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Background

« Postpartum care is an integral transition from pregnancy to well-
women care

« More than half of maternal deaths occur postpartum’, with suicide
and self harm as some leading causes?

 Average postpartum (PP) visit attendance nationwide 60-90%?3

- Lower among minorities, younger women, higher parity, limited prenatal
care

1. Creanga et al, Obstet Gynecol, 2017

i[el¥.W Health 2. Metz et al, Obstet Gynecol, 2016
3. Postpartum care visits, MMWR Morb Mortal, 2007 3



Background

Interventions studied to
increase PP attendance

Incentives

Home visits

Group prenatal care
Patient education
Patient reminders

Scheduling visit upon hospital

discharge

Timing of visits?

Table 2 Antenatal inerventions to increase attendance at postpartum follow-up visit (PPV)

Authar, year  Target populati P I Results Study design

size type

Sewens Low-income 240 Incentives ‘Women given incentive of infant carrier at PPV more Randomized
Simon adolescents in likely to attend PPV compared to control group (824 Contraled
et al 1994 Colorado and 652 %, respectively; p = .003) Evaluation
[41)

Laken and Medicsid-eligible 205 ! No signi diffe in PPV d: (55 % Randomized
Ager, 1995 women in overall) between control groups, women who received Contralled
[30) Michigan $5.00 gift card or entrance in $100 raffle for atending  Evahation

visit

Patient incensives: inconclusive findings. possible increase in atendance for adolescents

Belizan et al.  Socially high-rik 2235 Haome visis, No signify diffe in PPV d: between Randomized
1995 [5) women in Latin support control group and women who received intervention Contralled

America services (328 and 368 %, respectively) Evaluation

Bensussen-  Adolescents in 106 Teen- Adolescents in intervention group more likely 0 atend  Retrospective
Walls and Washington State centered PPV than adolescents who received traditional prenatal  Matched
Saewyc, prenatal care (70 and 778 % for adolescent clinics and <333 Evalation
2001 [6) care and 44 % for adult, p < 05)

Grady and Adokescents in St. 124 Group 87 % of adolescents in group prenatal care Descriptive
Bloom, Louis, Missouri prenatal (CenteringPregnancy Model) retumed for PPV Evalaton
2004 [19]) care

Tandon et al. Hispanic women in 176 Group ‘Women in group prenatal care more likely to atend PPV Quasi-

2013 [43) Palm Beach prenatal than comparison group (99 and 94 %, respectively; Experimental
County, Florida care p=01) Evalation

Trudnak Spanish-speaking 487 Group ‘Women in group prenatal care had i d odds of R i
et al 2013 and Hispanic prenatal attending PPV compared to women in traditional Cohort
[44) women care prenatal care (86.7 and 74.6 %, respectively; Evalation

#OR* = 220 [1.204.05))

Meghea et al. Medicaid-eligible 32,088 Home visis, Women who received home visits through the Maiemal  Quasi-

2013 [34) women in and Infant Health Program were significandy more Experimental
Michigan services likely to attend their postpartum visit than their mached  Evaliation
counter parts (OR = 1.50 [1.43, 1.57), p < 05)

Enhanced prenatd care interventions: inconclusive findings, pessible increase in atiendance for group prenatal care

Jones and Low-income 3% ! i ‘Women in high group (=8 lessons) more likely Quasi-
Mondy, adolescents in patient to attend PPV compared © low-treatment group (<8 Experimental
1990 [26) Texas education lessons) (87 and 73 %, respectively; p < .011) and Evalation

comparison group (87 and 71 %, respectively; p < 002)

Health
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Timing of Postpartum Visits

Tabe 1 Gaidelines for timing and frequency of postprtam visit (PPV)

« Worldwide guidelines T =

PPV guideline

Depurment of Hedéh, 2002 A pospermim services review working  Follow ap visit: 6 |Availsbie Specific quility level
Reproductive Care group gathered information from weeks posgarmm lieramire, not stated.
Pogram of Nova literature ®view, clinical practice, Follow-up care can be expat

