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ABSTRACT 

INTRODUCTION: Disparities in contraceptive counsel-
ing are well documented in the United States. People of 
color, those of lower socio-economic status, and Medic-
aid insurance are more likely to receive contraception/
sterilization counseling than White patients. Postpartum  
contraceptive choice is an important aspect for preg-
nant people, especially for those who plan to breastfeed.  
This study assessed postpartum contraception/ster-
ilization prescription among breastfeeding people in 
Rhode Island insured under Medicaid compared to other  
insurance carriers. 

METHODS: Secondary analysis of data from the Rhode 
Island Pregnancy Risk Assessment Monitoring System 
(PRAMS) from 2016–2019. Participants who answered 
yes to ‘having ever breastfed’ were included and dichot-
omized based on insurance into ‘Medicaid’ or ‘other  
insurance’. Primary outcome was postpartum contra-
ception/sterilization prescription. Stata software version 
15 was used to perform multivariable logistic regression  
accounting for complex survey design and weighting.   

RESULTS:  Of 3686 participants, 868 (24.4%) were insured 
under Medicaid. Medicaid participants were younger, had 
higher BMIs and were more likely to identify as Black or 
mixed race or Hispanic ethnicity than those with other 
insurers. Those insured under Medicaid were 1.5 times 
more likely to be prescribed postpartum contraception 
than those with other insurers (95% CI 1.26,1.78). After 
adjusting for race/ethnicity, education level, marital sta-
tus and preterm delivery, those with Medicaid were 1.28 
times more likely to be prescribed contraception (95% CI 
1.05,1.57). 

CONCLUSION: In this study, breastfeeding participants 
with Medicaid were more likely to be prescribed post-
partum contraception than those with other insurances. 
Future research should be focused on assessing provid-
er bias, contraception coercion, and initiatives to pro-
vide equitable and patient-centered counseling in this  
population.

INTRODUCTION

Access to contraception is one of the most important aspects 
of healthcare in reproductive-age people. Contraception 
is also an important tool in public health.1 Unfortunately, 
disparities exist in the United States in regards to the pre-
scription of contraception with examples dating back over 
a century.2 People of color, particularly Black and Latinx 
individuals, are more likely to be prescribed permanent or 
long-active reversible contraception (LARC) when compared 
to White patients.3-7  

These disparities have been amplified by a system focused 
on metrics and population level outcomes rather than on 
individual preference. In order to combat the high level of 
unintended pregnancy, the WHO and CDC developed a 
“tiered-effectiveness” counseling approach for contracep-
tion.4 This method consists of health-care providers’ coun-
seling centered on each method’s effectiveness of preventing 
pregnancy rather than the individual patient’s desires and 
reproductive plans (i.e., sterilization and LARC are tier 1, 
the pill and shot are tier 2 etc.). Over the last 2-3 years, 
the tiered-effectiveness model has been criticized as coer-
cive and experts in reproductive justice have recommended  
moving away from this widely taught method.4

Obstetric-care providers are also trained in using the 
tiered-effectiveness for patients in the postpartum period.8 
Postpartum people are a special population, with additional 
factors that set them apart from other reproductive-age 
individuals, such as maternal physiology (and increased 
thrombosis risk), breastfeeding and goals for future child-
bearing. By focusing solely on preventing pregnancy, these 
other factors are often ignored. Despite good intentions, 
many obstetric-care providers that are trained in the US 
medical-industrial system inherently pick up on the biases  
perpetuated by such a system.

To date, there is a paucity of data on the association 
between race/racism and socio-economic status and the 
prescription of contraception among breastfeeding postpar-
tum people. Postpartum people who are of lower socioeco-
nomic background and people of color tend to have lower 
rates of exclusive breastfeeding in general, due to a plethora 
of factors, including the lack of paid leave, time and space 
to express breastmilk.9,10 Another possible major barrier to 
success is the choice of contraception. Estrogen-contain-
ing methods have been shown to decrease milk supply11,12; 
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however, almost a quarter of patients also report concerns 
regarding their milk supply after starting a non-estrogen 
containing contraception method.13 For some patients, the 
effectiveness of a contraceptive may not be the most import-
ant factor.4 Evidence continues to emerge on the need for 
more open-ended discussion between patients and providers 
about the use of contraception during lactation, particularly 
in the first 6 months postpartum.4

For this study, we assessed the association between the 
prescription of postpartum contraception or sterilization 
in breastfeeding patients and the socio-economic status, 
a known risk for disparities in contraception prescription. 
Specifically, this study looked at these differences based on 
the Medicaid insurance status of the patient, as Medicaid 
insurance status is frequently used as a marker for lower 
socioeconomic status in public health research and all  
individuals are eligible for Medicaid during pregnancy. 

