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GRADING OF RECOMMENDATIONS

Evidence based on randomised controlled trials

Evidence based on other robust experimental or observational studies

Evidence is limited but the advice relies on expert opinion and has the 
endorsement of respected authorities

Good Practice Point where no evidence exists but where best practice is based 
on the clinical experience of the multidisciplinary group
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ABBREVIATIONS USED

β-hCG beta-human chorionic gonadotrophin
BMI body mass index
CEU Clinical Effectiveness Unit
CHC combined hormonal contraception
COC combined oral contraception
CI confidence interval
Cu-IUD copper-bearing intrauterine device
DMPA depot medroxyprogesterone acetate
EC emergency contraception
FSRH Faculty of Sexual and Reproductive Healthcare
HIV human immunodeficiency virus
LAM lactational amenorrhoea method
LNG-IUS levonorgestrel-releasing intrauterine system
LARC long-acting reversible contraception
N-9 nonoxinol-9
NET-EN norethisterone enantate
POEC progestogen-only emergency contraception
POP progestogen-only pill
RCOG Royal College of Obstetricians and Gynaecologists
STI sexually transmitted infection
SPC Summary of Product Characteristics
UKMEC UK Medical Eligibility Criteria for Contraceptive Use
UPSI unprotected sexual intercourse
VTE venous thromboembolism
WHOMEC World Health Organization Medical Eligibility Criteria for 

Contraceptive Use
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SUMMARY OF KEY RECOMMENDATIONS

Postnatal Well-being

Health professionals should create opportunities for women and/or their partners to
raise issues relating to postnatal sexual problems, body image and mental well-being,
and should know where to refer if appropriate.

Health professionals should allow opportunities for time alone with women in the
antenatal and postnatal period, and should know how and where to access
information and support for individuals affected by domestic violence.

Assessment of Contraceptive Needs

Health professionals should find opportunities during both the antenatal and postnatal
period to discuss all methods of contraception.

Health professionals should assess a woman’s postpartum contraceptive needs by
taking account of her personal beliefs/preferences, cultural practices, sexual activity,
breastfeeding pattern, menstruation, medical and social factors.

Postnatal Contraception

The benefits of long-acting reversible contraception (LARC) methods in terms of
efficacy should be highlighted to all postpartum women.

Considerations for Breastfeeding Women

Women can be informed that available evidence suggests that use of progestogen-
only contraception while breastfeeding does not affect breast milk volume.

Women can be informed that there is currently insufficient evidence to prove whether
or not combined hormonal contraception (CHC) affects breast milk volume.

Women can be informed that progestogen-only contraception has been shown to
have no effect on infant growth.

Women may be advised that if they are <6 months postpartum, amenorrhoeic and
fully breastfeeding, the lactational amenorrhoea method (LAM) is over 98% effective
in preventing pregnancy.

Women using LAM should be advised that the risk of pregnancy is increased if the
frequency of breastfeeding decreases (stopping night feeds, supplementary feeding,
use of pacifiers), when menstruation returns or when >6 months postpartum.

How to Advise Women on Starting Specific Methods Postpartum

Women can be advised that contraception is not required before Day 21 postpartum.
If starting a hormonal method on or before Day 21 there is no need for additional
contraception.

If starting a hormonal method after Day 21, clinicians should be reasonably sure that
the woman is not pregnant or at risk of pregnancy (Box 3), and should advise that she
avoids sex or uses additional contraception for the first 7 days of use [2 days for the
progestogen-only pill (POP)], unless fully meeting LAM criteria.

CHC should not be commenced before Day 21 due to the increased risk of thrombosis.
Non-breastfeeding women may start CHC from Day 21 postpartum.

Breastfeeding women should avoid CHC in the first 6 weeks postpartum as there is
insufficient evidence to prove the safety of CHC use while establishing breastfeeding.

Use of CHC between 6 weeks and 6 months should not be recommended in fully
breastfeeding women unless other methods are not acceptable or available. In
partially or token breastfeeding women the benefits of CHC use may outweigh the
risks.
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SUMMARY OF KEY RECOMMENDATIONS

How to Advise Women on Starting Specific Methods Postpartum (continued)

Postpartum women (breastfeeding and non-breastfeeding) can start the POP at any
time postpartum.

Non-breastfeeding women can start a progestogen-only injectable method at any
time postpartum.

Breastfeeding women should not start a progestogen-only injectable method before
Day 21 unless the risk of subsequent pregnancy is high.

Women should be advised that troublesome bleeding can occur with use of depot
medroxyprogesterone acetate (DMPA) in the early puerperium.

If more convenient, breastfeeding and non-breastfeeding women can choose to
have a progestogen-only implant inserted before Day 21, although this is outside the
product licence for Implanon®.

Unless a copper-bearing intrauterine device (Cu-IUD)can be inserted within the first 48
hours postpartum (breastfeeding and non-breastfeeding women), insertion should be
delayed until Day 28 onwards. No additional contraception is required.

A levonorgestrel-releasing intrauterine system (LNG-IUS) can be inserted from Day 28
postpartum (breastfeeding and non-breastfeeding women). Women should avoid sex
or use additional contraception for 7 days after insertion unless fully meeting LAM
criteria.

Women who choose a diaphragm or cervical cap should be advised to wait at least
6 weeks postpartum before attending for assessment of size requirement.

Women and men considering sterilisation should be informed of the permanence of
the procedure; about the risks, benefits and failure rates associated with sterilisation;
and about other methods of contraception including LARC.

