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Reports 
IUDs-An Update 

The intrauterine devices (IUDs) now 
available offer almost complete protec- 
tion from pregnancy. some models are 
effective longer than any other revers- 
ible family planning method. Correctly 
inserted, l UDs are safe for women at 
low risk of sexually transmitted disease. 
In fact, because I u DS prevent pregnan- 
cy so well, they save many lives. 

Effective for the Long Term 
Frge international comparisons continue to collect evidence 
that IUDs are both safe and effective for long periods of time. 
In 1994 the United States Food and Drug Administration 
approved the TCu-380A IUD for use up to 10 years, recog- 
nizing it as the longest-lasting copper IUD. The TCu-380A is 
now the most widely available IUD and one of the most 
2ffective methods of contraception ever developed. In large 
studies fewer than one woman per 100 became pregnant in 
the first year of use and, in the longest comparative study, 
m ly  2.1 per 1 00 became pregnant in 1 0 years of use. 

In practice the TCu-380A and other currently available 
IUDs--the TCu-220C, the Multiload-375, the Nova T, and 
the LNG-20-are more effective than oral contraceptives 
and on a par with injectables, implants, and voluntary sterili- 
zation. The hormone-releasing LNG-20 IUD, now approved 
in 10 countries, may be the most effective of all IUDs, with 
just 0.3 pregnancies per 100 women after five years of use. 

Because modern IUDs prevent pregnancy so effectively, they 
avert many maternal deaths. Thus IUDs rank among the best 
family planning methods for protecting women's lives. 
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Clearer Understanding Updates Guidance 
Recent research has helped to lift a cloud that hung over the 
IUD in the 1980s. It i s  now clear that an increased risk of 
pelvic inflammatory disease, or PID (infection in the upper 
genital tract), i s  concentrated in the first month after IUD 
insertion and among women exposed to sexually transmitted 
diseases (STDs). Also, there appears to be virtually no in- 
creased risk of infertility for a woman using a copper IUD 
who has a mutually monogamous relationship and thus is 
not exposed to STDs. Recent research suggests that IUDs 
work by preventing sperm and egg from joining. Evidence 
shows that copper and all-plastic IUDs help protect against 
ectopic pregnancy while in use. 

Better scientific understanding has enabled experts to recom- 
mend updated guidance for providing IUDs. These recom- 
mendations eliminate unscientific limits on IUD use and 
better define who can use IUDs safelv. For example: 

IUDs can be inserted at any time &ring the mknstrua~ 
cycle if it is reasonably certain the woman is not pregnant. 
Current genital infection and high STD risk rule out IUD 
use, but past ectopic pregnancy and past PID do not. 
IUDs should be inserted only where infection-prevention 
procedures can be followed. 
Only one follow-up visit is necessary--three to six weeks 
after insertion to check for infection and expulsion. Still, 
IUD users should be encouraged to return any time they 
have questions or concerns or want the IUD taken out. 
A woman of any age can use an IUD, so long as she will 
face little risk of acquiring STDs. 
A rest or a wait for reinsertion is pointless, could increase 
PID risk, and is  wasteful for both clients and programs. 
Properly trained providers can safely insert IUDs immedi- 
ately after childbirth or early abortion. 
With training, not only doctors but also nurses, midwives, 
and other health care providers can safely insert IUDs. 

The Provider's Crucial Role 
The provider's good judgment, training, and skill help ensure: 
(1) Screening to see that women who have STDs or are at 
high risk of STDs do not use IUDs. 
(2) Careful and gentle insertion using high-level disinfected 
instruments, a sterile IUD, and "no touch" insertion tech- 
nique. This minimizes pain at insertion and the chances of 
infection, perforation, pregnancy, and expulsion. 
(3) Use of the longest-lasting IUD that meets a woman's 
needs, to minimize any PID risk associated with re-insertion. 
(4) Informative and empathetic counseling. An IUD user 
needs to know when her IUD should be replaced, to return 
any time if she has any problems or questions, and that the 
IUD does not protect her against AIDS and other STDs. 

When this good-quality product is delivered with good 
services, the IUD is  an important option for many women. 
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Intrauterine devices (IUDs) have been used throughout the 
world for more than three decades. Millions of women have 
found them effective, safe, and convenient. During the 
1960s and 1970s researchers developed the "second- 
generation" copper-bearing IUDs, which are highly effec- 
tive, long-lasting, and have even fewer side effects than 
earlier models. Now that these im~roved IUDs have been 
thoroughly tested, attention is shi;ting toward identifying 
appropriate IUD users and providing good-quality medical 
care and counseling to maximize effectiveness, safety, and 
acceptability. 

The first modern IUDs-the Lippes Loop and the Margulies 
Spiral-appeared in the early 1960s. They were made of 
polyethylene, a biologically inert plastic (1 37, 21 6). In the 
late 1960s researchers discovered that adding copper to a 
plastic IUD frame increased effectiveness, thus allowing 
sizes smaller than the all-plastic devices. The first copper 
IUDs-the Cu-7 and TCu-200-proved to cause fewer side 
effects such as pain and bleeding. They were just as effective 
in preventing pregnancy, however (370,454). It was thought 
that these IUDs would have to be replaced every few years. 
Therefore a second generation of copper lUDs was devel- 
oped, including the TCu-380A, the TCu-220C, the Nova T, 
the Multiload-375 (MLCu-375), and others (see pp. 18-1 9). 
These IUDs last longer and are even more effective. lUDs 
that release a hormone in the uterus also were developed in 
the 1970s (5, 530). 

International donor agencies are now providing second- 
generation copper IUDs for use in developing-country 
programs. The United States Agency for International Devel- 
opment (USAID), one of the major international donors of 
IUDs, began supplying the TCu-380A in 1985, the year after 
the IUD was approved by the United States Food and Drug 
Administration (US FDA) (547). Because this IUD is effective 
and long-lasting, USAlD now supplies only the TCu-380A in 
response to programs that request lUDs (401, 402). The 
TCu-380A is now the most widely available IUD, distributed 
in more than 70 countries (626). Some 
other donor agencies provide the Nova T 
and Multiloads as well as the TCu-380A. 

8 

US Situation 
The introduction of the TCu-380A in the 
US in 1988 filled a gap created in the 
mid-1 980s when US manufacturers 
stopped selling the Saf-T-Coil (1 39), the 
Lippes Loop (246), and, in 1986, the TCU- 
200 and the Cu-7 (316). After the with- 
drawal of these devices from the market, 
the hormone-releasing frogestasert@ was 
the only IUD available in the US for a 
number of years. This caused hardships 
for US women as well as concern in other 
countries (1 11 ). 

The reasons for this near absence of IUDs 
on the US market were unique and com- 
plex. They did not involve the safety or 
efficacy of these lUDs but instead in- 
volved business decisions. In the US, unlike 
many other countries, family planning serv- 
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ices are provided largely through the private sector. As 
doctors switched to copper IUDs, sales of all-plastic devices 
declined, leading manufacturers of the Saf-T-Coil and the 
Lippes Loop to halt production (1 39, 246). 

The manufacturer took the copper Cu-7 and TCU-200 off the 
market in 1986 for a somewhat different reason. Over 000 
lawsuits had been filed against the company, charging that 
the IUDs had injured their users. As a result, continuing 
liability insurance became unavailable (31 6). Although the 
company had won most of the cases that went to trial, the 
costs of defending against the lawsuits were so high that the 
company decided for financial reasons to stop marketing 
lUDs (457). The US FDA did not request that these lUDs be 
taken off the market, and the agency never recommended 
that women have these IUDs removed. 

Why were there so many lawsuits in the US over IUDs? This 
litigation is part of a larger US crisis in liability and liability 
insurance that is affecting many products and services in the 
health field as well as in other areas (3, 111, 292). lUDs 
became a particular target for US lawsuits because research 
in the mid 1970s linked one IUD, the Dalkon Shield, to 
spontaneous septic abortions and pelvic inflammatory dis- 
ease (46). The Dalkon Shield was marketed nationwide 
between 1971 and 1974 (209). The extent of health risks 
with the Dalkon Shield may have been due to its particular 
design (372). Because of lawsuits and for other economic 
reasons, it has become more difficult and expensive for 
pharmaceutical companies and other institutions to obtain 
insurance (76, 11 1, 299, 338, 403). 

The temporary lack of IUDs in the US market was widely 
misunderstood and caused confusion. Some providers 
thought incorrectly that the government had declared IUDs 
unsafe (97). As IUDs became less available, IUD use in the 
US dropped. In 1987 a survey found that 3% of all women 
ages 15 to 44 were using IUDs. In 1992 the same survey 
found that only 1 % of US women were using IUDs (594). 

US IUD users like the method, however. Among those who 
expressed an opinion, 96% of IUD users viewed their 
method of contraception favorably, topped only by users of 

In a Dominican Republic home, a family planning provider describes the IUD-a highly 
effective reversible method and especially appropriate for a married woman with children. 
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implants, at 98%. By comparison, 94% of Pill users rated 
their method favorably, as did 93% of users of voluntary 
female sterilization and vasectomy, and 90% of condom 
users, while 76% of diaphragm users and 74% of rhythm 
method users had favorable views of their methods (594). 

