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Key messages

►► The reality of postnatal contraception 
service delivery does not currently meet 
the aspirations set out in the relevant 
guidance.

►► Delivery of services should universally 
target the issue of unplanned pregnancy,   
not the many diverse high-risk groups.

►► The identification and training needs of all 
relevant groups of healthcare professionals 
is key to successful implementation 
of immediate postnatal contraception 
services and requires investment.

►► There is a pressing need for further pilot 
studies in England offering immediate 
postnatal contraception together with 
a coordinated national evaluation and 
sharing of commissioning models and 
resources.

Abstract
Objectives  Provision of immediate postnatal 
contraception, including long-acting reversible 
contraceptive (LARC) methods, is increasingly 
identified and endorsed as a key strategy 
for reducing unplanned and rapid repeat 
pregnancies. This literature review aims to 
evaluatethe views of women and healthcare 
professionals regarding the receipt, initiation or 
delivery of these services.
Methods  Databases (Embase, Medline, 
CINAHL, HMIC) were searched for relevant 
English language studies, from January2003 to 
December 2017. In addition, Evidence Search, 
Google Scholar and Scopus (citation search) were 
used to identify further literature. Other relevant 
websites were accessed for policies, guidance 
and supplementary grey literature.
Results  There is clear guidance on how to 
deliver good-quality postnatal contraception to 
women, but the reality of service delivery in the 
UK does not currently meet these aspirations, 
and guidance on implementation is lacking. The 
available evidence on the provision of immediate 
postnatal contraception focuses more on 
clinical rather than patient-centred outcomes. 
Research on postnatal women’s views is limited 
to receptivity to LARC and contraception 
counselling rather than what influences their 
decision-making process at this time. Research 
on views of healthcare professionals highlights a 
range of key systemic barriers to implementation.
Conclusions  While views of postnatal women 
and healthcare professionals are largely in 
support of immediate postnatal contraception 
provision, important challenges have been 
raised and present a need for national sharing 
of service commissioning and delivery models, 
resources and evaluation data. Provider attitudes 
and training needs across multidisciplinary 
groups also need to be assessed and addressed 
as collaborative working across a motivated, 
skilled and up-to-date network of healthcare 

professionals is viewed as key to successful 
service implementation.

Introduction
Rapid repeat pregnancies are associ-
ated with worse outcomes for mother 
and child. An interpregnancy interval of 
less than 12 months increases the risk 
of preterm birth, low birth weight, still-
birth and neonatal death.1 There is robust 
evidence that the provision of imme-
diate long-acting reversible contraception 
(LARC) postnatally at the place of delivery 
is safe2–4 and effective in preventing rapid 
repeat pregnancy.4–7 Recent guidance 
from the Faculty of Sexual & Reproduc-
tive Healthcare (FSRH) states that mater-
nity service providers should ensure that 
all women after pregnancy have access 
to the full range of effective contracep-
tive methods and be able to provide these 
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Figure 1  The four concepts of the search strategy 

immediately after childbirth.8 However, this is not yet 
routine practice in the UK, Europe nor the USA.9–11

In the UK, reducing unwanted pregnancy after 
childbirth has been identified by the Department of 
Health and Social Care as a priority area for sexual 
health improvement.12 A 2016 UK study found almost 
1  in  13 women presenting for abortion or delivery 
had conceived within 1 year of giving birth.13 UK 
evidence on immediate postnatal contraception relates 
exclusively to new and independent initiatives, fledg-
ling, limited services or unmet need.14–19 As we look 
to identify and overcome barriers to implementation 
and service delivery of immediate postnatal contracep-
tion in the UK, there is a need to further understand 
the views of women and healthcare professionals on 
receipt, initiation or delivery of these services. This 
literature review aims to summarise this evidence from 
UK early adopter sites and other developed countries 
making efforts to introduce this practice.

Methodology
A search strategy was developed that included thesaurus 
and free-text terms for four concepts (see figure  1). 
The databases Embase, Medline, CINAHL, HMIC, 
Evidence Search, and the search engine Google Scholar 
were searched for relevant studies and articles from 
2003 to December 2017. In addition, backward and 
forward citation searches were undertaken using the 
Scopus database. The websites of the Royal College of 
Obstetricians and Gynaecologists (RCOG), Faculty of 
Sexual & Reproductive Healthcare (FSRH), National 
Institute for Health and Care Excellence (NICE), 
World Health Organization (WHO), and the Royal 
College of Midwives (RCM) were also searched for 
policies, guidance and online supplementary grey liter-
ature. The results were de-duplicated and managed in 
Endnote. An English language limit was applied and 
potentially relevant references were identified. One 
reviewer screened on title and abstract articles for full-
text screening. Two reviewers screened on full text for 
relevance to views on immediate postnatal contracep-
tion. Broad inclusion criteria were applied to include 
quantitative and qualitative studies, and priority was 
given to systematic reviews and randomised controlled 
trials (RCTs) where available. Studies with secondary, 
patient-centred outcome measures such as uptake, 
continuation and satisfaction were included and 
considered as surrogate markers of women’s views.