St Camda [35) curent statistics and wed BIOMIBE® o died 1o hased on apinicn, md

« Recommendations for timing el

program delivery group at e
Depazment of Heal®h

Natioml Insiae for 2006 A Technical Team gathered informasion Fine visi: wighin Ist  [Availsble Reommendaion
Heakth and Care from economic and chinical datsbuses  week posparam lieramreand | hased caly on
L] [ Excellence, UK [15] for review by 2 Gaideline Remuining vist(s): expat experiences of
Development Group. Final 2-8 weeks posparsm | oPmionpunel | Guideline
an requency o VISITS o oty o o e P
Gowp following commens: from preerar e PN
sukeholders
woman and

daermined in the

varies from 48 hours to 8 weeks T EsE B e e

Gynecology [2) Commitee on Obwtetric Practice hased  fuwerval can be modificd | pet
o o acieesid by needs of pasient opisicn, md

infarmation, clinical practice, and chnial

expert apinicn.
Mickigan Quliy 2012 Evidence gadiered through Ferawe  Follow ap visit: |Avaisie Specific quility level
Tmprovement review and evaluated by type of sudy 3-8 weeks postpernim | lieramreand | not saed
u Comsorsam, USA used to establish guidelines to be expat
35) reviewed by mmmitee mal group apimicn/panel
comsensus reached
Instime for Cinical 2012 Evidence gathered through lierasre  Follow-ap visi: [Avalsbie Specific quality level
Systams review evalisted wsing GRADE 4-6 weeks postpurmim | lieramreand | not staed.

metadology wsad © establish set of

- Based on “available literature, ol

perind
Amaciasion of 2013 Based on expert opinion nd available  Follow.ap visi: INot provided  [Specific quality level
Reprodactive Health Tkemtwe 4-6 weeks pasuram ot sawed
. . . . . Pofesonsk,
” USA [7)
expert opinion. clinical practice TR W N
) Organization [47) and evaliged evidence gathared pastparzam lieramre and
thromgh systamaic =views using Second Visit 7-14 days | <Pt
GRADE grofiles and analysis of ‘postparem opimicapane
benefis, risks, and casts of
implementation. Findings were wed 1o A Mrimum of shree
draft mcommendaions by a WHO ——
steering group and finakized éiough
group comensavote
French Collegeof 2016 A sieering commitie established Follow ap visit: Not provided | Specific quality level
Gynaecologiss and research quesions nd asignad 6-8 weeks pauram ot sawed
Obsiesicians [51] expers: to conduct lieratire reviews

relaed 1 these quessoms. This
information was then used by the

Health

Stumbras et al, Matern Child Health J, 2016



Background

OUSTE iy
Ty

« ACOG highlights importance of “fourth . The American College of
trimester” P ¢ Obstetricians and Gynecologists

i3 7 WOMEN'S HEALTH CARE PHYSICIANS

o

- Timing of 6-week visit is arbitrary and
should be individualized and woman centric

- “all women should ideally have contact with a
maternal care provider within the first three
weeks postpartum...ongoing care as
needed...comprehensive postpartum visit no
later than 12 weeks after birth”

* Derived on expert opinion

I[e¥.8 Health ACOG, CO 736, May 2018



Postpartum Emergency Department Usage

Are patients utilizing the ED instead of attending clinic?

« One in twenty women will use the ED within 6 weeks postpartum’

 Predictors of ED usage

- Public insurance, young age, cesarean delivery, severe maternal
morbidity, antepartum complications2 and mood disorders3

1. Clark et al. AJOG, 2010

V[e¥.8 Health 2. Batra et al. Obstet Gynecol, 2017
3. Pluym et al. AJOG MFM, 2020 7



Objective

» To determine if shortening the time to initial postpartum visit from
six weeks to two weeks can increase clinic visit attendance and
decrease usage of the emergency department

Health
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Methods — Trial Design