Public Health Organizations 
Reaffirm Support for IUDs 

When the US pharmaceutical companiesstopped selling IUDs, 
national and international health and family planning organi- 
zations protested. All reaffirmed their support for IUDs and 
recommended that they be made widely available@, 6,8,159, 
161, 274). A World Health Organization (WHO) Scientific 
Group, convened in 1986 to review the safety of IUDs, con- 
cluded, "The use of IUDs in both developed and developing 
countries should continue to be supported as a reliable and safe 
method of reversible fertility regulation" (437). More recently, 
in 1995 the International Medical Advisory Panel of the Inter- 
national Planned Parenthood Federation (IPPF) described the 
IUD as "an effective and safe method of contraception for 
properly screened women" (600). The Panel noted that: 

Most newer IUDs have now been studied in a large 
number of women for a long period of time. These 
studies demonstrate that these lUDs are highly effec- 
tive and very safe among women at low risk of STDs. 

All donor agencies continue to provide IUDs in response to 
requests from governments and private voluntary family 
planning agencies. 

lUDs can be classified as either: 

Medicated-that is, copper-bearing or hormone-releasing, 
or else 
unmedicated, or inert. 

The majority of the IUDs now widely used are copper-bearing. 

Types of l UDs 

Medicated lUDs have either copper or hormones added to 
a plastic frame. The first generation of copper IUDs, which 
included the Cu-7, the TCu-200, and the Multiload-250 
(MLCu-250), carried copper wire with a surface area of 200 
to 250 mm2. The second generation of copper lUDs intro- 
duced several innovations-more copper wire, copper 
sleeves, and/or a silver core to the copper wire (denoted by 
Ag in the IUD name). These changes increase effectiveness 
and extend effective lifespan (see box, p. 8). The major 
second-generation lUDs are the TCu-380A, TCu-220C, 
Nova T, and Multiload-375 (MLCu-375). 

Hormone-releasing IUDs constantly release small amounts 
of steroid hormone into the uterus. The Progestasert, which' 
has been marketed since 1976, contains 38 mg of progester- 
one released at a rate of 65 pg per day for one year. The 
LNG-20 IUD contains 52 mg of levonorgestrel released at a 
rate of 20 pg per day and lasts at least five years (61 0). Since 
the early 1990s it has been approved for use in Denmark, 
Finland, Norway, and Sweden (497, 610). Recently, the 

LNG-20 has also been approved in Belgium, France, 
Iceland, Singapore, Switzerland, and the United Kingdom. 

The Lippes Loop, made of polyethylene, was the most 
widely used unmedicated IUD outside China. This IUD is no 
longer distributed internationally. The other major types of 
unmedicated IUDs are flexible stainless steel rings (either 
round or in the shape of the uterine cavity and made with a 
single or double coil). These rings have been widely used in 
China but not elsewhere. 

Researcners continue to develop and test new IUDs that may 
reduce expulsion rates and side effects. Among the devices 
being considered are a smaller, lightweight, and flexible 
T-shaped copper IUD, the CU-SAFE 300, which can be 
inserted without a plunger and is designed to move towards 
the uterine fundus (the top of the uterus) when the uterus 
contracts (522, 643). A frameless IUD consisting of six 
copper sleeves on a surgical nylon thread is called the 
FlexiGard 330, GyneFixm, or CuFix PP330. The thread is 
knotted at one end, which is anchored in the muscle of the 
fundus. In clinical trials the device has proved to be highly 
effective and comfortable to use (492, 563, 625, 641, 642, 
647, 649). Researchers in Switzerland have taken yet an- 
other approach: a copper-bearing IUD with a T-shaped 
frame, called the Sof-T. The tip of each end of the arm 
consists of a soft ball, designed to prevent perforation and to 
block the openings to the fallopian tubes in order to prevent 
sperm from entering (500, 581 ). 

Comparing l U Ds 
Second-generation copper IUDs are much more effective 
and have fewer side effects than unmedicated IUDs. The 
copper lUDs currently available are similar in terms of 
effectiveness, side effects, expulsion, and continuation rates. 
The hormone-releasing LNG-20 IUD may be even more 
effective than copper IUDs, and i t  generally reduces men- 
strual bleeding, while copper IUDs may increase it (609). 

Pregnancy and complication rates, even with the same IUD, 
vary in different clinics and studies. This is partly because the 
women may be dissimilar-in age, parity, and other factors 
that influence IUD performance. Also, the quality of care 
may vary. Thus randomized multicenter studies usually are 
the most reliable way to evaluate and compare IUD perform- 
ance. Results of such studies are presented in Table 1. 

While efforts to design better IUDs continue, the quality of 
care that IUD users receive may make more difference to 
IUD performance than the design of a specific IUD. The 
health care provider's training and experience, particularly 
with insertion technique, are especially important. 

It is customary to evaluate lUDs in terms of contraceptive 
effectiveness, continuation, and rates of removal due to side 
effects and complications-bleeding and pain, perforation, 
expulsion, and infection. All are measured in life-table 
rates-the number of pregnancies or removals per 100 or 
1,000 women after a specified length of IUD use. 

Effectiveness 
The IUD is one of the most effective methods of contracep- 
tion. With most devices, pregnancy rates range from less 
than one to three per 100 women per year. Among widely 
used copper IUDs, three are most effective-the TCu-380A, 
TCu-220C, and MLCu-375, with the TCu-380A being the 
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.HOW IUDs prevent Pregnancv 
Rcsearch has shcd new light on how IUDs prevent pregnancy. 
Sludies suggcst lhai IUDs prevchtspcrm from krtilizing ova 
[437,SOI, 544). Current cvidcncc docs not support the 
common bclicf that the IUD usually works by preventing 
implantalion (501). 

Researchers in  Chile recovered ova from 56 womn using 
various lUDs and I I3 womco not u s i n g c W m m ~ f l . 7 $ b  
rmarchcrs WCN: ~LgnLficanhb less likely )o m v c e  wa h m  
Ihc Callopian tubes orthe ND users, espcielly thossushg 
c w r  IUDs, lhan from the ahcr wonen. Fourken of the 
IUD users and 20 of the nonusens hod rsecmly hnd wxual 
in~crcourae nmund the tima of mtariao. Nonc ofthe ova 
mcovcred f m n  1hcs.c IUD users showd clear signs of 
rertilization and nwml mbryonlc dcdqmmt. jn contrast, 
half or lhc w a  m v c r w l  Ram ilw nonusers did (478). These 
results provide tho oloareut a u W  ro date that IUDs work 
chiefly by p~evcnling fertilization. 

Studia uslng as4p far hlrm.m h r i o n i c  gonadorropln 
(hCG), ahrrnorrc wxraul by d s  surrounding the ferlilimd 
ovum, a h  q g d  h r  IUDs ge m a 1  l y prevent fertilization 
(3 t7,4i& 427). 'Itma crp cam d t c l  fertilizalion within 
7 to 10&3s. wcll bctm implanMar, afa fertilized ovum is 
cornnlerc f I W. I Q& 437k lbo hdiaa  of women 

most effective of these. Pregnancy rates for all major IUDs 
are less than one per 100 women per year (see Table 1 ). They 
are at ledst as effective as Norplnnt@ implants, injectable 
contraceptives, and voluntary male or female sterilization 
(33 1 ,  547). In an ongoing international comparative trial 
sponsored by WHO, after 10 years of use the cumulative 
pregnancy rate for the TCu-380A was 2.1 per 100 women 
and for the TCu-220C was 5.7 (625). This difference is 
statistically significant. For the LNG20 a pregnancy rate of 
0.3 has been reported after five years of use (573). 

Pregnancy rates for earlier devices-the TCU-200, the Cu-7, 
and the Lippes Loop-are about 2 per 100 women in the first 
year (331) (see Table 1 ). The stainless steel ring, widely used 
in China through the early 1900s, was less effective, with 
pregnancy rates as high as 10 per 100 women at two years 
(363, 364, 603). A 1982 survey found that 34% of induced 
abortions in China followed IUD failures (66). Analysis 
showed that more effective IUDs would reduce health risks 
and save the Chinese government substantial costs (603). 
Beginning in 1993 the Chinese government switched to 
supplying only copper-bearing IUDs to family planning 
providers (570, 632). 

