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Abstract

Background—AImost half of women having an abortion in the United States have had a prior
procedure, highlighting a failure to provide adequate preventive care. Provision of intrauterine
devices and implants, which have high upfront costs, can be uniquely challenging in the abortion
care setting.

Objective—We conducted a study of a clinic-wide training intervention on long-acting reversible
contraception and examined the effect of the intervention and contraceptive insurance coverage
and funding policies on use of long-acting contraceptives post-abortion.

Study Designh—This sub-analysis of a cluster, randomized trial examines data from the 648
abortion patients recruited from 17 reproductive health centers across the United States. The trial
followed participants aged 18-25 who did not desire pregnancy for a year. We measured the effect
of the intervention, health insurance, and funding policies on contraceptive outcomes, including
intrauterine device and implant counseling and selection at the abortion visit, using logistic
regression with generalized estimating equations for clustering. We used survival analysis to
model actual initiation of these methods over one year.

Results—Women obtaining abortion care at intervention sites were more likely to report
intrauterine device and implant counseling (70% vs. 41%, aOR, 3.83; 95% ClI, 2.37-6.19) as well
as selection of these methods (36% vs. 21%, aOR, 2.11; 95% CI, 1.39-3.21). However, actual
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initiation of methods was similar between study arms (22/100 woman-years each, aHR, 0.88; 95%
Cl, 0.51-1.51). Health insurance and funding policies were important for initiation of intrauterine
devices and implants. Compared to uninsured women, those with public health insurance had far
higher initiation (aHR, 2.18; 95% ClI, 1.31-3.62). Women at sites that provide state Medicaid
enrollees abortion coverage also had higher initiation (aHR, 1.73; 95% CI, 1.04-2.88), as did those
at sites with state mandates for private health insurance to cover contraception (aHR, 1.80; 95%
Cl, 1.06-3.07). Few of the women with private insurance used it to pay for the abortion (28%), but
those who did initiated long-acting contraceptive methods at almost twice the rate as women who
paid for it themselves or with donated funds (aHR private, 1.94; 95% Cl, 1.10-3.43).

Conclusions—The clinic-wide training increased long-acting reversible contraceptive
counseling and selection, but did not change initiation for abortion patients. Long-acting method
use post-abortion was strongly associated with funding. Restrictions on coverage of abortion and
contraceptives in abortion settings prevent initiation of desired long-acting methods.

Keywords
abortion policy; insurance; long-acting reversible contraception; post-abortion contraception

INTRODUCTION

Almost half of United States (US) women having an abortion have had a prior procedure,
highlighting a failure to provide adequate preventive care.l As is the case for all women
wanting to prevent pregnancy, abortion patients stand to benefit from receiving information
and access to a range of Food and Drug Administration (FDA)-approved contraceptives,
including long-acting reversible contraceptives (LARC). Intrauterine devices (IUDs) and the
subdermal implant are the most effective reversible contraceptives? and safe to initiate on the
day of an aspiration abortion.3 4 LARC use is low in the US compared to other developed
countries,” at about 7% of reproductive-aged women,® which may contribute to the high
unintended pregnancy rate.’

Providing LARC methods in the abortion care setting has particular challenges. Although
very cost-effective over time,® @ LARC methods have high upfront costs. They can be
unaffordable for women without health insurance, or when devices or insertion fees are not
fully covered.19: 11 There are also financial barriers to offering contraception during an
abortion visit in some settings, including strict regulations regarding Title X funding or
prohibitions against using state family planning funds.12: 13 Some abortion facilities face
difficulties billing insurance for contraceptive services, given poorly defined coverage or
need for pre-authorization.1* Others face obstacles with LARC counseling, stocking, and
placement, given resource shortages.12

Although about two-thirds of US Obstetrician-Gynecologists agree that IUDs can be placed
immediately post-abortion, only 27% of those who offer abortions provide post-abortion
IUDs.15 In order for LARC methods to be offered post-abortion, provider knowledge about
the methods and patient eligibility and clinical training are required.1* Lack of training can
contribute to lower provision,15: 16 as can patient misconceptions about 1UD and implant
safety and use post-abortion.17: 18
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This analysis examines post-abortion contraceptive care with data from a large cluster
randomized trial with Planned Parenthood health centers across the US. The trial evaluated
the impact of a clinic-wide provider training about ITUDs and implants on women’s access to
the methods and unintended pregnancy.1® Primary analyses indicated that the intervention
reduced pregnancy rates among women in family planning care by almost half, but, in the
abortion care setting, high pregnancy rates persisted over the following year.1® This sub-
analysis assesses the role of health insurance and funding policies in access to post-abortion
LARC. Understanding coverage factors that impede contraceptive uptake can help identify
policy changes and interventions needed to support women’s reproductive health.