METHODS

Secondary analysis of data from the Rhode Island Pregnancy 
Risk Assessment Monitoring System (RIPRAMS) from 
2016 through 201914 was performed. RIPRAMS is a popula-
tion-based survey of people who have delivered a liveborn 
infant and is conducted at 2 to 6 months postpartum to assess 
experiences and behaviors before, during and after preg-
nancy. Stratified samples of 160 residents of Rhode Island 
are selected each month, with oversampling of people who 
delivered low-birth weight infants (less than 2500 grams) in 
order to better assess risk factors for low-birth weight deliv-
eries.14 The surveys are conducted both by phone and by 
mail and are performed in English, Spanish and Mandarin.  

In order to capture participants who planned to breastfeed, 
the eligible population for this study was participants who 
responded to the RIPRAMS survey and responded “Yes” 
when asked “did you ever breastfeed or pump breast milk to 
feed your new baby, even for a short period of time?” Those 
participants who either responded “No”, did not respond, or 
had missing or invalid data were excluded. 

Medicaid is a publicly funded health insurance program in 
the United States that is reserved for individuals with lim-
ited income and resources, including people with disabili-
ties.15 All pregnant people are eligible to be covered under 
Medicaid.15 For the study purposes, self-reported information 
related to Medicaid insurance status was utilized , with ‘yes’ 
response to the question “Is your insurance paid by Medic-
aid?” If they responded no to this question or responded yes 
to insurance being paid by private insurer, self-pay, military 
(Champus/Tricare), or other provider, they were included in 
the non-Medicaid cohort.

The primary outcome assessed was the prescription of 
postpartum contraception. This was a self-reported vari-
able in which patients were asked “are you or your hus-
band or partner doing anything now to keep from getting 
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pregnant?” If a participant responded yes, they were then 
asked “what kind of birth control are you or your husband 
or partner using now to keep from getting pregnant?” For 
this study we converted the responses to this question into 
a binary variable. If the participant responded with “tubes 
tied or blocked,” “birth control pills,” “shots or injection,” 
“contraceptive patch or vaginal ring,” “intrauterine device,” 
or “contraceptive implant in the arm” this was coded as 
“prescribed birth control.” If the participant reported not 
using contraception or using “condoms,” “natural family 
planning,” “abstinence,” or “withdrawal,” this was coded as 
“not prescribed birth control.”  

Demographic variables assessed were maternal age, BMI, 
self-reported race as categorized by RIPRAMS (White, Black, 
American Indian, Chinese, Filipino, Other Asian, Other, and 
Mixed race and not reported) and ethnicity. Marital status 
was included as support of the father of the baby has been 
linked to success of breastfeeding goals, particularly among 
younger and low-income parents.16 We additionally included 
education level (<12th grade vs. 12th grade or higher) as a 
covariate. 

Statistical Analyses
Data from RIPRAMS was analyzed using Stata version 15 
(College Station, TX).17 Weighting for RIPRAMS accounts 
for oversampling of low-birth weight infants.14 Demo-
graphic, maternal, obstetric, delivery and outcome variables 
were analyzed according to Medicaid insurance status using 
Fisher’s exact test for categorical variables and Kruskal-Wal-
lis one-way ANOVA for continuous variables. Odds ratios 
were calculated using logistic regression, utilizing complex 
survey design, for the overall prescription of contraception 
by Medicaid status and adjusted for education level, race, 
ethnicity, marital status and delivery at term. Due to use of 
publicly available de-identified data, IRB approval was not 
required for this study. 

