

Contraception. Author manuscript; available in PMC 2025 July 01.


https://www.hhs.gov/about/news/2022/07/26/hhs-approves-12-month-extension-postpartum-coverage-connecticut-massachusetts-kansas.html
https://www.hhs.gov/about/news/2022/07/26/hhs-approves-12-month-extension-postpartum-coverage-connecticut-massachusetts-kansas.html
https://www.guttmacher.org/sites/default/files/article_files/gpr170308.pdf
https://www.guttmacher.org/sites/default/files/article_files/gpr170308.pdf

1duosnuepy Joyiny 1duosnuely Joyiny 1duosnuey Joyiny

1duosnue Joyiny

Masters et al.

Page 10

[27]. Cadena DS, Chaudhri A, Scott C. Contraceptive care using reproductive justice principles:
beyond access. Am J Public Health. 2022 Jun;112(S5):5S494-9. 10.2105/ajph.2022.306915.
[PubMed: 35767782]

[28]. United States Census Bureau. QuickFacts: Massachusetts [Internet]. US Census Bureau;

2022 [cited 2023 March 23]. Available from: https://www.census.gov/quickfacts/fact/table/MA/
PST045222.

Contraception. Author manuscript; available in PMC 2025 July 01.


https://www.census.gov/quickfacts/fact/table/MA/PST045222
https://www.census.gov/quickfacts/fact/table/MA/PST045222

1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuen Joyiny

Masters et al. Page 11

Table 1.
Timepoints and relevant measurements for this secondary analysis of perinatal
individuals in Massachusetts.

Analysis includes a subset of patients recruited to the PRogram In Support of Moms (PRISM) randomized
controlled trial, conducted from 2015-2022 (n=212).

Timepoint
Measurement
Initial enrollment®  1-3 months postpartum  5-7 months postpartum
Edinburgh Postpartum Depression Scale X X X
Contraception intent (yes/no, methodology) X
Reported actual contraception use (yes/no, methodology) X

alnitial enrollment occurred with first positive Edinburgh Postpartum Depression Scale (EPDS) screen (where a positive EPDS score was 210),

be it at 0-24 weeks gestational age in pregnancy, 32-40 weeks gestational age, or 1-3 months postpartum (postpartum timepoint one). Most of

this sample (n=191, 90%) were recruited prior to 1-3 months postpartum, however, initial enroliment and the 1-3 month postpartum follow-up
timepoint overlapped for some participants (n=21). For the overarching PRISM study, follow-up also includes a 11-13 month postpartum interview
that is not included in this analysis.
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Table 2.
Contraception effectiveness categories

used for this secondary analysis of perinatal individuals in Massachusetts, recruited to the PRogram In Support
of Moms (PRISM) randomized controlled trial, conducted from 2015-2022 (n=212).

Effectiveness Examples
Tier 1 (most effective) Contraception implant, intrauterine device (IUD), female/male sterilization
Higher effectiveness methods Contraception injection, lactational amenorrhea method (exclusive
Tier 2 (moderately effective) breastfeeding), birth control pill, contraceptive patch, contraceptive vaginal
ring

Male/female condoms, diaphragms, fertility awareness methods (i.e., natural

Tier 3 (less effective) family planning)

Lower effectiveness methods
Tier 4 (least effective) Withdrawal, spermicides

Effectiveness levels adapted from the World Health Organization Model of Tiered Contraception Effectiveness
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Demographic data

Table 3.

Moms (PRISM) randomized controlled trial, conducted from 2015-2022 (n=191).

Characteristic

Total (n, %)

Age (mean, SD)b

Race (n, %)b
Black/African American
White
Asian

Other/More than one race
Hispanic ethnicity (n, %)b
Marital Status (n,%)b

Never married

Divorced/widowed/separated

Married/living with partner

Annual Income (n, %)b
Less than $20,000
$20,000 - 859,999
$60,000 - $99,999
More than $100,000

Education level (n, %)b
Less than HS
HS/GED
Some college/Associate’s
Bachelor’s Degree

Master’s/Doctoral Degree

Insurance status (n, %)b
Private insurance
Medicaid/ MassHealth
Military/Other

None
Gravidity (mean, SD)b
Parity (mean, SD)b
Planned pregnancy (n, %)/7
# Prenatal visits (mean, SD)¢
Currently sexually active (n, %)d

Currently breastfeeding (n, %)d

Intervention Arm (n.%)

Overall
191 (100)
31.2(5.8)

25 (14.6)
118 (69.0)
10 (5.9)
18 (10.5)
55 (29.0)

47 (24.6)
19 (10.0)
125 (65.5)

31(18.0)
62 (36.1)
40 (23.3)
39 (22.7)

5 (2.6)

40 (21.1)
64 (33.7)
34 (17.9)
47 (24.7)

94 (49.2)
93 (48.7)
3(L6)
1(0.5)
3.4 (L9)
1.3(1.2)
96 (50.3)
6.2 (3.6)
143 (74.9)

100 (56.5)

Positive EPDS screen (210)2
74 (38.7)
31.8(6.2)

8 (12.5)
50 (78.1)
3(4.7)
3(4.7)
25 (34.3)

