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Abstract

AIM: To review the safety (infection, perforation) and 

efficacy (expulsion, continuation rates, pregnancy) of 
intrauterine device (IUD) insertion in the postpartum 
period. 

METHODS: MEDLINE, PubMed and Google Scholar 
were searched for randomized controlled trials and 
prospective cohort studies of IUD insertions at different 
times during the postpartum period. Time of insertion 
during the postpartum period was documented speci-
fically, immediate post placenta period (within 10 min), 
early post placenta period (10 min to 72 h), and de-
layed/interval period (greater than 6 wk). Other study 
variables included mode of delivery, vaginal vs  cesarean, 
manual vs  use of ring forceps to insert the IUD. 

RESULTS:  IUD insertion in the immediate postpartum 
(within 10 min of placental delivery), early postpartum 
(10 min up to 72 h) and Interval/Delayed (6 wk onward) 
were found to be safe and eficacious. Expulsion rates 
were found to be highest in the immediate postpartum 
groups ranging from 14% to 27%. Immediate post 
placental insertion found to have expulsion rates that 
ranged from 3.6% to 16.2%. Expulsion rate was 

significantly higher after insertion following vaginal vs  
cesarean delivery. The rates of infection, perforation 

and unplanned pregnancy following postpartum IUD 

insertion are low. Method of insertion such as with 

ring forceps, by hand, or another placement method 

unique to the type of IUD did not show any signiicant 
difference in expulsion rates. Uterine perforations are 

highest in the delayed/interval IUD insertion groups.

Breastfeeding duration and infant development are 

not affected by delayed/interval insertion of the non-

hormonal (copper) IUD or the Levonorgestrel IUD. 

Timing of the Levonorgestrel IUD insertion may affect 

breastfeeding. 

CONCLUSION: IUD insertion is safe and efficacious 
during the immediate postpartum, early postpartum 
and delayed postpartum periods. Expulsion rates are 
highest after vaginal delivery and when inserted during 
the immediate postpartum period. IUD associated 
infection rates were not increased by insertion during 
the postpartum period over interval insertion rates. 
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There is no evidence that breastfeeding is negatively 
affected by postpartum insertion of copper or hormone-
secreting IUD. Although perforation rates were higher 
when inserted after lactation was initiated. Randomized 
controlled trials are needed to further elucidate the 
consequence of lactation on postpartum insertion. 
Despite the concerns regarding expulsion, perforation 
and breastfeeding, current evidence indicates that a 
favorable risk beneit ratio in support of postpartum IUD 
insertion. This may be particularly relevant for women 
for whom barriers exist in achieving desired pregnancy 
spacing.

Key words: Access to intrauterine devices; Contra-
ception; Expulsion; Intrauterine device; Long acting 
reversible contraception; Postpartum contraception; 
Postpartum intrauterine device; Postpartum intrauterine 
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Core tip: Intrauterine device (IUD) insertion is safe 
and efficacious during the immediate postpartum, 
early postpartum and delayed postpartum periods. 
Expulsion rates are highest after vaginal delivery and 
when inserted during the immediate postpartum period. 
IUD associated infection rates were not increased by 
insertion during the postpartum period over interval 
insertion rates. Despite the concerns regarding 
expulsion, perforation and breastfeeding, current 
evidence indicates that a favorable risk beneit ratio in 
support of postpartum IUD insertion. 
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INTRODUCTION

The intrauterine device (IUD), a form of long acting 

reversible contraception (LARC), is one of the most 

effective contraceptive methods available as well as one 

of the safest. Its effectiveness can largely be attributed 

to its low rate of unintended pregnancy that is likely 

due to its use being patient-independent
[1]

. Its safety 

is supported by recent literature, which documents low 

rates of infection, perforation, and expulsion that should 

not deter a clinician from offering it as a contraception 

option. Furthermore, IUD insertion is not only a viable 

option for the nulliparous, but should also be considered 

as an option during the postpartum period
[1]

.

An inter-pregnancy interval of less than 24 mo has 

been shown to be associated with increased maternal/

infant morbidity and mortality when compared to longer 

inter pregnancy intervals
[2,3]

. Postpartum IUD insertion 

is a useful way to achieve recommended pregnancy 

spacing. Safe and efficacious postpartum insertion 

of the IUD may occur up to 48 h after delivery of the 

placenta, and 4-6 wk postpartum
[4,5]

. Although the 

immediate placement has been associated with a higher 

expulsion rate, the beneits of immediate insertion for 
preventing unplanned pregnancy in select populations 

may outweigh the risk of expulsion
[4,5]

.

