Fact Sheet
Navigating the Research on Hormonal Long-Acting Reversible
Contraception and Breastfeeding
Supporting breastfeeding and reducing unintended pregnancies are public health priorities.
Breastfeeding decreases infants’ risks for asthma, diabetes, childhood leukemia, sudden infant death
syndrome, obesity, respiratory infections, and other health issues.1 Maternal health benefits of
breastfeeding include lower rates of Type 2 diabetes, and lowered risk for breast and ovarian cancer.2
Mothers and infants also enjoy positive psychosocial effects, including increased bonding, and mothers
who breastfeed seem to have a lower incidence of postpartum depression, particularly those who
breastfeed for longer periods.3 At the same time, about half of all U.S. pregnancies are unintended,4
leading to negative health and economic outcomes, including delayed prenatal care, higher rates of
maternal substance use during pregnancy, reduced likelihood of breastfeeding, low birth weight or
preterm birth, and lower education attainment (thus lower income), for mothers and children.5,6,7,8
Increasing breastfeeding rates and reducing unintended pregnancy rates are both vital to improving the
health of the U.S. population. However, members of the lactation and family planning communities have
raised concerns that these two priorities conflict when it comes to inserting hormonal long-acting
reversible contraception (LARC) immediately postpartum.
LARC is a highly effective means to prevent unintended pregnancies and subsequent negative
outcomes.9 LARC includes non-hormonal copper intrauterine devices (IUDs) as well as hormonal
methods: levonorgestrel-releasing IUDs (LNG-IUDs) and single-rod etonogestrel (ETG) implants.10 LARCs
have been shown to reduce unintended pregnancies, teen pregnancies, and abortions. The postpartum
period is an important time to initiate contraception because women have access to healthcare and may
not follow up for a postpartum visit; approximately 50 percent of women do not return for their
postpartum visit six weeks after birth.11 The prevalence of women who follow up is lower among certain
subgroups, including younger women, lower income, less education, and those with less prenatal care.12
These represent the same subgroups of women for whom unintended pregnancies may be the most
challenging.
However, there are two theoretical concerns with immediate postpartum hormonal LARC. The first is
that LNG-IUDs and ETG implants impede lactation because levonorgestrel and etonogestrel are
progestins, and higher levels of progesterone could reduce breast milk production. The second concern
is that progestins in hormonal LARC transfer to breast milk and might negatively impact infants’
reproductive, neuroendocrine, and cognitive development. It is important to note, there is no empirical
evidence regarding the aforementioned theoretical concerns.
Because both priorities are important, public health professionals, healthcare providers, lactation
consultants, family planning specialists, and other health influencers must carefully weigh the evidence
and ethical implications when making recommendations to mothers about immediate postpartum
hormonal LARC insertion and breastfeeding. Whenever possible, providers should engage in shared
decision-making with their patients to ensure that parents can make informed choices that reflect their
priorities and values.
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Research
Studies on hormonal LARC and breastfeeding are limited and sometimes conflicting, indicating the need
for more research. However, there are several key studies experts can review as they strive to
implement evidence-based practices.
There is conflicting data regarding LNG-IUD and breastfeeding outcomes. In 2015, Australian researchers
found that 52 percent of women who had LNG-IUDs inserted immediately after a cesarean section were
still breastfeeding at six months postpartum versus 12 percent of women who had LNG-IUDs inserted six
weeks after giving birth.13 The study also found no statistically significant difference between the infants
in the two groups in terms of weight gain at six weeks, three months, and six months. However, in 2011,
U.S. researchers found that 24 percent of women who delayed LNG-IUD placement until six week
postpartum were still breastfeeding at six months versus six percent of women whose IUDs were placed
immediately postpartum.14 Additionally, 13 percent of women in the delayed group were exclusively
breastfeeding versus two percent of the immediate postpartum group. Other studies on LNG-IUDs did
not find negative impacts on breastfeeding; however, none examined immediate postpartum IUD
initiation.15
Studies on ETG implants and breastfeeding have not revealed adverse outcomes. A 2011 randomized
controlled trial compared breastfeeding rates between women who received ETG implants one to three
days postpartum and women who received implants four to eight weeks postpartum. No difference was
found in rates of lactation failure or exclusive breastfeeding versus supplementation at six months
postpartum.16 However, due to the low number of women in the study (one of 33 women who received
a LARC immediately postpartum experienced lactation failure), a three percent risk of lactation failure
may be clinically significant.