PUNCTuAL: Postpartum Care Timing: A Randomized Trial
Followed CONSORT Guidelines

Simple parallel randomization

Non-blinded

1:1 allocation
Clinical Trials NCT03733405
Funding: N/A

I[6 V¥ Health Schulz et al. CONSORT Statement 2010
10



Methods - Participants

« Study Population

- Publicly insured population at tertiary
academic medical center

« Eligibility Criteria
- 18+ years old
- English or Spanish speaking

- 35’0 weeks of gestation

- Planning to continue their intrapartum and
postpartum care at UCLA

» Exclusion Criteria

- Cognitive impairment or language barrier that
limits ability to provide informed consent

Health
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Methods - Interventions

Control: Arm 1

6- week postpartum visit (29-56 days PP)

Intervention: Arm 2

— 2- week postpartum visit (8-28 days PP)
[ AND

6- week postpartum visit (29-56 days PP)

Health
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Methods - Outcomes

* Primary outcome:
- Attendance at one or more routine postpartum clinic visits
» Secondary outcome:

- Emergency room visit within 30 days of delivery
« Chart review
- Patient reported on postpartum survey

- Attendance at non-routine postpartum clinic visit
- Provider recommended

- Patient initiated

Health
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Methods - Power

 Power calculation:
- Baseline clinic attendance 70%

- Alpha 0.05, beta 0.80
- To increase clinic attendance from 70% to 85%, require 240 patients

- To account for post-randomization drop-out, goal 250 patients

Health
14



Methods — Recruitment

 Recruitment and
consent documents in
English and Spanish

UCLA RESEARCH STUDY

» Simple computer
randomization PUNCTuUAL

T Postpartum Care Timing: A Randomized Trial
* Allocation concealment
: We are looking for pregnant women to !
H 4 | participate in a study to determine the
® N O bl I n d I ng I best time for a follow up visit after their :
: baby is born. :

Speak to any staff member for detailsl

UCLA OBGYN Clinic 1010 Veteran Ave LA, CA 310-825-7955

Health
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Methods - Implementation

« Scheduling
- Patient responsible for scheduling appointments (routine practice)

 Additional clinic visits continued to be scheduled as indicated by
her intrapartum course, designated urgent or “non-routine visit”

- Provider recommended blood pressure or wound check

- Patient initiated visit

Health
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Methods — Postpartum visits

* Routine history and physical

 Patient survey

1.

Postpartum Patient Survey

Did you go to the emergency department since having your baby?

a. No
b. Yes. UCLA.
c. Yes. Other hospital. Please briefly explain why and what date.

»

>

Are you satisfied with your prenatal care at this UCLA OBGYN clinic?
(circle one)

Very Much Somewhat Undecided Not Really Not at All
5 1

Are you satisfied with your postpartum care (appointments, phone calls,
etc) at this UCLA OBGYN clinic? (circle one)

Very Much Somewhat Undecided Not Really Notat All
5 4 3 2 1

When do you think is the best time for a woman to come back for her
postpartum visit?

Before 2 weeks

Just 2 weeks

Just 6 weeks

Both 2 and 6 weeks

Other

saccy

Health
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Methods — CoVID-19 adjustments

* Due to CoVID-19 pandemic, after March 16, 2020, postpartum
visits were adjusted to telephone visits when available

 Attendance was defined as answering the phone and completing
appointment at prescheduled time and date

Health
18



Methods — Data Analysis

« Chi square or Fisher’'s exact for categorical variables
 T-test or Wilcoxon rank-sum for continuous variables

» Multivariable logistic regression using backwards elimination
method to adjust for confounders of attendance at clinic and ED

 Univariable ROC curves
e Spearman correlation
 Analysis on Stata 15.1 and SAS 9.4

Health

19



Assessed for eligibility (n= 298)

Excluded (n=42, 14.1%)

* Not meeting eligibility criteria
* Non-English or Spanish

{ speaking (n=7)

v

Randomized * Not planrling to return to
056 UCLA (n=4)
(n=256) l + Declined to participate (n=31)
$ A )  /
JLatll Allocated to visits at
Allocated to visit at 2 and 6 weeks (n=131)
6 weeks (n=125) + Excluded, did not meet age
inclusion criteria (n=1)
J' ( O1HoOw-=-9up r ‘
m‘ Lost to follow-up (n=5)
Lost to follow-up (n=0) « Delivered elsewhere (n=4)
* Maternal death (n=1)