Like most other reversible contraceptives, the IUD is thought 
to perform less well in general use than in clinical trials(387, 
505). Still, in practice it remains one of the most effective 
reversible contraceptive methods. According to data from 
Demographic and Health Surveys in 15 countries, for exam- 

P ple, the pregnancy rate with various IUDs was 3.4 per 100 
IUD users in the first year of use, 5.9 per 100 oral contracep- 
tive users, 12.5 for withdrawal, and 19.9 for rhythm (533). 
An earlier analysis of World Fertility Survey data in five Latin 
American countries placed the pregnancy rate for cocdoms 
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mainly copper IUDs havc fwnd hCG assays; indicating f e d *  
d o n  in less than onc pcrccnt o f  menstrual cyclcs (3 17,4271, 

Coppcr IUDs affcct ova and sperm in various ways. They 
stimulate a pmnounced inflammatory rmclion, or forcign- 
body responsc, in thc urcrus. The concentration of various 
types of while blood cells, prostaglandins, and cnlyrncs in  
uterine a d  tuhal fluids Incmms markedly (174,243,264, 
312,322,437), especially with wppr IUDs (235). Thcse 
changes may Intcri'erc wilh ~ r a ~ ~ p w l o l  sperm in rhc genital 
tract and rnay damage sperm and ova so lhal Icrlil imlion is , , 
impssiblc 1260.437). In mnst studies fewer sprm am found: ' 

' 

hthe fallopian lubC4 where CcrUbtlm lsthOughl k kh 
place, in WD usew Lhm In mnusws t 12, I93,312,3B61. 
Various.lyw of white b l d  w l l v  probably caosumc pany 
sperm i n  ihe uterus 53t2E blher sptsm rnay tic darnrgd so 
that they canna mow inlo lhe rallopian tub (260). nus, 
while the prccise mechanism of d o n  dc-r  IUDs is still 
not herlain, -likely the primary wlba Is nllerihg the func- 
tion or survival o f  sperm m d  OW Worn Lhdy utn mwt (501). 
In  contrast, ~ h o  Lm-20 IUD, ehhough it also pnvesrts sperm 
and ova fromJ4dng. has a primarHy hormord nl& of 
action, probably waking chiefly by thickening cervical ' 

at 18 per 100 (122). A 1980 Philippine survey a lw reported 
markedly lower pregnancy rates among IUD users than 
among oral contraceptive users (204). In three provinces of 
Vietnam a retrospective study reported a pregnancy rate of 
about 3% in the first year of use among women whose IUDs 
remained in place (584). 

Continuation 

Women use IUDs longer than most other reversible contr.1- 
ceptive methods. In large multicenter trials in developing 
countries, about 70 to more than 90 per 100 women were 
still using their IUDsone year after insertion (see Table 1 ). In 
a Population Council study, eight years after insertion 25 of 
every 100 women were still using the TCu-380Ag (547). A 
WHO study found 44% continuing to use the TCu-380A 
after seven years (566). IUD continuation rates in clinical 
trials are as high or higher than for Norplant implants (470, 
472,562) and higher than for oral contraceptives, condoms, 
or diaphragms (204,437,473). 

Even outside clinical trials, IUD continuation rates are high 
(505). The 1980 study in the Philippines estimated one-year 
continuation rates of 70% among IUD users compared with 
4?% among oral contraceptive users and 10% among con- 
dom users (204). Similarly, statistics from the Indonesian 
national family planning program showed that 65% to 75% 
of IUD users were still using their method after three years 
compared with 30% to 40% of oral contraceptive users (98). 
In Pakistan a 1992-93 interview study found that 72% of 
copper-T users still had their IUDs in place after 12 months, 
as did 64% of Lippes Loop users (621 ). 



Table 1 Rafe per 100 Women of Removal for: - 
.s 

Selected Randomized Multicenter Comparative Trials, 1975-1 995 

Aufhor & Dafe Life- Table 
(Ref. No.) Place Method' 

1 2-MONTH RATES 

Cole et al. 1985 (73) Costa Rica, Egypt, Panama, Noncompeting 
Yugoslavia 

India Competing Indian Council of 
Medical Research 1989 
(51 7) 

LNG 
TCu-380Ag 
TCu-220C 
TCu-200B 

Denmark, Finland, Sweden Noncompeting 

Denmark, Finland, Hungary, Competing 

Luukkainen et al. 1983 
(226) 

Nova T 
TCu-2OOAg 

Luukkainen et al. 1987 
(224) 

Nova T 
LNG-20 Norway, Sweden 

Indonesia Noncompeting Sastrawinata et al. 1991 
(540) 

TCu-380A 
Lippes Loop D 
MLCu-375 

Sivin & Stern 1979 (332) Canada, US Competing 

Sivin et al. 1987d (335) Brazil, Chile, Dominican 
Rep., Egypt, Singapore, US 

Nigeria 

Competing 

Noncompeting 

Competing 

Van Dierendonck et al. 
1992 (560) 

Wilson 1992 (564) Nova T 
MLCu-375 
MLCu-250Ag 

New Zealand 

W H O  1982 (444) Egypt, Hungary, India, 
Philippines, Thailand, UK, 
US, USSR, W. Germany 
19 centers in 9 countries 

TCu-220C 984 
Lippes Loop D 992 
Cu-7 994 

Noncompeting 

W H O  1994 (648) 

W H O  1995 (649) 

Noncompeting 

Noncompeting 20 centers in 13 countries 

24-MONTH RATES --?m - mu= -% - 4 h -  " - - 7 ,  . r r m r - ~ p -  .- I .  . Y W W  

Champion et al. 1988 
(496) 

Indian Council of 
Medical Research 1989 
(51 7) 

Panama, Yugoslavia 

India 

Noncompeting 

Competing LNG 
TCu-380Ag 
TCu-220C 
TCU-22OB 

Denmark, Finland, Sweden Noncompeting 

Indonesia Noncompeting 

Luukkainen et al. 1983 
(226) 

Sastrawinata et al. 1991 
(540) 

Nova T 
TCu-2OOAg 

TCu-380A 946 
Lippes Loop D 943 
MLCu-375 948 

Sivin & Stern 1979 (332) Canada, US Competing 

Sivin et al. 19871 (335) Brazil, Chile, Dominican Competing 
Rep., Egypl, Singapore, US 

Nigeria Noncompeting Van Dierendonck et al. 
1992 (560) 

Wilson 1992 (564) New Zealand Competing Nova T 608 
MLCu-375 586 
MLCU-250Ag 596 

W H O  1982 (444) Eiyrt, Hungary, India, Noncompeting 
P I Ipplnes, Thailand, UK, 
US, USSR, W. Germany 

19 centers in 9 countries Noncompeling 

TCu-220C 984 
Lippes Loop D 992 
Cu-7 994 

W H O  1994 (648) 

W H O  1995 (649) 28 centers in 13 countries Noncompeting TCu-380A 2,184 
Flexigard 2,102 
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Rate per 100 Women of Removal /or: - 
Table 1 (continued) .E 

Author & Date IUDs 
(ReL No.) 

Life- Table 
Methoda Place 

Champion et al. 1988 
(496) 

Indian Council of 
Medical Research 1989 
(51 7) 

Panama, Yugoslavia 

India 

Noncompeting 

Competing LNG 
TCu-380Ag 
TCu-220C 
TCu-2OOB 

Denmark, Finland, Sweden Noncompeting Luukkainen et al. 1983 
(226) 

Nova T 
TCU-2OOAg 

Toivonen et al. 1991 (556) 

Wilson 1992 (564) 

Denmark, Finland, Hungary, Noncompeting 
Norway, Sweden 

New Zealand Competing 

Nova T 
LNG-20 

Nova T 
MLCu-375 
MLCu-250Ag 

WHO 1988 (307) 13 centers in 1 1 countries Noncompeting 

19 centers worldwide Noncompeting 

19 centers in 9 countries Noncompeting 

28 centers in 13 countries Noncompeting 

Nova T 
TCu-220C 

TCu-380A 
MLCu-375 

TCU-380A 
Flexigard 

WHO 1994 (648) 

WHO 1995 (649) - 
Luukkainen et al. 1983 Denmark, Finland, bweden Noncompeting 
(226) 

Nova T 
TCu-200Ag 

WHO I988 (307) 13 centers in 11 countries Noncompeting 

19 centers worldwide Noncompeting Nova T 
220C 

1 6&MQ4TH4 MT& 
Anderson el al. 1994 (573) Denmark, Fmland, Hungary, Compet~ng 

Norway, Sweden 
Nova T 
LNG-20 

Luukkainen et al. 1983 Denmark, Finland, Sweden Noncompeting 
(226) 

Sivin et al. 1990 (546) Brazil, Chile, Dominican Noncompeting 
Rep., Egypt, Singapore, US 

WHO 1988 (307) 13 centers in 1 1 countries Noncompeting 

Nova T 
TCu-2OOAg 

TCU-380A 
TCU-220C 

Nova T 
TCu-220C 

19 centers worldwide Noncompeting 

m t s  - 
WHO 1988 (625' 

Sivin el al. 1991 (54~1 Brazil, Chile, Dominican Noncompeting 
Rep., Egypt, Singapore, US 

WHO 1990 (566) 13 centers worldwide Noncompeting TCu-380A 
o c u - 2 2 o c  

I 96-MONTH RATES 
1 -- 

WHO 1988 (625) 13 centers in 1 1 countries Noncompeting TCu-380A 1,396 2.1 ' NA NA 3 
TCU-220C 1,396 5.1 - .  . NA 30.7 

~ - M O ~ T H  RATES 
- _. 