MATERIALS AND METHODS

Study Design and Procedures

We conducted a cluster randomized trial of 40 Planned Parenthood health centers, serving
diverse, low-income women. Study details are described elsewhere.1® Briefly, eligible clinics
had <20% LARC use; patient volume of 2400 annually; no ongoing LARC interventions or
special funding programs; and no shared staff with other study clinics. The study randomly
allocated clinics to receive LARC training (intervention, N=20) or provide standard of care
(control, N=20), and concealed allocation until study initiation. Of the 40 participating sites,
23 recruited clients seeking general reproductive health services, while the other 17 recruited
women having abortions. This sub-analysis uses data from the participants at the 17 sites
providing abortion care, located in a range of states (CA, CO, CT, FL, ID, MN, NC, OH, PA,
WA).

Staff at intervention clinics participated in a continuing medical education-accredited
training session. The training emphasized updated LARC evidence, eligibility, counseling
and provision skills, including same-day insertion where possible.3 The training included
patient-centered counseling skills such as open-ended questions; reproductive life planning;
ethical issues specific to LARC, including removal when desired; and incorporation of the
World Health Organization tiered contraceptive effectiveness chart.2%: 21 Clinicians received
hands-on 1UD training with models, and we facilitated implant trainings with the
manufacturer. All sites maintained usual costs for contraceptives.

After the training at intervention sites, we recruited a cohort of women from all study clinics
between May 2011 and March 2012 and followed participants for one year. Eligible women
were 18-25 years old, sexually active, not desiring pregnancy within a year, and receiving
contraceptive counseling. Women at the 17 abortion care sites were eligible to enroll on the
day of an aspiration abortion or when initiating mifepristone medication abortion. After
providing informed consent and completing the enrollment visit, participants filled out a
self-administered questionnaire covering sociodemographics, pregnancy attitudes,
contraceptive history, and methods discussed and selected at the visit. Providers completed a
visit summary documenting abortion type, gestational age, and sources of payment for
abortion.

Participants underwent phone or online follow-up questionnaires quarterly for one year,
receiving $20 remuneration for each questionnaire. Investigators conducted medical record
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reviews at year-end. Clinic managers at each site completed surveys at baseline and study
completion regarding clinic abortion and contraceptive care practices. The University of
California, San Francisco’s Committee on Human Research and the Allendale
Investigational Review Board approved the study.

Outcomes—We assessed three outcomes to capture women’s access to LARC. To measure
LARC counseling, we used a question on the baseline participant survey as to whether a
counselor, nurse, or doctor had discussed the IUD or implant during the abortion visit. We
asked participants which method of birth control they decided to use at the visit or in the last
week, if any, and created a dichotomous variable for selecting to use a LARC method.
Finally, we assessed actual initiation of a LARC method over one year using follow-up
surveys and medical records to document IUD and implant insertions. We also used five
questions about LARC effectiveness and traits to create a knowledge scale (range 0-5,
a=0.68).

Patient funding—nParticipants reported their health insurance type (public [Medicaid,
other state program], private, no insurance, don’t know). The visit summary indicated
payment sources for the abortion (state Medicaid, private insurance, self or donated funds).

Funding policies—Guttmacher Institute data were used to indicate whether the clinic was
in a state with the following policies: State Medicaid covers abortion care; Abortion
facilities can receive state family planning funds; Medicaid family planning expansion
program exists; and Private health insurance is mandated to cover contraceptives.13 Policy
data aligned with dates of participant contact. We also examined data from the clinic
manager survey on whether the site provided immediate post-aspiration abortion LARC.
Finally, to address the possibility that policy associations with LARC outcomes were not
merely due to social climate around contraception and abortion at the site, we assessed two
funding variables that we hypothesized would not be associated with LARC use. We
included a measure of whether the site provided reduced-cost contraceptive care through the
Title X family planning program, which is strictly regulated in the abortion setting, from the
manager survey. We used Guttmacher Institute data to indicate whether the site was in a state
with a mandated waiting period prior to abortion.13

Clinic intervention and control variables—All analytic models included study arm
(intervention, control). We included control variables selected a priori as associated with
LARC counseling and use, including age (in years); self-reported race/ethnicity (white,
black, Hispanic, or other); parity (nulliparous, parous) and LARC/hormonal contraceptive
use in the three months prior to enrollment. We also assessed abortion type (aspiration,
medication) and attitudes about pregnancy within a year (very unhappy/unhappy, happy/very

happy).