Results
Women’s views
A recent Cochrane systematic review of three RCTs 
of immediate versus delayed postnatal insertion of the 
contraceptive implant showed a higher uptake among 
women assigned to the immediate insertion group (risk 
ratio (RR) 1.41, 95% CI 1.28 to 1.55; 410 partici-
pants).20 This review did not provide clear evidence 
of any difference in continuation of contraceptive use 
at 12 months. One of the RCTs21 had a high risk of 
attrition bias, with large loss to follow-up, particularly 
in the group randomised to receive the implant at 6 
weeks postnatally. The overall quality of the review 
evidence for each comparison ranged from very low 
to moderate. High continuation rates of immediate 
postnatal contraceptive implants, greater than 80% 
at 6 and 12 months, have been found in prospective 
observational cohort studies.4 7 22

The most recent Cochrane review meta-analysis 
of immediate postpartum intrauterine contraception 
(PPIUC) of 15 trials of moderate quality found that 
use at 6 months was twice as likely than with stan-
dard interval insertion (OR 2.04, 95% CI 1.01 to 4.09; 
participants 243; studies=4).2 This is particularly 
striking in the context of the higher expulsion rates 
seen with immediate insertion (OR 4.89, 95% CI 1.47 
to 16.32; participants=210; studies=4). More recent 
prospective cohort studies have also demonstrated 
high acceptability with good uptake, continuation and 
satisfaction as well as high replacement rates in those 
women experiencing expulsion.7 14 22

Women’s views of lower levels of pain during imme-
diate insertion of intrauterine contraception (IUC) 
post vaginal delivery has been evidenced in two small 
US studies.23 24 A recent mixed-methods study of 66 
women reported that women were surprised by the 
rapidity of the insertion procedure, were positively 
distracted by their newborns, and felt relief and reas-
surance immediately afterwards.24 This study did not 
follow up women post-discharge and did not include 
information on women who declined to participate or 
for whom insertions failed. It is, nevertheless, one of 
few studies to consider women’s decisional influences, 
reporting that convenience, efficacy, past contracep-
tive experience, and financial and logistical barriers 
to accessing contraception in the community were all 
motivating factors to uptake.

A recent Scottish prospective service evaluation of 
provision of IUC at elective caesarean section demon-
strated good uptake (13.7%, 120/877).14 This study 
had high follow-up rates of 93% at 1 year and showed 
high continuation rates with 85% still using an intra-
uterine method at 1 year. The continuation rates incor-
porated expulsions (8.8% at 1 year), re-insertions and 
requested removals. High satisfaction rates were also 
reported with 92.7% (76/82) of the sample happy 
with the method at 12 months. To date there are no 
other Western European studies evaluating insertion 
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of IUC at elective caesarean section in public mater-
nity hospitals. There is good agreement between this 
study and an earlier US RCT of 112 women comparing 
intra-caesarean insertion with interval insertion.25 The 
US trial demonstrated a nearly 20% higher rate of 
continuation in the immediate post–caesarean delivery 
group (83%,  40/48) compared with those in the 
interval group (64%, 32/50; relative risk 1.3, 95% CI 
1.02 to 1.66), despite a higher expulsion rate (8% in 
the immediate group). Free intrauterine devices (IUDs) 
were offered as part of the US research study, whereas 
in the UK free maternity care and community contra-
ception provision removes potential incentives related 
to cost and insurance cover.

Women’s preferences for postnatal LARC (implants 
and intrauterine methods) were also examined in 
a recent prospective cohort study of 1700 post-
natal women in eight Texan hospitals, including one 
hospital that offered immediate postnatal LARC.26 
Preference for LARC considerably exceeded use at 
6 months (41% vs 22%; p<0.001), but in the single 
hospital that offered immediate provision, uptake was 
36% and the  continuation rate was high, suggesting 
that limited LARC use postnatally may be attributable 
more to healthcare provider and system-level barriers 
than women’s preferences. The study sample included 
a high proportion of participants from Mexico, which 
has uniquely high postnatal IUD use following a 1980s 
national initiative,27 and therefore these findings may 
not be more widely generalisable.

