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Abstract

Background: The Zika Contraception Access Network (Z-CAN) was designed to provide 

women in Puerto Rico who chose to delay or avoid pregnancy during the 2016–2017 Zika virus 

outbreak access to high-quality client-centered contraceptive counseling and the full range of 

reversible contractive methods on the same day and at no cost through a network of trained 

providers. We evaluated the implementation of Z-CAN from the patient perspective.

Methods: An online survey, administered to a subset of women served by the Z-CAN program 

approximately 2 weeks after their initial Z-CAN visit, assessed patient satisfaction and receipt of 

services consistent with select program strategies: receipt of high-quality client-centered 

contraceptive counseling, same-day access to the contraceptive method they were most interested 

in after counseling, and no-cost contraception.

Results: Of 3,503 respondents, 85.2% reported receiving high-quality client-centered 

contraceptive counseling. Among women interested in a contraceptive method after counseling (n 
= 3,470), most reported same-day access to that method (86.8%) and most reported receiving 
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some method of contraception at no cost (87.4%). Women who reported receiving services 

according to Z-CAN program strategies were more likely than those who did not to be very 

satisfied with services. Women who received high-quality client-centered contraceptive counseling 

and same-day access to the method they were most interested in after counseling were also more 

likely to be very satisfied with the contraceptive method received.

Conclusions: A contraception access program can be rapidly implemented with high fidelity to 

program strategies in a fast-moving and complex public health emergency setting.

From November 2015 to October 2016, Puerto Rico had the highest number of Zika virus 

infections in the United States and its territories; 61% of cases were in nonpregnant women 

(Lozier, 2016). Before the Zika virus outbreak in Puerto Rico, an estimated 138,000 of the 

715,000 women of reproductive age (15–44 years) in Puerto Rico did not desire pregnancy 

and were not using an effective (defined as sterilization, intrauterine device, contraceptive 

implant, injectable contraceptive, oral contraceptive, contraceptive patch, or contraceptive 

vaginal ring) contraceptive method (Tepper et al., 2016). Access to contraception in Puerto 

Rico was limited by reduced availability of the full range of reversible contraceptive 

methods; high out-of-pocket costs; insufficient provider reimbursement; barriers that limited 

same-day provision; lack of patient education; and a shortage of providers trained in the 

insertion, removal, and management of long-acting reversible contraception (LARC), which 

includes intrauterine devices (IUDs) and contraceptive implants (Tepper et al., 2016). 

Recognizing the importance of contraception access during the Zika virus outbreak, the 

National Foundation for the Centers for Disease Control and Prevention, with technical 

assistance from the U.S. Centers for Disease Control and Prevention and in collaboration 

with a diverse group of stakeholders and private donors, established the Zika Contraception 

Access Network (Z-CAN) in Puerto Rico (Lathrop et al., 2018). Contraception was used in 

Z-CAN as a medical countermeasure to prevent unintended pregnancy among nonsterilized 

women of reproductive age during the Zika virus outbreak to decrease Zika-related adverse 

reproductive outcomes, including microcephaly and other severe birth defects (Romero et 

al., 2018). Z-CAN met an urgent public health need in Puerto Rico by providing women 

who chose to delay or avoid pregnancy access to client-centered contraceptive counseling 

and the full range of reversible contractive methods on the same day and at no cost through a 

network of trained physicians and staff across Puerto Rico (Lathrop et al., 2018).

Given the historical context of coerced sterilization and un-ethical testing of oral 

contraceptives in Puerto Rico (Boring, Rochat, & Becerra, 1988; Briggs, 1998) and concerns 

for reproductive coercion, in particular of Latina women (Briggs, 1994; Gomez, Fuentes, & 

Allina, 2014), it was imperative to incorporate ethical considerations and safeguards into the 

Z-CAN program. The Z-CAN program offered the full range of reversible contraceptive 

methods approved by the U.S. Food and Drug Administration to ensure that women had a 

choice among all methods. The program also trained Z-CAN physicians and staff to provide 

client-centered contraceptive counseling through a shared decision making model to ensure 

that women were able to make an autonomous choice of a method that best met their 

reproductive needs. The Z-CAN program provided proctoring and mentorship to Z-CAN 

physicians and staff after training to ensure competency in delivering high-quality client-

centered contraceptive counseling (Lathrop et al., 2018). Additionally, a safety net was 
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developed to ensure access to LARC removal at no cost after the program’s end (Romero et 

al., 2018).

