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Abstract

In the United States, maternal mortality and unintended
pregnancy rates are increasing. There are growing
disparities in maternal health between indigent,
minority women and Caucasian women of higher
socioeconomic status. Family planning has long been
viewed as a solution to these problems. As reliance
on permanent contraception has diminished, timely
access to highly effective contraceptive methods,
namely long acting reversible contraceptives, which
includes the contraceptive hormonal implant and
intrauterine device - has become even more important.
For women in the United States and abroad, the time
of delivery is the one reliable opportunity for women
to receive medical care. Consistently, research has
shown that providing contraception in the immediate
postpartum period is safe, effective, feasible and cost
effective. However, misperceptions, lack of supplies,
and reimbursement issues combine to defeat attempts
to provide the most effective methods of contraception
during that hospitalization. We believe that it is time
to tackle the problem of unintended and rapid repeat
pregnancy using an evidence-based, patient-centered
paradigm and to eradicate systemic barriers blocking
access to contraceptive methods during hospital stay.
This editorial will outline some of the more compelling
evidence supporting this move and will provide insights
from successful programs.

Key words: Postpartum contraception; Long acting
reversible contraception; Subdermal contraceptive
implant; Intrauterine device; Unintended pregnancy
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Core tip: The postpartum period is an ideal opportunity
to initiate highly effective contraception, yet many
women leave the hospital without any contraception.
Provision of highly effective contraceptives, in parti-
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cular long acting reversible contraceptives, such as
intrauterine devices and contraceptive implants, is
safe, desired, effective and cost saving. We review
the need for immediate postpartum contraception and
recommend changes within the medical system to
facilitate this change.

Goldsmith C, Nelson AL. Urgent need to change clinical
practices about postpartum contraception. World J Obstet
Gynecol 2015; 4(3): 52-57 Available from: URL: http://www.
wjgnet.com/2218-6220/full/v4/i3/52.htm DOI: http://dx.doi.
org/10.5317/wjog.v4.13.52

INTRODUCTION

For the last three decades, the overall unintended
pregnancy rate in the United States has been nearly
constant at 50%. The 2014 estimate demonstrates that
the overall rate has increased to 51%, but that greater
disparities exist today than ever before. The rate of
unintended pregnancy has declined to 34% among
women of higher socioeconomic status (SES), but has
increased to 62% among women of lower SES™?,
Unintended pregnancies can have severe health and
economic consequences for both the mother and her
fetus®. This is perhaps most notable among women
with rapid repeat pregnancies (defined as a pregnancy
12-18 mo after delivery), which is linked to increased
maternal and child morbidity and mortality™®®. Preg-
nancy rates within one year of delivery range from
6%-40% depending on the population studied, and are
particularly high among adolescents™* %,

The provision of highly effective contraception in
the postpartum period serves as a partial solution to
the problem of unintended pregnancy and is uniquely
able to drastically reduce rapid repeat pregnancy rates.
Traditionally, the only contraception offered in the
immediate postpartum period has been tubal ligation
or progestin only pills. This is because it has been
assumed that couples will remain abstinent for at least
6 wk, as instructed by the obstetrician. The more highly
effective, reversible methods of contraception typically
are not offered until the six week postpartum visit. The
timing of this postpartum visit itself is anachronistic;
it was designed to ensure the cervix and vagina had
normalized so that the women could have a pap smear
and a diaphragm fitting'**". Unfortunately, clinging to this
outdated standard creates barriers to accessing effective
contraceptive methods and increases the risk for
unintended pregnancy for several reasons. First, up to
35% of postpartum women (often the most vulnerable
ones) do not return for postpartum care!***?, This is
due often to changing insurance status. (In the United
States, prenatal care, delivery and postpartum care up
to 6 wk post-delivery are covered universally for low
income citizens. For undocumented residents, however,
only delivery care is covered generally). Among those
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who do present, other barriers are often encountered,
such as need to order long acting reversible contra-
ceptives (LARC) devices (which necessitates yet another
visit for placement) and lack of enthusiasm on the part
of physicians. Surveys of practicing obstetrician/gyne-
cologists and family physicians consistently show a lack
of knowledge of LARC, specifically regarding intrauterine
device (IUD) placement™ '), It is not surprising that
only a fraction those desiring LARC actually receive
LARC at this visit'*®], Indeed, Potter found that while
25% of women desired LARC postpartum, only 12%
actually were able to initiate LARC within 6 mo of
delivery™®. This disconnect mostly affects women
of lower socioeconomic status and women who lost
insurance coverage. Finally, even if women manage to
present for postpartum care and are offered effective
contraceptives, the visit may be too late for some
women - as ovulation may return as early as 25 d
postpartum for nonbreastfeeding women™ and many
couples do not observe the recommended 6 wk of
abstinence postpartum®®,

Provision of contraception in the immediate post-
partum period has the potential to solve these problems.
We hope to generate greater support for this practice
by demonstrating the safety, effectiveness, patient
satisfaction, and cost effectiveness of immediate
initiation of top tier contraceptive methods.