Women can be advised that unprotected sexual intercourse or contraceptive failure
before Day 21 postpartum is not an indication for emergency contraception.

Women can be advised that progestogen-only emergency contraception can be
used from Day 21 onwards and the emergency Cu-IUD from Day 28 onwards.
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1 Purpose and Scope

This document provides guidance for health professionals on sexual and reproductive health
in the postnatal period (i.e. delivery from 24 weeks gestation onwards). Recommendations are
based on available evidence and consensus opinion of experts. They should be used to guide
clinical practice but they are not intended to serve alone as a standard of medical care or to
replace clinical judgement in the management of individual cases. A key to the Grading of
Recommendations, based on levels of evidence, is provided on the inside front cover of this
document. Details of the methods used by the Clinical Effectiveness Unit (CEU) in developing
this guidance are outlined in Appendix 1.

2 Background

The postnatal period is associated with physiological, psychological and social changes,
which can influence sexual and reproductive health. Although women may wish to delay or
avoid further pregnancy, they may not know how to access contraception or which methods
are safe to use, particularly if they are breastfeeding. There may also be difficulties with sexual
function and relationships during this time, for which individuals may require information
and/or support.

3 Postnatal Well-being

3.1 Sexual function

There is wide variation in the time from delivery to resumption of sexual activity. While some
individuals resume intercourse in the early postpartum period (i.e. in the first 6 weeks),1,2 a small
proportion have still not resumed intercourse by 6 months.2 A systematic review has suggested
that there may be an association between sexual dysfunction and assisted vaginal delivery,3

whilst other studies have indicated that mode of delivery has little impact on resumption of
sexual activity or sexual function.1,4,5 There is little evidence in relation to the sexual well-being
of partners during the postpartum period.

Sexual problems such as perineal pain, dyspareunia, reduced libido, vaginal tightness, laxity
or dryness, and feelings of sexual unattractiveness, are not uncommon following childbirth,2,6

but women and their partners may be wary of raising these issues. Information should be
provided in the antenatal or early postnatal period (see suggestions in Box 1) and individuals
should be encouraged to discuss any sexual or relationship problems with their midwife,
general practitioner, health visitor or sexual and reproductive health specialist.
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Guidance on the routine postnatal care of women and their babies in the first 6–8 weeks after
birth has been produced by the National Institute for Health and Clinical Excellence (NICE).7
The recommendations on perineal pain and dyspareunia are given in Box 2.

Cochrane reviews have found no evidence to support the use of topically applied local
anaesthetics8 and only limited evidence of benefit from cooling agents for perineal pain after
childbirth.9

Health professionals should create opportunities for women and/or their partners to raise issues
relating to postnatal sexual problems, body image and mental well-being, and should know
where to refer if appropriate.

3.2 Domestic violence

The UK Government defines domestic violence as: “Any incident of threatening behaviour,
violence or abuse (psychological, physical, sexual, financial or emotional) between adults who
are or have been intimate partners or family members, regardless of gender or sexuality”.10

Domestic violence can affect individuals of any age, gender, ethnicity, sexual orientation or
religion, although the majority of abuse occurs against women. Pregnancy and/or the birth of
a child can be associated with an increase or onset of domestic violence.11,12 Consequently,
health professionals working with postnatal women should be aware of the signs of domestic
violence such as: repeated or chronic injuries, stress and anxiety, frequent admissions and/or
appointments for minor complaints.11,12 Creating opportunities for private time (i.e. seeing an
individual on their own) and taking measures to reduce communication barriers (e.g.
providing appropriate interpreters) may facilitate disclosure of abuse. Health professionals
should be familiar with any national or local guidelines in relation to domestic violence and
know where to access appropriate information and support for individuals.11,12

Health professionals should allow opportunities for time alone with women in the antenatal and
postnatal period, and should know how and where to access information and support for
individuals affected by domestic violence.

4 Postnatal Fertility
During pregnancy, high levels of sex steroid hormones suppress pituitary gonadotrophins.
Within 30 days of delivery, placental sex steroid levels decrease and gonadotrophins
increase13 thus stimulating the activity of the ovaries. The earliest date of ovulation in non-
breastfeeding women is thought to be Day 2814 and menstruation may return by Week 6.

�

�
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Box 1 Sexual activity after childbirth

Women and their partners may be reassured by the following information:
� The time to resumption of sexual activity will vary between couples.
� There is no set time frame in which sexual activity should have resumed.
� Both partners need to be physically and emotionally ready.
� Some people may experience difficulties with sexual activity following the birth of their child.
� Sexual desire or sex drive may be low in the first few months.
� Any difficulties or concerns should be discussed with a health professional.

Box 2 National Institute for Health and Clinical Excellence (NICE) Recommendations7 (reproduced with permission)

Perineal Pain
� Women should be asked whether they have any concerns about the healing process of any perineal wound

including experience of perineal pain, discomfort or stinging, offensive odour or dyspareunia.
� The health care professional should offer to assess the perineum if the woman has pain or discomfort.
� Signs and symptoms of infection, inadequate repair, wound breakdown or non-healing should be evaluated (urgent

action).
� Women should be advised of the importance of perineal hygiene, including frequent changing of sanitary pads,

washing hands before and after doing this, and daily bathing or showering to keep their perineum clean.

Dyspareunia
� 2–6 weeks after the birth women should be asked about resumption of sexual intercourse and any dyspareunia.
� If a woman expresses anxiety about resuming intercourse, the reasons for this should be explored.
� Women with perineal trauma who experience dyspareunia should be offered an assessment of the perineum.
� A water-based lubricant gel to help ease discomfort during intercourse may be advised, particularly if a woman is

breastfeeding.
� Women who continue to express anxiety about sexual health problems should be evaluated (non-urgent action).