It is recommended that quality assurance processes (e.g., assessment of adherence to 

medical standards of care and client feedback) are routinely incorporated into contraception 

programs to prevent coercion (World Health Organization, 2017). As a part of Z-CAN’s 

quality assurance efforts, a patient survey was conducted among a subset of women served 

by the program. We summarize findings from the patient survey that assessed satisfaction 

and receipt of services according to the Z-CAN program strategies of high-quality client-

centered contraceptive counseling, same-day access to the contraceptive method the woman 

was most interested in after counseling, and receipt of no-cost contraception.

Methods

Z-CAN was developed to address gaps in contraception access and service provision in 

Puerto Rico to reduce adverse Zika-related reproductive outcomes during the outbreak. 

Nonsterilized women of reproductive age were eligible to receive Z-CAN services. A total 

of 153 physicians were trained and the Z-CAN program was implemented at 139 clinics, 

including private practices, community health centers (CHCs), academic clinics, and public 

health clinics, across all five public health regions and 69% of municipalities in Puerto Rico 

between April 2016 and September 2017 (Lathrop et al., 2018; Romero et al., 2018). The 

number of initial Z-CAN visits by month rapidly increased between August 2016 and March 

2017 (Romero et al., 2018), reflecting the program’s rapid scale up; thereafter, the number 

of initial Z-CAN visits declined each month until the program end date. In total, the program 

served more than 29,000 women.

Women aged 18 years or older participating in the Z-CAN program were invited on a rolling 

basis to complete a 10-minute self-administered online survey approximately 2 weeks after 

their initial Z-CAN visit until approximately 3,200 responses were received. The sample size 

was based on power calculations to assess contraception continuation rates at 12 months, a 

sub-sequent Z-CAN monitoring and evaluation activity planned to be linked with the patient 

satisfaction survey. Data collection for the patient satisfaction survey occurred from October 

2016 to July 2017. The survey assessed women’s perceptions of whether they received each 

of the following Z-CAN strategies: (1) high-quality client-centered contraceptive 

counseling; (2) same-day access to the contraceptive method they were most interested in 

after counseling; and (3) no-cost contraception. Perception of the quality of contraceptive 

counseling was measured using four items from the validated Interpersonal Quality of 

Family Planning Care scale (Dehlendorf, Fox, Ahrens, Gavin, & Hessler, et al., 2017a; 

Dehlendorf, Henderson, Vittinghoff, Steinauer, & Hessler, 2018a). Women were asked to 

rate their provider using a 5-point Likert scale ranging from 1 (poor) to 5 (excellent) on each 

of the following items: respecting me as a person, letting me say what mattered to me about 

my birth control method, taking my preferences about my birth control seriously, and giving 

me enough information to make the best decision about my birth control method. Receipt of 

high-quality client-centered contraceptive counseling was defined as rating every item of the 

4-item scale as excellent or very good. Same-day access to the contraceptive method women 

were most interested in after counseling was measured by asking: “After discussing 
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contraception options during your Z-CAN visit, which contraceptive method were you most 

interested in getting?” and “Did you get this method during your visit?” Women who 

reported yes to the latter question were coded as reporting receipt of same-day access to the 

method they were most interested in after counseling. Receipt of no-cost contraception was 

assessed by asking: “If you received a contraceptive method from Z-CAN, were you asked 

to pay for your method?” Women who reported no were coded as reporting receipt of no-

cost contraception; women who reported yes or “I did not receive a contraceptive method the 

same-day as my Z-CAN visit” were coded as not receiving no-cost contraception.

The survey also assessed women’s satisfaction by asking: “Overall, how satisfied are you 

with the service(s) you were given at this clinic?” and “If you received a contraceptive 

method from Z-CAN were you satisfied with the method you received?” Both satisfaction 

questions used a 3-point satisfaction scale (not at all satisfied, somewhat satisfied, and very 

satisfied). Other patient experiences were assessed, including the main reason women 

wanted to prevent pregnancy, important factors considered when choosing a contraception 

method, and among those who received a LARC device, receipt of information on where to 

go for device removal.