Postpartum IUD insertion has no affect on breast-

feeding. It is particularly important that recent studies 

have documented that even the levonorgestrel-releas-

ing devices have no affect on breastfeeding
[6-9]

. The 

levonorgestrel containing IUD has only a local effect on 

the endometrium with minimal transfer to the serum 

and even lower levels detected in the breast milk. 

Women can therefore be reassured that the use of an 

IUD during the postpartum period will not prevent them 

from providing their infant with breast milk that is of 

adequate quantity and quality.

Although IUD insertion in the postpartum period is 

highly favored by the current literature, many barriers 

of insertion still exist such as failure to return for 

postpartum follow up, lack of access to IUD
[10]

, lack 

of knowledge by provider, and inadvertent early pre-

gnancy
[11]

. Some of these barriers can be overcome 

with immediate postpartum insertion
[12]

 as women are 

more motivated to obtain contraception and counseling 

services are readily available at this time
[11,13]

. 

The objective of this review is to evaluate the safety 

and efficacy of IUD insertion in the postpartum, with 

special attention to specific time frames for insertion 

that are associated with the best clinical outcomes. 

Additionally, data supporting the safety of IUDs in 

breastfeeding is used to further reinforce support for the 

insertion of IUDs in the postpartum period
[14]

.

MATERIALS AND METHODS

Selection criteria

Inclusion criteria: Randomized controlled trials and 

prospective cohort studies.

Participants: Postpartum women off with no contrain-

dications to IUD insertion.

Intervention time: IUD insertions during any time 

during the postpartum period, Immediate post placenta 

period (within 10 min), early post placenta period (10 

min to 72 h), and delayed/interval period (greater than 

6 wk). Other comparators included vaginal or cesarean 

deliveries, manual or ring forceps placement and IUD 

type.

Types of outcomes: Expulsion, pregnancy, continua-

tion, infection and perforation rates. Measurements of 

quantity and quality of milk production were assessed 

by breastfeeding duration and infant growth.

Exclusion criteria: Retrospective studies, no time of 
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postpartum insertion, no cases of immediate or delayed 

postpartum IUD insertion. 

RESULTS

Fifteen studies were included. Ten evaluated the safety 

(infections, perforations) and efficacy (expulsion, 

pregnancy, continuation of use) of postpartum IUD 

insertion. Five studies evaluated the effect on breast-

feeding of both non-secreting and hormone secreting 

IUDs. 

Evaluation of safety and eficacy by comparing insertion 
at different time periods
The safety and eficacy of IUD insertion within 10 min 
of placenta delivery, early postpartum (10 min to 48 h) 

and interval/delayed insertion (4-6 wk postpartum) 

were supported by 4 studies. Expulsion rates were 

highest when the insertion occurred in the early and 

immediate postpartum periods. Low complication rates 

and no significant difference between groups was 

found for infection, uterine perforation, and unplanned 

pregnancy
[5,15-18]

.

Two of the four studies compared the three post-

partum periods of insertion finding a statistically 

significant increase in expulsion rate during the 

immediate postpartum and early postpartum period 

when compared to interval insertion
[16,17]

. Two rando-

mized controlled trials compared only two time periods; 

immediate post-partum and interval period, inding[15,18]
. 

Vaginal deliveries were shown to have higher rates of 

expulsion across the included studies
[15-18]

.

Evaluation of safety and eficacy for immediate 
postpartum period insertion
Results of 6 prospective observational studies on 

IUD insertion only during the immediate postpartum 

period (within 10 min post placenta) have shown that 

immediate insertion is safe and efficacious whether 

after cesarean or vaginal birth
[2,13,19-21]

. 

Immediate postpartum IUD insertion is a common 

practice in countries such as India and China. Two large 

multicenter studies, one with 300 women, and the 

other with 2733 women showed lower than expected 

expulsion rates than the rest of the studies included 

in this review. However, these studies conducted in 

India and China reported rates of complications such 

as infection, perforations and unplanned pregnancy 

similar to other studies that we reviewed
[2,22]

. A more 

thorough study with multiple follow up evaluations and 

acknowledgement of those lost to follow-up showed 

expulsion rates that were more representative of the 

current literature
[21]

.

