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 T he postpartum period is an excit-
ing, dynamic time in a woman’s 
life, and the family physician plays 
an important role in promoting 

a smooth transition through this period. 
Physicians can ensure quality postpar-
tum care through a thorough and consis-
tent approach to medical and psychologic  
conditions. The postpartum period begins 

one hour after delivery of the placenta and 
generally lasts six weeks. After this period, the 
new mother is in a nonpregnant physiologic 
state, and lactation—if occurring—is usually 
well established. The World Health Organiza-
tion (WHO) points out that although there 
is no official definition, the traditional six-
week duration is consistent with the 40-day 
period commonly observed in many coun-
tries.1 WHO also recommends a schedule of 
postpartum care for mother and child (Table 
1).2 Oversight of four general categories (i.e., 
medical complications, breastfeeding, post-
partum depression, and sexuality and con-
traception) is vital to a mother’s healthy 
recovery and her baby’s healthy start.

Medical Complications 
Women with heavy, persistent postpartum 
bleeding should be evaluated for compli-
cations such as retained placenta, uterine 
atony, laceration, hematoma, or coagulation 
disorders (e.g., disseminated intravascular 
coagulopathy, von Willebrand’s disease).3 A 
Cochrane review4 found insufficient evidence 
to recommend specific treatment of sec-
ondary postpartum hemorrhage. However, 
physicians traditionally base their treatment 
decisions on whether they suspect retained 
placental fragments.3 No evidence shows 
that vaginal examination to detect uterine 
involution is a beneficial part of the routine 
postpartum visit.5

The postpartum period (typically the first six weeks after delivery) may underscore physical and emotional health 
issues in new mothers. A structured approach to the postpartum office visit ensures that relevant conditions and 
concerns are discussed and appropriately addressed. Common medical complications during this period include 
persistent postpartum bleeding, endometritis, urinary incontinence, and thyroid disorders. Breastfeeding education 
and behavioral counseling may increase breastfeeding continuance. Postpartum depression can cause significant 
morbidity for the mother and baby; a postnatal depression screening tool may assist in diagnosing depression-related 
conditions. Decreased libido can affect sexual functioning after a woman gives birth. Physicians should also discuss 
contraception with postpartum patients, even those who are breastfeeding. Progestin-only contraceptives are recom-
mended for breastfeeding women. The lactational amenorrhea method may be a birth control option but requires 
strict criteria for effectiveness. (Am Fam Physician 2005;72:2491-6, 2497-8. Copyright © 2005 American Academy of 
Family Physicians.)



 Patient information: 
A handout on postpar-
tum care, written by the 
authors of this article, is 
provided on page 2497.



 See editorial on  
page 2443.

table 1

Key Elements of Postpartum Care

Six to 12 hours 
postpartum

Three to six  
days postpartum

Six weeks 
postpartum

Six months 
postpartum

Baby

Breathing

Warmth

Feeding

Umbilical cord care

Immunization

Feeding

Infections

Routine tests

Weight and 
feeding

Immunization

Development

Weaning

Mother

Blood loss

Pain

Blood pressure

Advice

Warning signs

Breast care

Fever 

Infection

Lochia

Mood

Recovery

Anemia

Contraception

Libido
 

General health

Contraception

Continuing 
morbidity

Adapted with permission from Care and service provision in the postpartum period.  
In: Department of Reproductive Health and Research, World Health Organization. Post-
partum care of the mother and newborn: a practical guide. 1998. Accessed online July 
29, 2005, at: http://www.who.int/reproductive-health/publications/msm_98_3/.
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Postpartum endometritis occurs after 1 to 3 percent 
of vaginal deliveries; chorioamnionitis and prolonged 
rupture of membranes increase the risk.6 A Cochrane 
meta-analysis7 found a 7 percent risk of endometritis 
after elective cesarean section. In nonelective cesarean 
deliveries, the average endometritis rate was 19 percent 
in women who received intraoperative antibiotics and  
30 percent in women who did not.7 Clindamycin (Cleo-
cin) and gentamicin are the drugs of choice to man-

age endometritis, which usually is polymicrobial and 
involves anaerobes.6 For prophylaxis during cesarean 
section, ampicillin and first-generation cephalosporins 
are the drugs of choice. Broad-spectrum agents or multi-
ple-dose regimens do not seem to offer added benefit.8

Urinary incontinence is common during the post-
partum period, with a prevalence of 2.7 to 23.4 percent 
in the first year postpartum.9,10 Risk factors for urinary 
incontinence three months postpartum include higher 
prepregnancy body mass index, parity, urinary incon-
tinence during pregnancy, smoking, longer duration of 
breastfeeding, use of forceps, and vaginal delivery (com-
pared with cesarean delivery).9,10 Whether prior vaginal 
delivery is a risk factor for urinary incontinence in post-
menopausal women remains unclear, because studies11,12 
have produced conflicting results.