The survey was administered in Spanish using Survey Monkey online software. No personal 

identifying information was collected. Unique identification numbers were used to merge 

survey responses with clinical encounter data (e.g., clinic type, patient demographic 

characteristics, reproductive health history including contraceptive use before the initial Z-

CAN visit, contraceptive method provided at the visit, and, among women not receiving a 

method, the primary reason why).

Z-CAN–trained clinic staff informed women about the patient satisfaction survey at the time 

of Z-CAN enrollment and collected contact information from women who did not opt out of 

being contacted for future surveys. These women were invited to participate in the survey 

via email or text message, based on their stated preference. Women without online access 

could complete the survey by phone with a Z-CAN program staff member; one woman 

completed the survey via phone. Up to three outreach attempts were made to encourage 

participation. Respondents received a US$10 electronic gift card as a token of appreciation. 

The U.S. Centers for Disease Control and Prevention determined the patient satisfaction 

survey to be nonresearch public health practice and thus did not require institutional review 

board review.

Of the 9,834 women invited to participate, 3,503 (36%) responded. We compared baseline 

characteristics of women (collected during initial Z-CAN visits) for survey respondents with 

nonrespondents. We examined the extent to which participants reported receiving services 

consistent with select Z-CAN program strategies, overall, and by respondent characteristics. 

Receipt of high-quality client-centered contraceptive counseling was examined among all 

survey respondents (n = 3,503). Receipt of same-day access to the contraceptive method the 

woman was most interested in after counseling and receipt of no-cost contraception were 

examined among survey respondents interested in a contraceptive method after counseling 

(n = 3,470). We also examined satisfaction with services among all respondents and 

satisfaction with the contraceptive method received among those receiving a method at the 
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initial Z-CAN visit (n = 3,357). We used χ2 tests to determine differences in outcomes by 

respondent demographic and reproductive health characteristics. When examining 

contraceptive method use before the initial Z-CAN visit and the contraceptive method 

received at the initial Z-CAN visit, contraceptive methods were categorized by level of 

effectiveness based on the percentage of women who experienced an unintended pregnancy 

within the first year of typical use of each contraceptive method. Last, we examined the 

associations between receipt of services according to Z-CAN program strategies and 

satisfaction with services and satisfaction with the contraceptive method received, 

calculating prevalence ratios (PRs) and 95% confidence intervals (CIs). Potential 

confounders were also considered by examining characteristics associated with Z-CAN 

strategies and patient satisfaction, but not in the causal pathway. We used SAS-callable 

SUDAAN version 11.0.0 to conduct all analyses to account for clustering of patients within 

clinic–provider dyads.

Results

Respondents differed from nonrespondents by age, education, insurance status, clinic type, 

and level of effectiveness of the method received at the initial Z-CAN visit. Compared with 

nonrespondents, respondents overall were older (55% of respondents were age ≥25 years vs. 

52% of nonrespondents) and more educated (68% of respondents had a college degree or 

higher vs. 61% of nonrespondents), had private insurance (46% of respondents vs. 40% of 

nonrespondents), and received Z-CAN services at a private clinic (75% of respondents vs. 

71% of nonrespondents). A greater proportion received a most effective contraceptive 

method (IUD or implant) during their visit (72% of respondents vs. 66% of nonrespondents) 

(data not shown).

Among survey respondents (n = 3,503), the majority were age 18 to 24 or 25 to 34 years of 

age, had a college degree or higher, were married or in a partnered relationship, and had 

private or public insurance (Table 1). The majority of respondents received Z-CAN services 

at a private clinic and more than one-half reported at least one prior birth. When asked about 

the main reason they wanted to avoid pregnancy at the time of the survey, the most 

commonly reported responses were do not want to have a baby now, followed by cannot 

afford a baby now, and worried about the Zika virus. Before the initial Z-CAN visit, the 

majority of respondents reported either not using contraception or using a least effective 

method (condoms, withdrawal, fertility awareness-based methods, or spermicides). At the 

initial Z-CAN visit, nearly all women received a most effective (IUD or implant) or 

moderately effective (injectable, pills, patch, or ring) method. Of women receiving an IUD 

or implant (n = 2,523), the majority (78.2%) reported that they were given information on 

where to go to have their device removed (data not shown). Of women who did not receive a 

contraceptive method at the initial Z-CAN visit (n = 146), the most common reasons 

reported in the clinical encounter data by Z-CAN physicians included the woman was 

undecided or not ready to choose (32.2%), the woman may be pregnant (28.8%), and the 

desired method was out of stock (13.0%) (data not shown).