Healthcare professionals’ views
Many studies on immediate postnatal contracep-
tion involve postnatal LARC initiatives and services 
targeting specific groups at high risk of rapid repeat or 
unplanned pregnancy. These include adolescents and 
women at high safeguarding risk, for example, those 
suffering from addiction, mental health problems and 
domestic violence.4 7 16 21 28 Women who have their chil-
dren taken into care have also been targeted as these 
women often have multiple complex problems which 
prevent them accessing contraception in the commu-
nity after delivery or being able to take short-acting 
methods regularly and reliably.29 Research studies and 
expert commentaries on immediate postnatal contra-
ception have highlighted the ethical implications of 
targeted interventions. Concerns have been raised by 
healthcare professionals regarding the potential for 
coercion and compromise of reproductive equity.27 30

Current RCOG guidance recommends that health-
care professionals providing contraceptive care recog-
nise and maximise every opportunity during the 
antenatal, intrapartum and postnatal period to provide 
information and counsel women on the contracep-
tive choices available to them after birth.31 There 
is limited UK evidence on what healthcare profes-
sionals think about immediate provision of postnatal 
contraception but the few published studies highlight 

differing opinions about their roles in the delivery of 
these services. An RCM survey conducted in 2013 
reported that over half of the midwives (56%) felt that 
there was not usually enough time and resources to 
support and inform women about contraception, and 
service pressures significantly hindered their ability to 
deliver postnatal contraceptive support.32 A qualitative 
study of 12 Scottish midwives in 2014 reported that 
midwives viewed contraception as a minor part of their 
role, and they expressed concern about expansion of 
their role to giving contraceptive advice or providing 
LARC.33 They identified barriers to the provision of 
immediate postnatal contraception as lack of time, 
knowledge, privacy, and maternal preoccupation with 
the newborn. They also saw general practitioners 
(GPs) as the most appropriate health professionals to 
discuss and provide contraception. A mixed-methods 
study of 86 student midwives at an English university 
similarly reported a lack of knowledge and confidence 
in giving safe and accurate advice on contraception, 
together with a lack of opportunity to observe mentors 
giving contraceptive advice.34

However, evaluation of the APPLES (Access to Post 
Partum LARC in Edinburgh South) study, the first UK 
pilot of a maternity service offering routine antenatal 
contraception counselling together with postnatal 
provision of a choice of method, provides evidence of 
positive views of community midwives in this role.35 
These midwives received contraception training and 
subsequently reported feeling able to deliver a routine, 
integrated system for antenatal contraceptive coun-
selling and facilitating contraceptive choice. Hospital 
midwives involved in the project were also generally 
positive about the provision of contraception after 
delivery becoming part of routine care. However, the 
hospital midwives in this study were not trained in 
LARC provision, and the availability of trained doctors 
and competing clinical demands were reported as the 
main obstacles to provision. Despite 43% of respon-
dents planning to use LARC, only 9% (118/1369) of 
this cohort actually received LARC prior to discharge. 
A recent Welsh initiative also identified staff avail-
ability as a key reason for not being able to fit any post-
partum IUC in the initial period of study as planned.16 
There have been no comparable studies published on 
services providing immediate postnatal contraception, 
including LARC, in England.

There have been several recent US cross-sectional 
studies reporting perceived lack of experience, 
training and knowledge of immediate postnatal provi-
sion among a range of healthcare professionals.36–39 A 
national online survey of 794 US midwives revealed 
multiple knowledge gaps, and while a significant 
proportion reported desiring additional training 
in immediate postnatal IUD (63.5%) and implant 
(22.8%) insertion, few reported access to such training 
(IUD, 19.9%; implant, 15.2%).36 In a cross-sectional 
survey of 409 physicians who provide labour and 
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delivery care,37 most had never placed an immediate 
postnatal intrauterine method (81%) or implant 
(80%). Similarly, an earlier cross-sectional survey 
of 82 obstetricians, family medicine physicians and 
midwives practising at seven maternity hospitals in 
Massachusetts also found low levels of immediate 
postnatal contraceptive experience. Less than half of 
those surveyed (35, (42.7%) had placed an immediate 
postnatal IUD.38 It is worth noting that these studies 
had low response rates (17%–35%) and may not be 
nationally representative due to the focus on academic 
centres, subjects with primary teaching roles, conve-
nience sampling and selection bias; with those already 
active and interested in postnatal contraception more 
likely to respond. These studies have, however, high-
lighted misconceptions regarding safety and other 
important potential barriers to implementation. In the 
Massachusetts cross-sectional survey, 8.4% overesti-
mated the expulsion rate, 8.4% thought there was an 
increased infection risk, and 25% thought that there 
was an increased perforation rate; all inconsistent with 
published data.2 3 Physician concerns regarding finan-
cial reimbursement, device unavailability in hospitals, 
and religious institutional policies were also raised.37