RESULTS 

During the study time period of 2016-2019, 3686 participants 
planned to breastfeed; 898 (24.4%) with Medicaid insurance 
and 2788 (75.6%) with other insurances (Table 1). On aver-
age, those with Medicaid insurance were younger, of Black 
and mixed race, of Hispanic ethnicity, and had a higher BMI 
(Table 1). The group with Medicaid were  significantly less 
likely to be married (30.5%) compared to those with other 
insurance (69.0%)(p<0.001) and less likely to complete high 
school (77.4% vs 87.0%, p<0.001). 

Comparison of obstetric and delivery factors showed that 
those with Medicaid insurance were more likely to undergo 
a vaginal birth (72.5%) or repeat cesarean birth (13.4%) 
as compared to those with other insurance (vaginal birth 
63.8%, repeat cesarean 12.2%)(p<0.001 and p<0.05 respec-
tively). Mean gestational age at delivery and birth weight 
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Demographic and Baseline 
Data

Medicaid
(n=898)

Other 
insurance
(n=2788)

p-value

Maternal Age mean (SE) 27.5 (0.2) 30.6 (0.2) <0.001

Maternal BMI mean(SE) 33.5 (0.3) 31.8 (0.1) <0.001

Maternal Race  
    White
    Black
    Asian Am. & Pacific 
Islander
    Indigenous American
    Mixed Race
    Not reported

46.7
11.0
3.1
0.6
4.7
33.9

66.7
6.0
5.8
0.6
2.9
18.0

<0.001
<0.001
<0.001

0.03
0.31

<0.001
<0.001

Maternal ethnicity 
    Hispanic
    Non-Hispanic
    Not reported

43.8
54.9
1.3

23.9
75.6
0.5

<0.001

Marital status 
    Married
    Not Married
    Not reported

27.0
72.0
1.0

69.0
30.8
0.2

<0.001

Mode of delivery 
    Vaginal birth
    Vacuum assisted
    Forceps assisted
    Primary cesarean
    Repeat cesarean

72.5
2.4
0.3
11.4
13.4

63.8
3.2
0.9
19.9
12.2

<0.001
0.32
0.01

<0.001
0.05

Delivery at term:
    Term (>37 weeks)
    Preterm (<37 weeks)

92.5
7.5

92.2
7.8

0.03

Gestational age at delivery 
mean (SE)

38.6 (0.05) 38.8 (0.03) <0.001

Birthweight mean(SE) 3294 (17.4) 3343.1 (9.3) 0.001

Maternal education level
    <12th grade
    12th grade or higher
    Missing

14.8
77.4
7.7

6.8
87.0
6.2

<0.001

Household income 
    <20,000
    >20,000
    Missing

50.4
42.2
7.4

16.1
77.9
6.0

<0.001

Table 1. Demographics and baseline health characteristics of Rhode 

Island mothers who planned to breastfeed by whether or not they are 

insured under Medicaid or other insurance

Data are reported weighted percent unless otherwise noted. Weighted values 
account for complex survey design and are indicated in italics.
Fisher’s exact and Kruskal Wallis performed for analysis.
Bold indicates significance at p<0.05.

Unadjusted OR
(95% CI)

Adjusted OR
(95% CI)

Insurance status
    Medicaid
    Other insurance  
    (reference)

1.50 (1.26,1.78)
1.00

1.28 (1.05,1.57)
1.00

Maternal education level
    <12th grade
    12th grade and above 
(reference)

1.41 (1.09,1.83)
1.00

0.92 (0.69,1.23)
—

Annual Household income
    <20,000 
   >20,000 (reference)

1.53 (1.29, 1.83)
1.00

Maternal Race
    Black
    Asian Am. & Pacific Islander
    Indigenous American
    Mixed Race
    Not reported
    White (reference)

1.24 (0.94,1.64)
0.53 (0.38,0.75)
1.15 (0.39,3.38)
1.00 (0.64,1.50)
1.66 (1.39,1.59)

1.00

1.26 (0.92,1.71)
0.67 (0.47,0.97)
1.12 (0.35,3.54)
.99 (0.64,1.53)
1.21 (0.92,1.59)

—

Maternal ethnicity 
    Hispanic
    Non-Hispanic (reference)