Overall, a high proportion (85.2%) of respondents reported receiving high-quality client-

centered contraceptive counseling (Table 2). Among women interested in a contraceptive 
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method after counseling (n = 3,470), most reported same-day access to that method (86.8%) 

and receipt of no-cost contraception (87.4%).

Patient perception of the quality of contraceptive counseling received differed (p < .05) by 

age and insurance status, with younger women (18–24 years of age) and those with no 

insurance reporting lower proportions of high-quality client-centered counseling (Table 2). 

Reported receipt of all three program strategies differed (p < .05) by the contraceptive 

method women were most interested in after contraceptive counseling. Specifically, women 

who reported interest in no method after counseling reported the lowest proportion of high-

quality client-centered counseling. Further, women most interested in the patch after 

contraceptive counseling reported the lowest proportion of same-day access to that method, 

and receipt of no-cost contraception was lowest for women interested in condoms only after 

counseling. Same-day access to the method the woman was most interested in after 

counseling and receipt of no-cost contraception also differed (p < .01) by clinic type. 

Reported receipt of both strategies was lowest for women receiving services at a CHC or 

public health clinic and highest for those receiving care at an academic or private clinic.

Among women interested in a contraceptive method after counseling who did not report 

same-day access to that method (n = 457), the methods women were most interested in were 

the hormonal IUD (26.0%), the implant (14.9%), and the copper IUD (11.4%) (data not 

shown). When asked what method they did receive, 42.9% reported some method (most 

commonly condoms only and pills), 9.6% (n = 44) reported no method, and the remainder 

had missing data for this survey question. Among the 44 women who reported receiving no 

method, common reasons reported by women included: I wanted to talk to my friend, 

relative, or partner first (27.3%); pregnant or may be pregnant (22.7%); and the method I 

wanted was not available (15.9%). Overall, the majority of respondents reported being very 

satisfied with the services received (88.3%) (Table 3). Satisfaction with services varied (p 
< .05) by age and level of effectiveness of the contraceptive method received at the initial Z-

CAN visit. Specifically, satisfaction with services was lowest for younger women (18–24 

years of age) and for women who received no method.

Among women who received a contraceptive method at the initial Z-CAN visit (n = 3,357), 

overall, the majority reported being very satisfied with the method received (83.2%) (Table 

3). Satisfaction with the contraceptive method received varied (p < .01) by the woman’s 

main reason to avoid pregnancy at the time of the survey and the level of effectiveness of the 

method received. Method satisfaction was greatest for women who reported being worried 

about Zika virus as their main reason to avoid a pregnancy and lowest for women who 

reported other reasons. Method satisfaction was also highest for women who received a most 

effective method at the initial visit and lowest for women who received a least effective 

method. Among women who received a least effective method (n = 88), 61.3% reported that 

they received the method they were most interested in after counseling and 33.0% did not 

receive the method they were most interested in after counseling (data not shown).

When examining the associations between receipt of services according to Z-CAN program 

strategies, satisfaction with services, and satisfaction with the contraceptive method 

received, women who reported high-quality client-centered contraceptive counseling were 
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more likely than those who did not to report being very satisfied with services (96.9% vs. 