The United States Medical Eligibility Criteria for Contraceptive Use (US MEC) provides guidance to
healthcare providers advising their patients on contraception.17 Based on systematic review of evidence
on the safety of copper IUD and breastfeeding as well as expert feedback, US MEC found that initiation
of LARCs, including copper IUDs, LNG-IUDs and implants, in breastfeeding women is considered safe at
any time postpartum. US MEC also found that breastfeeding women under six weeks postpartum can
generally receive LNG and ETG implants.

Recommendations on Shared Decision-making
In a shared decision-making model, healthcare providers and patients engage in a dialogue to determine
the best treatment for a patient.18 The model acknowledges that both parties are experts essential to
the decision-making process: the healthcare provider regarding the science, the patient regarding their
own best interests. If a woman is concerned about using a hormonal device, the provider should provide
information and guidance on other contraceptive methods. Such patient-centered discussions are
particularly important for women of color and other populations who have been selectively counseled
toward LARC or permanent sterilization in the past.19
In 2016, the American College of Obstetricians and Gynecologists released a committee opinion on
optimizing breastfeeding support, including recommendations on talking to patients about
contraception.20 The committee’s opinion emphasizes that obstetricians should not delay conversations
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about contraception with breastfeeding women. In addition, it is recommended that obstetricians
should educate patients about non-hormonal and hormonal options. In their opinion, the committee
endorses a shared decision-making model: “Obstetric care providers should discuss these limitations
and concerns within the context of each woman’s desire to breastfeed and her risk of unplanned
pregnancy, so that she can make an autonomous and informed decision.”
The Academy of Breastfeeding Medicine also supports shared decision-making on contraception and
breastfeeding. A 2015 clinical protocol on contraception during breastfeeding stated: “[I]n discussion
with the patient, clinicians should discuss the risks, benefits, availability, and affordability of all methods.
This discussion should address contraceptive efficacy and possible impact on breastfeeding outcomes,
within the context of each woman's desire to breastfeed, risk of breastfeeding difficulties, and risk of
unplanned pregnancy.”21
The Agency for Healthcare Research and Quality created a five-step shared decision-making process for
healthcare providers, which recommends: (1) Seeking patient participation; (2) helping the patient
explore and compare treatment options; (3) assessing the patient's values and preferences; (4) reaching
a decision with the patient; and (5) evaluating the patient's decision.22 Additionally, decision aids can be
an important tool for facilitating shared decision-making.23 They include exercises that help patients
think about a treatment’s risks and benefits, as well as their own values and goals.24
Opportunities for State Health Agencies
To implement shared decision-making on immediate postpartum hormonal LARC insertion and
breastfeeding, health agencies should consider creating decision aids to help women determine
whether immediate postpartum hormonal LARC is right for them. Because the postpartum period is a
busy, emotional time, obstetrician and breastfeeding researcher Alison Stuebe recommends discussing
the pros and cons of contraception methods several weeks before birth. Stuebe also recommends that
lactation consultations be included in these conversations, ensuring everything is done to help parents
make well-informed decisions based on their needs. Regardless of whether a woman chooses
postpartum LARC, these conversations should include a discussion of the importance of postpartum care
and a plan to ensure that she attends a comprehensive postpartum visit. States can assist providers by
developing interconception care guides that include breastfeeding as a consideration for various
contraception methods. By engaging patients in a respectful dialogue that considers the research,
potential risks of unintended pregnancy and hormonal LARC, and the patient’s goals, state health
agencies and healthcare providers can work together to help improve U.S. breastfeeding rates and
reduce unintended pregnancies.
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