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There have been and continue to be efforts to improve comprehensive access to 

contraception for all individuals that is person-centered. The immediate post-partum time 

period is one of the most critical times to assure access due to the additional barriers that 

are present upon the birth of a child and after hospital discharge for most women.1 These 

barriers include not only insurance coverage issues, but also the logistics of scheduling and 

attending an appointment while also caring for a newborn.2 While the post-partum visit is 

intended to provide a follow-up from delivery for these women, as many as 40% of women 

do not complete that visit—and those who are uninsured or have underlying medical issues 

to address, have more significant challenges to attending that visit.3

The focus on contraception access during the postpartum period prior to hospital discharge 

is important due to the potential sequelae of a subsequent unintended pregnancy or short 

interpregnancy intervals. 4 In addition to the increased risk of preterm birth, low birth 

weight and maternal morbidities such as preeclampsia and delivery complications, there is 

increased risk of infant and maternal mortality.5–7 These sequelae also impact marginalized 

communities to a higher degree and are especially important to address given the sustained 

impact these outcomes can have on families.

For these reasons, efforts to increase access to contraception prior to hospital discharge have 

been underway.1 Particular attention has been focused on postpartum long-acting reversible 

contraception access due to the reimbursement issues that are present with the bundle 

payment strategy for deliveries. Starting in 2012, state Medicaid programs began unbundling 

these procedures to remove the reimbursement barrier and assure that postpartum patients 

had access to all contraceptive options, including intrauterine devices and implants, or long-

acting reversible contraception (LARC). LARC methods are the most effective reversible 

forms of contraception.
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A majority of states now have explicit Medicaid policies regarding immediate postpartum 

LARC and research has shown impacts on repeat pregnancy rates and interpregnancy 

intervals. However, there is additional need for research examining infant-specific outcomes. 

The recent publication by Steenland et al (CITATION) draws on data from South Carolina, 

which was the first state to have an explicit Medicaid policy on immediate postpartum 

LARC reimbursement, to examine the association of this policy change on rates of preterm 

delivery and low birthweight.

Despite the policy change that occurred in 2012, the implementation of providing 

immediate postpartum LARC was not universal due to remaining barriers such as 

provider training, device stocking and changes to billing procedures. This ultimately 

created a natural experiment with approximately half of birthing hospitals offering shorter-

acting contraception options and the other half offering comprehensive options—including 

immediate postpartum LARC.

Study investigators were able to create a linked dataset based on maternal information with 

birth records that consisted of 186,953 births in the state between 2009–15 that were covered 

by Medicaid. Variables examining birth intervals in days, birthweight and gestational age 

was created based on the initial index delivery. Stratified analysis was done based on race 

and ethnicity to examine these infant outcomes that are known to have racial disparities.

Not surprisingly, before this policy change, few patients received immediate postpartum 

LARC and this number increased after the policy was in effect within hospitals that 

implemented increased access. Overall, rates of preterm delivery, low birthweight, and short 

pregnancy interval (defined as a subsequent birth within 15mos) continued to decrease and 

there were not significant differences in pre-policy temporal trends.

However, when examining probabilities of a patient having a subsequent birth being preterm 

or low birth weight infant, decreases were noted in hospitals that had comprehensive 

postpartum contraception access. Furthermore, when examining the outcomes by race, the 

policy change implementation was associated with an overall decline in the probability of a 

preterm term delivery for non-Hispanic black and white individuals. There was no impact 

seen during this stratified analysis on subsequent delivery of a low birthweight infant or 

between racial groups. However, a decrease in probability of a subsequent short pregnancy 

interval and an increase of 27 days between births among non-Hispanic Black individuals 

was statistically significant.

The examination of policy impacts on patient outcomes is rare, and this study is an 

important addition to the research literature with state level data. The study by Steenland 

et al shows an association between comprehensive contraception access at the time of 

delivery and decreased probability of a subsequent preterm delivery or low birth weight 

infants in patients. Both these outcomes are important to overall efforts to impact infant 

mortality rates. While this study didn’t specifically link data to infant mortality data, preterm 

deliveries and low birthweight are important contributors to infant mortality risk factors. 

Furthermore, the study had a generous definition of an implementing hospital, and as that 

implementation grows, the likely measurable impact will increase.
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The authors note that with increased access to any contraception, but particularly LARC, 

implementation efforts must be with a reproductive justice lens to assure that this increased 

access is equitable and non-coercive. Knowing the baseline disparities in these particular 

outcomes, this particular attention to implementation efforts is essential to assure that racial 

disparities are not exacerbated. In fact, racial disparities with regards to infant mortality 

are increasing in states like South Carolina and so efforts to assure that implementation 

is centered on these values is vital.8 This ultimately means that plans to increase access 

to contraception should emphasize availability while avoiding coercion, and if a patient 

ultimately decides to discontinue a method, enable that to occur easily and seamlessly, 

including LARC device removal. 9

Additional policy efforts, such as expanding Medicaid to 12mos postpartum, compared to 

the traditional 60 days, are also important elements to augment efforts focused on impacting 

maternal and infant outcomes.10 South Carolina passed legislation earlier this year to enable 

this vital coverage for postpartum women.11 Assuring comprehensive contraceptive access is 

present for all people during this year, but also beyond, will be important focuses as these 

efforts move forward.

In addition to guaranteeing access, delivering patient-centered contraceptive care at every 

interaction, including the postpartum period, is critical. Research continues to support 

that contraception use and uptake is enhanced when patients feel heard and decisions 

are centered on their priorities. 12 Future studies examining patient-centeredness of these 

postpartum LARC implementation efforts would be an important element to augment these 

data and show the impact in additional spheres beyond infant outcomes.

Steenland et al have contributed an important link between policy and subsequent preterm 

delivery and low birthweight infants within an early adopter state of this policy change. 

As evidence continues to mount in support of these efforts and these policies are further 

implemented, attention to delivering equitable, patient-centered care must be the focus to 

guarantee further benefits for all people and their communities.
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