In breastfeeding women, suckling disrupts the frequency and amplitude of gonadotrophin
pulses and, despite ovarian follicular activity, ovulation is suppressed.15,16 Ovulation returns
when the frequency and duration of suckling episodes decrease.17–19 Menstruation occurs on
average 28.4 (range, 15–48) weeks after delivery for women who are breastfeeding.20 Initial
cycles are often associated with an inadequate luteal phase and relative infertility. The mean
time to initiation of ovulation is 33.6 (range, 14–51) weeks.19

The first ‘true period’ is defined as any bleeding lasting at least 2 days, requiring the use of
sanitary protection for at least 1 day, followed by a second bleeding episode within the next
21–70 days.21 Although return of menstruation is often the first sign of fertility, awaiting the first
menstrual period before starting contraception may put some women at risk of pregnancy.

5 Postnatal Contraception
5.1 Provision of contraceptive advice

Postpartum contraceptive advice allows women to plan the spacing and number of future
children. Inter-pregnancy intervals of less than 6 months have been associated with an
increased risk of negative perinatal outcome.22 Short inter-pregnancy intervals also increase
the risks to maternal health;23 therefore aside from the socioeconomic benefits, delaying
future pregnancies may be beneficial in terms of health.

The effectiveness of postpartum education has not yet been established.24 NICE guidance
suggests that contraception should be discussed within the first week of delivery.7 It also has
been suggested that postpartum contraception advice may be better delivered
antenatally.25 Prior to birth, women and partners may have greater time to think through their
options than immediately after birth when it may not seem like a priority.

Health professionals should find opportunities during both the antenatal and postnatal period
to discuss all methods of contraception.

5.2 Assessment of contraceptive needs

Prior to Day 21 postpartum no contraceptive methods are required. In non-breastfeeding
women, ovulation may occur as early as Day 28. As sperm can survive for up to 7 days in the
female genital tract, contraceptive protection is required from Day 21 onwards if pregnancy
is to be avoided.

Women who are breastfeeding and who wish to avoid pregnancy should be advised to use
a contraceptive method. As fertility is reduced, any contraceptive method will be more
effective when used by a breastfeeding woman. Those women who are fully breastfeeding
may wish to rely on the lactational amenorrhoea method (LAM) alone until breastfeeding
reduces or other LAM criteria are no longer fulfilled (Figure 1).

3
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Figure 1 Algorithm relating to use of the lactational amenorrhoea method (LAM)

LAM criteria fulfilled (only 2% risk of pregnancy)

Advise other
contraceptive

method

Is the baby <6 months old?

Is she exclusively or almost exclusively breastfeeding (see Table 1)?

Is the woman amenorrhoeic?

Yes No

No

No

Yes

Yes
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Health professionals should be sensitive to the fact that some women may not wish or need to
use contraception following delivery for cultural, religious, relationship or other reasons.
Additionally those women who have required fertility treatment in the past are not necessarily
infertile and may now require contraception. Consideration should also be given to an
individual’s risk of acquiring or transmitting sexually transmitted infections (STIs). Condoms can
be offered as a means of reducing STI and preventing pregnancy either alone or as backup
to other contraceptive methods.

Prior to prescribing any form of contraception health professionals should assess:
� Contraceptive needs (e.g. degree of efficacy required)
� Sexual activity and function
� A woman’s own beliefs, attitudes and personal preferences
� Cultural practices that may impact on choice of method
� Whether a woman is breastfeeding
� Whether ovulation is likely to have resumed
� Whether there is any possibility of pregnancy
� Social factors (e.g. return to work, ability to access services for initiation or follow-up)
� Medical history [e.g. hypertension, migraine, venous thromboembolism (VTE), obesity,

HIV, cholestasis, trophoblastic disease]
� Risk of acquiring or transmitting STIs.

Health professionals should assess a woman’s postpartum contraceptive needs by taking
account of her personal beliefs/preferences, cultural practices, sexual activity, breastfeeding
pattern, menstruation, medical and social factors.

5.3 Contraceptive choice

A wide variety of contraceptive methods are available in the UK (Appendix 2). Women should
be informed about all methods that are available and appropriate for them to use. Long-
acting reversible contraception (LARC) refers to those methods that require administration less
than once per cycle or month26 such as the progestogen-only injectable, implant and
intrauterine methods. LARC methods offer the advantage of being less user-dependent and
these provide the best protection against pregnancy with ‘typical use’.27 They may also be
more cost-effective.26

The benefits of LARC methods in terms of efficacy should be highlighted to all postpartum
women.

5.4 Considerations for breastfeeding women

Although contraceptive hormones are excreted into breast milk in very small amounts (<1% of
the maternal dose), there have been concerns about their potential impact on breastfeeding
and on infant growth and development. For this reason, more restrictions apply to the use of
hormonal contraception in breastfeeding women than in women who are not breastfeeding.
However, no adverse effects on breastfeeding, infant growth or development have been
noted in studies that looked at the progestogen-only pill (POP),28–35 depot
medroxyprogesterone acetate (DMPA),29–31,36–39 the etonogestrel implant (Implanon®),40–41

levonorgestrel-releasing intrauterine system (LNG-IUS)42,43 or the copper-bearing intrauterine
device (Cu-IUD).44,45

From current evidence, hormonal methods, including combined oral contraception (COC),
do not appear to adversely affect infant development outcomes.29,30 There are some
theoretical concerns about exposure of the neonate to contraceptive hormones before 6
weeks postpartum and the effect that this may have on infant brain development. There is
currently a lack of data to support or refute this concern.