IMMEDIATE POSTPARTUM

CONTRACEPTION IS SAFE

The World Health Organization (WHO) and the
Centers for Disease Control and Prevention (CDC)
have provided clear guidance regarding the safety of
immediate postpartum contraception. All progestin
only methods are Category 1 (no contraindication) in
nonbreastfeeding women and Category 2 (benefits
outweigh risk) in breastfeeding women. Only combi-
nation methods containing estrogen are unsafe for at
least 21 d postpartum due to associated risk for venous
thromboembolic event (VTE)®*?%, For women with
known risk factors for VTE, initiation of combination
hormonal methods should be delayed even longer until
42 d.

Frequently, breastfeeding women have been denied
immediate postpartum hormonal contraceptive me-
thods due to concerns about decreasing milk supply
and/or passage of hormone into the breast-milk.
Multiple studies have demonstrated that progestin
only methods, including Depot Medroxyprogesterone
Acetate (DMPA) and the etonogestrel implant do not
delay lactogenesis™®!, impede milk production™® or
adversely impact overall breastfeeding continuation
rates and success”??®, Moreover, infant growth
and development is not affected by hormonal contra-
ceptives, even when provided in the immediate
postpartum period®!. The levonorgestrel (LNG) IUD
is less well studied. One small study suggests that
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breastfeeding rates are lower among women receiving
immediate postplacental LNG IUD compared to delayed
insertion, though this was a secondary analysis of
data designed to evaluate IUD continuation rates!*?,
There are not data regarding infant growth and
development with use of a LNG IUD placed immediately
postplacental. However, given that the systemic dose of
progestin is significantly lower with either DMPA or the
entonogestrel implant, there is little basis for concern
about any adverse impact the LNG IUD could have on
infant growth and development.

The placement of intrauterine devices in the imme-
diate postpartum period (within 10 min of placental
expulsion) has been shown to be safe by many metrics.
Immediate postplacental IUD placement has been
researched in multiple settings internationally and with
multiple types of IUDs, including Lippes Loops, Delta T,
Delta Loop, Gyne T, CuT380A and LNG IUD™*¥, These
studies consistently show there is no increased risk
of infection with immediate postplacental placement,
though women diagnosed with chorioamnionitis,
chlamydia or gonorrhea in pregnancy without evidence
of a negative test of cure, or ruptured membranes
for more than 24 h are not candidates for immediate
postplacental IUD due to infection risk®>**"), No
increase in perforation rates has been reported when
compared to interval insertion at 6-8 wk postdelivery™”.
Postpartum pain and bleeding also do not differ when
comparing women receiving immediate postplacental
IUDs and women receiving no contraceptive method™".

The risk of expulsion with postplacental IUD inser-
tion is higher than seen with interval insertion at 6-8
wk postdelivery. The reported expulsion rate varies
significantly in the literature, ranging from to 0.3% to
24%"P%3%%1 This increased risk of expulsion appears
to depend on mode of delivery and interval between
placental delivery and IUD placement. Studies of
IUDs placed immediately after a vaginal delivery show
expulsion rates of 20%-24%""***! When the IUD is
placed at the time of a cesarean section, expulsion rates
are typically lower (0.3%-5%) and similar to those seen
with interval placement at 6 wk postpartum?!?®3*3¢],
Additionally, placement that occurs greater than 10 min
after delivery of the placenta is associated with higher
rates of expulsion than placement less than 10 min
after placental delivery™® **?, These findings appear
consistent across multiple types of IUDs, indicating
that the question of which IUD to place should be made
based on patient preference and IUD availability. While
the risk of expulsion may be higher with immediate
postplacental IUD insertion, this risk must be weighed
against the patient’s risk of not returning for interval
insertion. For many women with minimal access to care,
the expulsion risk is worth taking. While specialized
training is needed to place IUDs in the immediate
postpartum setting, short didactic sessions with resi-
dents have demonstrated excellent outcomes™?.