4 ( ) I

| Analyzed (n=125) m Analyzed (n=125) |
Ve 7.8 Health
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Demographics

Variable Arm 1 Arm 2 P-value
(n=125) (n=125)
Age 31.0 +/- 6.1 29.8 +/-5.8 0.117*
Hispanic 69 (55.2) 71 (56.8) 0.687t
White T7 (13.6) 1 (8.8)
Asian 11(8.8) 13 (10.4)
Black 10 (8.0) 14 (11.2) : :
i 18 (14.4) 16 (12.8) No dlfferences in
o Vory Vry baseline characteristics
arital status = =
Single 68 (54.8) 70 (56.4) 0.798+ between study groups
Married 56 (45.2) 54 (43.6)
Education N=89 N=90
<9 years 3(3.4) 1(1.1) 0.434%
9-11 years 6 (6.7) 10 (11.1)
12-16 years 58 (65.2) 62 (68.9)
>16 years 22 (24.7) 17 (18.9)
Tobacco use 2(1.6) 5(4.0) 0.446%
N=92 N=93 |
Domestic violence 4 (4.4) 8 (8.6) 0.372%
Obese at consent 69 (55.2 64 (51.2 0.526t

Data are mean+/- SD; *t-test; T Chi square test 1 Fisher’s exact 2



Demographics

Variable Arm 1 Arm 2 P-value
(n=125) (n=125)
Nulliparous 49 (39.2) 54 (43.2) 0.521t
Singleton 121 (96.8) 123 (98.4) 0.684%
Twin 4(3.2) 2 (1.6)
Distance >20 miles 15 (12.0) 16 (12.8) 0.848%t
Gestational age at intake (weeks) 20.1 (10.1-32.4) 16.7 (10.3-29.0) 0.297 §
Gestational age at randomization (weeks)  36.6 (35.7-37.4)  36.1 (35.6-36.7) 0.020 § N_O C“n'Ca||Y_ mportapt
High Risk OB Clinic 50 (40.0) 50 (40.0) 0.999t dlfference_s In baseline
Low Risk OB Clinic 75 (60.0) 75 (60.0) characteristics between
_Maternal Comarhidities study groups

Diabetes 38 (30.4) 36 (28.8) 0.782¢

Mental health disorders 28 (22.4) 28 (22.4) 0.999t

Hypertensive disorders 21 (16.8) 20 (16.0) 0.864t

History of preterm birth 5 (4.0) 5 (4.0) 0.999t

Autoimmune disease 5 (4.0) 4 (3.2) 0.999%

Cardiac disease 2 (1.6) 4 (3.2) 0.684%

Renal disease 1(0.8) 2 (1.6) 0.999%
Major fetal anomaly 6 (4.8) 7 (5.6) 0.776t .

A=80 N=02 Data are n(%), median (25-75%

Antepartum EPDS >10 18 (22.5) 17 (18.5) 0.513t IQR); *t-test; T Chi square test 1
Antepartum EPDS >13 11 (13.8) 12 (13.0) 0.892t Fisher’s exact; § Wilcoxon rank sum 23




Delivery Characteristics

Variable

Method of delivery

complication**

SVD 85 (68.0) 85 (68.0) 0.999%

Cesarean 37 (29.6) 37 (29.6) |

Operative VD 3(2.4) 3 (2.9)
Gestational age at delivery (d) 39.1 (38.4-39.9) 39.0 (38.0-39.4) 0.063 §
Prolonged maternal length of stay 14 (11.2) 9(7.2) 0.274t
Hypertension without SF 31 (24.8) 37 (29.6) 0.394t
Postpartum hemorrhage 14 (11.2) 10 (8.0) 0.3901
Chorioamnionitis 12 (9.6) 11 (8.8) 0.827t
Shoulder dystocia 3(2.4) 0 (0) 0.162%
Composite severe intrapartum 6 (4.8) 9(7.0) 0.4511