There is conflicting evidence relating to combined hormonal methods and breastfeeding
outcomes.31,37,46–49 Whilst there is a trend toward a negative effect on breastfeeding
outcomes with early COC use, the evidence is difficult to interpret due to differences in
measured outcomes, contraceptive preparations, populations studied, and time since
delivery. A Cochrane systematic review concluded that there is currently insufficient evidence
to adequately inform guidance regarding the impact of combined hormonal contraception
(CHC) on breast milk quantity and quality.29
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It has been suggested that breastfeeding women who use oral progestogen-only emergency
contraception (POEC) can reduce any potential infant exposure if they take the tablet
immediately after feeding and delay the next breastfeed.50–52 One study suggests delaying
breastfeeding and discarding expressed milk for between 8 and 24 hours after taking POEC.52

The CEU, however, found no evidence assessing the feasibility and outcomes of this in
practice.

Women can be informed that available evidence suggests that use of progestogen-only
contraception while breastfeeding does not affect breast milk volume.

Women can be informed that there is currently insufficient evidence to prove whether or not
CHC affects breast milk volume.

Women can be informed that progestogen-only contraception has been shown to have no
effect on infant growth.

5.4.1 Lactational amenorrhoea method

The use of breastfeeding to provide protection against unintended pregnancy is known as the
lactational amenorrhoea method (LAM). LAM can be started straight away; however, women
must be fully or nearly fully breastfeeding day and night (Table 1), amenorrhoeic and <6
months postpartum in order to use LAM (Figure 1). LAM is over 98% effective when all criteria
are met.53 Women who choose to use LAM should be told that contraceptive efficacy will be
reduced when the frequency of breastfeeding decreases, when menstruation returns or when
they are >6 months postpartum. The introduction of supplementary feeding54,55 can affect
the restoration of menstrual cycles and ovulation, as may the use of pacifiers.54

Women may be reluctant to use LAM due to concerns about its effectiveness.56,57 Postpartum
counselling about the benefits of LAM may help to increase acceptability of the method.57

It is recommended that in breastfeeding women the use of fertility awareness-based methods
should be delayed if the woman is <6 weeks postpartum.58 From 6 weeks onwards caution is
advised even if menses have begun.58 Women who choose to move from LAM to fertility
awareness methods will require the support of an experienced practitioner.59 For those
women wishing to move from LAM to a hormonal method, no additional contraception will
be required in the first week of starting a progestogen-only method as long as the conditions
for LAM are still being met during this first week.

Although breastfeeding should be promoted and supported in all populations, there will be
circumstances in which it is not advised or possible due to medication60 or because of
conditions affecting the newborn. HIV-positive mothers should avoid breastfeeding if
replacement feeding is feasible.58

Women may be advised that if they are <6 months postpartum, amenorrhoeic and fully
breastfeeding, LAM is over 98% effective in preventing pregnancy.

Women using LAM should be advised that the risk of pregnancy is increased if the frequency
of breastfeeding decreases (stopping night feeds, supplementary feeding, use of pacifiers),
when menstruation returns or when >6 months postpartum.

B

B

C

C

A

Table 1 Definitions of full and partial breastfeeding (adapted from Knight and Pyper)53

Definition of breastfeeding

Full breastfeeding
� Exclusive: no other liquids or solids given
� Almost exclusive: vitamins, water or juice given 

infrequently in addition to breastfeeds

Partial or token breastfeeding
� High: vast majority of feeds are breastfeeds
� Medium: about half of feeds are breastfeeds
� Low: vast majority of feeds are not breastfeeds
� Minimal: occasional irregular breastfeeds

Contraceptive efficacy

Over 98% effective if also:
� Amenorrhoeic (no vaginal bleeding after the first 56 days

postpartum)
� <6 months postpartum
� No long intervals between feeds day or night (e.g. >4 hours

during day and >6 hours at night)

Little impact on fertility



5.5 Medical eligibility

Most contraceptive users are medically fit and can use any available method; however, there
are some medical conditions or lifestyle factors that are associated with either theoretical or
proven health risks. The UK Medical Eligibility Criteria for Contraceptive Use58 is a set of criteria
that classifies conditions or factors into one of four categories based on systematic reviews
and expert opinion. The categories are listed in Table 2.

Table 3 outlines the UKMEC categories for pregnancy-related conditions. Table 4 outlines the
current UK Medical Eligibility Criteria for Contraceptive Use (UKMEC) that are applicable to
breastfeeding and non-breastfeeding women. These tables are independent and neither
table takes into account any other individual conditions or lifestyle risk factors. Health
professionals should therefore refer to UKMEC recommendations in conjunction with clinical
judgement to assess contraceptive suitability for individuals with multiple risk factors.

With regard to contraceptive choices for obese women, only combined hormonal contraception
and sterilisation are associated with potential risks. CHC use with a body mass index (BMI)
of ≥30–34 kg/m2 is a UKMEC Category 2 and ≥35 kg/m2 BMI a UKMEC Category 3. There are
no restrictions on using any other methods based on obesity alone (UKMEC Category 1).58

Table 2 Definition of UK Eligibility Criteria for Contraceptive Use (UKMEC) categories for use of hormonal contraception,
intrauterine devices and barrier methods58

UKMEC Definition
Category

1 A condition for which there is no restriction on the use of the contraceptive method.

2 A condition where the advantages of using the method generally outweigh the theoretical or proven risks.

3 A condition where the theoretical or proven risks usually outweigh the advantages of using the method. 
The provision of a method requires expert clinical judgement and/or referral to a specialist contraceptive 
provider, since use of the method is not usually recommended unless other more appropriate methods are 
not available or not acceptable.