1.85 (1.58,2.18)
1.00

1.45 (1.15,1.85)
—

Marital status
    Not Married
    Married (reference)

1.48 (1.27,1.72)
1.00

1.19 (1.00,1.43)
-—

Gestational age at delivery
    <37 weeks
    >37 weeks (reference)

1.45 (1.18,1.78)
1.00

1.38 (1.11,1.72)
—

Mode of delivery
    Vaginal birth (reference)
    Vacuum assisted
    Forceps assisted
    Primary cesarean
    Repeat cesarean

1.00
0.99 (0.65,1.53)
0.54 (0.21,1.39)
0.91(0.76,1.10)
1.74 (1.40,2.17)

Table 2. Unadjusted and adjusted odds of receiving a prescription for 

birth control among participants who planned to breastfeed

Adjusted model accounts for Medicaid status, race, ethnicity, maternal education, 
marital status and preterm delivery. Bold indicates significance at p<0.05.

were also lower among participants with Medicaid (Table 1). 
Those with Medicaid were 1.50 times more likely to be 

prescribed postpartum contraception (95% CI 1.26,1.78) as 
compared to those with other insurance providers (Table 2).  
After adjusting for education level, race, ethnicity, mari-
tal status and preterm delivery, those with Medicaid were 
still 1.28 times more likely to receive a prescription for 
birth control or sterilization as compared to those with 

other insurance (95% CI 1.06,1.95). Participants who did 
not report their race (OR 1.66, 95% CI 1.39,1.59), Hispanic 
(OR 1.85, 95% CI 1.58, 2.18), unmarried (OR 1.48, 95% CI 
1.27, 1.72), and who had a 12th grade education or less (OR 
1.41, 95% CI 1.09, 1.83) were more likely to be prescribed 
contraception compared to their counterparts. Additionally, 
those participants who had a preterm delivery were more 
likely to be prescribed contraception than those who had a 
term delivery (OR 1.45, 95%CI 1.18, 1.78). Ethnicity, mari-
tal status and preterm delivery remained significant in the 
adjusted model as well. (Table 2). 

Type of contraception differed between participants with 
Medicaid and participants with other insurances. Partici-
pants with Medicaid were more likely to be prescribed steril-
ization, shots, patch/ring, or contraceptive implants and less 
likely to be prescribed pills compared to those with other 
insurances (Table 3).
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DISCUSSION

Among breastfeeding participants in the 2016–2019 RIP-
RAMS survey, Medicaid insurance status was significantly 
associated with the prescription of postpartum contracep-
tion, even when accounting for race, ethnicity and marital 
status and preterm delivery. Additionally, those who identi-
fied as Hispanic ethnicity and were unmarried were signifi-
cantly more likely to be prescribed contraception.

The results of this current study are concordant with prior 
research on disparity of the prescription of contraception. 
In 2010, Dehlendorf et al conducted a survey of obstetric 
and gynecologic care providers using standardized patient 
videos portraying individuals of different racial and ethnic 
backgrounds.18 This survey revealed that the standardized 
patients who were Black or Latina or were from lower socio-
economic status were more likely to be recommended IUDs 
for contraception as compared to white patients.18 Similarly, 
Dude et al in 2018 reported in their observational study of 
postpartum contraception counseling that patients who 
were non-Hispanic Black received contraceptive counseling 
more frequently and had higher rates of postpartum LARC 
utilization.8,19 A further study by Ngendahimana et al in 
2021 evaluating the rates of prescription of patient-desired 
contraceptive method by race and ethnicity discovered that 
Black and Hispanic women were less likely to receive their 
chosen method and more likely to receive LARC.20 

These findings highlight that the discrepancies in con-
traception prescribing are likely due to provider bias than 
patient preference. Since the early 2000s, tiered-effec-
tiveness counseling has been the standard of care when 

Medicaid
(n=898)

Other 
insurance
(n=2788)

p-value

Prescribed Contraception
    Yes
    No

50.8
49.2

40.9
59.1

<0.001

Pills 16.1 21.8 0.001

Sterilization 15.0 11.5 0.01

Shot 10.4 3.6 <0.001

Patch/Ring 3.8 1.7 <0.001

IUD 21.2 19.7 0.30

Implant 15.6  6.9 <0.001

Breastfeeding Outcomes

Breastfeeding time (weeks)
Mean (SE) 8.0 (0.3) 8.7 (0.2)