The placement of contraceptive implants in the
postpartum period is more straightforward. The implant
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can be inserted at any time during the hospital stay. The
insertion technique and associated risks with placement
in the immediate postpartum period are no different
than those associated with interval placement.

PROVISION OF IMMEDIATE
POSTPARTUM CONTRACEPTIVES
PREVENT RAPID REPEAT PREGNANCY

Multiple studies demonstrate that contraceptive conti-
nuation rate at 6 mo and at one year post-delivery
are higher among women who received LARC in the
immediate postpartum period than in women who
receive delayed LARC placement at the six week post-
partum visit®®?>%#%1 More impressive is the data
demonstrating that provision of immediate postpartum
contraceptive implants decreased repeat pregnancy
rates at one year postpartum, despite the fact that 14%
had discontinued the implant at 12 mo postpartum™®.
When evaluating women who wanted permanent
contraception in the immediate postpartum period,
women who did not undergo a tubal ligation had higher
rates of pregnancy when compared to women who did
not desire permanent sterilization postpartum despite
both groups having similarly low attendance at the

postpartum visit'*®,

WOMEN ARE SATISFIED WHEN
PROVIDED IMMEDIATE POSTPARTUM
CONTRACEPTION

Women who receive immediate postpartum contra-
ception are as satisfied or more satisfied with their
methods than women undergoing delayed insertion®>?,
When using the continued use of contraceptive method
as a marker for patient satisfaction, we likewise find that
more than 80% women receiving immediate postpartum
LARC continue using it a year after placement!®>"#*%],
This is significantly higher than the approximately 50%
continuation rate for combination oral contraceptive
pills™”. Less is known about the continuation rates of
DMPA when provided in the immediate postpartum
period. Finally, contraceptive side effects occur at equal
rates when comparing immediate and delayed postpar-
tum contraception initiation™*®!.

IMMEDIATE POSTPARTUM
CONTRACEPTION IS COST EFFECTIVE

Provision of contraception has consistently been shown
to be cost effective. Recently, two separate studies
have found that immediate postpartum contraception
is not only cost effective, but it is cost saving. Han et
al**! found that every dollar spent to provide immediate
postpartum etonogestrel implants to adolescents
saved $6.50 within two years post-delivery. These
findings factored in a high discontinuation rate (14%)
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among those receiving the implant in the immediate
postpartum period and still noted cost savings by
providing immediate postpartum implants. Washington
et al® looked at immediate postplacental IUD place-
ment and found a cost savings of $282540 per 1000
women over 2 years. Perhaps more interestingly,
these cost savings persist even if the expulsion rate of
immediate postplacental IUDs is inflated to 38%.

WHY THE DELAY?

The medical evidence regarding health, safety,
cost and patient satisfaction supports the use of
immediate postpartum contraception. Yet, several
barriers prevent the wide adoption of immediate post-
partum contraception. In many locations, access to
contraceptives and access to healthcare providers
trained to provide contraceptives limits the ability to
provide this service. Additionally, as many hospitals are
owned by religiously affiliated organizations, there are
more restrictions placed on what contraceptives, if any,
may be provided to women. From an ethical perspective,
every woman considering her delivery hospital options
should be informed during her prenatal care of any
deliberate institutional policies that would prohibit her
access to postpartum contraception. Failure to do so
is equivalent to sending a trauma victim to a hospital
without emergency services. Regarding permanent
contraception, women receiving state or federally funded
health coverage must sign consents for the procedure
at least 30 d in advance. Again, this presents a great
challenge for women lacking access to routine health
care as it requires not only that the patient have initiated
prenatal care early in pregnancy, but also that her
provider discussed contraception, including sterilization,
in a timely manner. Additionally, the delivering provider
must have a copy of this consent at the time of delivery
in order to provide sterilization. Finally, the surgical staff
must available and willing to provide the procedure.
These logistical challenges reduce the chances a
women will obtain a tubal ligation. Research shows
only 54% of women requesting postpartum tubal
ligation obtain the procedure. Of those that did not
undergo tubal ligation, 37% identified problems with
informed consent paperwork as the reason™"*?, Perhaps
the greatest barrier to the provision of immediate
postpartum contraception is the lack of reliable hospital
reimbursement. Most insurance companies in the
United States reimburse for prenatal care, delivery and
postpartum care as a global package. This ensures that,
while tubal ligations are covered by insurance during
the inpatient stay, any LARC device placed during
hospitalization is not covered by insurance companies.
Indeed, only placement in the outpatient setting during
the postpartum visit is reimbursable.