WHO 1993 (625 3 centers in 11 counlries Noncompeting TCu-380A 1,396 2.1' 10.4 NA NA NA 25.6 
TCu-220C 1,396 5.7 11.6 NA NA NA 26.1 

' L L 4 h l e b  I n ~ ~ r w u u d l ~ ~ n l r u l d ( c ~ ~ n ~ 1 r n ~ w ~ l  redl ~ ~ s t t u n ~ t m U k a ~ ~ ~ ~ N ~ ~ a ~ ~ ~ u n ~ d ~ e v a r y a r ~ ~ ~ I  IncJl~tn 
d l a c m r m m n ~ ~ ~ a r ~ t d y . N t r v ~ m ~ ~ t ~ g ~ ~ l r - l . ~ h l ~ ~ ~ t * \ . . ~ l u ~ k o ~ * n ~ y m c u ~ ~ u l a w r a n c \ c r . l l y ( l r ~ r l d H e a l d ~  
(kRJno2,uw. ~lrwwluwne! plUhhry ry.um m h e d w  ~nbnu.wrn # a l e  fgva vqIe-I amrgrumnl w r  Tlut 
85. dw Ihr n l c  0% rrk ulncd, d~vc~Nmunl~trn~ h w  *#ha waum rrr l l a l  ~nlcl wluru. O W a l g  ,216. i lw CAI rg ncl 
aunndrw rm t r  ruwulat~vr cn& r.41o. ,xr I ..m.ln v r  u .r cat twnat*~ ncs h r  a,, nsl JlnW a I V Y ~  w I ~ U I  

Population Reporis 
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Bleeding and Pain 

Increased menstrual bleeding, often with pain, is the most 
common problem of IUD use and the most common medical 
reason for removing IUDs. In clinical trials about 4% to 15% 
of women stop using IUDs for this reason within a year after 
insertion. Percentages are usually higher for the Lippes 
Loopsand other unmedicated devices than for copper IUDs. 

Older women and women with children generally have 
lower rates of removal due to bleeding and pain (332,463). 
The kind of counseling and support women receive and their 
attitudes toward using IUDs also influence rates of discon- 
tinuation due to bleeding and pain (27). Women who want 
no more children, for example, may be more tolerant of 
heavy bleeding and less likely to discontinue than younger 
women who plan to have more children. unmedicated and 
copper IUDs increase the volume of menstrual bleeding per 
cycle, probably because the IUD disturbs the blood vessels 
or alters the normal blood clotting mechanism in the lining 
of the uterus (341, 437). With unmedicated devices, blood 
flow increases on average by 50% to 100% above preinser- 
tion levels (1 0, 132,135,167,437); with copper IUDs, 20% 
to 50% (1  15, 135, 167, 207, 21 2, 229). 

Unlike other IUDs, hormone-releasing devices decrease 
menstrual blood flow or, in the case of the LNG-20, may 
even stop menstruation altogether (amenorrhea)-an effect 

Lifespan of Copper IUDs 
Clinical trials show that all of the widely used capper lUDs 
are effective for at kast five years and mahy are effective 
lungcr (21,225,226,307,380,383,405,451, 453,491,547, 
549, SM), The only IUD currendy approved for more than 
five years, however, 4s the Xu-BOA,  which in 1993 was ap- 
proved by the Uniled States Food and Drug Adminisrration 
for 10 years of use ( 6 0 ) .  Regulatory approvals are generally 
based cm effmiveness demonsrraked in clinical hiah bul must 
await the sponsor'r application and often lag behind the latest 
research findings. 

Long-term randomized clinical trials of copper IUDs r e p 1  
low cumuldve pregnancy rates for the second-gentration 
copper LUDs-afttr 10 years, 2.1 per 100 women with the 
'fCu-380A and 5.7 with the TCu-220C, and after five years. 
3A to 10.0 in three iriats with h e  Nova T(226,307,566, $73, 
625) [see lhbla 1). In WHO comparetive 1rirh the TCu-380A 
was sipnikantly mre effwrive than the Xu-2202  [625), 
and the Xu-22W was dgnifjcently more effkctive ~han the 
Nova T (307). In a WHO 3-yea comparative lrial Ihe preg- 
nancy rate for the MLCu-375 was low, at 2.9 prepancia per 
100 women, but lhis IUD was sigmiflcanUy less effective $an 
Ihe TCu-380A, at a rate of 1.6 (648) (m TaWe I). By com- 
parison, nonrandomized trials of the TCu-200, a first-genera- 
ticur cappet IUD with lcsa copper, reported generally hlghu 
5-year pregnancy taks-fran 7 to 12 per 100 women (33 1, 
45 1,453). 

Annual pregnancy rates do not increase over time for tong- 
term IUD users, and they may decrease. For example, in 

of the progestin hormone that they release (1 31, 222, 258, 
308,465,517,549,562,630). In fact, the LNG-20 has been 
used successfully to treat women with menorrhagia, or ex- 
cessive menstrual flow (479). Hormone-releasing lUDs may 
increase the number of days of light bleeding and spotting. 
Largely because of removals due to amenorrhea, rates of 
removal for bleeding or pain for the LNG IUD in develop- 
ing-country clinical trials were higher than for copper IUDs 
(51 7, 549). In contrast, in a European study discontinuation 
for bleeding and pain was less common with the LNG-20 
than with the Nova T(573) (see Table 1 ) .  With good coun- 
seling, many women recognize the benefits of decreased 
menstrual flow, and continuation rates are high (530). 

With all IUDs, abnormal bleeding and pain may be due not 
to the IUD itself but to pelvic inflammatory disease (PID), 
ectopic pregnancy, malignancy, or other conditions (45, 
154). Therefore the health care provider should consider 
whether there is reason to suspect other conditions that 
might cause bleeding and pain. 

Risk of anemia. An estimated 45% of nonpregnant women 
in developing countries are anemic by WHO'S definition 
(460). Many more have marginal iron levels (1  0) .  Thus 
increased bleeding with copper and unmedicated IUDs 
could be a cause for concern. 

IUD use has not been proved to induce clinical anemia, 
however. Some 1 - and 2-year studies of copper and unmedi- 
cated IUDs show significant declines in levels of serum 

The fall in annual pregnancy rates aRer the first two years of  
IUD use does not appear to reflect a cumulative effect of the 
IUD. Rather, it occurs largely because the women using IUDs 
for long periods tend to be older and thus less fertile than 
short-term users (437). A h ,  womcn whose IUDs are Imptop- 
erly inscrkd, are expetled without their ndcing,  or pcrfomte 
the u b u s  am most likdy to becoma pregnant early in the 
study. Dsclhing annual pregnancy rates over long perids a 
ssen also In women using lnut dev ic~s  such as lhe Upps 
h p  (385). 

As researchers study womcn using mnd-generarlon copper 
IUDs for increasing lengths d h e ,  the approvsd tiEcspans of 
some copper IUDs may be furthar extended. Less frcqueat 
replacement reduces the risks of pelvic tnfl~mmatory disease, 
perforation, and dher mplicarions that mainly m p r  at or 
scanafter insertion. Alsa  less frequent insertions c a t  less 
and &M more convenient 
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ferritin, which decrease in the early stages of iron depletion, 
and/or in hemoglobin, which show only in later stages (1 0, 
11 5, 11 7, 134, 147, 167, 188, 378, 481 1. Others find no 
changes (21 2, 271, 284,298,320,615). The few long-term 
studies done have found little increase in the prevalence of 
anemia (378, 437). In a study of the TCu-380Ag carried out 
in several developing countries and the US, the proportion 
of women with anemia rose only from 24% to 25.4% during 
four years of use (329). Among these women, hemoglobin 
levels dropped slightly during the first two years of use but 
then rose even higher than they had been when the women 
first began using the IUD (549). In a case-control study in the 
Dominican Republic that involved a population with a high 
incidence of anemia, women who had used the TCu-380Ag 
for three or four years were no more likely to have low serum 
ferritin or hematocrit than women who were not using IUDs 
(509). In the US and Finland studies report lower serum 
ferritin levels in long-term IUD users than in nonusers, but 
no cases of clinical anemia were seen (250. 378). Recent 
research suggests that women may tolerate much lower 
serum ferritin levels without developing clinical anemia 
than had been thought and that intestinal absorption of iron 
may increase to compensate for heavier menstrual bleeding 
(61 5). Also, in developing countries protection against re- 
peated pregnancies-a major cause of iron depletion and 
anemia-may offset the increased menstrual bleeding 
caused by IUDs (437). 

Hormone-releasing IUDs, by reducing menstrual bleeding 
and sometimes stopping it completely, may actually protect 
against anemia (479, 531, 588). The Dominican Republic 
study found that women whoused the LNG-20 for more than 
three years were significantly less likely to have low serum 
ferritin or hematocrit than either women not using IUDs or 
women using unmedicated or copper IUDs (509). 

