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Learning Objectives 

At the end of this session, the participant will be able to: 
 
• Describe the potential role of LARC methods in reducing 

unintended pregnancy rates. 
 
• Select appropriate candidates for LARC methods.  
 
• List and compare the clinical effects and characteristics of  

LARC methods. 
 
• Identify management strategies for clinical problems and 

patient concerns related to use of LARC methods. 
 



Unintended Pregnancy in the U.S. 

Finer LB, Zolna MR. 2011. Unintended pregnancy in the United States: incidence and disparities, 2006. 

3.2 million are 
unintended 

49% 
Unintended 

Of 6.4 million 
pregnancies 

per year 

Presenter
Presentation Notes
Half of all pregnancies in the U.S. are unintended
Data is from the 2006-2008 National Survey of Family Growth
Since 2001, unintended pregnancy rates increased for nearly all groups of women
Almost half of unintended pregnancies occur in women using contraception
In 29 states and the District of Columbia, more than half of pregnancies are unintended (Finer, LB and Kost, K Persp Sex Reprod Health. June 2011)
Unintended pregnancy rates are substantially higher among women who are:
Aged 18–24
Unmarried (particularly cohabitating women)
Not high school graduates
Ethnic or racial minorities
Low-income
The rate for poor women is more than five times the rate for women in the highest income level
Poor and low-income women’s unintended pregnancy rates increased substantially since 2001, while the rate for higher-income women has decreased



One-Year Contraceptive Use Patterns 

No use 
8% 

 
 

Same method         
all year 

38% 
A method 
all year, 

with switch 
24% 

Gap in use,  
not at risk 

15% 

Gap in use,  
at risk 
15% 

Frost et al. Perspectives on Sexual & Reproductive Health 2007;39:48-55 

Presenter
Presentation Notes
Among women at-risk for unintended pregnancy
Contraceptive use is inconsistent
Gaps in use and discontinuation of short-acting methods are associated with unintended pregnancy rates in high-risk women



1.5% 

3.2% 

3.5% 

5.2% 

5.5% 

16% 

27% 

28% 

Other non-hormonal method

DMPA

Other hormonal method

Withdrawal

IUD

Male condom

Female sterilization

OC

U.S. Contraceptive Use 

% of women ages 15-
44 by method type 

Presenter
Presentation Notes
Oral contraceptives and condoms, the predominant reversible contraceptive methods used in the U.S., are user-dependent, have relatively low continuation rates, and have relatively high failure rates with typical use patterns
The use of IUDs by women using contraception has increased from 2.4% in 2002 to 5.5% in 2006
A more recent study (Finer, 2012) has found that LARC use has increased to 8.5% of all U.S. women using contraception 
The single-rod contraceptive implant was approved by the U.S. Food and Drug Administration (FDA) in 2006, and use has not yet been tracked; however, millions of women worldwide have used the method

References:
Mosher WD, Jones J. Use of contraception in the United States: 1982-2008. Vital Health Stat 23 2010;(29):1–44. 
Finer LB, Jerman J, Kavanaugh ML. (in press) Changes in use of long-acting contraceptive methods in the United States: 2007-2009. Fertil Steril 2012. 




Presenter
Presentation Notes
Typical-use pregnancy rates for long-acting reversible contraceptive (LARC) methods are lower when compared with oral and other contraceptives, placing them in the top tier of methods by effectiveness 
These top tier methods also share the highest continuation rates of all methods, one of the most important factors in contraceptive success 

Reference:
Trussell J. Contraceptive failure in the United States. Contraception 2011;83(5);397–404. Epub 2011 Mar 12.




Reversible Contraception that 
  Works as Well as Sterilization 
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% of women experiencing an 
unintended pregnancy within the first 
year of use  

Presenter
Presentation Notes
There are currently three LARC methods available in the U.S.
Copper T IUD
Levonorgestrel intrauterine system
Etonogestrel single-rod contraceptive implant
All LARC methods work as well as sterilization 
All LARC methods have a typical use failure rate of less than 1%


Reference:
Trussell J. Contraceptive failure in the United States. Contraception 2011;83(5);397–404. Epub 2011 Mar 12.



Increased use of LARC* 
has the potential to lower unintended pregnancy 

rates 

*LARC = Long-Acting Reversible Contraception 

Presenter
Presentation Notes
Because LARC methods have the highest effectiveness and continuation rates and the potential to reduce unintended pregnancy rates, the College recommends that they be offered as first-line contraceptive methods and encouraged as options for most women
Encouraging the use of LARC methods for appropriate candidates may help lower unintended pregnancy rates because gaps in use and discontinuation of shorter acting methods are associated with unintended pregnancy rates in high-risk women

Reference:
Trussell J. Contraceptive failure in the United States. Contraception 2011;83(5);397–404. Epub 2011 Mar 12.
Raine TR, Foster-Rosales A, Upadhyay UD, Boyer CB,Brown BA, Sokoloff A, et al. One-year contraceptive continuation and pregnancy in adolescent girls and women initiating hormonal contraceptives. Obstet Gynecol 2011;117:363–71. 

--
Modified from: Clinical Advisory Committee for A Clinical Update on Intrauterine Contraception. Rate of PID by Duration of IUC Use [PowerPoint slide]. Washington, DC: Association of Reproductive Health Professionals (ARHP). 2007 March. Available at www.arhp.org/core. Accessed August 1, 2012. 




