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Chapter 16
Contraception for the Postpartum Period

Rachel B. Danis

 Immediate Postpartum Contraception

Contraception in the postpartum period can be initiated immediately or in the outpa-
tient setting [12, 13]. The immediate postpartum period can have many meanings [13, 
14]. Immediate post-placental insertion of an intrauterine device (IUD) is defined by 
the first 10 minutes after delivery of the placenta. Immediate postpartum can also be 
defined as within 10 minutes of delivery of the placenta to 72 hours postpartum [12, 14].

Immediate postpartum contraception typically refers to using long-acting revers-
ible contraception (LARC) methods, which includes IUDs and the etonogestrel 
implant. Benefits of immediate postpartum LARC insertion include its convenience, 
safety, and efficacy [4, 15]. There is no interference with breastfeeding, and the 
provider avoids performing an uncomfortable insertion in the outpatient setting at a 
later date. Immediate LARC initiation also improves postpartum contraceptive 
rates, which then reduces unintended pregnancy and short interpregnancy intervals 
[4, 15, 16]. The American College of Obstetricians and Gynecologists recommends 
providers and institutions to develop processes for stocking LARCs on labor and 
delivery units in order for IUDs and implants to be available as effective options for 
immediate postpartum contraception [17].

It is important to note that inserting an IUD immediately after delivery of the 
placenta, regardless of mode of delivery, has not been associated with 
increased infection, uterine perforation, or postpartum bleeding [4].
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One disadvantage of immediate IUD insertion is the potentially higher risk of 
expulsion when compared to delayed insertion at the postpartum visit. However, 
this increased risk should not preclude immediate insertion but rather be incorpo-
rated into one’s contraception counseling [14, 16]. Sonalkar and Kapp conducted 
systematic review to assess expulsion rates with postpartum LARC insertion (both 
levonorgestrel [LNG]- and copper-containing IUDs) in both vaginal and cesarean 
deliveries at various postpartum time points [13]. When comparing post-placental 
IUD (LNG or copper, manually or with ring forceps) insertion versus insertion 
between 10 minutes and 48 hours of delivery, one randomized control trial (RCT) 
showed similar expulsion rates between the two groups [18]. Three cohort studies 
investigating this issue of timing showed similar safety, similar number of post- 
insertion bleeding days, and no clinically evidence cases of perforations in both 
groups [13, 19–21]. Two of these studies reported similar expulsion rates [20, 21], 
but the study by Chi et al. demonstrated a higher rate of expulsion in the >10-minute 
to 48-hour group compared to the <10-minute group (p < 0.001) [13, 19].

Studies comparing outcomes in immediate, <10  minutes, insertion versus 
10 minutes to 72 hours postpartum are fair to poor quality, and data widely varies 
[13]. One study reported an expulsion rate of 70% in the 10-minute to 72-hour 
group [22], while another reported an expulsion rate of 5% in this group [23]. These 
studies included both vaginal and cesarean deliveries but only included cases with 
the copper-IUD22,23. Two RCTs evaluating expulsion rates of LNG-IUD with post- 
placental insertion versus insertion at the 4–6weeks postpartum visit showed expul-
sion rates in favor of the delayed insertion at the postpartum visit [13, 18, 24]. 
Interestingly, data from these RCTs showed that due to the high follow-up and 
available funding for replacements of expelled IUDs, IUD use at 6 months postpar-
tum is similar in both groups [13].

In summary, expulsion rates with immediate postpartum contraception favor 
insertion within 10 minutes from delivery versus 10 minutes to 72 hours postpartum 
[13]. However, expulsion rates with immediate insertion are still higher than the 
expulsion rates in women initiating an IUD at the postpartum visit, 4–6 weeks after 
delivery [25, 26]. More data are needed to compare expulsion rates between LNG- 
and copper-containing IUDs [13]. LNG-containing and copper-containing IUDs are 
highly ranked according to the US MEC criteria, and both should be incorporated 
into one’s contraceptive counseling [12].