Perforation 

Perforation of the uterus occurs when the IUD, the inserter 
tube, the sound, or another gynecological instrument used 
during insertion pierces the uterine muscle wall, most often 
at the fundus, or top of the uterus. Careful insertion tech- 
nique can prevent most perforations (see p. 11). In large 
clinical trials perforation has been rare-no more than 1.3 
per 1,000 insertions (73, 90, 200,314,332, 364,437, 444, 
564). Perforations may go unnoticed at the time of insertion, 
however (42). Perforations.may be partial, with just part of 
the IUD piercing the uterinewall or cervix, or complete, with 
the IUD passing through the uterine wall into the abdominal 
cavity. Also, over time IUDs may become embedded in the 
uterine wall without perforating it (42, 130, 340, 450). 

In general, a partial perforation of the uterine fundus heals 
quickly, and no treatment is required. If perforation is obvi- 
ous during insertion, the procedure should be stopped, and 
the IUD, removed (587). Copper and hormone-releasing 
IUDs that have completely perforated the uterus after inser- 
tion should be removed only if the perforation is discovered 
within a few days or weeks after insertion and then only by 

-. 
a surgeon experienced at removing such IUDs by laparo- 
scopy. While copper IUDs may become partially or com- 
pletely encased in adhesions, they rarely cause any 
problems, whereas removal may lead to pelvic abscesses 
and other complications (614). Some researchers think that 
unmedicated devices should be removed (42, 183, 237, 
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"IUD: The best family planning method during natural breastfeeding, " 
says a poster from the State Information Service in Egypt. The IUD 
offers excellent protection against early pregnancy that might disrupt 
breastfeeding, and it has no effect on breast milk quality or quantity. 

449). The IPPF International Medical Advisory Panel con- 
siders this necessary only if the woman has abdominal 
symptoms (1 64). 

Expulsion 

After IUD insertion, uterinecontractions can push the device 
downward, causing partial or complete expulsion. Expul- 
sion rates vary from less than one to more than 7 per 100 
women in the first year of use (see Table 1). Most expulsions 
occur in the first year and especially the first three months 
after insertion (1 73, 314, 368, 385). Because undetected 
partial or complete expulsion can lead to unplanned preg- 
nancy, IUD users should know how to check for the IUD 
strings to make sure that the device is still in place (see box, 
p. 25). 

Several factors influence the chances of expulsion. Younger 
women and women who have never been pregnant or have 
never had children are more likely to expel their IUDs (333, 
334, 340, 383, 437, 444, 516, 546, 583). A recent case- 
control study based on data from an international clinical 
trial also found that women who had painful menstruation 
or abnormally large menstrual flows were more likely to 
expel copper-T IUDs (569). Correct insertion, with the IUD 
placed up to the fundus, is thought to reduce the chances of 
expulsion (60, 71 (see p. 11 ). 



Intrauterine Pregnancy 
The IUD is a very effective contraceptive. If pregnancy does 
occur, however, potentially severe complications can result. 
Medical attention is always needed. 

Spontaneous abortion is the most frequent complication of 
pregnancy with an IUD in place. Some 50% to 60% of 
uterine pregnancies spontaneously abort if the IUD is not 
removed (4, 195, 358, 371,413,463). This is 2112 to 5 times 
more often than in other women (1 86,413,459). More than 
half of the spontaneous abortions in IUD users occur in the 
second trimester (21 5, 358). Early studies found that septic 
(infected) second-trimester spontaneous abortion-a rare 
but life-threatening event-was more common in women 
whose IUDs were left in place than in women not using IUDs 
at the time of conception (109). This increase in risk was 
associated, however, with the Dalkon Shield IUD, which is 
no longer available, and there is no conclusive evidence 
linking other types of IUDs with increased risks of septic 
abortion (488). 

Because infection can occur in any pregnancy with an IUD 
in place, the IUD should be removed as soon as pregnancy 
is confirmed (1, 437). This virtually eliminates any risk of 
septic abortion and reduces risk of spontaneous abortion to 
the same levels faced by other women (4, 109,195,371,557). 

An IUD left in place during pregnancy also increases the risk 
of premature delivery (41 3, 463, 488). It does not increase 
the risk of other complications-birth defects, genetic ab- 
normalities, or molar pregnancy (a uterine growth that mim- 
ics pregnancy) (1 52, 232, 276, 344, 371, 41 3, 488, 557). 

Ectopic Pregnancies 
Mounting evidence indicates that most IUDs help to protect 
against ectopic pregnancy while they are in use. In the WHO 
multicenter study, IUD users were half as likely to experi- 
ence ectopic pregnancies as women using no contraception 
(442). In recent studies in the US and Indonesia, IUD users 
faced about 20% of the risk of ectopic pregnancy faced by 
women using no contraception (576, 623). A recent analysis 
of randomized trials found that second-generation copper 
IUDs and the LNG-20 reduce ectopic pregnancy rates to 
10% of the level among women using no contraception 
(543). Still, IUDs provide less protection against ectopic 
pregnancy than consistently used oral contraceptives (261, 
442, 576) or barrier methods (442, 623). 

IUDs protect against intrauterine pregnancies better than 
against ectopic pregnancies. Thus, when an IUD user be- 
comes pregnant, the pregnancy is more likely to be ectopic 
than a pregnancy in another woman (369, 424, 442, 463). 
In IUD users an estimated one in 25 to 30 pregnancies, or 
3% to 4%, is ectopic. Rates of ectopic pregnancy in the 
general population vary. In the US, Canada, and Europe, 
more than 1 % of all pregnancies are ectopic (543, 628). 

Any pregnancy in an IUD user is uncommon, however. Thus 
ectopic pregnancy in an IUD user is rare. For most of the 
widely used IUDs, less than 1.5 ectopic pregnancies occur 
per 1,000 woman-years of IUD use (69, 73, 314, 327, 330, 
335, 543). 

Differences among devices. With inert and copper-bearing 
IUDs, ectopic pregnancy rates seem to reflect overall effec- 
tiveness. For example, two of the most effective IUDs, the 

TCu-380A and MLCu-375, have the lowest ectopic preg- 
nancy rates-0.25 andlclose to 0 per 1,000 woman-years, 
respectively, according to results of major clinical trials (69, 
73, 314, 330, 335, 543, 648). The highly effective LNG-20 
IUD has had even lower ectopic pregnancy rates than most 
copper IUDs with which it has been compared (546, 5561, 
perhaps because it sometimes suppresses ovulation (257). In 
contrast, the Progestasert has had higher rates-4 to 5 per 
1,000 woman-years (1 16, 327,400). 

While some questions about IUDs and ectopic pregnancy 
remain unanswered (see p. 211, the clinical implications are 
clear: 

0 Women using IUDs should be told about the signs of 
ectopic pregnancy. They should know the signs- 
abdominal pain, dark and scanty or intermenstrual 
bleeding along with the usual signs of pregnancy-and ' 

to return for care promptly if they appear. 
0 If an IUD user conceives or shows signs of pregnancy, 

health care providers should always look for ectopic 
pregnancy. 

A woman who has had an ectopic pregnancy can use an 
IUD, however, if this is the method that she prefers (565). 

Other Conditions 

There is no evidence that IUDs cause any type of cancer 
(148, 194, 280, 332, 436). In fact, US and Italian case- 
control studies have found that women who used IUDs were 
about half as likely to develop endometrial cancer as other 
women (578, 61 7). These findings must be interpreted cau- 
tiously, however, because women who have long or heavy 
menstrual bleeding may be both more likely to develop 
endometrial cancer and to avoid IUD use (61 7). One US . . 

case-control study suggested that copper lUDs offer some 
protection against cervical cancer. The reduction in risk to 
about 60% was not statistically significant. The analysis did 
adjust for number of sexual partners, history of genital infec- 
tions, and other factors (526). 

IUD users may be more likely to develop nonspecific vagin- 
itis (often called bacterial vaginosis), according to two stud- 
ies (455, 474). More research is needed, however. (For 
discussion of pelvic inflammatory disease, a more severe but 
uncommon complication, see pp. 16-1 7, 21 .) 

Llves Saved 

Because the latest lUDs prevent pregnancy so effectively, 
IUD use saves many lives that otherwise would be lost due 
to pregnancy-related causes. In developing countries the 
estimated average annual risk of dying from causes related 
to pregnancy and childbirth may be about 185 per 100,000 
women not using contraception; in developed countries the 
estimated annual risk may be about 11 per 100,000. These 
estimates are based on estimated maternal mortality ratios of 
420 deaths per 100,000 live births in developing countries 
and 26 per 100,000 in developed countries (636) and esti- 
mated annual fertility rates of 444 births per 1,000 sexually 
active women not using contraception in developing coun- 
tries and 420 per 1,000 in developed countries (638). In 
contrast, death from causes related to reproduction are rare 
among IUD users. WHO and US researchers have estimated 
about one to two deaths per 100,000 IUD users per year- 
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The withdrawal method of IUD insertion is used for copper Ts, Multiloads, 
Nova T, and Progestasert. The tube containing the IUD is inserted up to the 
uterine fundus (left). The tube is withdrawn while the rod is held steady 
(center). Then the rod is withdrawn (right). Because insertion techniques vary 
among IUDs, the manufacturer's specific instructions should be followed 
exactly. Thesediagrams fromThe CopperT380 IUD: AManual forclinicians, 
prepared by PlACT (now PA TH), show insertion ofa TCu-380A IUD  (290). 

from infection, ectopic pregnancy, or second-trimester sep- 
tic abortion (262, 301, 384, 436). 