54.5%; PR, 2.49; 95% CI, 2.23–2.77) and very satisfied with the contraceptive method 

received (90.6% vs. 54.8%; PR, 2.28; 95% CI, 2.04–2.55) (Table 4). Women who reported 

same-day access to the method they were most interested in after counseling were also more 

likely than those who did not to report being very satisfied with services (93.8% vs. 78.2%; 

PR, 1.15; 95% CI, 1.09–1.21) and very satisfied with the method received (89.2% vs. 54.8%; 

PR, 1.65; 95% CI, 1.43–1.89). Receipt of no-cost contraception was only associated with 

satisfaction with services; women who reported no-cost contraception were more likely than 

those who did not to be very satisfied with services (94.1% vs. 77.7%; PR, 1.21; 95% CI, 

1.12–1.31).

Discussion

Our findings demonstrate that the Z-CAN program was implemented with high fidelity to 

program strategies. The majority (>85%) of survey respondents reported receiving high-

quality client-centered contraceptive counseling, same-day access to the contraceptive 

method they were most interested in after counseling, and no-cost contraception. We found 

little variation by respondent characteristics, suggesting that women served by Z-CAN 

received services aligned with program strategies regardless of background characteristics. 

Patient perception of the quality of contraceptive counseling did differ by the woman’s age 

and insurance status, with younger women and those without insurance reporting lower 

levels of high-quality client-centered counseling. However, the magnitude of the differences 

was relatively small, and proportions were still high, with 8 of 10 young and uninsured 

women reporting receipt of high-quality client-centered contraceptive counseling.

Same-day access to the method the woman was most interested in after counseling and 

receipt of no-cost contraception differed by clinic type, with reported receipt of both being 

lowest for women receiving services at a CHC or public health clinic and highest for those 

receiving care at an academic or private clinic. These findings likely reflect major shifts in 

contraception service provision experienced by public sector clinics as a result of the Z-

CAN program. Although family planning is a required health service at CHCs, before Z-

CAN, there was high variability in the scope of services offered and many patients were 

referred to other clinics for care. Although all Z-CAN physicians and clinic staff were 

trained and proctored to provide services according to Z-CAN program strategies, public 

sector clinics may have experienced greater issues consistently integrating select program 

strategies into their clinic workflow. Receipt of each program strategy also varied by the 

contraceptive method women were most interested in after contraceptive counseling. Women 

who reported interest in no method after counseling reported the lowest proportion of high-

quality client-centered counseling. Women less pleased with the client centeredness of their 

counseling experience may have been more hesitant to initiate a contraceptive method. 

Another study has found that the quality of interpersonal care influences contraceptive use 

and that patient-centered communication (i.e., communication that emphasizes treating 

patients as individuals, including being responsive to their needs and preferences) facilitates 

women finding a method aligned with their preferences (Dehlendorf et al., 2016). Same-day 

access to the method the woman was most interested in after counseling was lowest for 

women most interested in the patch and copper IUD. Program challenges securing and 
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keeping large quantities of these methods stocked likely explain such findings. Despite 

variability, however, same-day access to the patch and copper IUD remained high (>85%).

High levels of patient satisfaction were also reported. Because the program strategies were 

incorporated into Z-CAN to ensure high-quality services, it is not surprising that women 

who received services aligned with the program strategies were more likely than those who 

did not to be very satisfied with Z-CAN services. Women who received high-quality client-

centered contraceptive counseling and same-day access to the method they were most 

interested in after counseling were also more likely to be very satisfied with their 

contraceptive method. Another study has also found that shared decision making during 

contraceptive counseling increases the likelihood of patient satisfaction with their 

contraceptive method, compared with counseling interactions that are provider driven 

(Dehlendorf, Grumbach, Schmittdiel, & Steinauer, 2017b).

Although the Z-CAN program was designed to offer contraception to women who chose to 

prevent pregnancy during the Zika virus outbreak, we found a desire for family planning 

beyond the public health threat of the Zika virus. When asked to report the primary reason 

they chose to avoid pregnancy to better understand their motivations to accessing 

contraception, nearly one-half of respondents reported that they do not want to have a baby 

now and nearly one-quarter reported that they cannot afford a baby now; fewer reported that 

they were worried about Zika virus. These findings are consistent with qualitative data 

collected from women and men of reproductive age in Puerto Rico during the early phase of 

Z-CAN to inform the development of a health communication strategy. Those data found 

that women reported the economic crisis in Puerto Rico as a primary reason to prevent 

pregnancy and that Zika virus was a less considered factor when couples discussed 

pregnancy prevention (August et al., 2020). Other investigators have acknowledged how the 