 Postpartum Contraception for the Breastfeeding Mother

The American Academy of Pediatrics Policy Statement on breastfeeding reports 
significant health benefits for both mother and baby [27]. Patients and providers 
may assume that hormonal contraception carries inhibitory effects on lactation, but 
breastfeeding should not deter a woman from utilizing contraception in the 
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postpartum period [4, 12, 28, 29]. Ideally, the contraceptive method used in breast-
feeding women augments rather than diminishes lactation [30].

 Immediate Postpartum LARC Contraception and Breastfeeding

Progesterone is rapidly cleared following delivery of the placenta, and it is this drop 
in progesterone that triggers lactogenesis [26, 31]. If this decline is interfered by a 
progestin-containing contraception, there is concern that lactogenesis could be 
impaired [4, 26, 31].

Gurtcheff et al. randomized women (n = 69) who desired the etonogestrel implant 
to have the insertion 1–3 days postpartum or 4–8 weeks postpartum [28]. There 
were no statistically significant differences in demographics, mode of delivery, use 
of anesthesia, or prior breastfeeding history in either group. Early insertion proved 
to be non-inferior to the 4–8 weeks postpartum insertion as far as time to lactogen-
esis and incidence of lactation failure [28].

A systematic review of 26 studies examining postpartum LNG-IUD use showed 
that the LNG-IUD had no effect on milk production or on infant growth and can safely 
be used in both the immediate postpartum and 4–6 weeks postpartum period in lactat-
ing women [30]. Turok et al. examined this relationship by randomizing 285 women 
who both desired to breastfeed and to receive a LNG-IUD postpartum to receive either 
immediate IUD insertion or delayed insertion at the postpartum visit [26]. Analysis 
showed that there was no difference in the prevalence of breastfeeding at 8 weeks 
postpartum, nor was there a difference in time to lactogenesis between groups [26].

The US MEC states that breastfeeding women using IUDs do not have increased 
risk for certain IUD-associated adverse events including expulsion, infection, pain, 
or bleeding compared to non-breastfeeding women. The copper-IUD is classified as 
category 1 (no restriction), and the progestin-containing LARCs (LNG-IUD and 
etonogestrel implant) are classified as category 2 (advantage of use generally out-
weighs risk) for breastfeeding women in the immediate postpartum period [12].

However, no reduction in breastfeeding has been observed in randomized 
controlled trials involving either early or immediate post-placental LARC 
insertion [4, 28].

In conclusion, breastfeeding is not a contraindication to immediate LARC 
insertion and should be considered an appropriate contraceptive option.
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 Non-immediate Postpartum LARC Contraception 
and Breastfeeding

When initiated 4–8 weeks postpartum, the use of the etonogestrel implant was 
not associated with change in volume or composition of breast milk [33]. 
Additionally, no differences were noted in the infant or in the 3-year follow-up, 
assessing child growth and development, between implant users and copper-IUD 
users [33, 34].

 Short-Acting Postpartum Contraception and Breastfeeding

As mentioned above, there is a theoretical concern that progestin-containing contra-
ceptives negatively affect lactogenesis [12, 26, 28, 32]. Estrogen has also been 
thought to impair breastfeeding in the postpartum period via its inhibitory effect on 
prolactin [29, 35]. Due to these concerns, the US MEC has classified combined 
hormonal contraceptives as category 4 for breastfeeding women up to 6 weeks post-
partum (unacceptable health risk with use) and category 3 for 6-week to 6-month 
postpartum (risk outweighs advantage of use) [12, 29]. It is also important to note 
that failure rates of short-acting contraceptive methods with “typical use” are lower 
than with “perfect use” and thus could result in unintended pregnancy [36, 37].