**severe hypertension, wound infection, hemorrhage >2L, Hg <7, blood transfusion, Bakri,

foley at discharge, ICU, 3 or 4™ degree laceration, bowel injury, IR, hysterectomy

No differences in
delivery characteristics
between study groups

Data are n(%), median (25-75% IQR); *t-test; T Chi square test
Vo ¥.¥ Health Fishers exact; § Wilcoxon rank sum

24



Primary Outcome
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Primary
Outcome

6 weeks

Analyzed (n=125)

2 and 6 weeks

Analyzed (n=125)

\ 4

Did not attend
(n=52) 42%

or more visits

A 4

Attended

A 4

Did not attend

Attended

(n=73 . 70% (n=38) 30%
Primary outcome
58% vs 70%, p = 0.065
A ‘ ‘ v

Attended 6- Attended 2-week Attended 6-week Attended 2- and 6-

week visit visit only (n=9) visit only (n=36) week visits (n=42)

(n=73) 10% 42% 48%

Health

42/51 (82%) of patients who attended the 2-
week visit went on to attend the 6-week visit



Reasons for Non-Attendance at Clinic Visit

2- week
n=74
Arm 2

p

= Cancelled No show

= Never scheduled Outside of time

6- week
n=99
Arm 1 Arm 2

I p=0.35t1

6%

= Cancelled No show = Cancelled No show

= Never scheduled Outside of time = Never scheduled = Outside of time

Health

1 Chi square test
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CoVID-19 Effects on Postpartum Clinic Attendance

 After March 26, 2020, 25 (10%) of patients were eligible and had
not yet attended a postpartum visit, defined as “post CoVID”

« There was no difference in primary outcome among those pre and
post CoVID

- 16/25 (64%) vs 144/225 (64%), p= 0.374

Health

28



Clinic Visit Attendance

Variable Attendance n=160 No Attendance n=90 P value
Age 30.9+/- 5.8 29.5 +/-6.3 0.077*
Non-white race 143 (89.4) 79 (87.8) 0.7011
Single 83 (52.2) 55 (61.8) 0.145t
Less than high school N=124 N=55 0.013t
9(7.3) 11 (20.0)
Distance >20 miles 15(9.4) 16 (17.8) 0.0531
Nulliparous 71 (44.4) 32 (35.6) 0.1741
Gestational age at intake 15.3 (9.3-28.8) 23.8 (12.9-34.1) 0.0018§
Obese at consent 80 (50.0) 53 (58.9) 0.1761
High risk clinic 53 (33.1) 47 (52.2) 0.0031
Any hypertension 67 (41.9) 31 (34.4) 0.2481
Diabetes 44 (27.5) 30 (33.3) 0.3321
Mental health disorder 29 (18.1) 20 (22.2) 0.433¢t
N=113 N=59
Antepartum EPDS >10 22 (19.5) 13 (22.0) 0.6921
Antepartum EPDS >13 16 (14.2) 7(11.9) 0.675t1
Cesarean 46 (28.8) 28 (31.1) 0.6951
Severe intrapartum complications 7(4.4) 10 (11.1) 0.0421
NICU admission 15 (9.4) 11 (12.2) 0.479t
N=160 N=88
Inpatient EPDS >10 16 (10.0) 10 (11.4) 0.737t
Inpatient EPDS >13 9 (5.6) 6 (6.8) 0.7061
==l Social work inpatient 47 (29.4) 33 (36.7) 0.235t -