The analysis population included participants enrolled into the trial from sites providing
abortion care (N=17, n=648). Intent-to-treat analyses were conducted, and the outcomes
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assessor (CHR) was blinded to study arm. We assessed differences in participant
characteristics by arm using regression with generalized estimated equations (GEE) to
account for clustering, with robust standard errors. The model link depended on the measure
of the characteristic; e.g., a logit link was used for dichotomously coded characteristics.

To estimate the effect of the training intervention on LARC counseling and selection, we
used logistic regression with GEE. We repeated analyses including health insurance and
control variables. For LARC initiation, we used life table analysis to estimate rates and Cox
proportional hazards models with shared frailty for clustering to estimate time to LARC
insertion. Women contributed observation time to the analysis until they initiated LARC,
became pregnant, or exited the study. Initiation analysis excluded one participant who had an
implant prior to the abortion. We estimated Schoenfeld residuals to check proportionality
assumptions.

We individually introduced each funding variable into models for each LARC outcome. We
fit a separate model for each variable due to correlation between them. We assessed
interactions between funding policy and intervention to determine whether the effect of the
provider training on participant LARC outcome differed by policy environment.

To estimate the increase in the proportion of women selecting LARC that would have been
able to initiate it if, hypothetically, funding policies were universal, we used a population
intervention model approach to calculate the causal attributable risk.22 23 This approach
produced a marginal, causal effect estimate of what LARC use would be in a counterfactual
population with the same covariate structure as the study population.

Analyses were conducted with Stata 14 (College Station, TX), with multiple imputation for
missing data (<1% for any variable).

In total, 648 women (intervention n=322, control n=326) enrolled in the study from eight
intervention and nine control clinics providing abortion care (Figure 1). Participants were on
average 21.6 years old (Table 1). Thirty-six percent had public insurance, 35% private, and
27% were uninsured. Twenty-seven percent used state Medicaid to pay for the abortion and
only 12% used private health insurance. The majority (62%) thus paid for the abortion
procedure themselves or with donated funds. Characteristics did not differ by study arm
other than the proportion having medication abortions (intervention 16% vs. control 36%).
No funding policy variables differed by study arm. About three-quarters of both intervention
and control clinics offered LARC initiation on the day of an aspiration abortion.

Women at intervention clinics were far more likely than women at control clinics to report
that contraceptive counseling included the IUD or implant (70% vs. 41%, OR, 3.32; 95% ClI,
2.11-5.23). Knowledge about LARC methods was also higher among intervention
participants (mean score 2.6 vs 2.0 on 0-5 scale, beta=0.58, 95% CI, 0.23-0.93). Similarly,
women at intervention sites were twice as likely to select a LARC method post-abortion
(36% vs. 21%, OR, 2.04; 95% Cl, 1.29-3.24). Most women selecting LARC were “very
sure” (80%) or “sure” (12%) that they would use the method for a year. All women selecting
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LARC reported making the decision either themselves (89%) or together with the provider
(11%). However, actual initiation of LARC within the year was no different between arms
(22/100 PY each, HR, 0.96; 95% ClI, 0.53-1.74), with only 51% of women selecting LARC
overall ever having one placed. Intervention effects were similar in multivariable models: the
training was associated with increased LARC counseling and selection, but it did not affect
actual initiation post-abortion (Figure 2).

Patient health insurance was important for LARC selection and use (Table 2 & Figure 3).
Compared to women with no health insurance, women with public insurance had higher
LARC selection and initiation (aHR for initiation, 2.18; 95% CI, 1.31-3.62). Having private
insurance, however, was not significant. Notably, low proportions of insured women used
insurance to pay for their abortions: among women with public insurance, 58% used it to
pay for the abortion. Among women with private insurance, 28% used their coverage.
Women who used public or private insurance to pay for the abortion initiated LARC at about
twice the rates as women who paid out-of-pocket or with donated funds (aHR public, 2.29;
95% Cl, 1.44-3.61; aHR private, 1.94; 95% CI, 1.10-3.43).