Despite these concerns, some women may prefer to use short-acting estrogen- 
containing contraception, such as the combined hormonal contraceptive pill, trans-
dermal patch, or vaginal ring. Women may prefer these short-acting methods for 
their improvement in menstrual cramps, improved bleeding patterns, reversibility, 
ease of use, and noncontraceptive benefits (acne, breast tenderness, etc.) [29, 38, 
39]. One RCT addressed the question of whether or not it is appropriate to offer 
these methods of contraception to breastfeeding women. This study examined the 
effect of combined hormonal contraceptives versus progestin-only containing pills 
on breastfeeding outcomes and infant weight and height. Investigators found no 
significant differences in formula supplementation or breastfeeding discontinuation 
at 8 weeks postpartum, nor did investigators find significant differences in infant 
weight or length [40]. A Cochrane review of RCTs investigating lactation patterns 
and infant growth in women using hormonal contraception, nonhormonal contra-
ception, or placebo concluded that most trials did not report significant differences 
in breastfeeding duration, breast milk composition, or infant growth in either arm 
[29]. There were few exceptions to this generalization, but these findings were 
mostly found in older studies with limited reporting of data [29, 41].

Numerous studies have found the initiation of progestin-only contraceptives, 
including the etonogestrel implant, 6 weeks postpartum to be safe for both the 
breastfeeding mother and the breastfed infant [12, 32].
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To answer whether or not estrogen-containing contraceptives are suitable for the 
breastfeeding mother is not straightforward.

 Postpartum Contraception for the Non-breastfeeding Mother

If a woman is not lactating, there is no concern of hormonal effects on lactogenesis. 
However, there is still a need to consider high-risk health conditions in the individ-
ual. Exogenous estradiol exposure can be contraindicated in certain health condi-
tions, particularly those related to cardiovascular disease. The Society for 
Maternal-Fetal Medicine recommends that LARCs be offered to women at highest 
risk for adverse health events as a result of a future pregnancy (Grade 1B) [4]. Due 
to LARCs lacking estrogen, they have been considered safe options for women with 
a history of various medical conditions, including chronic hypertension, cardiovas-
cular disease, diabetes, thromboembolic disease, cardiovascular, and epilepsy 
(Table 16.1) [4, 12].

While limited data has shown no differences in breastfeeding outcomes or 
infant growth, there is a possibility that estrogen-containing methods may 
inhibit prolactin secretion and therefore possibly decrease milk production 
[12, 29, 35, 40].

Table 16.1 Conditions associated with increased risk of pregnancy-related morbidities

Obstetric complications Maternal medical conditions

Preterm birth Morbid obesity
Preeclampsia Cardiovascular disease
Critical intensive care unit 
admission

Cancer

Peripartum cardiomyopathy Diabetes
Bariatric surgery within the past 2 years
Human immunodeficiency virus
Sickle cell disease
Solid organ transplant within the past 2 years
Thrombophilia
Venous thromboembolism
Maternal genetic disorders (including cystic fibrosis, Marfan 
syndrome)
Chronic renal disease
Chronic liver disease
Chronic hypertension
Drug addiction

Society for Maternal-Fetal Medicine (SMFM) Consult Series #48: Immediate postpartum long- 
acting reversible contraception for women at high risk for medical complications
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The US MEC categorizes LARCs as either category 1 or 2, as described above. 
The only cases where IUDs are category 4 (unacceptable risk) are typically those 
where there is acute infection or inflammation, such as in pelvic inflammatory 
disease or puerperal sepsis, malignancy (specifically levonorgestrel-containing 
IUD is contraindicated with current breast cancer), cavity distortion (as a result of 
fibroids or Müllerian anomaly), or Wilson’s disease (specifically copper-contain-
ing IUD). The implant is considered US MEC category 4 only in the case of cur-
rent breast cancer [4, 12]. For a more detailed description, please see US MEC’s 
recommendations specific to the immediate postpartum period on the Center for 
Disease Control website (https://www.cdc.gov/reproductivehealth/contraception/
mmwr/mec/summary.html), as well as in an app for smartphones and tablets 
(“Contraception”).