Y9 ¥.¥ Health Data are n(%), median (25-75% IQR); *t-test; T Chi square test T Fisher’s

exact; § Wilcoxon rank sum 29



Predictors of Clinic Non-Attendance: Multivariable

Variable

Attendance No Attendance P value OR 95% CI
n=160 n=90

aOR 95% ClI

Age 30.9+/- 5.8 29.5 +/- 6.3 0.077 1.04 (0.99-1.09) 1.08 (1.00-1.15)
Non-white race 143 (89.4) 79 (87.8) 0.701 1.17 (0.52-2.62) 1.22 (0.36-4.13)
Single 83 (52.2) 55 (61.8) 0.145 0.68 (0.39-1.15) 0.63 (0.30-1.32)
Less than high school N=124 N=55 0.013 0.31 (0.12-0.81) 0.42 (0.15-1.18)
9(7.3) 11(20.0)
Distance >20 miles 15 (9.4) 16 (17.8) 0.053 0.48 (0.22-1.02) 1.54 (0.44-5.39)
Nulliparous 71 (44.4) 32 (35.6) 0.174 1.45 (0.84-2.46) 3.09 (1.34-7.15)
Gestational age at intake 15.3 (9.3-28.8) 23.8 (12.9-34.1) 0.001 0.96 (0.94-0.99) 0.99 (0.95-1.03)
Obese at consent 80 (50.0) 53 (58.9) 0.176 0.70 (0.41-1.18) 0.92 (0.43-1.99)
High risk clinic 53 (33.1) 47 (52.2) 0.003 0.45 (0.27-0.77) 0.34 (0.16-0.72)

Severe intrapartum complications

Younger age aOR 1.08 (1.00-1.15)
Multiparity aOR 3.09 (1.34-7.15)
High-risk aOR 2.94 (1.39-6.25)
remained predictive for clinic visit NON-attendance after
adjusting for confounders

0.42 (0.12-1.52)

Health
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Secondary Outcomes
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Secondary Outcome — ED Visits

Variable Arm 1 Arm 2 P-value
(n=125) (n=125)

ED visit within 30 days of delivery 10 (8.0) 8 (6.4) 0.6351
N=10 N=8

ED visit postpartum days 14.5 (8-21) 7 (7-13.5) 0.284 §

Secondary Outcome ED Visits
8.0% vs 6.4%, p = 0.635

Data are n(%), median (25-75% IQR); *t-test; T Chi square test 1 Fisher’s exact; §Wilcoxon rank sum

Health
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Predictors of ED Visit

Variable ED Visit (n=18) No ED Visit (n=232)
Age 304 +/-7.9 304 +/- 5.8 0.958*
Non-white race 16 (88.9) 206 (88.8) 0.999¢
Single 10 (55.6) 128 (55.6) 0.9941 T .
Less than high school N=12 N=167 0.999t Not significant: ,
1(8.3) 19 (11.4) + Demographics, obesity,
Distance >20 miles 2(11.1) 29 (12.5) 0.999t hypertension, diabetes,
Nulliparous 7(38.9) 96 (41.4) 0.836¢1
Gestational age at intake 15.5 (10.1-28.1) 19.1 (10.1-31) 0.5121 cesarean or NICU
Obese at consent 11 (61.1) 122 (52.6) 0.485¢1
Any hypertension 9 (50.0) 89 (38.4) 0.330¢% Trending significant
Diabetes 4 (22.2) 70 (302) 0.4771’ . Mentai health disorder
Mental health disorder 7 (38.9) 49 (21.1) 0.082t . Severe intrapartum
N=17 N=155 i ;
mplication
Antepartum EPDS >10 8 (47.1) 27 (17.4) 0.0041 co p cations
Antepartum EPDS >13 5 (29.4) 18 (11.6) 0.041t ¢ Inpatient EPDS >13
“Cesarean 6 (33.3) 68 (29.3) 0.7191
Severe intrapartum complications 3 (16.7) 14 (6.0) 0.112% Significant
NICU admission 3 (16.7) 23 (9.9) 0.4121 . Antepartum EPDS score >10
N=18 N=230 . . . ._
Inpatient EPDS >10 4(22.2) 22 (9.6) 0.104% Social work consult inpatient
Inpatient EPDS >13 3(16.7) 12 (5.2) 0.084%
Social work inpatient 13 (72.2) 67 (28.9) <0.001%t

Data are n(%), median (25-75% IQR); *t-test; T Chi square test f Fisher's
I[el¥:W Health exact; § Wilcoxon rank sum
33