Further studies have looked at the views of wider 
multidisciplinary, non-clinical and community-based 
staff involved in the care of postnatal women. A qual-
itative US study of 32 multidisciplinary staff including 
obstetricians, sexual health doctors and nurses, 
lactation consultants, pharmacists, procurement, IT, 
finance, administration and management staff working 
across 10 hospitals in Georgia to establish immediate 
postnatal LARC programmes identified key barriers 
such as knowledge, cost, and competing clinical and 
administrative priorities.39 A recent Welsh initiative 
identified delays in equipment delivery and incon-
sistencies with data entry as non-clinical barriers to 
provision and analysis of service provision.16 A recent 
cross-sectional self-completed US survey of lactation 
consultants found that while 77% (137/177) offered 
advice about postnatal contraception and its impact on 
breastfeeding,40 the majority felt that the theoretical 
or proven risks outweighed the benefits or that there 
was an unacceptable health risk for the immediate use 
of progestogen-only methods if used within 21 days 
of delivery, contrary to the Medical Eligibility Criteria 
for Contraceptive Use.41 Such findings highlight the 
importance of engaging breastfeeding specialists in 
immediate postnatal contraception initiatives.42 A 
recent study assessing the views of 156 UK community 
sexual health providers found support for promotion 
and provision of thread checks for PPIUC but also 
reported challenges around staffing, knowledge and 
experience, and access to ultrasound.9 Referral path-
ways and funding for aftercare of immediate PPIUC 
were also highlighted as barriers.

Evaluation studies and expert commentaries on 
the initiation of immediate postnatal contraception 

services consistently identify the need for strong 
leadership and project ‘champions’, physician 
advocacy and early identification of a multidisci-
plinary implementation team across obstetrics and 
midwifery, sexual health, ultrasound, pharmacy, 
procurement, IT, administration and manage-
ment.35 39 43 44 This is in recognition of the complex, 
integrated pathway spanning the antenatal and 
postnatal periods, structural hospital barriers and 
interfaces with community services such as GPs 
and contraception specialists. Clear communi-
cation across regional networks and nationally is 
also asserted as necessary to develop streamlined 
effective protocols, implementation guidance and 
disseminate early best practice to facilitate wide-
spread adoption.39

Discussion
The majority of studies on immediate postnatal contra-
ception focus on provision of the most effective, LARC 
methods, which have potential advantages specific to 
the immediate postnatal period. These include assur-
ance that the woman is not pregnant, masking of early 
bleeding associated with the method, prior anaesthesia, 
access to healthcare professionals, and avoidance of a 
subsequent procedure. Research into immediate post-
natal LARC has, in turn, focused primarily on clinical 
and safety outcomes (infection, expulsion, perfora-
tion  etc.); however, some studies included secondary 
patient-centred outcomes (uptake, continuation and 
satisfaction). While RCTs have shown a higher uptake of 
immediate versus delayed postnatal insertion of contra-
ceptive implants, further large-scale, high-quality studies 
with longer-term follow-up are needed to corroborate 
evidence of higher continuation rates. Studies on the 
insertion of intrauterine methods at the place of delivery 
vary widely according to type of device, timing of post-
natal insertion and mode of delivery. Comparisons are 
also challenging due to population differences such as 
age and parity of women, inserter technique, and expe-
rience and length of follow-up. However the literature 
consistently shows high acceptability of immediate 
PPIUC with good uptake and continuation rates, despite 
higher expulsion rates. UK evidence on women’s views 
of immediate PPIUC is to  date restricted to insertion 
at the time of caesarean section via hysterostomy. This 
insertion process is quick, requires less additional equip-
ment relative to community insertion, and may carry a 
lower perforation risk than at 6 weeks postpartum.10

The evidence base for implementation of immediate 
postpartum LARC includes many studies of services 
targeting specific groups at high risk of rapid repeat or 
unplanned pregnancy. While targeting some groups may 
be practicable when piloting services and when facing 
cost and staffing constraints, the heterogeneity of the 
population at risk of short interpregnancy intervals 
supports universal provision. A large retrospective UK 
study found that women presenting for abortion and 

 on A
pril 10, 2024 by guest. P

rotected by copyright.
http://jfprhc.bm

j.com
/

B
M

J S
ex R

eprod H
ealth: first published as 10.1136/bm

jsrh-2018-200231 on 18 A
pril 2019. D

ow
nloaded from

 

http://jfprhc.bmj.com/


Thwaites A, et al. BMJ Sex Reprod Health 2019;45:88–94. doi:10.1136/bmjsrh-2018-20023192

Review

delivery with interpregnancy intervals of ≤12 months 
spanned all ages and socioeconomic groups.13 A recent 
publication of secondary analysis of a large prospec-
tive US cohort study also describes the heterogeneous 
nature of women at risk of short interpregnancy inter-
vals.45 Such views support the adoption of unrestricted, 
universal access to immediate postnatal contraception 
with transparent policies based on principles of informed 
consent and freedom of choice.