 Summary

Seventy percent of the pregnancies occurring within 1 year from delivery are 
unintended [3, 4]. The American College of Obstetricians and Gynecologists 
(ACOG) recommends that long-acting reversible contraceptive (LARC) methods, 
both hormonal and nonhormonal, be offered to all appropriate candidates, given 
their superior efficacy in preventing unintended and close-interval pregnancy 
compared to short-acting methods [17]. Immediate initiation of LARC reduces 
the risk of unintended and close-interval pregnancy [4]. If the patient desires 
short-acting contraception, the provider must counsel the patient on failure rates 
associated with “perfect use” versus “typical use” [36, 37]. Additionally, if the 
patient desires short- acting estrogen-containing contraception, she must be coun-
seled on the potential for decreased milk production and any potential contraindi-
cations to receiving estrogen. Ultimately, every woman must be counseled 
thoroughly on the advantages and disadvantages of every contraceptive method. It 
is the job of the provider to use evidence-based guidelines to recommend a suit-
able option for the patient.

References

 1. Isley MM and Katz VL. Obstetrics: normal and problem pregnancies. Chapter 23: postpartum 
care and long term health considerations, 499–516.e2; Steven G. Gabbe M, Jennifer R. Niebyl, 
Joe Leigh Simpson M. Obstetrics: normal and problem pregnancies, 7th edn; 2013. https://doi.
org/10.1017/CBO9781107415324.004.

 2. Williams JW. Regeneration of the uterine mucosa after delivery, with especial reference to the 
placental site. Am J Obstet Gynecol. 1931; https://doi.org/10.1016/S0002-9378(31)90959-9.

 3. White K, Teal SB, Potter JE.  Contraception after delivery and short interpregnancy inter-
vals among women in the United States. Obstet Gynecol. 2015; https://doi.org/10.1097/
AOG.0000000000000841.

R. B. Danis

https://www.cdc.gov/reproductivehealth/contraception/mmwr/mec/summary.html
https://www.cdc.gov/reproductivehealth/contraception/mmwr/mec/summary.html
https://doi.org/10.1017/CBO9781107415324.004
https://doi.org/10.1017/CBO9781107415324.004
https://doi.org/10.1016/S0002-9378(31)90959-9
https://doi.org/10.1097/AOG.0000000000000841
https://doi.org/10.1097/AOG.0000000000000841


343

 4. Vricella LK, Gawron LM, Louis JM. Society for Maternal-Fetal Medicine (SMFM)Consult 
Series #48: immediate postpartum long-acting reversible contraception for women at high 
risk for medical complications. Am J Obstet Gynecol. 2019; https://doi.org/10.1016/j.
ajog.2019.02.011.

 5. Bujold E, Gauthier RJ. Risk of uterine rupture associated with an interdelivery interval between 
18 and 24 months. Obstet Gynecol. 2010; https://doi.org/10.1097/AOG.0b013e3181d992fb.

 6. Esposito MA, Menihan CA, Malee MP. Association of interpregnancy interval with uterine 
scar failure in labor: a case-control study. Am J Obstet Gynecol. 2000; https://doi.org/10.1067/
mob.2000.109046.

 7. Hanley GE, Hutcheon JA, Kinniburgh BA, Lee L. Interpregnancy interval and adverse preg-
nancy outcomes an analysis of successive pregnancies. Obstet Gynecol. 2017; https://doi.
org/10.1097/AOG.0000000000001891.

 8. Conde-Agudelo A, Belizan JM.  Maternal morbidity and mortality associated with inter-
pregnancy interval: cross sectional study. Br Med J. 2000; https://doi.org/10.1136/
bmj.321.7271.1255.