A possible explanation for the exceptionally lower 

expulsion rates in the two studies mentioned above is 

that Singal et al
[22]

 did not take into account patients 

who were lost to follow up. Kumar et al
[2]

 had a follow 

up period of only six weeks, which is not adequate 

for evaluating safety and efficacy of postpartum IUD 

insertion. Despite this, these studies provide insight 

on the use of IUDs in countries where immediate 

postpartum insertion may be most valuable. 

These two studies from India and China demon-

strated that regardless of insertion method there is 

no significant difference in expulsion rates. Although 

method of insertion has not been shown to affect the 

safety and efficacy, complication rates are affected by 

method of delivery. Expulsion rates have been shown to 

be signiicantly higher after vaginal delivery vs cesarean 

section
[21]

. 

Effect of the copper or levonorgestrel IUD on lactation
Further motivation for a woman to choose an IUD in 

the postpartum is the fact that both the copper IUD and 

Levonorgestrel operate locally on the endometrium. 

Therefore, there is no affection on lactation. Four studies, 

demonstrated the safety of IUD use during breast-

feeding
[7,9,23,24]

.

Two randomized controlled trials compared hormone-

secreting to copper IUD demonstrated no significant 

differences in breast-feeding performance (quantity, 

duration) and infant growth/development (quality) when 

inserted in the delayed/interval period to evaluate the 

evaluate the effect of hormonal contraception on breast 

feeding success, a double-blind randomized controlled 

trial found that breast feeding continuation rates and 

infant growth were not affected by progestin only or 

combined oral contraception
[7,9]

.

The only study that examined the timing of IUD 

insertion and its effect on breastfeeding, while not 

reaching signiicance found that women in the delayed 
insertion group continued to breast feed at the 6 mo 

follow-up and had longer breastfeeding duration com-

pared to the immediate post placental group
[15]

. These 

findings certainly support further studies to determine 

what if any role timing of postpartum insertion has on 

breastfeeding.

DISCUSSION

Reports we reviewed found that IUD expulsion rates 

are higher in immediate and early postpartum insertion 

when compared to delayed insertion at the postpartum 

follow up visit. In general, reported IUD expulsion 

rates range from 2%-10%
[25]

. In contrast, immediate 

postpartum expulsion can range from 4%-27% within 

one year of insertion
[5]

. 

The reason for higher expulsion rates in immediate 

postplacental and early postpartum insertion is unclear 

but is most likely multifactorial. Incorrect insertion by 

health care providers due to inexperience and/or lack 

of skill in achieving high fundal placement may play 

a role
[2,3,14,22]

. Another explanation for the increased 

expulsion rate may be due the type of delivery since 

insertion immediately after a vaginal delivery has 

been shown to have a higher expulsion rate than after 
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cesarean
[5,21,26]

. One study went as far as recommending 

that immediate IUD insertion be contraindicated after 

vaginal delivery due to such high expulsion rates in 

comparison to cesarean: (after a vaginal birth, 50% 

(ultrasound only) + 27.8% (clinical examination); and 

post-cesarean section, 0% [P < 0.001; odds ratio (OR) 

= 5.75, 95%CI: 2.36-14.01]
[26]

. Method of insertion, 

whether by hand or by forceps after a vaginal delivery, 

demonstrate similar expulsion rates, thus is unlikely to 

be a contributing factor
[20]

. 

Despite higher expulsion rate, the immediate post-

partum period provides an opportunity for patient 

counseling on the possibility of expulsion. Although 

rates of expulsion are higher in the immediate post-

partum, the convenience of insertion after delivery of 

the placenta may outweigh the expulsion potential by 

increasing access to effective contraception. This may 

be especially relevant for select populations that may 

not return for follow up and be come at risk for an 

unplanned pregnancy.

Infection and perforations were examined to 

assess factors that affect the safety of postpartum IUD 

insertion. For the non-postpartum patient, perforations 

occur at a rate of about 1/1000 or less insertions
[27]

. 

Where as in the postpartum, the studies used for this 

review demonstrated a range from no perforations to 

slightly increased rates over that for interval insertion. 