Thyroid disorders are common in postpartum women, 
with a prevalence of 4 to 7 percent in the first year 
postpartum.13 Incidence peaks at two to five months 
postpartum. Symptoms of thyroid disorders can include 
those of hypothyroidism or hyperthyroidism and may 
overlap with other common postpartum problems 
(e.g., fatigue, emotional lability, depression).14 Although 
thyroid screening is not generally recommended for 
asymptomatic postpartum patients, physicians should 
consider screening high-risk women (i.e., those with 
type 1 diabetes, a history of postpartum thyroiditis, 
or postpartum depression).15 Twenty-five percent of 
women with postpartum hypothyroidism develop long-
term hypothyroidism.16

SORT: Key Recommendations for Practice

 
Clinical recommendation

Evidence  
rating

 
References

Women with heavy, persistent postpartum bleeding should be evaluated for complications  
(e.g., retained placenta, hematoma, laceration, uterine atony, involution of the uterus,  
coagulation disorder), and treated accordingly.

C 4

Prophylactic intrapartum ampicillin or first-generation cephalosporins reduce the risk of  
postpartum endometritis in women undergoing elective and nonelective cesarean section.

A 7, 8

The lactational amenorrhea method of contraception should be used only if the mother is  
exclusively breastfeeding, amenorrhea is present, and the infant is younger than six months.

B 18, 48

During the early weeks of breastfeeding, mothers should be encouraged to breastfeed eight  
to 12 times per day on demand.

C 19, 25

Patients should receive structured breastfeeding education and behavioral counseling  
to promote breastfeeding. Written materials are insufficient.

C 20, 21, 24

Progestin-only contraceptive use should start no earlier than six weeks postpartum in  
women who are breastfeeding unless, in the physician’s judgement, the risk of unintended 
pregnancy outweigh the risk to the baby.

C 42-45

Progestin-only contraceptives are recommended for breastfeeding women who wish to use  
hormonal contraception.

C 47

Combination hormonal contraceptive use should not start until three weeks postpartum  
because of the increased risk of thromboembolism.

C 47 

A = consistent, good quality patient-oriented evidence; B = inconsistent or limited quality patient-oriented evidence; C = consensus, disease- 
oriented evidence, usual practice, expert opinion, or case series. For more information about the SORT evidence rating system, see page 2416 or 
http://www.aafp.org/afpsort.xml.
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Breastfeeding 
Breastfeeding is beneficial for the baby and the mother. 
Breastfeeding reduces the baby’s risk for gastrointestinal 
tract infections and atopic eczema17 and, for at least six 
months, it can serve as a contraception method for lactat-
ing women who remain amenorrheic postpartum.18 WHO 
recommends at least four to six months of breastfeeding 
and, initially, eight or more feedings per 24 hours.19 
Breastfeeding is a learned skill for mother and baby and 
can be aided by early practice and encouragement and 
specific coaching on the positioning and attachment 
of the infant to the breast. Unrestricted breastfeeding 
intervals and duration help reduce engorgement and sore 
nipples and increase the likelihood that the mother will 
be breastfeeding full time at one month postpartum.19 
Women who have access to bottle supplements at the 
hospital or at discharge are five times more likely to stop 
breastfeeding in the first week following delivery and two 
times more likely to stop in the second week.19 

A systematic evidence review and meta-analysis20 
found that educational programs were the most effective 
single intervention in promoting initiation and short-
term duration of breastfeeding.20 Telephone or face-to-
face support increased short- and long-term duration 
of breastfeeding. Written materials did not increase 
breastfeeding rates. The U.S. Preventive Services Task 
Force (USPSTF)21 found fair evidence that combin-
ing structured breastfeeding education and behavioral 
counseling programs increased initiation and continu-
ance rates by up to three months. They also found fair 
evidence that ongoing support increased continuation 
rates at six months. The USPSTF found insufficient evi-
dence that counseling by primary care providers during 
routine visits was effective and poor evidence that peer 
counseling alone was effective.21 

Evaluation should begin with a breastfeeding history 
(i.e., frequency and duration of feeds; nipple problems 
such as cracking, pain, and bleeding; and mastitis 
symptoms such as redness, warmth, pain, fever, and 
malaise).22 During the physical examination, the physi-
cian should ensure proper positioning and attachment 
of the infant during breastfeeding and assess for nipple 
problems and engorgement with erythema, tenderness, 
and induration. Physicians should also encourage the 
patient to increase the frequency and duration of feed-
ings for maximal milk production, and should suggest 
that the mother use nipple shields, creams, and topical 
breast milk for nipple problems.23 