4 A condition that represents an unacceptable health risk if the contraceptive method is used.

6
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Table 3 Summary of UK Eligibility Criteria for Contraceptive Use (UKMEC) categories applicable to a history of pregnancy-related
conditions58

Contraceptive method Hypertensiona Cholestasisb Gestational Gestational trophoblastic neoplasiac

diabetes
Decreasing or Persistently elevated
undectable ββ-hCG levels or
ββ-hCG levels malignant disease

Combined hormonal contraception 2 2 1 1 1
(i.e. COC, transdermal patch, 
vaginal ring)

Progestogen-only pill 1 1 1 1 1

Progestogen-only implant 1 1 1 1 1

Progestogen-only injectables 1 1 1 1 1

Cu-IUD and LNG-IUS (including 1 1 1 1 4
post-Caesarean section)

Progestogen-only emergency 1 1 1 1 1
contraception

Emergency Cu-IUD 1 1 1 1 4

Barrier methods 1 1 1 1 1

aWhere current blood pressure normal.
bWhere current liver function normal.
cIncludes hydatidiform mole, invasive mole and placental tumour.
β-hCG, beta-human chorionic gonadotrophin; COC, combined oral contraception; Cu-IUD, copper-bearing intrauterine device;
LNG-IUS, levonorgestrel-releasing intrauterine system.
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5.6 How to advise women on starting specific methods postpartum

Details on when individual methods can be started can be found within the CEU’s method-
specific guidance.61–66 Clinicians should attempt to exclude current pregnancy or recent risk
of pregnancy (Box 3) and should advise women of any need for additional contraception.

It may not be possible to exclude pregnancy if a woman presents within 3 weeks of
unprotected sexual intercourse (UPSI). If the woman is likely to continue to be at risk of
pregnancy, a clinician may judge that the benefits of starting contraception immediately
outweigh the risks to any subsequently diagnosed pregnancy. Emergency contraception (EC)
should be given if indicated, and the possibility of undiagnosed pregnancy and any potential
risks must be discussed with the woman, emphasising the need for follow-up and a pregnancy

Table 4 Summary of UK Eligibility Criteria for Contraceptive Use (UKMEC) categories for particular contraceptive methods in
postpartum non-breastfeeding and breastfeeding women58

Contraceptive method

Combined hormonal
contraception (i.e. COC,
transdermal patch,
vaginal ring)

Progestogen-only pill

Progestogen-only implant

Progestogen-only
injectables

Cu-IUDa and LNG-IUSa

(including post-Caesarean
section)

Progestogen-only
emergency contraception

Emergency Cu-IUD

Diaphragms/caps

Condoms

Non-breastfeeding women

Time since delivery

<21 days

≥21 days

<21 days

≥21 days

<21 days

≥21 days

<21 days

≥21 days

48 hours to 4 weeks

≥4 weeks

Puerperal sepsis

<21 days

≥21 days

≥4 weeks

≥6 weeks

From delivery

UKMEC Category

3

1

1

1

1

1

1

1

3

1

4

Not required

1

1

1

1

Breastfeeding women

Time since delivery UKMEC Category

<6 weeks 4

≥6 weeks to <6 months 3 
(fully or almost fully 
breastfeeding)

≥6 weeks to <6 months 2
(partial breastfeeding)

>6 months 1

<6 weeks 1b

6 weeks onwards 1
(fully or partial 
breastfeeding)

<6 weeks 1b

6 weeks onwards 1
(fully or partial 
breastfeeding)

<6 weeks 2b

6 weeks onwards 1
(fully or partial 
breastfeeding)

48 hours to 4 weeks 3

≥4 weeks 1

Puerperal sepsis 4

<21 days Not required

≥21 days 1

>4 weeks 1

≥6 weeks 1

From delivery 1

aWHOMEC indicates <48 hours insertion of Cu-IUD is Category 1; LNG-IUS is Category 1 not breastfeeding and Category 3
breastfeeding.
bWHOMEC indicates Category 3 for use of progestogen-only methods prior to 6 weeks.
COC, combined oral contraception; Cu-IUD, copper-bearing intrauterine device; LNG-IUS, levonorgestrel-releasing intrauterine
system; WHOMEC, World Health Organization Medical Eligibility Criteria for Contraceptive Use.



test no sooner than 3 weeks since last UPSI.67–69 So-called ‘quick starting’ a hormonal method
at the time a woman presents for contraception, rather than at the beginning of her cycle, is
outside the terms of the product licence.

Women can be advised that contraception is not required before Day 21 postpartum. If
starting a hormonal method on or before Day 21 there is no need for additional contraception.

If starting a hormonal method after Day 21, clinicians should be reasonably sure that the
woman is not pregnant or at risk of pregnancy (Box 3), and should advise that she avoids sex
or uses additional contraception for the first 7 days of use (2 days for POP), unless fully meeting
LAM criteria.