 

 Candidates for LARC 
 

Healthy women of any reproductive age who: 
 

• Desire highly effective contraception 

• Desire reversible contraception 

• Are nulliparous or parous 

 



College Recommendations 

• LARC methods should be offered as first-line 
contraceptive methods and encouraged as 
options for most women 

• LARC methods have few contraindications 

• Almost all women are eligible for the implant 
and IUDs 

American College of Obstetricians and Gynecologists. Practice Bulletin No. 121, “Long-Acting Reversible 
Contraception: Implants and Intrauterine Devices,” July 2011.  

American College of Obstetricians and Gynecologists. Committee Opinion No. 450, “Increasing Use of 
Contraceptive Implants and Intrauterine Devices To Reduce Unintended Pregnancy,” December 2009.  



Nulliparous Women and Adolescents  
Can Be Offered LARC Methods  

Presenter
Presentation Notes
The U.S. MEC classifies IUD use by nulliparous women and adolescents as Category 2 (advantages outweigh the risks)
The U.S. MEC classifies implant use by nulliparous women and adolescents as category 1 (no restrictions)
Available evidence suggests that IUDs are more effective and have higher rates of satisfaction in nulliparous women compared with oral contraceptives 
IUD expulsion rates similar in nulliparous vs. parous women 


References:
U S. medical eligibility criteria for contraceptive use, 2010. Centers for Disease Control and Prevention (CDC). MMWR Recomm Rep 2010;59(RR-4):1–86. 
Suhonen S, Haukkamaa M, Jakobsson T, Rauramo I.Clinical performance of a levonorgestrel-releasing intrauterine system and oral contraceptives in young nulliparous women: a comparative study. Contraception 2004;69:407–12.
Hubacher D. Copper intrauterine device use by nulliparous women: review of side effects. Contraception 2007;75(6 suppl):S8–11. 
Paterson H, Ashton J, Harrison-Woolrych M. A nationwide cohort study of the use of the levonorgestrel intrauterine device in New Zealand adolescents. Contraception 2009;79:433–8. 



CDC Medical Eligibility Criteria 

Category Restriction 

 
1 No restriction 

 
2 

Advantages generally outweigh 
theoretical or proven risks 

 
3 

Theoretical or proven risks usually 
outweigh advantages 

 
4  Unacceptable health risk 

Presenter
Presentation Notes
In 2010, the U.S. Centers for Disease Control and Prevention published evidence-based medical eligibility criteria for contraception, the “MEC”
The College has endorsed the MEC
Conditions are assigned one of 4 categories, based on level of risk: 
1 = A condition for which there is no restriction for the use of the contraceptive method
2 = A condition for which the advantages of using the contraceptive method generally outweigh the theoretical or proven risks
3 = A condition for which the theoretical or proven risks usually outweigh the advantages of using the contraceptive method
4 = A condition that represents an unacceptable health risk if the contraceptive method is used 


Reference:
U S. medical eligibility criteria for contraceptive use, 2010. Centers for Disease Control and Prevention (CDC). MMWR Recomm Rep 2010;59(RR-4):1–86. 






LARC Use with Medical Conditions 

Condition Copper  
IUD 

LNG 
IUS Implant 

Hypertension (controlled) 1 1 1 

Multiple cardiovascular risk factors 1 2 2 

History of DVT/PE/Thrombogenic 
mutations 2 2 2 

DVT/PE (on anticoagulant therapy) 1 2 2 

Stroke 1 2 2 

Presenter
Presentation Notes
As shown in this table, there are a number of health problems that do not preclude the use of an IUD or implant 


Reference:
U S. medical eligibility criteria for contraceptive use, 2010. Centers for Disease Control and Prevention (CDC). MMWR Recomm Rep 2010;59(RR-4):1–86. Available at: http://www.cdc.gov/mmwr/pdf/rr/rr5904.pdf.��



LARC Use with Medical Conditions 

 
Condition 

Copper  
IUD 

LNG IUS Implant 

Migraines with aura 1 2 2 

Diabetes 1 2 2 

Obesity 1 1 1 

HIV infection 2 2 1 

AIDS (on ARV therapy) 2 2 2 or 1* 

*depending on the type of therapy 

Presenter
Presentation Notes
Limited evidence on the use of the LNG-IUD among women with insulin-dependent or noninsulin-dependent diabetes suggests that these methods have little effect on short-term or long-term diabetes control (e.g., glycosylated hemoglobin levels), hemostatic markers, or lipid profile
Among IUD users, limited evidence shows no higher risk for overall complications or for infectious complications in HIV-infected than in HIV-uninfected women. IUD use did not adversely affect progression of HIV when compared with hormonal contraceptive use among HIV-infected women. Furthermore, IUD use among HIV-infected women was not associated with increased risk of transmission to sex partners
IUD users with AIDS should be closely monitored for pelvic infection

Reference:
U S. medical eligibility criteria for contraceptive use, 2010. Centers for Disease Control and Prevention (CDC). MMWR Recomm Rep 2010;59(RR-4):1–86. Available at: http://www.cdc.gov/mmwr/pdf/rr/rr5904.pdf.




