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Objectives

» History of public health and women'’s health
- Contraception in the US
 Abortion and public health in US and legislation
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Components of Reproductive health
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Most effective method of contraception in
the last month
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Choosing LARC

- Very few contraindications actually exist
devices

- Hormone free or progestin only, so those
thrombosis risk can use these without c«

- Easily inserted in office setting with very
complication rate.
—1UD expulsion 4%
—IUD perforation 0.1%
—Pelvic infection 9.7 per 1000 women after IUD insertion
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History (and tragedy) of IUDs
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History of IUD and Counseling
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Push for tiered efficacy counseling

- Focus on efficacy of contraception first with goal to
give accurate information to allow for informed choice.
—Studies showed easier to understand
—~WHO endorsed counseling method
—LARC over other options

* CHOICE project in St. Louis

—Remove the obstacle of cost for
contraception
- Also address access and knowledge

—Served 9,250 women from 14yo to 45yo

—Tiered efficacy-based counseling.

+ GATHER method of patient counseling.
+ Methods explained in detail (scripted)

Effectiveness of Family Planning Methods

P

Madden et al. Contraception 2013. Gold RB. Guttmacher Policy Rev. 2014.
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THE CONTRACEPTIVE CHOICE PROJECT
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- InWA List of all Contraceptive CHOICE project publications to date:



http://www.choiceproject.wustl.edu/en/ePUB
http://www.choiceproject.wustl.edu/index.html

THE CONTRACEPTIVE CHOICE PROJECT

At One Year

- InWA List of all Contraceptive CHOICE project publications to date:



http://www.choiceproject.wustl.edu/en/ePUB
http://www.choiceproject.wustl.edu/index.html

THE CONTRACEPTIVE CHOICE ProJECT
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http://www.choiceproject.wustl.edu/en/ePUB
http://www.choiceproject.wustl.edu/index.html

Impact of CHOICE Project

- Raised awareness and adoption of efficacy-based
counseling among many providers.
—~WHO, CBC, AAP ACOG adopted the model

- Generated a culture of eliminating barriers to those
seeking LARC as their contraceptive of choice

- Later study in Colorado sought to provide LARC to low-
income teens with goal to “make LARC placement the
default clinic visit outcome.”

—Showed a decrease in teen birth rate
% % ok k)

- Data used to support ACA coverage of ST
contraception as preventative care




So many IUD's

« From 2008-2014, IUD use doubled in all age and race
groups
- ACA decreased cost for LARC \i""’

¢"«

- Moves to cover post-placenta LARC by Me»& %‘{; ,gi_

- National and local efforts to offer provider
LARC placements, billing, coding, and kno\

- Privately funded groups have provided free
low-income persons

- Liletta® generated healthy market competition among
hormonal IUDs

InWA Bearak et al. Contraception. 2016 Evans et al. Am J Obstet Gynecol. 2019.
Goyal et al. Contraception 2015.




Ehe New York Times

Set It and Forget It: How
Better Contraception Could
Be a Key to Reducing Poverty

Delaware’s ambitious bid to offer one-stop shopping for birth control is
a social experiment that other states will be watching.

By Margot Sanger-Katz

Dec. 18, 2018 f v A ] [se0)
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Green Foster. Contraception 2020.

€he New Pork Eimes
The Dangerous Rise of
the [UD as Poverty Cure

The notion that limiting women’s reproduction can cure societal ills has
a long, shameful history.

By Christine Dehlendorf and Kelsey Holt
Drs. Dehlendorf and Holt are researchers with the Person-Centered Reproductive Health
Program at the University of California, San Francisco.

Jan. 2, 2019 f v - D




Patient-Centered Family Planning Encounter

- Before providing information...LISTEN
— What are your reproductive plans?

— What are the patient’s values, preferences and concerns about
contraception?

— What are you hoping your contraception can do?

- Do not dismiss historical trauma, negative experiences or
misinformation. Balance correction with acknowledgement of
patient’s concerns.

- People are complicated! Its okay if patient’s reproductive plans
and contraceptive choice are in conflict.
— How detrimental does the patient feel an unintended pregnancy would be?
+ Some of our desire to avoid unintended pregnancy is rooted in abortion stigma.

- Read about Reproductive Justice tenants and incorporate them
into your provision of care.
— Practice self-reflection and humility

I 10/ [ —



Shared

Consumer
choice

Clinician

s decision

American College of O, Gynecologists Committee on Gynecologic P, Long-Acting Reversible Contraception Working G. ACOG Committee ACOG Practice Bulletin No. 1210bstet Gynecol 2011;118(1):184-96.
American College of O, Gynecologists Committee on Gynecologic Practice, Long-Acting Reversible Contraception Working G. ACOG CommitteeOpinion no. 450: 2009;114(6):1434-8.