Change within the healthcare system is difficult and
slow, but it is possible. Two barriers in particular seem
ripe for transformation. First, medical providers are being
better educated about both the safety of immediate
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postpartum contraception and the actual technique of
providing postplacental IUDs. Contraceptive implants
require only that the provider undergo a brief 2-3 h
training course for certification. As referenced above,
surveys demonstrate there is still a lack of knowledge
among providers and their staff regarding LARC, but
there has been improvement. More recent graduates
generally are more knowledgeable about immediate
postpartum contraception and LARC. Clinicians will need
to remember to include counseling on contraception,
including sterilization, during prenatal visits so that
a plan can be in place for each patient at the time of
delivery. Second, the payment scheme for delivery
needs to be altered to allow hospitals to be reimbursed
for immediate postpartum contraception. This has been
accomplished in eleven states in the United States by
creating a separate Medicaid billing code for immediate
postpartum contraception coverage.

CONCLUSION

The evidence clearly demonstrates the need for impro-
ving the provision of immediate postpartum contra-
ception, given its safety, high continuation rates, low
failure rates and high satisfaction. Most importantly,
providers need to be vocal advocates. We need to
advocate for what is right for the patient and eliminate
outdated practices that are clearly inferior. We need to
press for immediate postpartum contraceptive coverage
by all third party payors in all states so that women can
receive the best care regardless of where they live and
what insurance they have.

REFERENCES

1 Finer LB, Zolna MR. Shifts in intended and unintended
pregnancies in the United States, 2001-2008. Am J Public Health
2014; 104 Suppl 1: S43-S48 [PMID: 24354819 DOI: 10.2105/
AJPH.2013.301416]

2 Finer LB, Zolna MR. Unintended pregnancy in the United States:
incidence and disparities, 2006. Contraception 2011; 84: 478-485
[PMID: 22018121 DOI: 10.1016/j.contraception.2011.07.013]

3 Gipson JD, Koenig MA, Hindin MJ. The effects of unintended
pregnancy on infant, child, and parental health: a review of the
literature. Stud Fam Plann 2008; 39: 18-38 [PMID: 18540521 DOI:
10.1111/5.1728-4465.2008.00148.x]

4 Zhu BP. Effect of interpregnancy interval on birth outcomes:
findings from three recent US studies. Int J Gynaecol Obstet
2005; 89 Suppl 1: S25-S33 [PMID: 15820365 DOI: 10.1016/
j-120.2004.08.002]

5 Chen I, Jhangri GS, Chandra S. Relationship between
interpregnancy interval and congenital anomalies. Am J Obstet
Gynecol 2014; 210: 564.e1-564.¢8 [PMID: 24508646 DOI:
10.1016/j.aj0g.2014.02.002]

6 Stamilio DM, DeFranco E, Paré E, Odibo AO, Peipert JF, Allsworth
JE, Stevens E, Macones GA. Short interpregnancy interval: risk of
uterine rupture and complications of vaginal birth after cesarean
delivery. Obstet Gynecol 2007; 110: 1075-1082 [PMID: 17978122
DOI: 10.1097/01.A0G.0000286759.49895.46]

7  Shachar BZ, Lyell DJ. Interpregnancy interval and obstetrical
complications. Obstet Gynecol Surv 2012; 67: 584-596 [PMID:
22990461 DOI: 10.1097/0GX.0b013e31826b2c3e]

8 Fink G, Sudfeld CR, Danaei G, Ezzati M, Fawzi WW. Scaling-

August 10, 2015 | Volume 4 | Issue 3 |



11

12

16

19

20

21

22

23

24

25

JBaishideng®

Goldsmith C et a/. Improving provision of postpartum contraception

up access to family planning may improve linear growth and child
development in low and middle income countries. PLoS One 2014;
9: 102391 [PMID: 25020132 DOI: 10.1371/journal.pone.0102391]
Kost K, Lindberg L. Pregnancy intentions, maternal behaviors, and
infant health: investigating relationships with new measures and
propensity score analysis. Demography 2015; 52: 83-111 [PMID:
25573169 DOI: 10.1007/s13524-014-0359-9]