Selected Contraindications 

Condition Copper 
IUD 

LNG 
IUS 

Implant 

Post-puerperal sepsis or septic 
abortion 4 4 1 

Current PID,  purulent cervicitis, 
CT/GC  4 4 1 

Breast cancer 1 4 4 

Malignant GTN 4 4 1 

Cervical/Endometrial cancer 4 4 2/1 

Distorted uterine cavity incompatible 
with IUD insertion 4 4 1 

Presenter
Presentation Notes
No evidence exists about whether IUD insertion among women with STIs increases the risk for PID over that of women with no IUD insertion
Among women who had an IUD inserted, the absolute risk for subsequent PID was low among women with STI at the time of insertion but greater than among women with no STI at the time of IUD insertion
Breast cancer is a hormonally sensitive tumor. Concerns about progression of the disease might be less with the LNG-IUS than with combined oral contraceptives or higher-dose progestin-only oral contraceptives
An anatomic abnormality that distorts the uterine cavity might preclude proper IUD placement 


Reference:
U S. medical eligibility criteria for contraceptive use, 2010. Centers for Disease Control and Prevention (CDC). MMWR Recomm Rep 2010;59(RR-4):1–86. Available at: http://www.cdc.gov/mmwr/pdf/rr/rr5904.pdf.




 

• Safe for most women 

• Can be used by nulliparous 
women and adolescents 

• Increased use may decrease 
unintended pregnancy rates 

 

LARC Summary 



Long-Acting Reversible Contraception 

The Single-Rod Contraceptive Implant 



The Single-Rod Contraceptive Implant 

Etonogestrel (68 mg) 

Discreet 

Highly effective 

Rapidly reversible 

Approved for use up to 3 years 

 

Presenter
Presentation Notes
All healthcare providers who perform implant insertions and removals must receive training from the manufacturer 



Short Insertion and Removal Time 

Insertion  

< 1 minute 

Removal 

< 3 minutes 

Presenter
Presentation Notes
Packaged pre-loaded in a disposable sterile applicator 
Complications related to insertion (1.0%) and removal (1.7%) are uncommon 
Insertion complications can include pain, slight bleeding, hematoma formation, difficult insertion, and unrecognized noninsertion
Removal may be complicated by breakage of the implant and inability to palpate or locate the implant due to deep insertion

References:
Zheng SR, Zheng HM, Qian SZ, Sang GW, Kaper RF. A randomized multicenter study comparing the efficacy and bleeding pattern of a single-rod (Implanon) and a six-capsule (Norplant) hormonal contraceptive implant. Contraception 1999;60:1–8. 
Blumenthal PD, Gemzell-Danielsson K, Marintcheva-Petrova M. Tolerability and clinical safety of Implanon. Eur J Contracept Reprod Health Care 2008;13(suppl 1):29–36. 
Darney P, Patel A, Rosen K, Shapiro LS, Kaunitz AM. Safety and efficacy of a single-rod etonogestrel implant (Implanon): results from 11 international clinical trials. Fertil Steril 2009;91:1646–53. 

- - -
Modified from: Clinical Advisory Committee for New Developments in Contraception: The Single-Rod Implant. Short Insertion and Removal Time[PowerPoint slide]. Washington, DC: Association of Reproductive Health Professionals (ARHP). 2007 July. Available at www.arhp.org/core. Accessed August 1, 2012. 




Insertion Timing 

• Any time during the menstrual cycle   
• Reasonably exclude pregnancy  
• Backup method for 7 days unless 

inserted: 
- Within 5 days of menses 
- Immediately postpartum or post-abortion 
- Immediately upon switching from another 

hormonal method 

Presenter
Presentation Notes
Reference:
Makarainen L, van Beek A, Tuomivaara L, Asplund B, Coelingh Bennink H. Ovarian function during the use of a single contraceptive implant: Implanon compared with Norplant. Fertil Steril 1998;69:714–21. 



Postpartum Insertion 

• Safe at any time after childbirth for 
women who are not breastfeeding   

 
• Theoretic concerns regarding milk 

production and infant growth and 
development  
 
 

Presenter
Presentation Notes
The immediate postpartum period is a particularly favorable time for implant insertion. Women are:  
  Known not to be pregnant
  Highly motivated  
In one study, 45% of women reported unprotected sex within 6 weeks postpartum 
Less than 4 weeks postpartum = MEC Category 2 (advantages outweigh risks)
More than 4 weeks postpartum = MEC Category 1 (no restriction) 
Observational studies suggest no effect on breastfeeding initiation or continuation or on infant growth and development 


References:
Kapp N, Curtis K, Nanda K. Progestogen-only contraceptive use among breastfeeding women: a systematic review. Contraception 2010;82:17–37. 
Gurtcheff SE, Turok DK, Stoddard G, Murphy PA, Gibson M, Jones KP. Lactogenesis after early postpartum use of the contraceptive implant. Obstet Gynecol 2011;117:1114–21. 
Reinprayoon D, Taneepanichskul S, Bunyavejchevin S, Thaithumyanon P, Punnahitananda S, Tosukhowong P, et al. Effects of the etonogestrel-releasing contraceptive implant (Implanon) on parameters of breastfeeding compared to those of an intrauterine device. Contraception 2000;62:239–46. 
Taneepanichskul S, Reinprayoon D, Thaithumyanon P, Praisuwanna P, Tosukhowong P, Dieben T. Effects of the etonogestrel-releasing implant Implanon and a nonmedicated intrauterine device on the growth of breast-fed infants. Contraception 2006;73:368–71. 