Funding policies were important for LARC selection and use (Table 2). Participants
receiving care from clinics in states that provide Medicaid enrollees coverage for abortion
had higher LARC initiation (aHR, 1.73; 95% ClI, 1.04-2.88). In addition, women receiving
care from clinics in states with a mandate for private insurance to cover contraceptives had
higher LARC initiation (aHR, 1.80; 95% CI, 1.06-3.07). Women at sites providing same-day
LARC - a practice facilitated by available funding — had twice the initiation rate as those at
sites not providing this service (aHR, 2.07; 95% CI, 1.04-4.13).

As hypothesized, Title X funding and mandatory abortion waiting periods were not
associated with LARC outcomes (aHR, 0.88; 95% CI, 0.52-1.51; aHR, 0.73; 95% ClI,
0.41-1.30, respectively). Interactions between the intervention and funding policies did not
reach statistical significance; however, the provider training intervention resulted in greater
initiation at sites where funding policies were not in place (data not shown).

Causal attributable risk analyses estimated that the percent of women selecting LARC at the
abortion visit who would be able to actually use it would be approximately 24% higher with
universal Medicaid coverage of abortion care, 24% higher with private health insurance
mandates, and 17% higher with universal Medicaid family planning expansion. For instance,
if Medicaid covered abortion at all sites, an estimated 64% of women selecting a LARC
method might have used one (vs 51% in the study).

COMMENT

In this cluster randomized trial, a clinic-wide training to improve provider LARC knowledge
and skills greatly increased counseling and doubled the selection of LARC among abortion
patients. Increases in selection, however, did not translate into LARC initiation post-
abortion. Analyses from all 40 study sites—including both family planning and abortion
care settings—found significantly higher LARC use at intervention clinics.24 The current
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study indicates distinct barriers to LARC initiation exist in the abortion care setting, despite
women’s interest in LARC methods.

Prior non-randomized studies evaluating LARC interventions in the abortion setting have
had positive results. A multifaceted intervention at eight California Planned Parenthood
clinics, including staff training, immediate post-abortion insertion, and simplified screening,
documented four-fold increases in LARC use; most patients, however, had public insurance
covering both contraception and abortion.2> Another intervention providing LARC
information to clinic staff and free supplies in a New Zealand clinic found a six-fold increase
in LARC use.2® A randomized intervention trial of same-day post-abortion implant insertion
in the United Kingdom found higher implant use; again, contraceptives were free.2’

Our results build on these findings by showing in a randomized trial that improving provider
LARC knowledge and skills alone, without addressing high upfront costs and coverage
issues, is not sufficient to achieve access to LARC methods post-abortion. Our prospective
data also confirm findings from qualitative research: barriers prevent abortion patients
interested in LARC methods from obtaining them.12: 14

Having health insurance to defray out-of-pocket costs for LARC or an abortion procedure
was important. Uninsured women initiated LARC at less than half the rate of women with
public insurance. Most women with private insurance paid for their abortion out-of-pocket
or with donated funds, as in prior studies, and overall, having private health insurance had no
effect on LARC use.28: 29 Notably, the minority of women who actually used their private
insurance to pay for the abortion initiated LARC at over double the rate as women who paid
for it themselves. Out-of-pocket payment for abortion, with a median cost of $470,%0 likely
hindered women’s ability to pay for LARC simultaneously. In addition, research has found
that the higher the out-of-pocket costs of LARC for women with private health insurance,
the lower the use.1%: 11 Not all abortion providers are included in private insurance networks
or accept private health insurance, but those who do are more likely to offer IUDs and
implants.31

This study was conducted prior to the implementation of Affordable Care Act (ACA)
provisions requiring most private health insurance plans to cover FDA-approved
contraceptives without out-of-pocket costs.32 Whether these ACA provisions will result in
improved LARC access post-abortion remains to be seen, given the limited use of private
health insurance we observed. Participants receiving abortion care at sites where private
insurance plans are mandated to cover contraception were significantly more likely to use
LARC,; this suggests that such provisions might have a benefit for some privately-insured
women. Conversely, some women seek abortions from providers outside of approved
networks and are unable to use their insurance for abortion or contraceptive care at the visit.
With increased state-level abortion restrictions and fewer providers, women will likely travel
further distances to receive care,33 potentially increasing out-of-network care.