5.6.1 Combined hormonal contraception

In the first 3 weeks postpartum there is theoretically an increased risk of thrombosis in women
starting CHC.58 Blood coagulation and fibrinolysis are essentially normal by 3 weeks
postpartum, at which time CHC may be commenced by non-breastfeeding women who
have no contraindications.58

In breastfeeding women, UKMEC58 indicates that the use of CHC should be avoided in the first
6 weeks postpartum. Between 6 weeks and 6 months postpartum, use of CHC should only be
considered in fully breastfeeding women if alternative methods are unacceptable.58 The use
of CHC in breastfeeding women is outside the terms of the product licence.

CHC should not be commenced before Day 21 due to the increased risk of thrombosis. Non-
breastfeeding women may start CHC from Day 21 postpartum.

Breastfeeding women should avoid CHC in the first 6 weeks postpartum as there is insufficient
evidence to prove the safety of CHC use while establishing breastfeeding.

Use of CHC between 6 weeks and 6 months should not be recommended in fully
breastfeeding women unless other methods are not acceptable or available. In partially or
token breastfeeding women the benefits of CHC use may outweigh the risks.

5.6.2 Progestogen-only pill

The POP can be started at any time following delivery in both breastfeeding and non-
breastfeeding women. If starting the POP after Day 21, the CEU recommends that additional
contraception is advised for the first 48 hours66 although the Summaries of Product
Characteristics (SPCs) for POPs advise 7 days.70

Postpartum women (breastfeeding and non-breastfeeding) can start the POP at any time
postpartum.

5.6.3 Progestogen-only injectables

In non-breastfeeding women the SPCs for DMPA and norethisterone enantate (NET-EN)70

recommend that DMPA should be started within 5 days postpartum, and that NET-EN can be
used immediately following delivery. In breastfeeding women the use of DMPA before 6 weeks
postpartum is outside the product licence. A progestogen-only injectable may, however, be
considered before 6 weeks postpartum in situations where breastfeeding women are at risk of
pregnancy and unwilling to consider alternative contraceptive methods. The CEU advises
that if a progestogen-only injectable is used in breastfeeding women then the first injection
should be postponed until Day 21. Women should be advised of bleeding which can be
associated with use, particularly in the immediate puerperium.71,72
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Box 3 Criteria for excluding pregnancy

Clinicians can be ‘reasonably certain’ that a woman is not pregnant if any of the following criteria are met:
� She has not had intercourse since last normal menses.
� She has been correctly and consistently using a reliable method of contraception.
� She is within 7 days of the onset of normal menses.*
� She is within 4 weeks postpartum for non-lactating women.*
� She is fully or nearly fully breastfeeding, amenorrhoeic, and less than 6 months postpartum.

*Although the woman is not currently pregnant she may be at risk of pregnancy if she has had unprotected sexual
intercourse up to 7 days prior to starting the LNG-IUS or traditional POP as these methods do not reliably suppress
ovulation and have a delayed inhibitory effect on implantation.
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Non-breastfeeding women can start a progestogen-only injectable method at any time
postpartum.

Breastfeeding women should not start a progestogen-only injectable method before Day 21
unless the risk of subsequent pregnancy is high.

Women should be advised that troublesome bleeding can occur with use of DMPA in the early
puerperium.

5.6.4 Progestogen-only implants

The SPC for the etonorgestrel implant (Implanon®)70 recommends insertion between 21 and
28 days after delivery, and that based on the available data the etonogestrel implant can be
used during lactation. If a woman is at risk of pregnancy and is unlikely to attend for medical
care, the CEU suggests that an etonogestrel implant may be considered before Day 21. There
is no evidence to suggest that Implanon is more likely to cause bleeding when inserted at this
time, but women should be encouraged to report bleeding problems so that other causes
can be excluded.

If more convenient, breastfeeding and non-breastfeeding women can choose to have a
progestogen-only implant inserted before Day 21, although this is outside the product licence
for Implanon®.

5.6.5 Intrauterine methods

Evidence suggests that immediate postpartum insertions are safe and effective,
although expulsion rates may be higher with immediate and early postpartum
insertion.73,74 UKMEC indicates that due to increased risk of perforation, insertion of
intrauterine methods should be delayed until 4 weeks postpartum.58 An intrauterine
method may be inserted from 4 weeks postpartum irrespective of mode of delivery or
feeding.58 All women undergoing an insertion of an intrauterine method should be
informed about signs of expulsion, how to check for threads and the need to return for
follow-up either 3–6 weeks after insertion, after their next menstrual period or earlier if
problems arise.

Unless a Cu-IUD can be inserted within the first 48 hours postpartum (breastfeeding and non-
breastfeeding women), insertion should be delayed until Day 28 onwards. No additional
contraception is required.

A LNG-IUS can be inserted from Day 28 postpartum (breastfeeding and non-breastfeeding
women). Women should avoid sex or use additional contraception for 7 days after insertion
unless fully meeting LAM criteria.