22 (29.7)
10 (13.5)
42 (56.8)

13 (19.1)
25 (36.8)
14 (20.6)
16 (23.5)

2(27)

17 (23.3)
24 (32.9)
13 (17.8)
17 (23.3)

37 (50.0)
37 (50.0)
0
0

3.7(22)
1.3(1.2)
35 (47.3)
6.5 (4.2)
48 (64.9)

35 (51.5)

Negative EPDS screen (<10)&
117 (61.3)
30.8 (5.6)

17 (15.9)
68 (63.6)
7(6.5)

15 (14.0)
30 (25.6)

25 (21.4)
9(7.7)
83 (70.9)

18 (17.3)
37 (35.6)
26 (25.0)
23(22.1)

3(2.6)

23(19.7)
40 (34.2)
21 (18.0)
30 (25.6)

57 (48.7)
56 (47.9)
3(2.6)

1(0.9)

3.2(16)
1.3(1.2)
61 (52.1)
6.1(3.1)
95 (81.2)

65 (59.6)

Contraception. Author manuscript; available in PMC 2025 July 01.

p-value

0.26

0.17

0.20

0.12

0.93

0.98

0.46

0.14
0.72
0.52
0.52
0.01

0.29
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Characteristic Overall  positive EPDS screen (=10)2  Negative EPDS screen (<10)2  p-value
MCPAP for Moms 100 (52.4) 39 (52.7) 61 (52.1) -
PRISM 91 (47.6)  35(47.3) 56 (47.9) '

EPDS = Edinburgh Postpartum Depression Scale. Total percentages may not sum to 100.0% because of rounding

aEPDS measured at 5-7 months postpartum, results did not significantly differ when stratified by EPDS measured at 1-3 months postpartum
bCharacteristic collected during baseline interview

ECharacteristic collected at the 1-3 months postpartum interview

dCharacteristic collected at all postpartum interviews (1-3 months, 5-7 months, 11-13 months).
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Table 4a.
Associations of intended contraception use and actual contraception use and depression

Scores.

Data from a secondary analysis of perinatal individuals in Massachusetts, recruited to the Program IN Support
of Moms (PRISM) randomized controlled trial, conducted from 2015-2022 (n =191)

Intended use Actual Use
1-3 months postpartum 5-7 months postpartum
Positive Negative Positive Negative
Overall EPDSscreen  EPDSscreen  p-value Overall EPDS screen EPDS screen  p-value
(210) (<10) (210) (<10)
ny method (n, % . . . . . . . .
A hod (n, %) 146 (76.4) 55 (70.5) 91 (80.5) 011 156 (8L7) 56 (75.7) 100 (85.5) 0.08
% )MOS‘ effective (" 65 (356) 27 (34.6) 41 (36.3) 081  59(30.9) 20(27.0) 39 (33.3) 0.36
Moderatel
effective (n, 3}0 ) 34(17.8) 11 (14.1) 23 (20.4) 0.16  40(20.9) 10 (13.5) 30 (25.6) 0.045
Higher
effectiveness(n, %) 102 (53.4) 38 (48.7) 64 (56.7) 0.84  99(51.8) 30 (40.5) 69 (58.9) 0.041
% )Less effecive (" 57 (141)  11(14.0) 16 (14.2) 092  40(209) 19(25.7) 21 (18.0) 0.24
0% )'-eas‘ effective(, 1 g5y o 1(0.9) 041 631  3(41) 3(2.6) 0.57
Lower
effectiveness(n. %) 28 (14.6) 11 (14.2) 17 (15.1) 0.84 46 (24.0) 22 (29.8) 24 (20.6) 0.041
Abstinence 12 (6.3) 5 (6.4) 7(6.2) 0.86 11(5.8) 4(5.4) 7 (6.0) 0.51

EPDS = Edinburgh Postpartum Depression Scale. EPDS associated with 1-3 months postpartum timepoint also measured at 1-3 months
postpartum; EPDS associated with 5-7 months postpartum timepoint also measured at 5-7 months postpartum. Results are in sample size,

with percentage in parentheses. Summation of columns may not add up to exact total of “any method” as participants may have declined to

report method type. Contraception method categories include the following: most effective (contraception implant, intrauterine device (IUD),
female/male sterilization); moderately effective (contraception injection, lactational amenorrhea method (exclusive breastfeeding), birth control pill,
contraceptive patch, contraceptive vaginal ring); less effective (male/female condoms, diaphragms, fertility awareness methods (i.e., natural family
planning); least effective (withdrawal, spermicides). Most and more effective and less and least effective groups were collapsed for simplicity and
to increase cell sizes. Table also created with abstinence analyzed separately (not included in “Any method”); results are similar and not statistically
significantly different.
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Table 4b.
Associations of positive EPDS with intended and actual contraception use.

EPDS score at 1-3 months postpartum associated with intended contraception use at 1-3 months postpartum;
EPDS score at 5-7 months postpartum associated with actual contraception use at 5-7 months postpartum.
Data from a secondary analysis of perinatal individuals in Massachusetts, recruited to the PRogram In Support
of Moms (PRISM) randomized controlled trial, conducted from 2015-2022 (n=191).