 9. Conde-Agudelo A, Rosas-Bermúdez A, Kafury-Goeta AC. Birth spacing and risk of adverse 
perinatal outcomes: a meta-analysis. J Am Med Assoc. 2006; https://doi.org/10.1001/
jama.295.15.1809.

 10. Nguyen BT, Elia JL, Ha CY, Kaneshiro BE. Pregnancy intention and contraceptive use among 
women by class of obesity: results from the 2006–2010 and 2011–2013 National Survey of 
Family Growth. Women’s Heal Issues. 2018; https://doi.org/10.1016/j.whi.2017.09.010.

 11. Vahratian A, Barber JS, Lawrence JM, Kim C. Family-planning practices among women with 
diabetes and overweight and obese women in the 2002 National Survey for Family Growth. 
Diabetes Care. 2009; https://doi.org/10.2337/dc08-2105.

 12. Curtis KM, Tepper NK, Jatlaoui TC, et al. MMWR Recomm Rep. 2016:2016. https://doi.org/1
0.3109/14647273.2011.602520.

 13. Sonalkar S, Kapp N. Intrauterine device insertion in the postpartum period: a systematic review. 
Eur J Contracept Reprod Heal Care. 2015; https://doi.org/10.3109/13625187.2014.971454.

 14. Escobar M, Shearin S. Immediate postpartum contraception: intrauterine device insertion. J 
Midwifery Women’s Heal. 2019; https://doi.org/10.1111/jmwh.12984.

 15. Lopez LM, Bernholc A, Hubacher D, Stuart G, Van Vliet HA. Immediate postpartum inser-
tion of intrauterine device for contraception. Cochrane Database Syst Rev. 2015; https://doi.
org/10.1002/14651858.CD003036.pub3.

 16. Whitaker AK, Endres LK, Mistretta SQ, Gilliam ML. Postplacental insertion of the levonorg-
estrel intrauterine device after cesarean delivery vs. delayed insertion: a randomized controlled 
trial. Contraception. 2014; https://doi.org/10.1016/j.contraception.2013.12.007.

 17. Committee Opinion No. 670: Immediate Postpartum Long-Acting Reversible Contraception. 
Obstet Gynecol. 2016. https://doi.org/10.1097/AOG.0000000000001587.

 18. Dahlke JD, Terpstra ER, Ramseyer AM, Busch JM, Rieg T, Magann EF. Postpartum insertion 
of levonorgestrel-intrauterine system at three time periods: a prospective randomized pilot 
study. Contraception. 2011; https://doi.org/10.1016/j.contraception.2011.01.007.

 19. Chi IC, Wilkens L, Rogers S.  Expulsions in immediate postpartum insertions of lippes 
loop D and copper T IUDs and their counterpart delta devices-an epidemiological analysis. 
Contraception. 1985; https://doi.org/10.1016/0010-7824(85)90101-5.

 20. El-Shafei M, Mashali A, Hassan E, El-Boghdad L, El-Lakkany N. Postpartum and postabor-
tion intrauterine device insertion unmet needs of safe reproductive health: three years experi-
ence of Mansoura University Hospital. Egypt Soc Obstet Gynecol. 2000.

 21. Ricalde RL, Tobías GM, Pérez CR, Ramírez NV. Estudio comparativo al azar entre los dis-
positivos intrauterinos Multiload Cu375 y TCu 380A, colocados durante el posparto. Ginecol 
Obstet Mex. 2006.

 22. Eroglu K, Akkuzu G, Vural G, Dilba B, Akin A, Taskin L, Haberal A. Comparison of efficacy 
and complications of IUD insertion in immediate postplacental/early postpartum period with 
interval period: 1 year follow-up. Contraception. 2006.