5.6.6 Barrier methods

Condoms (male and female) can be used without restriction at any time postpartum.58 Even
in the presence of another contraceptive method, the correct and consistent use of condoms
should be advised to protect against STIs including HIV. Use of non-oil-based lubricant with
condoms is advised to reduce the risk of breakage.61

Diaphragms and caps are not recommended until 6 weeks postpartum58 when changes to
the genital tract anatomy are thought to be complete and discomfort has usually resolved. A
different size of diaphragm or cervical cap may be required for postpartum women who have
used this method previously. Another method of contraception should be used from Day 21
until the woman is able to insert and remove a correctly fitted diaphragm or cap. It is
recommended that diaphragms and caps are used with spermicide.75 The only spermicide
available in the UK is nonoxinol-9 (N-9); however N-9 has been shown to cause epithelial
disruption in the vagina and anus,76,77 which may increase susceptibility to HIV if exposed.
Consequently, whilst the CEU recommends the use of N-9 with caps and diaphragms, use of
these contraceptive methods may not be appropriate (UKMEC Category 3) for women at high
risk of HIV.58

Women who choose a diaphragm or cervical cap should be advised to wait at least 6 weeks
postpartum before attending for assessment of size requirement.
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5.6.7 Sterilisation

There is no medical condition that would absolutely restrict a person’s eligibility for sterilisation,
although precautions may be necessary for some individuals.58 Sterilisation is anticipated to
be a permanent procedure and therefore it is vital that both women and men are sure about
their decision before proceeding. Those considering sterilisation should be informed about all
methods of contraception and be advised that some LARC methods have failure rates
comparable with female sterilisation.27 Detailed information should be given about both male
and female sterilisation, including the lower failure rate and lower risk of major complications
associated with vasectomy compared to tubal occlusion and lower risk of major
complications.78 Effective contraception is required throughout the cycle in which female
sterilisation takes place.

Some women will experience regret following sterilisation,78 therefore it is important that pre-
procedure counselling is available. Women should not be sterilised during Caesarean section
unless counselling has taken place at least a week before the operation.78 The Royal College
of Obstetricians and Gynaecologists’ guidance78 on male and female sterilisation provides
detailed information on best practice.

Women and men considering sterilisation should be informed of the permanence of the
procedure; about the risks, benefits and failure rates associated with sterilisation; and about
other methods of contraception including LARC.

5.6.8 Emergency contraception

The Cu-IUD is thought to be 99% effective if inserted within the first 5 days of UPSI, whilst POEC
is thought to be around 84% effective if taken within 72 hours of UPSI.79 Both the Cu-IUD and
POEC can be used for EC in the postpartum period and therefore women should be given
information about both methods. Neither method is required in postpartum women if UPSI
occurs before Day 21 postpartum. For UPSI after Day 21, POEC can be used in both
breastfeeding and non-breastfeeding women without restriction (UKMEC Category 1). The
Cu-IUD should not be inserted before Day 28 postpartum.

As the earliest date of ovulation is predicted to be Day 28, if UPSI occurs in Days 21–27 the
Cu-IUD can be used for EC from Day 28 until Day 33 (i.e. 5 days after the earliest expected
ovulation). A Cu-IUD inserted for emergency contraception can be retained until the next
menstrual period and then removed, or it can remain retained for ongoing contraception for
5 years or more, depending on the device.

Women can be advised that UPSI or contraceptive failure before Day 21 postpartum is not an
indication for emergency contraception.

Women can be advised that POEC can be used from Day 21 onwards and the emergency
Cu-IUD from Day 28 onwards.

10 © FSRH 2009
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CEU guidance is developed in collaboration with the Clinical Effectiveness Committee of the FSRH. The CEU
guidance development process employs standard methodology and makes use of systematic literature
review and a multidisciplinary group of professionals. The multidisciplinary group is identified by the CEU for
their expertise in the topic area, and typically includes clinicians working in family planning, sexual and
reproductive health care, general practice, other allied specialities, and user representation. In addition, the
aim is to include a representative from the FSRH Clinical Effectiveness Committee, the FSRH Education
Committee and FSRH Council in the multidisciplinary group.

Evidence is identified using a systematic literature review and electronic searches are performed for:
MEDLINE (CD Ovid version) (1996–2009); EMBASE (1996–2009); PubMed (1996–2009); The Cochrane Library
(to 2009) and the US National Guideline Clearing House. The searches are performed using relevant medical
subject headings (MeSH), terms and text words. The Cochrane Library is searched for systematic reviews,
meta-analyses and controlled trials relevant to intrauterine contraception. Previously existing guidelines from
the FSRH (formerly the Faculty of Family Planning and Reproductive Health Care), the Royal College of
Obstetricians and Gynaecologists (RCOG), the World Health Organization (WHO) and the British Association
for Sexual Health and HIV (BASHH), and reference lists of identified publications, are also searched. Similar
search strategies have been used in the development of other national guidelines. Selected key
publications are appraised using standard methodological checklists similar to those used by the National
Institute for Health and Clinical Excellence (NICE). All papers are graded according to the Grades of
Recommendations Assessment, Development and Evaluation (GRADE) system. Recommendations are
graded as in the table on the inside front cover of this document using a scheme similar to that adopted
by the RCOG and other guideline development organisations. The clinical recommendations within this
guidance are based on evidence whenever possible. Summary evidence tables are available on request
from the CEU. An outline of the guideline development process is given in the table on the inside back cover
of this guidance document.
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(1) HORMONAL METHODS

Method Progestogen Brand names

Combined oral contraception 
(COC) – monophasic pills
20 µg Ethinylestradiol Norethisterone Loestrin 20

Desogestrel Mercilon
Gestodene Femodette, Sunya 20/75

30 µg Ethinylestradiol Levonorgestrel Microgynon 30, Ovranette
Norethisterone Loestrin 30
Desogestrel Marvelon
Gestodene Femodene, Katya 30/75
Drospirenone Yasmin

35 µg Ethinylestradiol Norethisterone Brevinor, Norimin, Ovysmen
Norgestimate Cilest

50 µg Mestranol Norethisterone Norinyl-1
(= 35 µg Ethinylestradiol)

Combined oral contraception 
(COC) – phasic pills
Ethinylestradiol Levonorgestrel Logynon