Committee on Adolescent Health Care Long-Acting Reversible Contraception. Gynecologists: Committee o pinion no. 539:. Obstet Gynecol 2012;120(4):983-8.

Opinion no. 450: increasing use of contraceptive implants and intrauterine devices to reduce unintended pregnancy. Obstet Gynecol2009;114(6):1434-8.

http://www.larcfirst.com/index.html




Intrauterine devices

NOT SURE IF INTESTINAL GAS
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IUD insertion issues

» Pain
—Lots of TikTok videos about how horrible it is

—VERY well studied. No effective strategy has been found
—Thlngs that do NOT work:

- NSAIDs, lidocaine gel/spray, misoprostol, tramadol, acupressure, TENS units,
aromatherapy, nitroprusside, nitrous gas, oral benzodiazepines/opiates

- NSAIDs (ibuprofen/ketorolac) help post-insertional pain

* No evidence that lower dose IUD (19.5mgLNG IUD) has less pain with insertion
than typical dose (52mg LNG IUD)

—Routine misoprostol NOT recommended. Delays care and has
side effects

—Things that might work

- Paracervical block in nulliparous patients

—Things that do work

+ |V sedation.

- IUWA Committee Opinion 672: Clinical Challenges of LARC. Reaffimed 2024.

Lopez et al. Cochrane Reivew: Interventions for Pain with IUD insertion. 2015.



IUD Insertion issues

- Difficult insertion

— Cervical stenosis/tortuosity or steeply anteverted/retroverted uterus
- Sounding with a Pipelle. Remember Pipelle is not directable

- Dilation with small Pratt dilators (13-15F), but if very tortuous, going larger can be very
helpful.
— Can make false passages. Very light to no pressure-> let the cervix be your guide!
— IUD is not directable, so more patent in steep curve cervix allows for smoother insertion.

- Patient positioning=> McRoberts (knee/chest); or fists under buttock

- If pain/anxiety in patient is part of the issue, then pausing for treatment of this may be
helpful.

- Ultrasound guidance for placement with full bladder, if available. If not, consider
ultrasound after placement.

—If IUD insertion attempt fails, it is acceptable to have patient return
after using misoprostol. Misoprostol 200mcg per vagina the night
before and then 2 hours before insertion.

—Be okay stopping and returning another day or later same day
—Know your resources

- Inwn LARC Insertion: Difficult IUD Insertion on Vimeo https://vimeo.com/263050985



https://vimeo.com/263050985
https://vimeo.com/263050985
https://vimeo.com/263050985

Symptoms of Vagal Response

/" Dizziness or ™\
\light-headedness "~

IUD insertion Issues

- Vasovagal reaction

—Exceptionally normal for patients
to feel flushed, sweaty, \
lightheaded, nauseated etc after IUD |nsert|on

—Vagal nerve stimulation by the cervix is typical cause

—Keep patient supine for at least 10 minutes after insertion. Hand
them their phone ©

—Encourage patients to eat and hydrate prior to their appointment

—Have cool washcloths, ice packs (back of neck), smelling salts,
vitals monitoring available.

—If you notice pale lips, have patient cough several times. Isometric
contractions of legs/feet can be helpful

I 10/ [ —



IUD Removal Issues .~ 1

7

- Difficult to remove =
—Non-visible strings.

- Strings are mobile and can retract into the cervix. Or may have been cut short
purposefully

- First, try endocervical brush
— If attempting to remove the IUD, see below

- If planning to keep IUD, rule out pregnancy and use imaging to identify the IUD.

— If IUD in correct location, then nothing further needed. Make sure to document in chart that
strings are non-visible. Helps avoid unnecessary imaging later

— If IUD not seen on ultrasound and pregnancy excluded, get abdominal/pelvic x-ray. CANNOT
conclude expulsion without ruling out perforation.

Before instrumenting the uterus for removal of non-visible
strings, confirm IUD is in the uterus with ultrasound.

—Next steps should be in accordance with clinicians level of
experience and comfort. Consider consultation if needed.

—Use alligator forceps to grasp IUD or strings in uterus
—Ultrasound guidance can be very helpful.