Tocce KM, Sheeder JL, Teal SB. Rapid repeat pregnancy in
adolescents: do immediate postpartum contraceptive implants
make a difference? Am J Obstet Gynecol 2012; 206: 481.e1-481.e7
[PMID: 22631865 DOI: 10.1016/j.ajog.2012.04.015]

Ogburn JA, Espey E, Stonehocker J. Barriers to intrauterine device
insertion in postpartum women. Contraception 2005; 72: 426-429
[PMID: 16307964 DOI: 10.1016/j.contraception.2005.05.016]
Chen BA, Reeves MF, Creinin MD, Schwarz EB. Postplacental
or delayed levonorgestrel intrauterine device insertion and breast-
feeding duration. Contraception 2011; 84: 499-504 [PMID:
22018124 DOI: 10.1016/j.contraception.2011.01.022]

Speroff L, Mishell DR. The postpartum visit: it’s time for a change
in order to optimally initiate contraception. Contraception 2008; 78:
90-98 [PMID: 18672108 DOI: 10.1016/j.contraception.2008.04.005]
Stubbs E, Schamp A. The evidence is in. Why are IUDs still out?:
family physicians’ perceptions of risk and indications. Can Fam
Physician 2008; 54: 560-566 [PMID: 18411385]

Luchowski AT, Anderson BL, Power ML, Raglan GB, Espey E,
Schulkin J. Obstetrician-gynecologists and contraception: practice and
opinions about the use of IUDs in nulliparous women, adolescents and
other patient populations. Contraception 2014; 89: 572-577 [PMID:
24679477 DOLI: 10.1016/j.contraception.2014.02.008]

Rubin SE, Davis K, McKee MD. New york city physicians’ views
of providing long-acting reversible contraception to adolescents.
Ann Fam Med 2013; 11: 130-136 [PMID: 23508599 DOI: 10.1370/
afm.1450]

Black KI, Sakhaei T, Garland SM. A study investigating obstetricians*
and gynaecologists* management of women requesting an intrauterine
device. Aust N Z J Obstet Gynaecol 2010; 50: 184-188 [PMID:
20522078 DOLI: 10.1111/7.1479-828X.2010.01136.x]

Potter JE, Hopkins K, Aiken AR, Hubert C, Stevenson AJ, White
K, Grossman D. Unmet demand for highly effective postpartum
contraception in Texas. Contraception 2014; 90: 488-495 [PMID:
25129329 DOI: 10.1016/j.contraception.2014.06.039]

Gray RH, Campbell OM, Apelo R, Eslami SS, Zacur H, Ramos
RM, Gehret JC, Labbok MH. Risk of ovulation during lactation.
Lancet 1990; 335: 25-29 [PMID: 1967336 DOI: 10.1016/0140-673
6(90)90147-W]

Brito MB, Ferriani RA, Quintana SM, Yazlle ME, Silva de S& MF,
Vieira CS. Safety of the etonogestrel-releasing implant during the
immediate postpartum period: a pilot study. Contraception 2009;
80: 519-526 [PMID: 19913145 DOI: 10.1016/j.contraception.2009.
05.124]

Kelly LS, Sheeder J, Stevens-Simon C. Why lightning strikes
twice: postpartum resumption of sexual activity during adolescence.
J Pediatr Adolesc Gynecol 2005; 18: 327-335 [PMID: 16202936
DOI: 10.1016/j.jpag.2005.06.004]

Centers for Disease Control and Prevention (CDC). U S.
Medical Eligibility Criteria for Contraceptive Use, 2010. MMWR
Recomm Rep 2010; 59: 1-86 [PMID: 20559203]

Centers for Disease Control and Prevention (CDC). Update
to CDC’s U.S. Medical Eligibility Criteria for Contraceptive
Use, 2010: revised recommendations for the use of contraceptive
methods during the postpartum period. MMWR Morb Mortal Wkly
Rep 2011; 60: 878-883 [PMID: 21734635]

Jackson E, Curtis KM, Gaffield ME. Risk of venous throm-
boembolism during the postpartum period: a systematic review.
Obstet Gynecol 2011; 117: 691-703 [PMID: 21343773 DOI:
10.1097/A0G.0b013e31820ce2db]

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; 117: 1114-1121 [PMID: 21508750 DOI: 10.1097/

WJOG | www.wjgnet.com

26

27

28

29

30

31

32

33

34

35

36

37

38

39

40

41

AOG.0b013e3182165¢e8]