Post-Abortion Insertion 

The implant is safe to place after any abortion, 
including second-trimester or septic abortion  

Significantly reduces the risk of repeat abortion  

Presenter
Presentation Notes
First Trimester = MEC Category 1 (no restriction) 
Second Trimester = MEC Category 1 (no restriction) 
Immediately post-septic abortion = MEC Category 1 (no restriction) 
Data on postabortal etonogestrel implant safety and repeat abortion are lacking but can be extrapolated from data on IUDs and previous experience with a six-rod implant system that is no longer marketed in the U.S. that shows these methods were easy and safe to use and highly effective 




References:
Goodman S, Hendlish SK, Reeves MF, Foster-Rosales A. Impact of immediate postabortal insertion of intrauterine contraception on repeat abortion. Contraception 2008;78:143–8. 
Kurunmaki H. Contraception with levonorgestrel-releasing subdermal capsules, Norplant, after pregnancy termination. Contraception 1983;27:473–82.
Ortayli N, Bulut A, Sahin T, Sivin I. Immediate postabortal contraception with the levonorgestrel intrauterine device, Norplant, and traditional methods. Contraception 2001;63:309–14.
U S. Medical Eligibility Criteria for Contraceptive Use, 2010. Centers for Disease Control and Prevention (CDC). MMWR Recomm Rep 2010;59(RR-4):1–86.





Bleeding Patterns with Implant 
 
 
 

 First 2 Years  

33.6% 

22.2% 

17.7% 

6.7% 

Infrequent

Amenorrhea

Prolonged

Frequent
Percentage of 
90– day 
intervals 
 

Presenter
Presentation Notes
After implant insertion, changes in menstrual bleeding patterns are common and include amenorrhea or infrequent, frequent, or prolonged bleeding
Bleeding patterns with implant use are unpredictable and are the most common reason for discontinuation
Patients should be given anticipatory guidance about bleeding effects 

Definitions:
Infrequent:  Less than three bleeding/spotting episodes per reference period (excluding amenorrhea)
Prolonged: Any bleeding/spotting episode that lasts for more than 14 days in a row 
Frequent: Greater than five bleeding/spotting episodes per reference period
Based on 3,315 ninety–day reference periods (N=780), Reference Periods 2 through 6

Reference:

Mansour D, Korver T, Marintcheva-Petrova M, Fraser IS. The effects of Implanon on menstrual bleeding patterns. Eur J Contracept Reprod Health Care 2008;13(suppl 1):13–28. 



Mean Bleeding/Spotting Days 

72.3 days 

10.4 days 

7.3 days 

No spotting or
bleeding

Spotting

Bleeding

Per 90 day reference period 
 

Presenter
Presentation Notes
Based on 3,315 ninety day reference periods  (N=780), Reference Periods 2 through 6
Overall, the mean number of spotting or bleeding episodes was less than the number reported in normal menstrual cycles 
Bleeding patterns are cited as the most common (11.3%) reason for discontinuation 


Reference:
Mansour D, Korver T, Marintcheva-Petrova M, Fraser IS. The effects of Implanon on menstrual bleeding patterns. Eur J Contracept Reprod Health Care 2008;13(suppl 1):13–28. 



Bleeding Patterns Summary 

• Provide anticipatory guidance  

• Favorable bleeding patterns experienced in the 
first 3 months are likely to continue  

• Unfavorable patterns have a 50% chance of 
improving  

• Women with low body weight have fewer 
bleeding and spotting days 



Weight Gain 

 
•  6–12% of users 
report weight gain 
 

•  Only 2.3–3.3% 
discontinue due to 
weight gain 

Presenter
Presentation Notes
Weight gain is a major concern of contraceptive users
Weight changes are difficult to ascertain because most contraceptive studies lack a control group





Reference:
Darney P, Patel A, Rosen K, Shapiro LS, Kaunitz AM. Safety and efficacy of a single-rod etonogestrel implant (Implanon): results from 11 international clinical trials. Fertil Steril 2009;91:1646–53. 
Funk S, Miller MM, Mishell DR Jr, Archer DF, Poindexter A, Schmidt J, et al. Safety and efficacy of Implanon, a single-rod implantable contraceptive containing etonogestrel. Implanon US Study Group. Contraception 2005;71:319–26. 

- - -
Modified from: Clinical Advisory Committee for New Developments in Contraception: The Single-Rod Implant. Minor Weight Gain [PowerPoint slide]. Washington, DC: Association of Reproductive Health Professionals (ARHP). 2007 July. Available at www.arhp.org/core. Accessed August 1, 2012. 




Non-Contraceptive Benefit: 
  

Dysmenorrhea Improvement 

5% 

14% 

81% 

Increased

No change

Improved/Resolved

Presenter
Presentation Notes
A noncontraceptive benefit of implant use is a significant decrease in dysmenorrhea. 
2-year, single-arm study, n=187 



Reference:
Funk S, Miller MM, Mishell DR Jr, Archer DF, Poindexter A, Schmidt J, et al. Safety and efficacy of Implanon, a single-rod implantable contraceptive containing etonogestrel. Implanon US Study Group. Contraception 2005;71:319–26. 

- - -
Modified from: Clinical Advisory Committee for New Developments in Contraception: The Single-Rod Implant. Non-Contraceptive Benefit: Dysmenorrhea Improvement [PowerPoint slide]. Washington, DC: Association of Reproductive Health Professionals (ARHP). 2007 July. Available at www.arhp.org/core. Accessed August 1, 2012. 