Zika virus epidemic in Puerto Rico exposed failures in socioeconomic policies and 

protections of sexual and reproductive health rights in Puerto Rico (Rodriguez-Diaz, 

Garriga-Lopez, Malave-Rivera, & Vargas-Molina, 2017). Although the Zika virus epidemic 

in Puerto Rico put a spotlight on the role of contraception as a primary prevention strategy to 

decrease the number of unintended pregnancies affected by Zika virus infection and 

provided support for the development of a contraception access program, sustaining 

contraception access services beyond the threat of the Zika virus may address the ongoing 

reproductive health needs of women and families in Puerto Rico.

Although our analysis showed that the majority of women who received a LARC reported 

receiving information about how to access removal services, approximately 2 out of 10 did 

not report receiving such information, highlighting the importance of continued 

communication efforts to facilitate women accessing no-cost LARC removal once ready to 

have their device removed. Z-CAN was developed as a removal inclusive program. Women 

enrolled in Z-CAN should have received information at their initial visit that no-cost 

removal for a LARC device was included as part of the program. A safety net was 

established that will operate through 2027 to ensure that women who participated in Z-CAN 

and chose a LARC method have access to no-cost LARC removal. The safety net included 

bundled LARC insertion and removal reimbursement at the time of insertion to cover future 

removal costs and ongoing communication efforts (e.g., website with Z-CAN clinic locator, 
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hotline, email, Facebook page) to assist women with finding a Z-CAN provider for no-cost 

LARC removal (Romero et al., 2018).

Importantly, receipt of high-quality client-centered contraceptive counseling, our measure to 

ensure patients’ experiences and preferences were prioritized during family planning care 

over providers’ experiences and preferences, did not differ by the type of clinic where 

women received services (i.e., CHC, private clinic, academic clinic, or public health clinic). 

The Z-CAN program established reimbursement for participating Z-CAN physicians, which 

covered client-centered contraceptive counseling; provision of contraceptive methods; and, 

for LARC methods, IUD and implant insertion and removal. The reimbursement amount 

varied and was highest for physicians inserting LARC methods. Although federally funded 

CHC clinics providing Z-CAN services received the full range of contraceptive methods at 

no cost to the clinic or patients, physicians providing services at CHC clinics did not receive 

a Z-CAN reimbursement for their services. Because of this, we were concerned that women 

served by providers in non-CHC clinics may have felt pressured into choosing a LARC 

method and, as a result, would be less satisfied with their experience compared with women 

served by CHC providers. In our sample, it was reassuring that there were no differences in 

satisfaction or patient perception of the client centeredness of contraceptive counseling 

received by clinic type.

Our assessment has many strengths. Women served by the Z-CAN program were invited to 

participate in the satisfaction survey outside of the clinical encounter to decrease the 

potential for social desirability error. We also selected patient-centered outcomes to 

emphasize the importance of women’s reproductive autonomy (Dehlendorf, Reed, et al., 

2018b) and used a validated measure (Dehlendorf, Henderson, et al., 2018a) to assess patient 

perception of the interpersonal quality of care received.

Our findings are also subject to limitations. Our response rate was low (36%), and 

respondents differed from nonrespondents (and program participants overall) by several 

characteristics associated with differences in self-reported receipt of one or more program 

strategies. As such, we may have overestimated the proportions of women who reported 

satisfaction and receiving services consistent with program strategies. Although we used a 

validated scale to assess the perception of the quality of contraceptive counseling received as 

part of the Z-CAN program, and the scale has been validated in both English and Spanish 

(Dehlendorf, Fox, et al., 2017a), we did not test the cultural appropriateness of the scale 

among women in Puerto Rico before its use. However, we did work closely with in-country 

partners with ethnography experience who reviewed our survey instrument before 

implementation to ensure relevance and appropriate translations for the Puerto Rican 

context. Our measurement of no-cost contraception, based on patient self-report, may also 

be subject to misclassification error because women may have confused a valid charge for an 

unrelated service with a charge for contraception. When examining the associations between 

receipt of services according to Z-CAN program strategies and patient satisfaction, unknown 

confounders may influence results. Last, it has been suggested that patient satisfaction 

surveys, in general, overstate the quality of health services (Dunsch, Evans, Macis, & Wang, 

2018).