Intended use Actual Use
1-3 months postpartum  5-7 months postpartum
aOR 95% ClI aOR 95% ClI
ﬁzsf?f;gt;gzt(r);cgzi}g,\ﬁi?DS and use of any contraception method 076 034-1.74 0.44 0.18 — 1.09
Age (continuous) 0.95 0.88-1.03 0.99 0.91-1.07
PRISM Intervention arm (ref = MCPAP) 1.20 0.52-2.76 0.73 0.30-1.82
Non-white race (ref = white) 0.62 0.25-1.50 0.42 0.16-1.13
Hispanic ethnicity (ref = non-Hispanic) 0.83 0.28-2.51 1.73 0.54 -5.58
Unmarried (ref = married) 1.35 0.48-3.83 1.83 0.61-5.52
Less than college education (ref =college) 143 0.57 - 3.60 0.73 0.24-2.20
Public insurance (ref =private) 1.69 0.62 -4.62 0.92 0.33-2.56
Currently sexually active (ref =no) 0.70 0.29-1.70 1.16 0.43-3.12
Currently breastfeeding (ref =no) 0.96 0.36 — 2.60 1.88 0.77-4.58
Association of positive EPDS and use of more effective contraception method
category 1.04 0.35-3.08 0.28 0.11-0.70
(ref: less effective contraception types)
Age (continuous) 0.98 0.89-1.09 0.96 0.87-1.05
PRISM Intervention arm (ref = MCFPAP) 0.38 0.13-1.15 0.98 0.39-2.49
Non-white race (ref = white) 1.88 0.50-6.99 1.09 0.36 -3.28
Hispanic ethnicity (ref = non-Hispanic) 1.16 0.24-5.69 0.84 0.25-2.79
Unmarried (ref = married) 10.48 1.84-59.70 2.79 0.85-9.14
Less than college education (ref =college) 3.56 1.04-12.20 1.30 0.48 -3.53
Public insurance (ref =private) 1.75 0.50-6.10 3.39 1.11-10.32
Currently sexually active (ref =no) 2.06 0.60-7.11 1.53 0.43-5.35
Currently breastfeeding (ref =no) 411 1.03-16.39 1.19 0.47-3.01

Logistic regression models were used to estimate adjusted odds ratios (aOR) and 95% confidence intervals (95% CI) of the effects of depression
on contraception use. Association of positive EPDS and any method of contraception (yes/no) was run as a logistic regression, with negative
EPDS being the reference. Association of positive EPDS and contraceptive method type (more effective type vs less effective type) was run

as a logistic regression, with less effective methods being the reference group. Contraception method categories include the following: most
effective (contraception implant, intrauterine device (IUD), female/male sterilization); moderately effective (contraception injection, lactational
amenorrhea method (exclusive breastfeeding), birth control pill, contraceptive patch, contraceptive vaginal ring); less effective (male/female
condoms, diaphragms, fertility awareness methods (i.e., natural family planning); least effective (withdrawal, spermicides). Most and more
effective and less and least effective groups were collapsed for regressions for simplicity and to increase cell sizes. All adjusted models included
covariates listed in Table 3; some were collapsed into binary categories, given small cell sizes. This included: race (white, non-white); insurance
(public, private), marital status (married, unmarried), income (<100,000, =100,000), education (less than college, college educated or higher).
Models also created with abstinence analyzed separately; results were similar and not statistically significantly different.
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Table 5.
Difference between intended contraception use (measured at 1-3 months postpartum) and

actual contraception use (measured at 5-7 months postpartum), categorized by
Edinburgh Postnatal Depression Scale (EPDS) score at 5-7 months postpartum.

Data from a secondary analysis of perinatal individuals in Massachusetts, recruited to the PRogram In Support
of Moms (PRISM) randomized controlled trial, conducted from 2015-2022 (n=191).

Contraception Use ((r)]\;ell‘;lI; Positive(anE:I;%S (=10) Negati\(/ﬁzElli%S (<10)
Use of any contraception method? +5.2% +2.7% +6.8%
Higher effectiveness methods - 8.8% ™" -21.19% " -2.6%
Lower effectiveness methods +8.8% +21.19% " +2.6%

Measured as the difference between intended use (%) and reported use (%) using paired t-tests. Least effective contraception types were not
included in models, given their minimal overall utilization. Negative percentage values indicate that there is less use than planned, while positive
percentage values indicated more use than planned. Contraception method categories include the following: most effective (contraception implant,
intrauterine device (IUD), female/male sterilization); moderately effective (contraception injection, lactational amenorrhea method (exclusive
breastfeeding), birth control pill, contraceptive patch, contraceptive vaginal ring); less effective (male/female condoms, diaphragms, fertility
awareness methods (i.e., natural family planning); least effective (withdrawal, spermicides). Most and more effective and less and least effective
groups were collapsed for regressions for simplicity and to increase cell sizes. Table also created with abstinence analyzed separately (not included
in “Any method”); results are similar and not statistically significantly different.

p<0.05

Hok

p<0.01
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