The IUD is one of the safest family planning methods, 
according to estimates of annual death rates among US 
women using various family planning methods or no 
method. For each method and for no method, the study 
estimated the risks of dying either from pregnancy and 
childbearing, if the method fails, or from complications of 
method use. For almost all methods, pregnancy after method 
failure accounts for most or all of the risk. Thus, in general, 
the most effective methods, including the IUD, are the safest, 
and any method is much safer than no method at all. In every 
5-year age group, from 15 to 44, the IUD has the lowest 
estimated mortality rates except for vasectomy (596). 

Proper IUD insertion reduces the risks of pregnancy and of 
all major side effects--expulsion, bleeding and pain, perfo- 
ration, and infection. IUDs can be inserted safely at any time 
during the menstrual cycle as long as it is reasonably certain 
that the woman is not pregnant and there are no signs of 
genital infection. Cervical infections should be treated before 
the insertion. lnsertion immediately postpartum also issafe and 
convenient. Higher expulsion rates are a drawback, however. 

Insertion Technique 

The objective of IUD insertion is to place the IUD correctly 
while minimizing the woman's discomfort and the risk of 
complications. Successful IUD insertion requires: 

Explaining the procedure to the client and responding to 
her questions and concerns. This helps the client relax, 
making insertion easier and less painful. 
Infection-prevention procedures including use of high- 
level disinfected instruments and cleaning of the cervix 
with a water-based antiseptic such as chlorhexidene 
gluconate or an iodophor (for example, Betadine@). This 
minimizes the chances of uterine infection following 
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insertion. Particularly useful is the "no-touch" technique, 
which includes loading sterile packaged IUDs in their 
inserters while both IUD and inserter are still in the sterile 
packaging (61 4) (see box, p. 20). 
Speculum examination and bimanual pelvic examina- 
tion. The speculum exam should come first, to check for 
signs of genital tract infection. The bimanual exam deter- 
mines the size, position, consistency, and mobility of the 
uterus and identifies any tenderness, which might indi- 
cate infection (614). A retroverted uterus-that is, bent 
backward-requires special care during insertion (449). 
Sounding of the uterus slowly and gently to determine its 
depth and direction. This reduces the risk of perforating 
the uterus, which usually occurs because the sound or 
IUD is inserted too deeply or at the wrong angle (7, 63, 
190, 395, 437). 
Careful and slow technique during all phases of sounding 
and insertion. This reduces the client's discomfort and 
minimizes the chances of uterine perforation, cervical 
laceration, and other complications (57, 62, 63, 123). 
IUD placement high in the uterus (that is, at the fundus). 
This minimizes expulsions, accidental pregnancies, and 
possibly bleeding (71, 269, 332, 382). 
Following the manufacturer's instructions for insertion. 
Most IUDs are inserted by the withdrawal technique: The 
inserter tube, loaded with the IUD, is inserted to thedepth 
indicated by sounding. Then the inserter tube is with- 
drawn while the inner plunger is held steady. This leaves 
the IUD in position. Then the plunger is withdrawn (591). 

IUD insertion i s  usually uncomplicated. While many 
women experience discomfort, less than 5% experience 
moderate to severe pain. Vasovagal reactions-such as per- 
spiring, vomiting, and brief fainting-and cervical laceration 
occur in 1 % of women or less. These problems are generally 
brief and rarely require immediate IUD removal. They do not 
affect later IUD performance (58). Women who have never 
given birth, have had few births, or have had a long interval 
since last giving birth are most likely to have these problems. 
Analgesics reduce discomfort (300). 

Health care providers should never use force to insert an IUD. 
Instead, the provider may ask the client to return during her 
menstrual period, when insertion may be easier, or refer her to 

(continued on page 14) 
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An kxpert Group Answers questrons: . 

Procedures for Providing IUDs 
To develop a consensus in light of current scientif~ under- sure lhal the woman is nor pregnanr. IUD insertion should 
otandlng, r group ofexperts ncently answered important be delayed in cases oT: (I] evidence or reason to presume 
questimsconcerning procedures for providing various that the uterus is infected (septic); (2) sedous injury to the 
family planning methods including IUDs. The group was genital tract; (3) h e r n o ~ h a ~  leading lmswere anemia b r *  
cnucned by the USAID Collaborating Agencies, private gatin-relcasing lUDsan be used in cases of s e v m  ~ ~ m i a  
sbd nonprofit organizations working with support from the kcau* &crease mensi~al  biding) Em5h 
US Agency far lnternalional Development (USAID). 4. What is an appmprkle follow-up schduk eRtr 

The group, named the Technical Guidance Working Group, IUD Insertion? 

intends its answers as guidance for prqyarns developing or A: One follow-up visit should be planned for Ihrw to 
mvising their own procedural and service guidelines. In issu- six week3 after IUD insertion, after the woman'a next 
ing its report, the group sought to address two problems- mt%smaI P i a d  (5mh A( this visit the ~ r o v i d e r h u l d  
{I) inconsistencies or conflicts in existing p r d u r a l  check that the IUD is srill in place and that no signs of 
puidellned can m s a  cnnfusion; and (2) guidelines that are infection kveloped. Furlher roulino V&D are ma 
a t  of date in light of sclentlflc evidence often restricr access required (601). beencnura@, homverl 

to contraceptive mcth& unnecessarily (634). 

w- 
to return at ~ n y  lime tha~ they have problems, queslione, e 
or concern Ixa box, pp. 26-27), 

A==ins the value ofspccific clinic pmcedures. the Work- 5, q: ls them a need for sepa rite br an 
K? 

ing Group concluded that counseling+ Inchding discussion examination before IUD insertion? 
of increased bleeding. reasons to return, STD risk behavior, 
and condom use for STD protection; pelvic examination; A: No. If at all possible, counseling, screening, and insertion 
and verbal STD screening are essential procedures. In con- dl ~h0uld be done at One visa. for che ~0nve2IieIlCe dche client. 

h s t ,  a blood pressure test, breast examination, lab tests for 6. Q: Is there a minimum or maximum age for starting 
STDs in women wilhout symptoms, and cervical cancer IUD use? 
a w n i n g  may a ~ ~ r o ~ r i a r e  good prevenLivc health A: fhep is no minimum or age for use. All 
cue when indicated but are not r ~ i r e d  Or nor lo women who use IUDs, and especially young women. should 
safe use of IUDs. Routine, mandatory lab tests such as tho- b, at ]ow risk of sexually transmil#d diseases (STDs). 
lC4tesol, ghJc0~6, and liVW*f~nClfCHl tests irdevanl(634). &fm & w i n g  & IUD, a woman &,mld ihat 

Q M ~ ~ ~ ~ ~  and answers from he working G~~~~ include the IUD use may involve a heightened risk of infection that 

followhg; could lead to infertility. 

1. Q: When can an IUD be inserted in a woman who is 7. Q: Chul wamm wha brvs bad w children use IUDs? 

LavLog menstrual cycles? A: Yw. bul lUD eqnliom, W i n g ,  and pain may be mom 

A: A q  lime during the menstrual cycle, at the woman's likely than for women who have had chiUrcn (615). A 

convenienoo, when the providtt can bc reasonably sure that young woman who has not had children may need special 

the woman is  not pregnant (426). It is not necessary so Hmit help thlnking through a decision on IUD use. A young 

insertion lo the tlme of a woman's mcnslntal bleeding since woman, especially if not married. Is less likely than an older, 
married woman to have a mutually faithful mua! relation- lhucare Mhcr 'obcrOagonabl~ & ''' ship. mug sh fa= risk of - and a subsqucnt infertil- pregnant-for example, she may not hays had sex since her 

last menrmal pedd or she may have bten using another ity that mighr be inoreased by IUD use. Stlll. understanding 

effective contraceptive mebhod. the possible risks, tach woman shouId be permitred to make 
her own decision. 

2. Q: When can an IUD be llrserkd poetparhrm? 

A: An IUD can be inserted immediately aRer delivery ofthe 
placenta or at the time of cesarian section a d  any time up to 
48 hours after ddivery. IUD insertion is  not advisable 
between 48 hours a d  faw weeks pwlplulum. As early as 
four WE& pastparturn capper lUm c m  be Inserted because 
their "withdrawal" insertion ~achnique minimizes risk of 
uterine perforation; other types of IUDs can ba inserled as 
w l y  as six wwks postpartum (233,498,535). Breaslfd- 
Ing women can safely use IUDs (508). 