Norethisterone BiNovum, Synphase, TriNovum
Gestodene Triadene

Estradiol valerate Dienogest Qlaira

Combined patch
Ethinylestradiol Norelgestromin Evra

Combined vaginal ring (CVR)
Ethinylestradiol Etonogestrel NuvaRing

Progestogen-only pill (POP)
Desogestrel POP Desogestrel Cerazette
(inhibits ovulation)

Traditional POPs Levonorgestrel Norgeston
Norethisterone Noriday, Micronor 
Etynodiol Femulen

Progestogen-only injectable Medroxyprogesterone acetate Depo-Provera
Norethisterone enantate Noristerat

Progestogen-only implant Etonogestrel Implanon

Intrauterine system Levonorgestrel Mirena

Hormonal emergency contraception Levonorgestrel Levonelle One Step, Levonelle 1500 

(2) NON-HORMONAL METHODS

Method Examples

Intrauterine Copper-bearing intrauterine device

Barrier Male condom, Female condom, Diaphragm, Cap

Fertility awareness Lactational amenorrhoea method, Persona™ device, Calendar, 
Basal body temperature, Cervical mucus (Billings), Cervical 
palpation, Symptothermal (combination of natural methods)
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Questions for Postnatal Sexual and Reproductive Health

The following questions and answers have been developed by the FSRH Education Committee.

Indicate your answer by ticking the appropriate box for each question True False

1 Depot medroxyprogesterone acetate (DMPA) can be used without restriction  �� ��
(UKMEC Category 1) in breastfeeding women before 6 weeks postpartum.  

2 The lactational amenorrhoea method (LAM) is 98% effective if the woman is �� ��
amenorrhoeic, <6 months postpartum and fully breastfeeding.   

3 The contraceptive implant can be inserted on Day 21 without the need for �� ��
additional contraception.

4 Combined hormonal contraception (CHC) should not be commenced until �� ��
Day 28 postpartum due to the possible increased risk of thrombosis.  

5 CHC should not be used by women with a history of hypertension in pregnancy 
regardless of current blood pressure. �� ��

6 Diaphragm fitting should be delayed until 6 weeks postpartum.  �� ��

7 The earliest predicted time of ovulation for a postnatal non-breastfeeding �� ��
woman is 21 days postpartum.

8 The risk of a woman experiencing domestic violence is increased in the postnatal period.  �� ��

9 Intrauterine methods can be inserted at any time in the postnatal period. �� ��

10 Progestogen-only hormonal contraception can adversely affect infant growth.  �� ��

Discussion Points

1 A woman asks for an intrauterine system to be fitted 21 days after her Caesarean section. She is fully
breastfeeding. She had ‘unprotected’ intercourse with her husband 2 nights previously. How would you
advise this woman?

2 How would you counsel a pregnant woman who requests sterilisation?

3 Discuss the potential benefits to women of choosing a long-acting reversible contraception (LARC)
method.

Discussion Points for Postnatal Sexual and Reproductive Health

The following discussion points have been developed by the FSRH Education Committee.

1 False2 True3 True4 False5 False
6 True7 False8 True9 False10 False

DISCUSSION POINTS/Q+As
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STEP

Formulation of key clinical questions by the Clinical
Effectiveness Unit (CEU).

Systematic literature review involving searching
electronic, bibliographic databases by CEU researcher.

Obtaining and reviewing copies of the full papers of all
relevant publications identified through the searches.

Formal, critical appraisal of key papers and
development of short evidence tables.

Draft one guidance document is written providing
recommendations and good practice points based
on the literature review. 

Peer review by multidisciplinary group comprising
stakeholders and including service user representation;
representation from the Faculty of Sexual and
Reproductive Healthcare (FSRH) Education Committee;
and where possible representation from the FSRH
Clinical Effectiveness Committee (CEC) and FSRH
Council. 

Preparation of draft two guidance document based on
written comments of peer reviewers.

Multidisciplinary group meet to discuss draft two.

Preparation of draft three based on discussion at the
multidisciplinary group meeting.

Peer review of draft three by the multidisciplinary group,
the FSRH CEC and two independent peer reviewers.

Preparation of draft four based on written comments.

Draft four is prepared and is sent to the multidisciplinary
group, FSRH CEC and independent peer reviewers.

Final guidance document published by the FSRH.

TIME TAKEN

This process must be completed in a maximum
of 8 weeks.

The CEU has overall responsibility for writing the
guidance document. The multidisciplinary group
and other peer reviewers should highlight
inconsistencies, errors, omissions or lack of clarity.

A one-day meeting of the multidisciplinary
group is held to discuss draft two. 

Minor comments can be accepted at this stage.

Proofreading of guidance document by three
members of the CEU team independently.
Comments collated by the Unit Director. A pdf
version of the guidance is available on the FSRH
website. 

STEPS INVOLVED IN THE DEVELOPMENT OF CEU GUIDANCE

COMMENTS AND FEEDBACK ON PUBLISHED GUIDANCE

All comments on published guidance can be sent directly to the Clinical Effectiveness Unit (CEU) at
ceu.members@ggc.scot.nhs.uk.

You will receive an automated acknowledgment on receipt of your comments. If you do not receive this
automated response please contact the CEU by telephone [+44 (0) 141 232 8459/8460] or e-mail
(ceu.members@ggc.scot.nhs.uk).

The CEU is unable to respond individually to all feedback. However, the CEU will review all comments
and provide an anonymised summary of comments and responses which, after review by the Clinical
Effectiveness Committee, will be posted on the Faculty website (www.fsrh.org).