Zapata et al. Page 9

Womens Health Issues. Author manuscript; available in PMC 2020 July 20.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Implications for Practice and/or Policy

The Z-CAN program increased the capacity of the health care system in Puerto Rico to 

provide contraception services by establishing an extensive network of providers across the 

island trained in providing evidence-based and high-quality care. The program was 

developed with an emphasis on patient-centered care to ensure that women were able to 

make autonomous choices that best met their reproductive health needs. Given the potential 

for reproductive coercion, it was particularly important to conduct quality assurance 

monitoring. Quality assurance monitoring is ideally an integral part of all programs, but is 

particularly important for new programs, those that serve potentially vulnerable populations, 

and those implemented in a fast-moving and complex public health emergency setting. 

Although there might be a myriad of competing priorities when rapidly designing a program 

(e.g., in the case of Z-CAN, rapid capacity building among providers, designing supply 

chain systems, procuring necessary materials quickly, developing communication strategies 

to create demand for new services), quality assurance is important to ensure program 

implementation as intended and to adjust program aspects as needed.

Conclusions

The Z-CAN program was designed to increase access to contraception for women in Puerto 

Rico who chose to prevent pregnancy during the Zika virus outbreak and served more than 

29,000 women in 13 months. A survey conducted in a subset of patients suggests the 

program was implemented with high fidelity to program strategies, which included high-

quality client-centered contraceptive counseling, same-day access to the contraceptive 

method women were most interested in receiving after counseling, and no-cost 

contraception. Women receiving services according to these strategies were more likely to 

be very satisfied with services, and women receiving high-quality client-centered 

contraceptive counseling and same-day access to the method they were most interested in 

after counseling were more likely to be very satisfied with the contraceptive method 

received. Findings demonstrate that a contraception program can be rapidly implemented 

with high fidelity to program strategies in a fast-moving and complex public health 

emergency setting.
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Table 1

Demographic and Reproductive Health Characteristics of Respondents to a Patient Satisfaction Survey about 

the Z-CAN Program (N = 3,503)

Characteristic n %

Age (years)

 18–24 1,592 45.5

 25–34 1,435 41.0

 ≥35 476 13.6

Highest level of education

 ≤12 years 1,095 31.3

 College degree 1,969 56.2

 Graduate degree 404 11.5

Relationship status

 Single 1,378 39.3

 Married or partnered 2,092 59.7

Insurance status

 Private 1,593 45.5

 Public 1,645 47.0

 None 197 5.6

Type of clinic where Z-CAN services were received

 Community health center 620 17.7

 Private 2,634 75.2

 Academic 198 5.7

 Public health 51 1.5

Parity

 0 1,454 41.5

 ≥1 2,010 57.4

Main reason want to avoid pregnancy now

 Cannot afford to have a baby now 819 23.4

 Do not want to have a baby now 1,669 47.6

 Worried about Zika virus 587 16.8

 Other 320 9.1

Level of effectiveness of contraceptive method used before initial Z-CAN visit*

 Most 139 4.0

 Moderately 921 26.3

 Least 1,063 30.4

 None 1,354 38.7

Level of effectiveness of contraceptive method received at initial Z-CAN visit
†

 Most 2,523 72.0

 Moderately 746 21.3

 Least 88 2.5

 No method received 146 4.2

Womens Health Issues. Author manuscript; available in PMC 2020 July 20.
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Abbreviation: Z-CAN, Zika Contraception Access Network.

Percentages may not sum to 100 owing to rounding and/or missing data.

*
Most effective contraceptive methods included intrauterine devices, implants, and partner sterilization. Moderately effective contraceptive 

methods included injectables, pills, patch, ring, and diaphragm. Least effective contraceptive methods included male and female condoms, 
withdrawal, sponge, fertility awareness-based methods, and spermicides.

†
Most effective contraceptive methods included intrauterine devices and implants. Moderately effective contraceptive methods included injectables, 

pills, patch, and ring. Least effective contraceptive methods included condoms only.
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