3. Q: Can an IUD be in~erled imm&ely P ~ ~ t s b o r l i ~ ?  

A: YES, provided the uwus is nor infected. Also. an IUD can 
be Inserted at any rime during h e  first seven days after abor- 
tion or any other time that the provider can be reasonably 

8. Q: After removing an IUD, how soon can another 
IUD be inserted? Is there a need for a "rest period" 
after using an IUD for a time? 

A: If a woman wants to continue NLl use, she can have amhex 
IUD iIlSCCled immediately aftef an expired IClD is removed oc an 
CUD is txptlled, so long as she dDes rrol haw my uterine Infec- 
tim T k e  is na kncfi in a 'test period" a waiting h e .  In fact 
'immediately replacing an lllD lesd risk of infeclion than 
separate removal and i n e o n  prcchres (507). 
9. Q: What am valid reasons for IUD removal? 
A: 1. The woman requests removal, whatever her reason. 

2. The wanan develop a compllca~ion. 

3. The dfectivc life of the IUD has expired. 
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ru. tan an IUD be ~nserwu rnrnoar any ~rr, r d  

A: Ya, provided the woman i e  not at risk foc STP5, has no 
clinical signa or symptoms of infeciioa including pwulenl dis- 
chaw, ctnichie. and pelvk inflammatory disease (PID), and 
is not likely to be pregnant. 

I 1. Q: Should m IUD be renaved Wa woman% s a d  
prtner esmpIalna aboul the IUD stti@ 

A: Not necessarily. The couple may need rmss~tanc4 and an 
explanahon of what the skin$ Is, If khis is not salisfaciory, thc 
end of& strinl can be tucked behind thc ccrvix. If ihls loo Ls 
not salishctory, ihe srri y can be cut flush wirh the cervix. 
(Ilk should be noted in lhe womn'a record.) Such shorl 
srrings will mean lhat h e  woman will no2 be able to ckck 
the strings and a provider will need n m  forosp~ to grasp 
the. strings when remvlng the IUD. The warnan should be 
given the choice td what she wants done, indudhg whether 
[he IUD should & removed. 

12; Q: Uthetervix is atd dm lo eclropkn, can an IUD be 
inserted wi&ou4 further Investiplltlen? 

A; Yes, an IUD can be inserted. Ectropian is the presence of 
cells Fmm inside ihe cervical canal appcarlng on the outdde 
of the cervix, causlng a redbenlng. TMs b ma a sign of Infec- 
Uon. It occurs normally and routinely during adalcsunce and 
pregnancy. 

f 3. Q: Am heavier menstrrrl pcdodsor W i n g  between 
meRstrual priubadcal mawnta replavetk I l l D P  

A: Not mcsslrily. I f  the eltent wishes, or if Heeding or pain 
is severe, Ihe IUD should be removed. Abnormal conditions 
that might caase heavy bleeding should be Ilnvcstigated. fbr 
mist women, copper and all-plastic IUDs increase the 
amount d menstrual blood boss, particularly in Ihc first few 
months of use. Women should be counderl to enpecl thk 
Bleeding and pain usually dscssase over lime. For mild to 
moderate bleeding and pain in h e  first month a h  inscdion, 
a woman who wants to keep k r  IUD can take a short course 
of nonsteroidal antbinflammrtory drugs such as ibuprobn, 
which demease umine bleeding and cramping (but not 
aspirin, whlch promotes bleeding). Tht LNG-20 IUD 
reduces rnatwuai blood law {see p. 8). 
14. Q; Can speclPically trained nurses and m i M v e s  

Insert I U k ?  

A Yes. Nurses and midwives have learned #1 perform 
intctyal, posrpartum, and postabortlon IUD insenions 
succedully (sect p. 29). 

IS. Q. H w  much time should elapse belwceo $TI) 
Ireatment and RID Insertion? 

A: AAer an SiD infedion has been treated and rtsolved, an 
IUD can Ix inserted provided the woman will nd face a risk 
of m s  In the futum. After tFsatmenl of PID. waiting fhrea 
rnonlhs before IUD ins+aibn will a H ~ w  heathy tissue to form. 
16. Q: Shodd IUDs be pnrvlded If Infection prevention 

nreasom w m o t  be tollowed? 

A: No. Infoclion prevention measums must d w q s  be 
followed (see k, p. 20). Basic infedon prcvtntion 
mquiremenrs for IUD insestion ot removal are: 

r &epfl~'le%ti&+.je inctudirrg appropriate handula~hlu by 
 he provider and careful preparation of the cervia, 

Sterile or high-level disinfeckd.IUDsad cqulpmenb 

Here a~ some other commonly asked quesrbns about IUDs 
and the anawm (597): 
L. Q: Can &he IUD kavd h m  #he woman% uterus Lo 

distant parts d her body, sueh as her hearb or her 
bdn? 

A: Na Tha IUD normally stays wilhin the uterus, Vtry rarely, I 

Ihe IUD may cqmc lhrough the wall of the utcnrs and rsst Ln i 

UK abdomen. ?his Is probably due to rr dstake during inser- ~ 
Uon and not to r b w  migralior through the wall of Ihe utems. It j 
never travels farthar dmn the abdomen. 

2; Q; Win the nn) p m n t  a woman from having babies 
after It is rtmovd? 

A: No. A wman can btcamc pregnant aflw her IUD 4s 
renuwed. Buk tho IUD doef not prored her h m  sexually 
transmitted Blseasu @TDI). A WOW &odd understand bet , 

- ~ 

tbe 1UD may somewhat increase ~ I X  chances of getting pelvic 
knflarnmatg disease (PJD) if she conwacBan STa. MD 
could make har mkrlile. Thexefbre, it is 3mWt for m 
woman who uw an IUD to haw ws wdy with mc, d- 
fecbd man a d  Ebr hlm b haye 4eir wdy with her. ' l h n  she 
is pro& from STDs. 
3. Q: Should antibiades be given routinely btCm IUD 

InstrtrOn k prevcpt infection7 

A: No. No benefit has been h a n s ~ a t e d  in rourinc use of 
antibiotics at the lime of IUD Insedion. When de IUD is 
inserted correctly, using propet infection-prevention l ech  
niques {see box, p. 20), them is Hulk ~isk of infection foc 
healthy m e n .  Arllibbtics should ba given Wort inserhn, 
howaver, to woman at high risk for cnkard ids  (hfiamma- 
tion d he membrane lining the hearc). Women al hlgbrisk 
for e-[&ti& include those with symptoms dvahu la r  
hean disease, history of endacacdiris, nrlificial har t  valves. 
~r cmdiopulmonary shunt (abnormal passage 9f bJood wilhin 
rhe hean). 
4, Q: Can a woman wilh diabetes rse on IUD? 
A: Yes. I U h  am safe for mmr, with diabetes. Women whir 
diabem are a1 greater risk of many infections, how~ar. 'Ihcv 
should m a nurse or doctor If tho) aatlcs possible signs of 
sexually Itansmitted d i m  or other infection, particularly 
right rfrwlUD idsertibn. 

5. Q: Wben does a copper IUD w d  k be replaced? 

A: The Iateft models of copper-bearing IUDs are effaclivc for 
many years. nK lTb38OA fibs becn approved by the US 
F d  and b u g  Administration for 10 years af use. IL prob- 
ably can prevent prcgnaacy even lo y& (Inert IUi3s do nor 
need lo be rernpvd undl manopa .~~ . )  
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FALLOPIAN TUBE UTERUS 

' OVARY 
. h u m  ot .w.l 

According to recent research, IUDs protect against pregnancy by 
preventing egg and sperm from joining. A poster from the Zimbabwe 
National Family Planning Councilshows a TCU-380A in the uterus. 

a more experienced provider, who may use dilators, with or 
without paracervical anesthesia, if the cervical canal is 
narrow. Cervical dilation does not increase the risk of later 
expulsion (55). lnsertion failures are rare-2 to 8 per 1,000 
attempted insertion+and are usually due to excessive pain 
or to the largersize of inserter used with some typesof IUDs(63). 

Many currently available lUDs are supplied in individual 
sterile packages with a sterile inserter. The packaged TCu- 
380A has a shelf-life approved by the US Food and Drug 
Administration of seven years. The copper on IUDs may 
become discolored in the packaging, but the IUD can still 
be used. It is still sterile, and the IUD will still be effective. If 
the package is damaged, however, the IUD and inserter may 
no longer be sterile, and it is best to discard them (36, 191, 
21 3). Copper and plastic lUDs should never be boiled or 
autoclaved because heat deforms them (436). 