Tankeyoon M, Dusitsin N, Chalapati S, Koetsawang S, Saibiang
S, Sas M, Gellen JJ, Ayeni O, Gray R, Pinol A. Effects of hormonal
contraceptives on milk volume and infant growth. WHO Special
Programme of Research, Development and Research Training
in Human Reproduction Task force on oral contraceptives.
Contraception 1984; 30: 505-522 [PMID: 6241559 DOI: 10.1016/0
010-7824(84)90001-5]

Hannon PR, Duggan AK, Serwint JR, Vogelhut JW, Witter F,
DeAngelis C. The influence of medroxyprogesterone on the
duration of breast-feeding in mothers in an urban community. Arch
Pediatr Adolesc Med 1997; 151: 490-496 [PMID: 9158442 DOI:
10.1001/archpedi.1997.02170420060010]

Halderman LD, Nelson AL. Impact of early postpartum
administration of progestin-only hormonal contraceptives compared
with nonhormonal contraceptives on short-term breast-feeding
patterns. Am J Obstet Gynecol 2002; 186: 1250-1256; discussion
1256-1258 [PMID: 12066106 DOI: 10.1067/mob.2002.123738]
Lester F, Kakaire O, Byamugisha J, Averbach S, Fortin J, Maurer
R, Goldberg A. Intracesarean insertion of the Copper T380A versus
6 weeks postcesarean: a randomized clinical trial. Contraception
2015; 91: 198-203 [PMID: 25499587 DOI: 10.1016/j.contraception
.2014.12.002]

Levi E, Cantillo E, Ades V, Banks E, Murthy A. Immediate
postplacental IUD insertion at cesarean delivery: a prospective
cohort study. Contraception 2012; 86: 102-105 [PMID: 22264666
DOI: 10.1016/j.contraception.2011.11.019]

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; 116: 1079-1087 [PMID: 20966692 DOI:
10.1097/A0G.0b013e3181f73fac]

Thiery M, Van Kets H, Van der Pas H. Immediate post-placental
IUD insertion: the expulsion problem. Contraception 1985; 31:
331-349 [PMID: 4006467 DOI: 10.1016/0010-7824(85)90002-2]
Van Kets H, Thiery M, van der Pas H, Parewijck W. Immediate
postpartum insertion: performance of the Nova-T-PP and
randomized comparison with the Nova-T. Adv Contracept 1987, 3:
63-69 [PMID: 3630820 DOI: 10.1007/BF01849254]

Xu JX, Connell C, Chi IC. Immediate postpartum intrauterine
device insertion--a report on the Chinese experience. Adv
Contracept 1992; 8: 281-290 [PMID: 1290330 DOI: 10.1007/
BF02042586]

Tatum HJ, Beltran RS, Ramos R, Van Kets H, Sivin I, Schmidt FH.
Immediate postplacental insertion of GYNE-T 380 and GYNE-T
380 postpartum intrauterine contraceptive devices: randomized
study. Am J Obstet Gynecol 1996; 175: 1231-1235 [PMID: 8942493
DOI: 10.1016/S0002-9378(96)70033-9]

Chi IC, Zhou SW, Balogh S, NG K. Post-cesarean section insertion
of intrauterine devices. Am J Public Health 1984; 74: 1281-1282
[PMID: 6496826 DOI: 10.2105/AJPH.74.11.1281]

Celen S, Moroy P, Sucak A, Aktulay A, Danisman N. Clinical
outcomes of early postplacental insertion of intrauterine
contraceptive devices. Contraception 2004; 69: 279-282 [PMID:
15033401 DOI: 10.1016/j.contraception.2003.12.004]

Celen S, Sucak A, Yildiz Y, Damisman N. Immediate postplacental
insertion of an intrauterine contraceptive device during cesarean
section. Contraception 2011; 84: 240-243 [PMID: 21843687 DOI:
10.1016/j.contraception.2011.01.006]

Whitaker AK, Endres LK, Mistretta SQ, Gilliam ML. Postplacental
insertion of the levonorgestrel intrauterine device after cesarean
delivery vs. delayed insertion: a randomized controlled trial.
Contraception 2014; 89: 534-539 [PMID: 24457061 DOI: 10.1016/
j-contraception.2013.12.007]