0.01

Breastfeeding at time of survey? 
    Yes
    No

39.4
60.6 

60.2
39.8 

<0.001

Table 3. Postpartum Contraception and Breastfeeding Outcomes

Data are reported weighted percent unless otherwise noted. Weighted values 
account for complex survey design and are indicated in italics.
Fisher’s exact and Kruskal Wallis performed for analysis.
Bold indicates significance at p<0.05.

discussing postpartum contraception with patients.4 This 
model, which promotes the use of IUD/implants to prevent 
pregnancies, has recently come under criticism as it focuses 
more on national statistics (preterm birth and unintended 
pregnancy) than on a patient’s priorities. In order to continue 
to strive for true reproductive justice, which centers that all 
individuals should decide when, how and where they want 
to grow their families, contraceptive counseling needs to 
center the individuals’ desires. 

The current study which focused on breastfeeding post-
partum people adds an important variable to understanding 
trends around postpartum contraception prescription. While 
the majority of patients do intend to use contraception in 
the postpartum period (in one study >91%), less than 25% 
of patients consider the timing and effects of contraception 
on breastfeeding.19 As the field of obstetrics and gynecology 
moves toward creating more patient-focused contraceptive 
counseling, it is important that we share and discuss the 
timing and effects of contraception on lactation with our 
patients who plan to breastfeed. 

PRAMS respondents included in our study who were 
insured under Medicaid were less likely to breastfeed and 
breastfed for less time, despite reporting that they planned 
to breastfeed while they were pregnant. The same group was 
also more likely to be prescribed any contraception and had 
higher rates of contraceptive implant use and sterilization. 
Contraceptive implants are a form of LARC, which require 
a provider to place and/or remove, barring the ability of indi-
viduals to self-discontinue the method. In a country with 
a long history of forced sterilizations and contraceptive 
coercion (including coercion to use LARC devices such as 
implants), this study demonstrates that continued presence 
of these inequities. While this study was not designed to 
find causal relationships, these findings highlight the urgent 
need to understand the differences delineated here and to 
design interventions aimed at improving access to lactation 
resources and patient-centered postpartum contraception.

Limitations
As with any survey there are limitations to how the data can 
be evaluated and generalized. In Rhode Island, the PRAMS 
survey is conducted both as a mailed survey and over the 
phone. It is conducted in English, Spanish and Mandarin. 
Participants who do not speak or read these languages would 
be excluded from participating. Participant report of current 
contraception use also is limited in that it does not account 
for prior prescription with discontinuation of use. We were 
unable to correlate reported prescription with medical or 
pharmacy records and we may have misclassified some 
participants. Because we did not have information on coun-
seling we are also unable to assess patient and provider fac-
tors. We are also unable to make any assumptions regarding 
counseling between providers and participants as this was 
not discussed in detail as part of the PRAMS survey. 

In regards to breastfeeding, there are many factors which 
lead to early cessation, many of which could not be assessed 
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with this survey. Lack of access to paid parental leave, child-
care and time/space for breastmilk expression have been 
shown to limit length of breastfeeding.10, 21, 22 These are also 
issues that patients of lower socioeconomic status face at 
higher rates. Lastly, this study also only assessed data from 
one state, Rhode Island, and therefore cannot be generalized 
to other states where healthcare practices may differ. 

Future work should focus on how providers counsel their 
patients and the link between patients’ understanding of 
breastfeeding and their choice of contraception should 
be performed. More detailed qualitative work in this area 
will be instrumental for advancing equity for postpartum  
individuals.	  

CONCLUSION

In this state-based study, breastfeeding patients insured 
under Medicaid were prescribed postpartum contraception 
at higher rates than those with other insurance providers, 
even when accounting for race, ethnicity, marital status and 
preterm delivery. In order for our country to move toward 
true reproductive justice, the inequalities in contraceptive 
trends in postpartum individuals must be further evaluated.
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