—If additional methods needed, consider consultation and additional
analgesia or anesthesia

g I0WA



https://vimeo.com/263051176

IUD Removal Issues

« Non-complete removal

—Examine any removed IUD for intact plastic
frame. LNG IUD should have T-frame and the
core. Copper IUD should have T-frame and
Copper on body and arms

—Hysteroscopy is helpful to removal fragments
with direct visualization

—MUA can be used to remove a fragment

— Copper IUD degrade over time and are often
missing areas of their copper at removal.
Consider ultrasound to look for remaining
fragments if concerned

— Discuss fertility goals and if additional
manipulation/procedures are needed to remove
fragments.




IUD Expulsion

- Complete and partial
—O0nly 1.2% with nonvisible strings had expulsion
—Overall rate 2-10% (6% average)
—Must confirm with TVUS and X-ray!!

—Typically patients know if their IUD is fully expelled —cramping,
bleeding and they see the device

—More common with a heavy bleeding episode, fibroids, history
of expulsion, <20yo, dysmenorrhea.
- Protective is nulliparity

—Position of uterus, does not have influence.

—Partial expulsion—> portion of IUD extends inferior to internal os
of cervix. Recommend removal and replacement if desired

I 10/ [ —



IUD Non-Fundal Location

- Non-fundal location

— Most commonly in LUS. 10% IUD become malpositioned, embedded or
rotated on axis or partially expelled

— Management is unclear. Shared decision making needed

— Most IUD that are in LUS are not expelled. Removal and replacement
would result in many unnecessary procedures.

— Expectant management is reasonable if asymptomatic.

Nonfundal 1UD noted on ultrasonography
(located in the uterus)

— >

Symptoms of bleeding Asymptomatic
or cramping / \
[UD stem above IUD stem below [UD stem above IUD stem below
internal os internal os: [UD within internal os internal os: IUD within
cervical canal cervical canal
Y \ Y
Detailed counseling: Partial expulsion, Detailed counseling: Partial expulsion,
Expectant management Remove 1UD Expectant manage- Remove 1UD
versus removal in shared ment versus removal
decision-making model in shared decision-
making model

- I“WA Figure 3. Management of nonfundal intrauterine device. Abbreviation: |UD, intrauterine device. <




String Checks

- Studies on previous recommendations for string
checks showed that 45% patients were not able to feel
visible strings.

—De-emphasize string checks to improve anxiety
—Might be beneficial to patients with Copper IUD.

° PrOVIder Stnng CheCkS are How to Check Your IUD Strings

C O n't ro V e rS i a I Wash your hands Find a comfortable place Insert middle or index finger
. to sit or squat into your vagina until you
feel the strings coming out of
your cervix
L 9./_'_
~ /
N

verywell

- IUWA Irgens-Moller and Baum. Pediatric Emergency Care. 2023.




Uterine Perforation with IlUD

- VERY rare, but real. 1 out of 1,000 IUD placements.

— Incidence high influenced by level of experience. Other risk
factors, postpartum insertion especially while breast
feeding, extreme ante/retroflexion

— Can be a cause for “failure”
- May not be recognized at the time of placement.

« |IUD can be free floating in the abdomen, partially
within uterine wall, or other more concerning places
(bowel perforation, etc)

- If there is concern (ie lost resistant or not reaching
the fundus with sounding/IUD inserter), stop
immediately and do not place the IUD. Return at
later time for placement with ultrasound guidance, if
possible

- More urgent if Copper IUD, but not an emergency

- Laparoscopic removal recommended. New IUD can
be placed in the OR with laparoscopic guidance.

- Inwn Committee Opinion 672: Clinical Challenges of LARC. Reaffimed 2024.




Pelvic infection with IUD

- PID after insertion incidence if 1% regardless of risk factors
— Risk dissipates after 20 days
— Prophylactic antibiotics not recommended
— Screen for STl per CDC guidelines.

- Screening for STl can be done at the time of insertion and
treatment can be completed leaving the IUD in place

— DO NOT remove an IUD just to treat an uncomplicated STI

— PID can also be treated with IUD in place. Treatment outcomes are the
same

- If TOA present or fail to improve after 24-48 hours, then IUD
removal can be considered.

— Little evidence about IUD and TOA. But treatment should be inpatient with
antibiotics for at least 48 hours (see CDC guidelines)

« Actinomyces colonization

— 7% patients with IUD will have actinomyces on cytology and asymptomatic
— Considered incidental finding

- IUWA Committee Opinion 672: Clinical Challenges of LARC. Reaffimed 2024.