 
• The most effective reversible 

contraceptive  

• Few contraindications  

• Provide anticipatory 
guidance regarding bleeding 
patterns  

 

Implant Summary 



Long-Acting Reversible Contraception 
 

Intrauterine Contraception 



Intrauterine Contraception 

• Highly effective 

• Rapidly reversible 

• High continuation and 
satisfaction rates 

• Cost-effective  



Copper IUD  
• Polyethylene wrapped with copper wire  

• Approved for use up to 10 years 

• Mechanisms of action: 
 Inhibition of sperm migration and 

viability  
 Change in ovum transport speed  
 Damage to or destruction of ovum 
 Damage to or destruction of fertilized 

ovum 
 All effects occur before implantation 

• Highly effective  
 
 

Presenter
Presentation Notes
Reported typical use failure rate at one year 0.8 per 100 women
Ten-year failure rate comparable to female sterilization (1.9 per 100 women)



LNG IUS 
• Releases 20 mcg levonorgestrel/day 

• Approved for use up to 5 years, may be 
effective up to 7 years  

• Mechanisms of action: 

 Similar effects as copper IUD 

 Also causes endometrial suppression and changes 
in cervical mucus  

 All effects occur before implantation  

• Highly effective  
 

Presenter
Presentation Notes
  One-year failure rate of 0.2 per 100 women 



Complications are Rare  

Expulsion rate 2–10% in first year 

Perforation: 1 per 1,000 insertions or 
fewer  

Presenter
Presentation Notes
Adherence to insertion guidelines included with IUD packaging may help avoid uterine perforation; the risk of perforation appears to decrease with increasing insertion experience 



References:
Hatcher RA, Trussell J, Nelson AL, Cates W Jr, Stewart F,Kowal D, editors. Contraceptive technology. 19th rev. ed. New York (NY): Ardent Media; 2007. 
World Health Organization. Mechanism of action, safety and efficacy of intrauterine devices: report of a WHO scientific group. World Health Organization Technical Report Series 753. Geneva: WHO; 1987. 
Long-term reversible contraception. Twelve years of experience with the TCu380A and TCu220C. Contraception 1997;56:341–52. 



 
Nulliparous Women and Adolescents 

 
 Can Be Offered IUDs 

More effective and higher rates of 
continuation and satisfaction than OCs 

 

Expulsion rates similar in nulliparous vs. 
parous women  

Presenter
Presentation Notes
  The U.S. MEC classifies use in nulliparous women for both IUDS as Category 2* 
  U.S. MEC also classifies use in adolescent women for both IUDS as Category 2

*Category 2 = advantages generally outweigh risks 



References:
Suhonen S, Haukkamaa M, Jakobsson T, Rauramo I.Clinical performance of a levonorgestrel-releasing intrauterine system and oral contraceptives in young nulliparous women: a comparative study. Contraception 2004;69:407–12. 
Hubacher D. Copper intrauterine device use by nulliparous women: review of side effects. Contraception 2007;75(6 suppl):S8–11. 
Paterson H, Ashton J, Harrison-Woolrych M. A nationwide cohort study of the use of the levonorgestrel intrauterine device in New Zealand adolescents. Contraception 2009;79:433–8. 



LNG IUS Menstrual Effects 

Bleeding duration and amount decreases 
initially and over time  

70% experience oligomenorrhea or 
amenorrhea within 2 years of insertion  

Presenter
Presentation Notes

Reference:
Sivin I, Stern J, Diaz J, Diaz MM, Faundes A, el Mahgoub S,et al. Two years of intrauterine contraception with levonorgestrel and with copper: a randomized comparison of the TCu 380Ag and levonorgestrel 20 mcg/day devices. Contraception 1987;35:245–55. 



LNG IUS as Treatment for Heavy Bleeding 

Menstrual blood reduction: 79–97% 

High rates of patient satisfaction and 
continuation 

Presenter
Presentation Notes
The LNG IUS was recently FDA approved for the treatment of heavy bleeding in women who use the method for contraception, and it is used widely for this indication
A review of 18 studies of LNG IUS use for the treatment of menorrhagia found a menstrual blood loss reduction of 79-97% 


Reference:
Varma R, Sinha D, Gupta JK. Non-contraceptive uses of levonorgestrel-releasing hormone system (LNG-IUS)--a systematic enquiry and overview. Eur J Obstet Gynecol Reprod Biol 2006;125:9–28. 



Copper IUD Menstrual Effects 

Initial increased bleeding and 
cramping 

– Treat with NSAIDs 

Decreases over time 

Presenter
Presentation Notes

References:
Grimes DA, Hubacher D, Lopez LM, Schulz KF. Non-steroidal anti-inflammatory drugs for heavy bleeding or pain associated with intrauterine-device use. Cochrane Database of Systematic Reviews 2006, Issue 4. Art. No.:CD006034. DOI: 10.1002/14651858.CD006034.pub2.  
Hubacher D, Chen PL, Park S. Side effects from the copper IUD: do they decrease over time? Contraception 2009;79:356–62. 