The most appropriate healthcare professional 
resource for provision of immediate LARC methods 
postnatally is currently unknown and may vary 
across populations and services. In the UK, likely 
resources include obstetricians, midwives or sexual 
health nurses. However, this resource will need 
initial and ongoing didactic training on technical 
insertion skills and education on risks and benefits. 
The importance and current inadequacy of training 
and education in postnatal contraception across 
different staff groups is a consistent theme in the 
literature.14 27 30 33 34 38 40 44 The introduction of a new 
FSRH qualification in 2017, open to doctors, nurses 
and midwives for implant insertion only, acknowl-
edges  this distinct need within maternity services.46 
In contrast, there are no current national UK training 
schemes on the fitting of intrauterine methods imme-
diately postnatally, and relatively few experienced 
trainers of immediate post vaginal delivery inser-
tion. The training needs of other relevant healthcare 
professionals involved in antenatal and postnatal care, 
including GPs, breastfeeding specialists, pharmacists 
and administrative staff, must also be considered in 
order for women to be given correct and consistent 
messages about immediate postnatal contraception 
and to achieve integrated provision of their chosen 
method. A shortfall in sufficient numbers of trained 
staff in the UK remains a significant barrier to imple-
mentation of successful programmes and requires 
considerable investment.35

Funding of immediate postnatal contraception is a 
particular challenge under the current commissioning 
system in England, with contraception services split 
between local authorities, NHS England and Clinical 
Commissioning Groups. Different local models have 
been proposed but as yet there are no shared pilot data. 
Pilot studies in England are needed to test the feasi-
bility and generalisability of the emerging evidence 
from Scotland and Wales. However, evidence from the 
USA provides a good example of how restructuring 
can overcome financial barriers to implementation 
of these services. There a rapid expansion of revised 
Medicaid insurance policies allowed hospitals to bill 
the cost of devices and insertion separately from a 
global delivery fee, removing a key structural barrier 
and increasing access and uptake of this service.47 48 
Initial cost-effectiveness data are emerging and are also 
encouraging.49 50 Early UK models should be rigorously 
evaluated in terms of uptake and impact on unplanned 

and rapid repeat pregnancy, and successes promoted 
in order to expedite widespread necessary structural 
change.

Conclusions
Emerging evidence on women’s views on immediate 
postnatal contraception is encouraging. There is good 
and increasing evidence that LARC methods provided in 
this context are highly acceptable to women. However, 
the challenges of widespread routine provision in the 
UK remain significant. Successful implementation relies 
on a motivated, knowledgeable and skilled network 
of healthcare professionals, and the identification and 
training needs of all relevant groups must be assessed 
and addressed. Further pilot studies across England are 
needed to test feasibility, cost-effectiveness and impact 
on unplanned pregnancy. There are strong ethical argu-
ments that these services should offer all methods to all 
women. There is also a need for a coordinated, national 
sharing and evaluation of commissioning and delivery 
models and resources in order to secure consistent provi-
sion for women nationwide and the associated repro-
ductive benefits for women and their families.

Additional educational resources
►► The American College of Obstetricians and Gynecolo-

gists (ACOG) has recently developed a Postnatal Contra-
ceptive Access Initiative to support immediate postnatal 
LARC implementation across three phases: (i) capacity 
building, (ii) onsite simulation and (iii) training and 
ongoing support via a web-based hub with resources and 
follow-up consultation with experts.  https://​pcainitia-
tive.​acog. org/   http://​links.​lww.​com/​AOG/​A900 

►► The Association of State and Territorial Health Offi-
cials (ASTHO) is also providing clinical and operational 
support for postnatal LARC implementation across 
states, working to identify, document and address tech-
nical assistance needs, promising practices and barriers. 
http://www.​astho.​org/​Maternal-​and-​Child-​Health/​Long-​
Acting-​Reversible-​Contraception/​LARC-​Immediately-​
Postpartum-​Learning-​Community-​Background/ 
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