Early referral to a lactation service or feeding clinic 
should be considered if the mother is discouraged 
or struggling, or if infant nutrition is a concern.24,25  

Hospitals and health systems usually have lactation 
services, and local groups also may offer support for the 
breastfeeding mother. Women who return to work can 
best maintain breastfeeding if they plan for the chal-
lenges of this transition by learning how to use a breast 
pump and properly store milk.26

Early mastitis usually can be managed by improving 
milk removal through increased nursing and expression of 
milk (manually or via breast pump). If the mastitis is sec-
ondary to a bacterial 
infection and does 
not improve within 
12 to 24 hours, or if 
initial presentation 
is severe, antibiotics 
are indicated (e.g., 
500 mg dicloxacillin [Dynapen] or cephalexin [Keflex] 
four times daily for seven to 10 days).27 Breast abscesses 
usually require incision and drainage.27 

Postpartum Depression 
Postpartum depression has potentially serious conse-
quences, making early recognition and screening impor-
tant. Thirty to 70 percent of women experience the 
“blues,” sadness, and emotional instability with onset 
in the first week postpartum and resolution by 10 days 
postpartum.28 The blues generally is considered a physi-
ologic phenomenon triggered by hormonal changes and 
augmented by sleep deprivation, nutritional deficien-
cies, and the stress of new motherhood.28,29 Postpartum 
depression is one of the most common complications 
after childbirth (500,000 cases occur in the United 
States per year, accounting for 13 percent of postpartum 
women).29 A history of postpartum depression increases 
the risk to 25 percent.29 

According to the Diagnostic and Statistical Manual 
of Mental Disorders, 4th ed. (DSM-IV), postpartum 
depression has its onset within four weeks postpartum, 
although studies often define onset up to three months 
postpartum.29 The depression usually lasts about seven 
months if untreated.29 Predisposing factors include hor-
monal changes, stressful life events, history of depres-
sion, and family history of depression. The mother’s 
education level, the child’s sex, breastfeeding, mode of 
delivery, and an unplanned pregnancy are not risk fac-
tors.29 Cultures with strong support systems for new 
mothers help foster a strong mother-infant bond and 
have lower rates of postpartum depression.30 

Symptoms of postpartum depression are similar to 
nonpostpartum depression and interfere with function-
ing (e.g., depressed mood; anhedonia; and disturbances  

The postpartum period 
begins one hour after deliv-
ery of the placenta and 
generally lasts six weeks.
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in appetite, sleep, energy, concentration, and attach-
ment). One study31 found that routine use of the Edin-
burgh Postnatal Depression Scale (EPDS) screening 
tool (Figure 132) improved diagnosis rates, facilitating 
appropriate treatment.31 The EPDS has been shown to 
significantly increase identification of high-risk women 
compared with routine care,33 and postpartum women 
residing in the inner city have a surprisingly high 
prevalence rate (22 percent) when screened with EPDS.34 
Postpartum evaluation should include screening for 
depression.33,34 

Postpartum psychosis usually presents in the first two 
weeks postpartum as manic, restless behavior. The inci-

dence rate is only 0.1 to 0.2 percent, but rapid referral to 
psychiatry is critical.28 Postpartum psychosis is usually 
a manifestation of bipolar affective disorder, and women 
with this disorder are at increased risk of recurrence fol-
lowing future pregnancies and stressful life events.29

Management of postpartum depression may include 
cognitive therapy and antidepressant treatment. Iden-
tifying high-risk patients and considering starting 
treatment prior to delivery is appropriate.29 After deter-
mining safety in pregnancy and lactation, physicians 
should select an antidepressant that has been effective in 
the past. Antidepressants and emotional support during 
and after labor can help prevent postpartum depression 

Edinburgh Postnatal Depression Scale (EPDS)

Figure 1. Screening tool for postpartum depression. Women are instructed to indicate the answer that comes closest to 
how they have felt IN THE PAST SEVEN DAYS.

Reprinted from Cox JL, Holden JM, Sagovsky R. Detection of postnatal depression. Development of the 10-item Edinburgh Postnatal Depression Scale.  
Br J Psychiary 1987;150:785.