Sonalkar S, Kapp N. Intrauterine device insertion in the postpartum
period: a systematic review. Eur J Contracept Reprod Health Care
2015; 20: 4-18 [PMID: 25397890 DOI: 10.3109/13625187.2014.97
1454]

Kapp N, Curtis KM. Intrauterine device insertion during the
postpartum period: a systematic review. Contraception 2009; 80:

August 10, 2015 | Volume 4 | Issue 3 |



42

43

44

45

46

JRaishideng®

Goldsmith C et a/. Improving provision of postpartum contraception

327-336 [PMID: 19751855 DOI: 10.1016/j.contraception.2009.03.0
24]

Eroglu K, Akkuzu G, Vural G, Dilbaz 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; 74: 376-381 [PMID:
17046378 DOI: 10.1016/j.contraception.2006.07.003]

Jatlaoui TC, Marcus M, Jamieson DJ, Goedken P, Cwiak C.
Postplacental intrauterine device insertion at a teaching hospital.
Contraception 2014; 89: 528-533 [PMID: 24565735 DOI: 10.1016/
j-contraception.2013.10.008]

Wilson S, Tennant C, Sammel MD, Schreiber C. Immediate
postpartum etonogestrel implant: a contraception option with long-
term continuation. Contraception 2014; 90: 259-264 [PMID:
24993485 DOI: 10.1016/j.contraception.2014.05.006]

Tocce K, Sheeder J, Python J, Teal SB. Long acting reversible
contraception in postpartum adolescents: early initiation of
etonogestrel implant is superior to IUDs in the outpatient setting. J
Pediatr Adolesc Gynecol 2012; 25: 59-63 [PMID: 22051792 DOI:
10.1016/j.jpag.2011.09.003]

Thurman AR, Janecek T. One-year follow-up of women with
unfulfilled postpartum sterilization requests. Obstet Gynecol
2010; 116: 1071-1077 [PMID: 20966691 DOI: 10.1097/
AOG.0b013e3181f73eaa]

WJOG | www.wjgnet.com

57

47

48

49

50

51

52

Murphy PA, Brixner D. Hormonal contraceptive discontinuation
patterns according to formulation: investigation of associations in
an administrative claims database. Contraception 2008; 77: 257-263
[PMID: 18342648 DOI: 10.1016/j.contraception.2008.01.002]
Ireland LD, Goyal V, Raker CA, Murray A, Allen RH. The effect
of immediate postpartum compared to delayed postpartum and
interval etonogestrel contraceptive implant insertion on removal
rates for bleeding. Contraception 2014; 90: 253-258 [PMID:
24973904 DOI: 10.1016/j.contraception.2014.05.010]

Han L, Teal SB, Sheeder J, Tocce K. Preventing repeat pregnancy in
adolescents: is immediate postpartum insertion of the contraceptive
implant cost effective? Am J Obstet Gynecol 2014; 211: 24.e1-24.e7
[PMID: 24631431 DOI: 10.1016/j.ajog.2014.03.015]

Washington CI, Jamshidi R, Thung SF, Nayeri UA, Caughey AB,
Werner EF. Timing of postpartum intrauterine device placement: a
cost-effectiveness analysis. Fertil Steril 2015; 103: 131-137 [PMID:
25439838]

Gilliam M, Davis SD, Berlin A, Zite NB. A qualitative study of
barriers to postpartum sterilization and women’s attitudes toward
unfulfilled sterilization requests. Contraception 2008; 77: 44-49
[PMID: 18082666 DOI: 10.1016/j.contraception.2007.09.011]

Zite N, Wuellner S, Gilliam M. Barriers to obtaining a desired
postpartum tubal sterilization. Contraception 2006; 73: 404-407
[PMID: 16531176 DOI: 10.1016/j.contraception.2005.10.014]

P- Reviewer: Cao C, Celik H, Mohammed Usta I, Wang PH, Xiu QZ
S- Editor: Tian YL L- Editor: A E- Editor: Wu HL

August 10, 2015 | Volume 4 | Issue 3 |



JRnishideng®

Published by Baishideng Publishing Group Inc
8226 Regency Drive, Pleasanton, CA 94588, USA
Telephone: +1-925-223-8242
Fax: +1-925-223-8243
E-mail: bpgoffice@wijgnet.com
Help Desk: http://www.wijgnet.com/esps/helpdesk.aspx
http:/ /www.wjgnet.com

© 2015 Baishideng Publishing Group Inc. All rights reserved.



	52
	封底