Contraceptive coverage makes it easier for clinics to provide LARC on the same day as an
aspiration abortion, a practice associated with double the rate of LARC initiation in this
study. Multiple studies have shown higher uptake and lower pregnancy when same-day
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service is provided,34-36 in large part because many women do not return for an additional
visit.34 35 Efforts to improve insurance coverage and removing bans on use of insurance — in
addition to addressing reimbursement challenges!? 31 — may facilitate LARC access for
abortion patients. Notably, the effects of patient funding and policies held across study arms,
suggesting the cost of LARC to patients remains critical at all levels of provider knowledge
and training.

Facilities may use Title X funds to support contraceptive counseling and provision but not
abortion services, and they must document strict separation between these services. Given
the importance of funding for LARC initiation, this required separation is likely to limit the
potential of Title X funding to impact effective contraceptive use. In this study, presence or
absence of Title X funding at the site had no impact on LARC initiation among abortion
clients.

Strengths and Limitations

Conclusion

This study has limitations. The sample size of 648 women across 17 sites may have been too
small to detect differences by funding policies. The number of health facilities providing
abortion care was limited, so any individual site could have had a relatively large impact on
results. Although our funding policy measures described the laws in effect at study sites, we
were unable to capture the nuances in how health facilities actually implemented these laws.
We were also unable to account fully for clinic-level confounding: sites with policies
supporting contraceptive and abortion access likely differ from those with less supportive
policies in ways that could affect patient LARC use (i.e. progressive or conservative). Our
examination of policies we did not expect to be associated with LARC, mandated abortion
waiting periods and Title X funding, bolsters the validity of findings; if these policies had
been associated with LARC use, it might have suggested that policy associations with
LARC use were attributable to the sociopolitical environment around reproductive health.
Nevertheless, social environment likely remained a contributing factor. Our patient insurance
measure did not assess plan details, including method coverage or limitations on use,
precluding examination of how specific of coverage affected LARC use. The study took
place in Planned Parenthood clinics, specialized reproductive health facilities where post-

abortion LARC practices may differ from those of other facilities, limiting generalizability.
12

This is the first randomized trial to assess the effects of a provider LARC training
intervention in US abortion care settings. The inclusion of a randomized control group
represents an improvement over prior intervention evaluations. Sites comprised diverse
geographic and policy contexts. In this study, we were able to tease apart the effects of
provider training and cost in the abortion care environment. Our use of longitudinal data
from both questionnaires and medical records likely reduced biases associated with
misreporting of contraceptive outcomes and attrition.

Adequate health insurance coverage of contraception and state policies to support
contraception are critical to contraceptive access in the abortion care setting. For uninsured
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women, accompanying efforts to cover contraceptive costs post-abortion, such as expanding
the scope of use of donated funds that currently cover abortion care, may be needed to
improve contraceptive access. The recent introduction of a low-cost IUD may be especially
important for contraceptive provision post-abortion.3” These results suggest that policies and
coverage of contraceptives as well as the abortion procedure would give women who select
high-efficacy methods the greatest ability to actually initiate them.
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Condensation

Initiation of 1TUDs and implants in the abortion care setting is challenging and depends
largely on patients’ health insurance and state funding policies.
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Intervention
8 clinics recruited

abortion patients

Control
9 clinics recruited
abortion patients

1

1

447 Patients assessed for
eligibility

400 Patients assessed for
eligibility

125 Patients excluded

| m| 26 Did not meet inclusion criteria
85 Declined to be fully screened
14 Eligible, declined to participate

74 Patients excluded
e | 7 Did not meet inclusion criteria
60 Declined to be fully screened

7 Eligible, declined to participate

Y
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Figure 1. Participant flow chart for abortion care settings
Figure 1 presents selection and participation of abortion care sites and study participants in

the study.
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Figure 2. Long-acting reversible contr aception outcomes for abortion care settings, by arm

LARC counseling LARC selection

LARC initiation

Rate per 100 PY

Figure 2 presents proportions of participants receiving long-acting reversible contraceptive
(LARC) counseling and selecting to use a LARC method, by study arm. It also presents
LARC initiation rates by arm. Rates are presented in number per 100 person-years (PY).
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**p<.001. **p<.01. *p<.05.
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38