1. �I have been able to laugh and see the funny side of things:
o As much as I always could 
o Not quite so much now 
o Definitely not so much now 
o Not at all 

2. I have looked forward with enjoyment to things: 
o As much as I ever did 
o Rather less than I used to 
o Definitely less than I used to 
o Hardly at all 

3. �I have blamed myself unnecessarily when things  
went wrong:*

o Yes, most of the time 
o Yes, some of the time
o Not very often
o No, never

4. I have been anxious or worried for no good reason:
o No, not at all 
o Hardly ever 
o Yes, sometimes 
o Yes, very often

5. I have felt scared or panicky for no very good reason:*
o Yes, quite a lot 
o Yes, sometimes
o No, not much 
o No, not at all

6. Things have been getting on top of me:* 
o �Yes, most of the time I have not been able to  

cope at all 
o �Yes, sometimes I have not been coping as well  

as usual 
o No, most of the time I have coped quite well 
o No, I have been coping as well as ever 

7. �I have been so unhappy that I have had difficulty sleeping:*
o Yes, most of the time 
o Yes, sometimes 
o Not very often 
o No, not at all 

8. I have felt sad or miserable:*
o Yes, most of the time
o Yes, quite often
o Not very often
o No, not at all

9. I have been so unhappy that I have been crying:*
o Yes, most of the time 
o Yes, quite often 
o Only occasionally 
o No, never 

10. The thought of harming myself has occurred to me:*
o Yes, quite often 
o Sometimes 
o Hardly ever 
o Never

Response categories are scored 0, 1, 2, and 3 according to increased severity of the symptom. Items marked with an asterisk (*) are reverse scored 
(i.e., 3, 2, 1, and 0). The total score is calculated by adding together the scores for each of the 10 items. Women with scores above 12 likely have 
depression.
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in at-risk women.29 See the accompanying patient educa-
tion handout for useful self-help networks.

Sexuality and Contraception
Libido and sexuality are common concerns during the 
postpartum period.35 Libido may decrease after delivery, 
possibly because of decreased estrogen levels. Some sur-
veys36 have shown that prepregnancy estrogen levels may 
not return for as long as one year postpartum. The length 
of time for women to wait to have intercourse following 
delivery is variable; the average is six to eight weeks in the 
United States, but it may be shorter or much longer.35,36 
No consistent correlation exists between delivery compli-
cations (e.g., vaginal lacerations) and a delay in resuming 
intercourse.35-37 However, the majority of patients report 
some type of sexual problem postpartum.37 Breastfeeding 
can delay the return to intercourse, possibly because estro-
gen levels remain low in these women.35 Other significant 
factors affecting postpartum sexual function include body 
image changes, fatigue, and fear of pregnancy.35

Breastfeeding or not, postpartum women have unique 
contraceptive needs. Although evidence suggests a delay 
in resumption of ovulation in breastfeeding women,38 
contraception should be addressed before the traditional 
six-week postpartum office visit to prevent unintended 
closely spaced pregnancies. The prenatal period is the 
best time to discuss postpartum contraception; many 
women feel that these discussions are too brief when 
held in the hospital after delivery and are crowded by 
additional postpartum information.39 Written materi-
als also have been shown to improve a woman’s ability 
to make an informed choice about her method of birth 
control.40 

Both breastfeeding and nonbreastfeeding women can 
use barrier contraceptives, intrauterine devices (IUDs; 
copper-releasing [ParaGard] and hormone-releasing  
[Mirena]), and progestin-only contraception. Dia-
phragms and cervical caps must be refitted, usually six 
weeks after delivery.3 Although IUDs may be inserted 
immediately after delivery of the placenta, the usual 
practice in the United States is to wait until six weeks 
postpartum because of an increased risk of expulsion.41 
WHO recommends breastfeeding women wait six weeks 
postpartum before starting progestin-only contracep-
tives (e.g., depot-medroxyprogesterone acetate [Depo-
Provera], progestin-only pills). Several studies42-45 have 
failed to show that progestin-only contraceptives affect 
the growth or development of breastfed babies; however, 
evidence is limited. 

Combination estrogen-progestin contraceptives (e.g., 
oral pills, the patch [Ortho Evra], the vaginal ring 

[NuvaRing]) interfere with breast milk production.46 

The American College of Obstetricians and Gynecolo-
gists (ACOG) says that progestin-only contraceptives 
are the best hormonal contraceptive choice for breast-
feeding women.47 ACOG also recommends that women 
wait at least six weeks before starting combination hor-
monal contraceptives but acknowledges that this may 
depend on the clinical situation.47 Nonbreastfeeding 
women should wait three weeks before starting estrogen- 
containing contraceptives because of the increased risk 
of thromboembolism.47

Breastfeeding women also may use the lactational 
amenorrhea method, alone or with other forms of con-
traception, for the first six months postpartum. For this 
method to be effective, the woman must be breastfeed-
ing exclusively on demand, be amenorrheic (no vaginal 
bleeding after eight weeks postpartum), and have an 
infant younger than six months. The failure rate is less 
than 2 percent if these criteria are fulfilled.18,48 
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