16 Contraception for the Postpartum Period

https://doi.org/10.1016/j.ajog.2019.02.011
https://doi.org/10.1016/j.ajog.2019.02.011
https://doi.org/10.1097/AOG.0b013e3181d992fb
https://doi.org/10.1067/mob.2000.109046
https://doi.org/10.1067/mob.2000.109046
https://doi.org/10.1097/AOG.0000000000001891
https://doi.org/10.1097/AOG.0000000000001891
https://doi.org/10.1136/bmj.321.7271.1255
https://doi.org/10.1136/bmj.321.7271.1255
https://doi.org/10.1001/jama.295.15.1809
https://doi.org/10.1001/jama.295.15.1809
https://doi.org/10.1016/j.whi.2017.09.010
https://doi.org/10.2337/dc08-2105
https://doi.org/10.3109/14647273.2011.602520
https://doi.org/10.3109/14647273.2011.602520
https://doi.org/10.3109/13625187.2014.971454
https://doi.org/10.1111/jmwh.12984
https://doi.org/10.1002/14651858.CD003036.pub3
https://doi.org/10.1002/14651858.CD003036.pub3
https://doi.org/10.1016/j.contraception.2013.12.007
https://doi.org/10.1097/AOG.0000000000001587
https://doi.org/10.1016/j.contraception.2011.01.007
https://doi.org/10.1016/0010-7824(85)90101-5


344

 23. Morrison CS, Waszak C, Katz K, Diabaté F, Mate EM.  Clinical outcomes of two 
early postpartum IUD insertion programs in Africa. Contraception. 1996; https://doi.
org/10.1016/0010-7824(95)00254-5.

 24. Chen BA, Reeves MF, Hayes JL, Hohmann HL, Perriera LK, Creinin MD. Postplacental or 
delayed insertion of the levonorgestrel intrauterine device after vaginal delivery: a randomized 
controlled trial. Obstet Gynecol. 2010; https://doi.org/10.1097/AOG.0b013e3181f73fac.

 25. Eggebroten JL, Sanders JN, Turok DK.  Immediate postpartum intrauterine device and 
implant program outcomes: a prospective analysis. Am J Obstet Gynecol. 2017; https://doi.
org/10.1016/j.ajog.2017.03.015.

 26. Turok DK, Leeman L, Sanders JN, et  al. Immediate postpartum levonorgestrel intrauterine 
device insertion and breast-feeding outcomes: a noninferiority randomized controlled trial. 
Am J Obstet Gynecol. 2017; https://doi.org/10.1016/j.ajog.2017.08.003.

 27. Pediatrics TAA of. Policy Statement: Breastfeeding and the Use of Human Milk. Pediatrics. 
2012. https://doi.org/10.1542/peds.2011-3552.

 28. Gurtcheff SE, Turok DK, Stoddard G, Murphy PA, Gibson M, Jones KP. Lactogenesis after 
early postpartum use of the contraceptive implant: a randomized controlled trial. Obstet 
Gynecol. 2011; https://doi.org/10.1097/AOG.0b013e3182165ee8.

 29. Lopez LM, Grey TW, Stuebe AM, Chen M, Truitt ST, Gallo MF. Combined hormonal versus 
nonhormonal versus progestin-only contraception in lactation. Cochrane Database Syst Rev. 
2015; https://doi.org/10.1002/14651858.CD003988.pub2.

 30. Goldstuck ND, Steyn PS. Intrauterine contraception after cesarean section and during lacta-
tion: a systematic review. Int J Women's Health. 2013; https://doi.org/10.2147/IJWH.S53845.

 31. Neville MC, Morton J. Physiology and endocrine changes underlying human lactogenesis II. J 
Nutr. 2001; https://doi.org/10.1093/jn/131.11.3005s.

 32. Kapp N, Curtis K, Nanda K. Progestogen-only contraceptive use among breastfeeding women: 
a systematic review. Contraception. 2010; https://doi.org/10.1016/j.contraception.2010.02.002.

 33. Reinprayoon D, Taneepanichskul S, Bunyavejchevin S, et al. Effects of the etonogestrel- releasing 
contraceptive implant (Implanon®) on parameters of breastfeeding compared to those of an 
intrauterine device. Contraception. 2000; https://doi.org/10.1016/S0010-7824(00)00173-6.