Pregnancy with IUD in place

- VERY important to rule out undiagnosable
pregnancy at time of placement

« Cumulative pregnancy risk is 2% over 10
years. Must rule out ectopic

- Management depends on patient’s desire
to continue or interrupt the pregnanc%
gestational age and if strings are visible.
TVUS helpful to know IUD location and
pregnancy GA

— If strings visible or IUD is within cervix,
recommend removal of the IUD.

— If planning termination, IUD can be removed at
time of procedural abortion or prior to
medication abortion

— If planning to continue pregnancy, need shared
decision making about leaving or removing the
IUD. Removing reduces, but does not eliminate
risk of infection, PPROM, abruption, preterm
delivery, spontaneous abortion.

g I0WA




Etonogestrel
Subdermal Implant
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Etonogestrel Subdermal Implant

S

- Complications with removal or insertion are rare
— Discuss healing expectations

 Infection

— Important to use sterile technique with
placement/removal

— Could treat with skin flora antibiotic such as cefazolin

— Rarely abscess or drainage that would require removal
* Bruising

— Nearly everyone gets some. Hematomas rare

— Use pressure bandage at time of placement.
— Some providers advocate for lidocaine with epinephrine

* Protruding implant.

— If a part of the implant is visible above epithelium the
implant should be removed.

I 10/ [ —




Non-Palpable Implants

* Rule out pregnancy and recommend back-up
method

- Do not attempt removal until location is
confirmed.

—Subdermal implants in US barium infused, so can L
be seen on x-ray.

+ Confirm arm of insertion by looking for insertional scar. X-ray
arm first, then chest x-ray.

—High frequency ultrasound can be used and can
mark the location/dept

- Refer to provider experienced in arm
dissection such as orthopedics or plastic
surgery

g I0WA



Pregnancy with Implant

- Risk if less than 1% for the life of the implant.
- Must rule out ectopic pregnancy

- If plans to continue pregnancy, remove the implant and
reassure patient

- If plans to terminate, then it can be left in place if the
patient would like to continue to use it for
contraception.

- Etonogestrel is not teratogenic

I 10/ [ —



Bleeding with
LARC




LARC Bleeding Issues-- IUD

« Copper IUD will likely increase bleeding and cramping
by ~30% in most users

—Irregular, intermenstrual or changes in bleeding should be
investigated

« Progestin LARC typically has a relative decrease in
bleeding.

—Initially after placement bleeding can be irregular,
unpredictable, and annoying.

—52mg LNG IUD: 70-100% reduction in bleeding with 20-30%
amenorrhea or only rare spotting. (average 90%)

—19.5mg LNG IUD: 50% reduction in bleeding. Amenorrhea rare.

I 10/ [ —



LARC Bleeding Issues--1UD

- After first 3-6 months if patient reports bothersome bleeding...

- Duration, quality, cyclicity and quantity of bleeding

- Rule out pregnancy, cervicitis, STI, PID. Any other medications.

- TVUS to evaluate for anatomical or mechanical causes

- Medication management improves acceptability and continuation

- If lining is atrophic, consider a trial of transdermal estrogen.

— COC'’s another option, but the progestin component can further atrophic
changes. Use NET containing pill if needed

— Contraindicated in those who cannot have estrogen

- If lining is normal or thickened, additional progestin such as NET 5-
10mg or Provera 10mg.

— COC'’s another option, but the progestin component can further atrophic
changes. Use NET containing pill if needed

— Consider endometrial biopsy if applicable.

I 10/ [ —



LARC Bleeding issues- ENG implant

- Menstrual changes vary from amenorrhea to frequent
unscheduled bleeding patterns.
—Most common cause of discontinuation (6-23%)

« 78% report some unscheduled bleeding

- Satisfactory bleeding pattern in first three months,
predictive
—If not satisfactory, 50% chance of it improving

* Rule out pregnancy and STI's. Ensure UTD cytology
- TVUS to evaluate for anatomical causes

IUWA Zigler and McNicolas. AJOG. May 2017.
Mansour et al. Eur J Contracep Reprod Healthcare. 2008




Progestin LARC Bleeding issues

For all medication options the results are variable and likely not sustained

NSAIDs
Expectant Decreased CHC trial*

management prostaglandin (1-3 cycles)
release

Tranexamic Acid
(TXA)

* Estrogen containing options are contraindicated in many patients with medical conditions.

- I“WA Zigler and McNicolas. AJOG. May 2017.



Questions?

Thank youl!

=» abbey-hardy-fairbanks@uiowa.edu
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