Managing Bleeding Concerns 

Provide anticipatory guidance  

Evaluation of abnormal bleeding 
similar to non-IUD users  

Presenter
Presentation Notes
Because many LARC users are young women, they may expect irregular, unpredictable bleeding over the entire course of LARC use, which would not necessarily require further evaluation 



 

 Insertion Timing 
 

• Any time during the menstrual cycle 

• Reasonably exclude pregnancy 

• No major advantage to insertion 
during menses  

• Difficult insertions are rare  

Presenter
Presentation Notes
Difficulties that have been reported include vasovagal reaction, the need for cervical dilation, severe pain, inability to insert the IUD, and uterine perforation
To ease discomfort during difficult insertions, may try:
NSAIDs
Paracervical block 
Mechanical dilation 
Ultrasonography  guidance 





Insertion Protocols 

Routine antibiotic prophylaxis is not 
recommended before insertion 

Current data do not support routine 
screening for STIs prior to insertion for 
women at low risk 

Treat mucopurulent discharge or known STI 
before insertion  

Presenter
Presentation Notes

References:
Grimes DA, Lopez LM, Schulz KF. Antibiotic prophyl-axis for intrauterine contraceptive device insertion. Cochrane Database of Systematic Reviews 1999, Issue 3. Art. No.: CD001327. DOI: 10.1002/14651858.CD001327.
Workowski KA, Berman S. Sexually transmitted diseases treatment guidelines, 2010. Centers for Disease Control and Prevention (CDC) [published erratum appears in MMWR Recomm Rep 2011;60:18]. MMWR Recomm Rep 2010(RR-12);59:1–110. Available at: http://www.cdc.gov/std/treatment/2010/default.htm. Retrieved April 6,2011. 
U S. medical eligibility criteria for contraceptive use, 2010. Centers for Disease Control and Prevention (CDC). MMWR Recomm Rep 2010;59(RR-4):1–86. 



Women at High Risk of STIs 

Reasonable to screen for STIs and 
place IUD on same day 

Treat with IUD in place if results are 
positive 

Risk of PID remains low  

Presenter
Presentation Notes
An asymptomatic woman with a positive test result for chlamydia or gonorrhea at the time of IUD insertion may be treated and the IUD may be left in place
The U.S. MEC assigns a Category 2/3 for IUD initiation among women with an increased risk of STIs, clarifying that the Category 3 classification specifically applies to women with a very high individual risk of exposure to gonorrhea or chlamydial infection
Intrauterine device continuation is considered a Category 2 among women with an increased risk of STI
A category 2 rating is given to continuing IUD use in a woman found to have a chlamydia or gonorrhea infection and then treated with appropriate antibiotic therapy
Women with an STI at the time of IUD insertion are more likely to develop PID than women without an STI; however, even in women with an untreated STI, the risk appears low 
Women with a mucopurulent cervico-vaginal discharge or with known chlamydia or gonorrhea cervicitis should be treated before IUD insertion 
References:
Mohllajee AP, Curtis KM, Peterson HB. Does insertion and use of an intrauterine device increase the risk of pelvic inflammatory disease among women with sexually transmitted infection? A systematic review. Contraception 2006;73:145–53. 
Ladipo OA, Farr G, Otolorin E, Konje JC, Sturgen K, Cox P, et al. Prevention of IUD-related pelvic infection: the efficacy of prophylactic doxycycline at IUD insertion. Adv Contracept 1991;7:43–54. 
Sinei SK, Schulz KF, Lamptey PR, Grimes DA, Mati JK,Rosenthal SM, et al. Preventing IUCD-related pelvic infection: the efficacy of prophylactic doxycycline at insertion. Br J Obstet Gynaecol 1990;97:412–9. 



Backup Contraception 

Not needed at any time after Copper IUD 
insertion 

Needed for 7 days unless LNG IUS inserted: 

– Within 5 days of menses 

– Immediately postpartum or post-abortion 

– Immediately upon switching from another 
hormonal method 

Presenter
Presentation Notes

Reference:
World Health Organization. Selected practice recommendations for contraceptive use. 2008 update. Geneva:WHO; 2008. Available at: http://whqlibdoc.who.int/hq/2008/WHO_RHR_08.17_eng.pdf. Retrieved March 31,2011. 



IUDs Do Not Cause PID 

Rate of PID by Duration of IUD Use 
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Presenter
Presentation Notes
The risk of developing pelvic infection is increased only in the first 20 days after IUD insertion, suggesting that bacterial contamination associated with the insertion process is the cause of infection, and not the IUD itself
Although the relative risk of PID is increased in the first 20 days, the absolute risk of developing PID remains quite small 


References:
Grimes DA, Lopez LM, Schulz KF. Antibiotic prophyl-axis for intrauterine contraceptive device insertion. Cochrane Database of Systematic Reviews 1999, Issue 3. Art. No.: CD001327. DOI: 10.1002/14651858.CD001327.
Farley TM, Rosenberg MJ, Rowe PJ, Chen JH, Meirik O. Intrauterine devices and pelvic inflammatory disease: an international perspective. Lancet 1992;339:785–8. 

---
Modified from: Clinical Advisory Committee for A Clinical Update on Intrauterine Contraception. Rate of PID by Duration of IUC Use [PowerPoint slide]. Washington, DC: Association of Reproductive Health Professionals (ARHP). 2007 March. Available at www.arhp.org/core. Accessed August 1, 2012. 




IUDs Do Not Cause Infertility 

 

  -No evidence that IUD use is associated 
 with subsequent infertility 

  -Chlamydia is associated with 
 infertility 

Presenter
Presentation Notes
There are no studies demonstrating an increased risk of pelvic inflammatory disease in nulliparous IUD users, and no evidence that IUD use is associated with subsequent infertility
In a study of nearly 2,000 women with primary tubal infertility using several control groups to minimize bias, previous copper IUD use was not associated with an increased risk of tubal occlusion in nulliparous women
Those with tubal infertility  were more likely to have antibodies to chlamydia, indicating that the presence of a sexually transmitted infection, was the likely explanation of infertility

Reference:
Hubacher D, Lara-Ricalde R, Taylor DJ, Guerra-Infante F,Guzman-Rodriguez R. Use of copper intrauterine devices and the risk of tubal infertility among nulligravid women. N Engl J Med 2001;345:561–7. 