Univariable Analysis

« EPDS > 10 in antepartum
period predicting ED usage
within 30 days postpartum

-AUC 0.648

Sensitivity

0.25

ROC Curve for EPDS 10
Area Under the Curve = 0.6482

Points labeled by predicted probability
T

T T T
0.25 0.50 0.75 1.00
1 - Specificity

Health
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Predictors of ED Visit: Multivariable Analysis

Variable ED Visit (n=18) No ED Visit (n=232) P-value OR 95% CI aOR 95% ClI
Age 30.4 +/-7.9 30.4 +/-5.8 0.958 1.00 (0.93-1.09) 1.01 (0.93-1.10)

Social work consult remained predictive for ED visit
Mental health disorder after adjusting for confounders 5) 0.47 (0.11-2.04)
aOR 5.43 (1.38-21.4)
Antepartum EPDS >10 8 (47.1) 27 (17.4) 0.0041 4.21 (1.49-11.91) 2.87 (0.83-9.97)
Cesarean 6(33.3) 68 (29.3) L) 1.21(0.43-3.34) 1.06 (0.33-3.36)
Severe intrapartum complications 3(16.7) 14 (6.0) 0.112% 3.11 (0.80-12.04) 2.75 (0.58-13.04)
N=18 N=230
Inpatient EPDS >13 3(16.7) 12(5.2) 0.084% 3.63 (0.92-14.28) 1.46 (0.29-7.47)
Social work inpatient 13 (72.2) 67 (28.9) <0.001t 6.14 (2.10-17.89) 5.43 (1.38-21.4)

Health
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Secondary Outcome — Attendance at Non-Routine Visits

Variable Arm 1 (n=125) Arm 2 (n=125) P-value
Attendance at non-routine visit 37 (29.6) 20 (16.0) 0.010t
Physician recommended 27 (73.0) 9 (45.0) 0.037¢1
Patient mitated 0 (27.0) M 65.0)
N=37 N=20 0.834 §
Non-routine visit postpartum days 12 (9-17) 10.5 (8-22)

Data are n(%), median (25-75% IQR); *t-test; T Chi square test T Fisher’s exact; § Wilcoxon rank sum

Secondary Outcome Non-Routine Visits
30% vs 16%, p = 0.010
Driven by more Physician recommended visits in Arm 1

Health
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Indications for Non-Routine Clinic Visit

P<0.001
16
14
12
10
8
6
4
2
: H H
Blood pressure Wound check (CD) Wound check Mo od check Mulltiple reasons Breast Other
(perineum)
m Physician Recommended n=36 Patient initiated n=21
| |
Heal th I Fisher’s exact
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Survey Results — Patient Preference

Patient Preferences of Timing of Postpartum Visit

Majority (59%) of patients

158/224 (70.5%)
survey response rate

preferred both visits

Less than 2 weeks

Just 2 weeks
m 2 week survey n=47

Just 6 weeks Both 2 and 6 weeks
6 week survey n=118

Other

Health

Arm 1 vs Arm 2 p=0.931 {

1 Chi square
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Discussion
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Conclusions

* In an obstetric clinic caring for a medically complex population with
public insurance, the addition of a 2-week postpartum visit to the
routine 6-week postpartum visit:

- Did not significantly increase the likelihood of attendance at one or
more routine postpartum visits (58% vs 70%, p=0.065)

- Did not reduce the percent of women who presented to the ED within
30 days of delivery (8% vs 6%, p=0.635)

- Did reduce the amount of non-routine clinic visits (30% vs 16%,
p=0.010)

Health
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« Randomized nature

* Minimal lost to follow up
« Comprehensive delivery data

 Sensitivity analysis demonstrated low risk of bias due to missing
data

Health
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Limitations

* No blinding

 High rate of physician recommended non-routine visits potentially
mitigating the effect of the earlier routine visit

 Population with high rate of medical comorbidities limiting
generalizability

* Many non-routine clinic visits and ED visits were prior to two weeks

Health

42



Future Directions

 Many women needed an early visit regardless of study arm
suggesting that a universal versus targeted approach to an early
postpartum visit may be optimal in a high-risk population, especially
among those with psychosocial stressors
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