Health insurance

Source of abortion payment

Figure 3. Long-acting reversible contraception initiation, by patient funding
Figure 3 presents long-acting reversible contraception (LARC) initiation rates (in number

per 100 person-years [PY]), by patient health insurance type and by how the patient had paid

for the abortion.
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Baseline characteristics of abortion care participants (n=648) and funding policies and provision practices at

study sites (N=17)

Participant Characteristic I nter(\;]e:éizcg ggg;g)l
Age (n=648), mean year, SD 21.5 +23 216 +2.0
Race/ethnicity (n=648), n (%)

White 169 (52.5) 182 (55.8)

Black 68 (21.1) 65 (19.9)

Latina 71 (221) 52 (16.0)

Other 14 @4 27 (83)
Never married (n=641), n (%) 286 (90.2) 281 (86.7)
Nulliparous (n=641), n (%) 189 (59.4) 193 (59.8)
Abortion type (n=644), n (%)

Aspiration 229 (84.4) 206 (63.8)

Medication 49 (15.6) 117 (36.2)
Most effective contraceptive used prior 3 months (n=643), n (%)

Condom/barrier or no method 215 (67.6) 219 (67.4)

Hormonal (short-acting/DMPA) 96 (30.3) 99 (30.5)

LARC (1UD or implant) 7 (2.2) 7 (22
Happinessif pregnant in next year (n=639), n (%)

Unhappy or very unhappy 269 (85.1) 273 (84.5)

Happy or very happy 47 (14.9) 50 (15.5)
Health insurance (n=641), n (%)

Public insurance 117  (36.7) 114 (35.4)

Private insurance 112 (35.1) 109 (33.9)

None 83 (26.0) 88 (27.3)

Don’t know 7 (2.2) 11 (34)
Sour ce of abortion payment (n=637), n (%)

State Medicaid 68 (21.5) 104 (324)

Private insurance 33  (10.4) 40 (12.5)

Self or donated funds 215 (68.0) 177 (55.1)
Funding Policy and Provision Practice Int(?r’\}lfg)tion C(?\lrggg)l
Medicaid coversabortion care, N (%) 3 (375 5 (55.6)
Abortion providers may receive state family planning funds, N (%) 6 (75.0) 7 (77.8)
Medicaid family planning expansion program isin place, N (%) 4 (50.0) 7 (77.8)
Private health insurance is mandated to cover contraception, N (%) 6 (75.0) 5 (55.6)
Provides reduced-cost contraceptive carethrough Title X, N (%) 4 (50.0) 5 (55.6)
Mandated abortion waiting period isin place, N (%) 3 (375 3 (333
Provides LARC on the day of aspiration abortion, N (%) 6 (75.0) 7 (77.8)
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Table 2

LARC selection and initiation post-abortion, by patient and clinic funding variables (n=648)

Funding variables LARC Selection LARC Initiation

Adjusted OddsRatio®  (95% Cl)  Adjusted Hazard Ratio®  (95% Cl)

1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuen Joyiny

Patient funding

Health insurance (ref: none)

Public insurance 2447  (1.40-4.26) 218™F (1.31-3.62)

Private insurance 1.40 (0.88-2.25) 1.09 (0.64-1.83)

Don’t know 1.74  (0.69-4.71) 1.60 (0.49-5.22)
Source of abortion payment (ref: self or donated funds)

State Medicaid 234 (1.54-355) 2.29™"*  (1.44-361)

Private insurance 149 (0.75-2.94) 1.94% (1.10-3.43)
Clinic-level funding policy
Medicaid covers abortion care 2047 (1.54-2.70) 1.73% (1.04-2.88)
ﬁjt;(c)igtion providers may receive state family planning 1847 (130-259) 111 (057-2.14)
Medicaid family planning expansion program is in place 1.33  (0.90-1.98) 1.64 (0.94-2.29)
Private health insurance is mandated to cover 124 (0.77-2.01) 180% (106-3.07)

contraception

Hok:

*
p<.001.

Hok

p<.01.

*

p<.05.

aAdjusted models include age, race/ethnicity, parity, abortion type, prior contraceptive use, and happiness if pregnant in next year.
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