 34. Taneepanichskul S, Reinprayoon D, Thaithumyanon P, Praisuwanna P, Tosukhowong P, 
Dieben T. Effects of the etonogestrel-releasing implant Implanon® and a nonmedicated intra-
uterine device on the growth of breast-fed infants. Contraception. 2006.

 35. Speroff L, Fritz M.  Clinical endocrinology and infertility. Lippincott Williams & Wilkins. 
2011; https://doi.org/10.4183/aeb.2005.240.

 36. Winner B, Peipert JF, Zhao Q, et al. Effectiveness of long-acting reversible contraception. N 
Engl J Med. 2012; https://doi.org/10.1056/NEJMoa1110855.

 37. Kost K, Singh S, Vaughan B, Trussell J, Bankole A. Estimates of contraceptive failure from 
the 2002 National Survey of Family Growth. Contraception. 2008; https://doi.org/10.1016/j.
contraception.2007.09.013.

 38. Practice Bulletin No ACOG. 194: polycystic ovary syndrome. Obstet Gynecol. 2018; https://
doi.org/10.1097/AOG.0000000000002656.

 39. Erwin PC. To use or not use combined hormonal oral contraceptives during lactation. Fam 
Plan Perspect. 1994; https://doi.org/10.2307/2136093.

 40. Espey E, Ogburn T, Leeman L, Singh R, Ostrom K, Schrader R. Effect of progestin com-
pared with combined oral contraceptive pills on lactation: a randomized controlled trial. Obstet 
Gynecol. 2012; https://doi.org/10.1097/AOG.0b013e31823dc015.

 41. Tankeyoon M, Dusitsin N, Chalapati S, et  al. Effects of hormonal contraceptives on milk 
volume and infant growth. WHO Special Programme of Research and Development 
and Research Training in Human Reproduction. Contraception. 1984; https://doi.
org/10.1016/0010-7824(84)90001-5.

R. B. Danis

https://doi.org/10.1016/0010-7824(95)00254-5
https://doi.org/10.1016/0010-7824(95)00254-5
https://doi.org/10.1097/AOG.0b013e3181f73fac
https://doi.org/10.1016/j.ajog.2017.03.015
https://doi.org/10.1016/j.ajog.2017.03.015
https://doi.org/10.1016/j.ajog.2017.08.003
https://doi.org/10.1542/peds.2011-3552
https://doi.org/10.1097/AOG.0b013e3182165ee8
https://doi.org/10.1002/14651858.CD003988.pub2
https://doi.org/10.2147/IJWH.S53845
https://doi.org/10.1093/jn/131.11.3005s
https://doi.org/10.1016/j.contraception.2010.02.002
https://doi.org/10.1016/S0010-7824(00)00173-6
https://doi.org/10.4183/aeb.2005.240
https://doi.org/10.1056/NEJMoa1110855
https://doi.org/10.1016/j.contraception.2007.09.013
https://doi.org/10.1016/j.contraception.2007.09.013
https://doi.org/10.1097/AOG.0000000000002656
https://doi.org/10.1097/AOG.0000000000002656
https://doi.org/10.2307/2136093
https://doi.org/10.1097/AOG.0b013e31823dc015
https://doi.org/10.1016/0010-7824(84)90001-5
https://doi.org/10.1016/0010-7824(84)90001-5

	Chapter 16: Contraception for the Postpartum Period
	Immediate Postpartum Contraception
	Postpartum Contraception for the Breastfeeding Mother
	Immediate Postpartum LARC Contraception and Breastfeeding
	Non-immediate Postpartum LARC Contraception and Breastfeeding
	Short-Acting Postpartum Contraception and Breastfeeding

	Postpartum Contraception for the Non-breastfeeding Mother
	Summary
	References