The most important determinant of uterine perforation 

based on these studies is the time of insertion. In one 

study, when compared to interval insertion, there was 

an increased perforation rate at 0-3 mo postpartum 

insertion (OR = 11.7, 95%CI: 2.8-49.2) and an 

even higher increase at 3-6 mo postpartum insertion 

(OR = 13.2, 95%CI: 2.8-62). However the rates did 

not increase in the immediate postpartum insertion 

or after 6 mo
[28]

. Another study not included in the 

results section, showed that women had a 10 fold risk 

of uterine perforation if the IUD was inserted during 

lactation
[29]

. With these results, it seems that the 

puerperium period poses an increased risk of uterine 

perforation with IUD insertion especially if the woman 

is lactating. It is possible that the associated hormonal 

and structural changes that take place during the 

puerperium period, such as thinning of endometrial 

wall, make the uterus more prone to perforation
[14]

. 

The Mirena is especially implicated in perforations with 

insertion during lactation, likely due to the compounded 

effects from progestins and other hormonal changes 

during lactation that cause endometrial wall thinning
[6]

.

The infection rate (PID) with most of the studies 

used in this review either demonstrated no infection or 

very low rates that were not any different than the rates 

of non-postpartum women. All women in these studies 

were screened for STIs before insertion, and excluded 

if positive. These results agree with the current 

accepted rate of PID after IUD insertion of 0%-2% 

when no infection was present previously and 0%-5% 

when insertion occurs with an undetected infection
[30]

. 

Furthermore, studies indicate that with prompt treat-

ment with positive chlamydia cultures after IUD inser-

tion are unlikely to develop PID even with retention of 

the IUD
[31]

. The Mirena may even decrease the risk of 

PID due to the thickening of the cervical mucus and 

thinning of the endometrium
[32]

. Overall, we found that 

that IUD insertion at anytime does not significantly 

increase the risk of PID. 

Studies on the effect of IUDs on lactation generally 

show no detrimental effect on the duration, quantity, 

and quality of lactation
[6]

. There may be a theoretical 

negative effect of progestins on breastfeeding, (which 

is why it is rated Category 2 by United States Medical 

Eligibility Criteria for Contraception) but more trials 

need to be completed to evaluate this proposed 

lactation risk. Also, an evaluation of the timing of 

levonorgestrel-IUD insertion and lactation indicated 

that women who received immediate postpartum 

insertion had a shorter duration of breastfeeding and 

were less exclusive with breastfeeding than women who 

received delayed insertion
[23]

. The author’s suggests 

that because withdrawal from progesterone helps to 

initiate lactation, the progestins (from the IUD) placed 

in the immediate postpartum period, may act to inhibit 

lactogenesis. However, progestin-only contraception is 

recommended by the United States Medical Eligibility 

Criteria for Contraceptive (Category 2) with or without 

breastfeeding in the immediate postpartum. 

Postpartum (including while breastfeeding) inser-

tion of IUD is recommended by ACOG as a safety 

and effective method of contraception. It is safe and 

effective to insert an IUD (copper or levonorgestrel-

releasing) in the immediate postpartum period (within 10 

min of placental delivery)
[33,34]

 despite higher expulsion 

rates since the beneits may outweigh the risks in select 
populations. Insertion of the copper or levonorgestrel 

IUD 10 min to 4 wk and at or after 4 wk has also shown 

to be safe and effective. Overall, LARC methods have 

very few contraindications and most women are eligible 

for its use during the postpartum period
[35]

.

IUD insertion is efficacious and safe during the 

immediate postpartum, early postpartum and delayed 

postpartum periods
[36]

. Expulsion rates are highest 

in when inserted during the immediate postpartum 

period after vaginal deliveries. In addition, infection and 

perforation rates following postpartum IUD insertion are 

low. Delayed insertion of the copper and levonorgestrel 

IUDs was found to have no affect breastfeeding initia-

tion. However, immediate postpartum insertion was 

associated with a decrease breastfeeding duration and 

exclusivity. Adequately powered randomized controlled 

trials are needed to further elucidate the effect of 

timing of postpartum IUD insertion has on lactation
[37]

. 

In spite of expulsion, perforations and breastfeeding 

duration concerns, IUD insertion in the postpartum 

should remain a viable family planning option for many 

women
[24]

. This may be particularly important for select 

populations where the beneits may outweigh the risk 
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of failing to achieve desired pregnancy spacing.
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