Summary
LARC placement in the
hospital immediately
following childbirth is safe,
cost-saving, and associated
with improved maternal and
neonatal health outcomes.
In Minnesota, specific
reimbursement for this
service is needed to
increase patient access and
reduce unintended
pregnancy.

Immediate postpartum
LARC is supported as safe
and effective by:
Centers for Disease Control
and Prevention (CDC)
American College of
Obstetricians &
Gynecologists (ACOG)
American Academy of
Family Physicians (AAFP)
Association of Certified
Nurse Midwives (ACNM)2,3

IMMEDIATE
POSTPARTUM
CONTRACEPTION
Long-acting reversible contraception (LARC) methods such as intra-uterine
devices (IUDs) and subdermal contraceptive implants are among the most
effective forms of contraception.1 They can be safely placed immediately
following childbirth prior to hospital discharge.2
In the US, an estimated 45% of pregnancies are unintended, and one-third
of all pregnancies are conceived within 18 months of delivery.4 Ensuring
access to contraception in the postpartum period will reduce unintended
pregnancy, improve maternal and neonatal health outcomes, and reduce
costs.2,5-8

Immediate postpartum LARC benefits patients, health
systems, and payers
Rapid repeat pregnancy is associated with
adverse maternal and neonatal health outcomes,
including preterm birth. Immediate postpartum
LARC is significantly more effective at reducing
short interpregnancy intervals than other forms
of reversible contraception.9
In one study, estimated savings
for every $1 spent on a program
for immediate postpartum LARC
were $3.54 at 24 months and
$6.50 at 36 months.10
Despite these benefits,
postpartum LARC placement rates
remain low at 13.5 per 10,000
deliveries.11

Improved
birth
spacing

Fewer
unintended
pregnancies
Cost savings

Reduced risk
of preterm
birth
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In Minnesota, the LARC device and placement procedure are covered by
private and public insurers in the outpatient setting. However, in the hospital
following delivery, no separate payment is provided outside the bundled
reimbursement for labor and delivery. Lack of reimbursement disincentivizes
hospitals and is a major barrier to postpartum LARC access for patients.12
Among support by growing numbers of state and federal health
officials, both the CDC and Centers for Medicare and Medicaid
Services have publicly encouraged consideration of unbundling labor
and delivery services from postpartum LARC.13,14

Since 2012, 42 state Medicaid agencies have published guidance on separate
reimbursement for immediate postpartum LARC outside the global fee.15

In Minnesota

40%

of all pregnancies
are unintended

58%

of pregnancies ending
in birth are unintended

66.7%

of unplanned
births are publicly
funded

Separate payments for
device & procedure
CA, CT, FL, GA, HI,
ID, IA, MD, MI, MS,
MT, NE, NH, OK,
PA, SD, TN, TX, UT,
VA, WY

*based on available published state Medicaid
guidance as of October 2018

Unmet need for
postpartum LARC

In 2010, the public cost
of unintended
pregnancies was

No separate payments
AK, AR, CO, ME,
MN, NV

AL, AZ, DC, DE, IL,
IN, KS, KY, LA, MS,
MO, NM, NY, NC,
OH, OR, SC, VT,
WA, WV, WI
Separate payments for
device or procedure

• An estimated 34-38% of women desire or intend to use LARC after
childbirth, but almost two-thirds of these women do not receive it16-18

$332.6
million

• In one study, 16% of postpartum women who initially requested LARC
conceived prior to device insertion19
2010 data21,22
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Delaying LARC placement until the first postpartum visit (typically 4-6 weeks
after delivery) may miss those patients who are unable to attend their
appointment due to lack of child care or transportation. A recent study found
as many as one third of prenatal care recipients miss their first postpartum
appointment.20
Even among women who are able to attend their first postpartum visit, almost
half resume sexual activity before this, and half of those women report using
no contraception during that time. 2

Recommendations
• Provide specific reimbursement for the LARC device (IUD or implant) when
placement occurs in the hospital following delivery
• Provide specific reimbursement to the provider for LARC placement in the
inpatient setting
• Support hospitals and providers to increase capacity to provide LARC
postpartum
It is imperative that these changes are made with an emphasis on patientcentered counseling and reproductive autonomy.
With reimbursement reform, we anticipate increased utilization of effective
contraception in the postpartum period, leading to fewer unintended
pregnancies, improved health outcomes, and decreased costs.