---
Modified from: Clinical Advisory Committee for A Clinical Update on Intrauterine Contraception. Safety: IUC Does Not Cause Infertility [PowerPoint slide]. Washington, DC: Association of Reproductive Health Professionals (ARHP). 2007 March. Available at www.arhp.org/core. Accessed August 1, 2012. 



Postpartum Insertion 

Particularly favorable time 
 High motivation 

 Known pregnancy status 

 Convenience  

Women at risk for unintended pregnancy  

 45% report unprotected sex within 6 weeks of delivery  

 

Presenter
Presentation Notes

Reference:
Brito MB, Ferriani RA, Quintana SM, Yazlle ME, Silva de Sa MF, Vieira CS. Safety of the etonogestrel-releasing implant during the immediate postpartum period: a pilot study. Contraception 2009;80:519–26. 



Immediate Postpartum Insertion 

Appears safe and effective  

Within 10 minutes of placental separation  

Cut strings 1–2 weeks after insertion  

Presenter
Presentation Notes
The US MEC classifies immediate postpartum copper IUD insertion as Category 1 and immediate postpartum LNG IUD insertion in both nonbreastfeeding and breastfeeding women as Category 2
Contraindications include peripartum chorioamnionitis, endometritis, and puerperal sepsis 


References:
Chen BA, Reeves MF, Hayes JL, Hohmann HL, Perriera LK,Creinin MD. Postplacental or delayed insertion of the levonorgestrel intrauterine device after vaginal delivery: a randomized controlled trial. Obstet Gynecol 2010;116:1079–87.
Grimes DA, Lopez LM, Schulz KF, Van Vliet HA, Stanwood NL. Immediate post-partum insertion of intrauterine devices. Cochrane Database of Systematic Reviews 2010, Issue 5. Art. No.: CD003036. DOI: 10.1002/14651858.CD003036.pub2. 



Expulsion Rates  

Higher with immediate postpartum 
insertion (up to 24%)  

 May be lower after Cesarean delivery 

 Benefits may outweigh risk of expulsion  

Presenter
Presentation Notes
The benefits of immediate insertion may outweigh the increased risk of expulsion
Disadvantages of waiting 4–6 weeks postpartum for interval insertion include failure to return for follow-up and not obtaining an IUD at the follow-up visit 


References:
Chen BA, Reeves MF, Hayes JL, Hohmann HL, Perriera LK,Creinin MD. Postplacental or delayed insertion of the levonorgestrel intrauterine device after vaginal delivery: a randomized controlled trial. Obstet Gynecol 2010;116:1079–87.
Grimes DA, Lopez LM, Schulz KF, Van Vliet HA, Stanwood NL. Immediate post-partum insertion of intrauterine devices. Cochrane Database of Systematic Reviews 2010, Issue 5. Art. No.: CD003036. DOI: 10.1002/14651858.CD003036.pub2. 
Celen S, Moroy P, Sucak A, Aktulay A, Danisman N.Clinical outcomes of early postplacental insertion of intrauterine contraceptive devices. Contraception 2004;69:279–82. 
Ogburn JA, Espey E, Stonehocker J. Barriers to intrauterine device insertion in postpartum women. Contraception 2005;72:426–9. 



Breastfeeding  

Copper IUD has no effect on breastfeeding 

Hormonal content of LNG IUS raises 
theoretic concern  

No difference found in breastfeeding 
duration or infant growth between Copper 
IUD and LNG IUS users  

Presenter
Presentation Notes

Reference:
Shaamash AH, Sayed GH, Hussien MM, Shaaban MM. A comparative study of the levonorgestrel-releasing intrauterine system Mirena versus the Copper T380A intrauterine device during lactation: breast-feeding performance, infant growth and infant development. Contraception 2005;72:346–51. 



Post-Abortion Insertion 

Insertion of an IUD immediately after 
abortion or miscarriage is safe and effective  

 Lowers repeat abortion rate 

 Increases rates of use  
 

Presenter
Presentation Notes
Immediate insertion of the copper IUD or LNG IUD after a first-trimester abortion is classified as Category 1 in the MEC and Category 2 for second-trimester postabortion insertion (because of a higher risk of expulsion compared with insertion after a first-trimester abortion) 
Women who have an abortion are at high risk of repeat unintended pregnancy 
Ovulation may resume within 10 days of abortion 


References:
Lahteenmaki P, Luukkainen T. Return of ovarian function after abortion. Clin Endocrinol 1978;8:123–32. 
Fox MC, Oat-Judge J, Severson K, Jamshidi RM, Singh RH, McDonald-Mosley R, et al. Immediate placement of intrauterine devices after first and second trimester pregnancy termination. Contraception 2011;83:34–40. 
Goodman S, Hendlish SK, Reeves MF, Foster-Rosales A.Impact of immediate postabortal insertion of intrauterine contraception on repeat abortion. Contraception 2008;78:143–8. 
Grimes DA, Lopez LM, Schulz KF, Stanwood NL. Immediate postabortal insertion of intrauterine devices. Cochrane Database of Systematic Reviews 2010, Issue 6. Art. No.: CD001777. DOI: 10.1002/14651858.CD001777.pub3. 
Gillett PG, Lee NH, Yuzpe AA, Cerskus I. A comparison of the efficacy and acceptability of the Copper-7 intrauterine device following immediate or delayed insertion after first-trimester therapeutic abortion. Fertil Steril 1980;34:121–4. 



Intrauterine Contraception 

Other Issues  



Ectopic Pregnancy 

IUDs may be offered to women with a 
history of ectopic pregnancy 

IUD use does not appear to increase 
absolute risk 

Presenter
Presentation Notes
The U.S. MEC classifies use of both the copper and LNG IUDs in women with a history of ectopic pregnancy as Category 1
Use of an IUD does not appear to increase the absolute risk of ectopic pregnancy
Cohort data demonstrate an ectopic pregnancy rate of 0-.5 per 1,000 women-years among women using either the copper IUD or the LNG IUD, compared with a rate of 3.25-5.25 per 1,000 women-years among women who do not use contraception
A meta-analysis of 16 case-control studies concluded that IUDs do not increase the risk of ectopic pregnancy because they prevent pregnancy so effectively
However, if pregnancy does occur with an IUD in place, the pregnancy is more likely to be ectopic
The absolute risk remains low 



References:
Sivin I. Dose- and age-dependent ectopic pregnancy risks with intrauterine contraception. Obstet Gynecol 1991;78:291–8. 
Sivin I, Stern J. Health during prolonged use of levonorgestrel 20 micrograms/d and the copper TCu 380Ag intrauterine contraceptive devices: a multicenter study. International Committee for Contraception Research (ICCR). Fertil Steril 1994;61:70–7. 
Xiong X, Buekens P, Wollast E. IUD use and the risk of ectopic pregnancy: a meta-analysis of case-control studies. Contraception 1995;52:23–34.
Furlong LA. Ectopic pregnancy risk when contraception fails. A review. J Reprod Med 2002;47:881–5. 



Pregnancy with IUD In Situ   

The FDA and WHO recommend 
removal when possible without an 
invasive procedure  

Presenter
Presentation Notes
Complications of continuing a pregnancy with an IUD in place include an increased risk of spontaneous abortion and septic abortion

FDA = U.S. Food and Drug Administration
WHO = World Health Organization 



References:
World Health Organization. Selected practice recommendations for contraceptive use. 2008 update. Geneva:WHO; 2008. Available at: http://whqlibdoc.who.int/hq/2008/WHO_RHR_08.17_eng.pdf. Retrieved March 31,2011. 
U.S. Food and Drug Administration. Mirena (levonorgestrel-releasing intrauterine system) July 2008. Detailed view: safety labeling changes approved by FDA Center for Drug Evaluation and Research (CDER) -- July 2008. Silver Spring (MD): FDA; 2008. Available at: http://www.fda.gov/Safety/MedWatch/SafetyInformation/Safety-RelatedDrugLabelingChanges/ucm121936.htm.  Retrieved March 31, 2011. 



Copper IUD as EC 

Most effective method of emergency 
contraception 

Can be inserted up to 5 days after 
unprotected intercourse to prevent 
pregnancy 

Presenter
Presentation Notes
In a study of 1,963 women who underwent insertion of a copper IUD for postcoital contraception, including 95 nulliparous women, the pregnancy rate was .23%
Women who use the copper IUD for postcoital contraception may benefit from retention of the device for long-term contraception because the same study found that only 5.7% of participants discontinued copper IUD use before the 12-month follow up period  



References:
Cheng L, Gulmezoglu AM, Piaggio GG, Ezcurra EE, Van Look PP. Interventions for emergency contraception. Cochrane Database of Systematic Reviews 2008, Issue 2. Art. No.: CD001324. DOI: 10.1002/14651858.CD001324.pub3. 
Wu S, Godfrey EM, Wojdyla D, Dong J, Cong J, Wang C,et al. Copper T380A intrauterine device for emergency contraception: a prospective, multicentre, cohort clinical trial. BJOG 2010;117:1205–10. 



Other Procedures 
Can be performed with IUD in place: 

 Endometrial biopsy  

 Cervical colposcopy 

 Cervical ablation or excision  

 Endometrial sampling  

Presenter
Presentation Notes

References:
Ozalp S, Kabukcuoglu S, Tanir HM. Should endometrial hyperplasia be regarded as a reason for abnormal uterine bleeding in users of the intrauterine contraceptive device? Eur J Contracept Reprod Health Care 2003;8:17–20. 
Bailey AP, Darracott MM. Loop electrosurgical excision procedure with an intrauterine device in place. Am J Obstet Gynecol 2010;203:291.e1–291.e3. 



 
 

IUD Summary 
• Few contraindications  

• Nulliparous women and 
adolescents can be offered IUDs 

• Clinicians should provide 
anticipatory guidance to patients 
regarding bleeding patterns  



 
 

LARC Summary 

• Encourage as first-line options  

• Can be used by most women 

• Highly effective 

• Highest continuation and satisfaction 
rates  

• Increased use may reduce unintended 
pregnancy rates  



LARC Practice Resources  

www.acog.org/goto/larc 

Presenter
Presentation Notes
Website Includes:
ACOG Practice Bulletins and Committee Opinions
Links to other evidence-based recommendations
Resources for coding and reimbursement support
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