B 

Timing of Insertion 

IUD insertion is safe and effective at any time during the 
menstrual cycle (70, 90, 375, 426, 437). An international 
study of about 12,000 women who had lUDs inserted at 
different times during their menstrual cycles and similar US 
studies found no advantage to the conventional practice of 

insertion during the first five days of the menstrual cycle (70, 
91, 426). Thus, when it is reasonably sure that a woman is 
not pregnant, the best time to insert an IUD is when she 
comes to the health center to request it (398). 

B 

Postpartum lnsertion 

If performed by a specifically trained and experienced 
provider, postpartum IUD insertion within 48 hours after 
delivery is safe and convenient, with no increased risk of 
infection, perforation, or bleeding (1 9, 71, 160, 304, 305, 
373,375,535,650). Postpartum insertion i s  best carried out 
in a program that can counsel women during prenatal care, 
since a woman may have difficulty making a carefully con- 
sidered decision about contraceptive use while she is in 
labor. Also, such programs can better assure that a practi- 
tioner trained in postpartum IUD insertion will be available 
when a woman delivers. In the Mexican social security 
system, Instituto Mexicano del Seguro Social, delivery-room 
staff are trained to insert IUDs, and women are counseled 
during prenatal care about postpartum contraceptive op- 
tions. lUDs are the most popular method of postpartum 
contraception in Mexico (99). 

The major disadvantage of postpartum insertion is the higher 
expulsion rate. The IUD is more easily expelled after child- 
birth because the uterus is contracting and the cervix is 
dilated (341 1. Expulsion rates following postpartum IUD 
insertion are lowest when the IUD is inserted within 10 
minutes after the expulsion of the placenta (60, 71, 494, 
4981, when a copper IUD rather than an unmedicated IUD 
is used (382,555,5671, and when the provider is skilled and 
experienced and places the IUDcorrectly, high in the fundus 
(498, 535, 555, 650). When a copper T IUD is inserted 
within 48 hours after delivery by an experienced provider, 
expulsion rates at six months range from 6 to 15 per 100 (60, 
71, 382, 483, 498, 535, 561). Because insertion between 
one week and four to six weeks after delivery carries an 
increased risk of perforation, many groups advise special 
caution or even advise against inserting lUDs during this 
period (1 64,398,433,487,498,535, 565). 

The health care provider's skill and experience are probably 
more important in reducing expulsions and other complica- 
tions than the typeof device used (60,361,377,382). A large 
international study of immediate postpartum insertions 
found that expulsion rates at three monthswere almost twice 
as high for insertions performed during the first half of the 
study, when the practitioners were less experienced, than in 
the second half (60). Similarly, a Belgian study found that 
rates of expulsion, accidental pregnancy, and removal for 
pain, bleeding, and other medical reasons were lower when 
postpartum insertions were performed by more experienced 
practitioners (382). 

Insertion at cesarean section. Studies in China, Belgium, 
and Mexico, examining IUD insertion through the abdomi- 
nal incision immediately after cesarean delivery, have found 
the procedure to be safe and expulsion rates to be low (59, 
64, 409, 437, 524, 535, 567, 650). When there has been 
prolonged labor or premature rupture of the membranes, 
however, postcesarean insertion should be avoided because 
of the risk of infection (437). 

Breastfeeding and IUDs. A copper or unmedicated IUD is a 
good contraceptive method for a lactating woman (437) 
because it has no effect on the quantity or composition of 
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breast milk (53, 72). With the LNG IUD, small amounts of 
progestin are found in breast milk, although these low levels 
apparently do not affect child health (1 46, 531 ). 

There has been some concern, based on a few case reports 
and a small case-control study, that insertion during lactation 
might involve a higher risk of uterine perforation (54, 144, 
228, 328). Results from international clinical trials con- 
ducted by Family Health International have been largely 
reassuring, however. There were no instances of uterine 
perforation, either among the 1,243 women who were 
breastfeeding when the TCu-380A was inserted at least 42 
days postpartum or among the 1,032 women who were not 
(508). Similar results were reported in clinical trials of the 
Gyne T-380 IUD (548). In clinical trials of the TCu-380A, 
Lippes Loop D, and MLCu-375 in Indonesia, there were no 
statistically significant differences in rates of expulsion/dis- 
placement between 724 breastfeeding women and 2,096 
nonbreastfeeding women at either 12 or 24 months. All three 
reported perforations occurred among breastfeeding 
women, however (540). 

Postpartum insertion requires special techniques to mini- 
mize the risk of perforation. Sounding the uterus should be 
avoided because of the risk of perforating the soft uterus. 
IUDs usually are inserted postpartum with ring forcepsor by 
hand rather than with a standard inserter (71, 535). If the 
inserter is used, Tapani Luukkainen recommends that the 
arms of a T-sha~ed IUD be released from the inserter once it 
has passed the' internal os of the cervical canal. Then the 
open IUD can be lifted to the fundus. The outspread arms of 
the T reduce the risk of perforation (608). 

Postabortion Insertion 

Conception can occur as early as 10 days after abortion. 
Therefore effective contraception is needed immediately 
(34). IUDs can safely be inserted after spontaneous or in- 
duced abortion except in women with pelvic infections or 
septic abortion (211, 436, 445, 565). WHO studies show 
moderate expulsion rates associated with IUD insertion 
following first-trimester abortions-ranging at two years 
from 5 to 9 per 100 women after induced abortion and from 
10 to 14 after spontaneous abortion. With IUD insertion 
following second-trimester abortion, rates of expulsion and 
of removal for pain and for other medical reasons are mark- 
edly higher (436,445). 

IUD removal is usually a routine and uncomplicated proce- 
dure. It can be done at any time during the menstrual cycle. 
To remove the IUD, the health care provider pulls the strings 
slowly and gently with forceps. A tenaculum can be used to 
steady the cervix and align the endocervical canal and the 
vaginal and uterine cavities (357). If removal is not easy, the 
client should be sent to an experienced clinician, who may 
dilate the cervix. Alternatively, removal can be attempted 
again during menstruation, when the cervix is naturally 
softened (142, 190). An international multicenter study 
found that less than 2% of attempted removals of standard 
IUDs proved to be difficult (61). 
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lvali sai farin ciki, Qa Uwar~idada wani ciki bayan da na 
karshe ya girma. Da &an an Gre wanna roba sai ciki. 

A booklet for IUD users, produced by the Planned Parenthood Fed- 
eration of Nigeria, suggests IUDs for spacing births: "The happy family 
with the mother pregnant again after the last child is more grown up. 
Once the IUD is removed, the woman can become pregnant again." 

One common reason for difficult IUD removal is that the 
IUD strings are "missingu-that is, they cannot be located in 
the vagina near the cervix (342). Usually, the strings have 
slipped up into the cervical canal, perhaps because they 
were cut too short at insertion. After ruling out pregnancy, 
the health care provider can use narrow forceps to probe the 
cervical canal and draw out the strings. A study in the UK 
found that missing strings could be retrieved this way in 50% 
of cases (202). If this fails, the strings may have retracted into 
the uterine cavity, or the IUD may have been expelled 
without the woman's knowledge. A sound can be used to 
check whether the IUD is in place. Vacuum aspiration can 
be used to find the strings. This usually dislodges the IUD 
(1 30). If the strings cannot be retrieved, IUDs can be re- 
moved from the uterus with forceps, curettes, or hooks. The 
provider must be very careful not to injure the uterus. 

A less common reason for difficult removal is that the IUD 
has partially or completely perforated the uterus or become 
embedded in the uterine wall. Perforation should be sus- 
pected particularly if the woman is experiencing abdominal 
or pelvic pain or irregular bleeding (449). If facilities are 
available, x-rays, hysterography (x-rays of the uterine cavity 
after instillation of a contrast medium), hysteroscopy (direct 
visualization of the uterine cavity with a fiberoptic instru- 
ment), or sometimes ultrasound imaging can be used to 
diagnose perforation and embedding (7, 15, 133, 237, 303, 
449). Only experienced clinicians should attempt to remove 
an embedded or perforating IUD (61 4). 



,i infection 
Overall, women using IUDs are about twice as likely to 
develop pelvic inflammatory disease (PID) as women using 
no contraception, according to most studies. These studies 
have involved women with both high and low risk of sexu- 
ally transmitted diseases (STDs), which cause PID (41, 78, 
81, 209, 265, 421). This increased risk of PID is largely 
concentrated in the first few weeks after insertion and is due 
to poor infection prevention during insertion. Thereafter, the 
risk is among women exposed to STDs. Thus, for women in 
mutually faithful sexual relationships, IUDs pose little on- 
going risk of PlD (208, 227, 507). 

Pelvic inflammatory disease is a broad term for any infection 
ascending from the cervix into the uterus, fallopian tubes, 
and ovaries (422). PID i s  fairly common in developed coun- 
tries. About 1% to 2% of all women of reproductive age 
develop PID each year (30, 421, 532). In developing coun- 
tries the incidence is unknown but may be higher in some 
areas (244, 302). In addition to STDs,. postpartum and 
postabortion infections are major causes of PID (464). 

The complications of PID sometimes are severe. Even a 
single infection can permanently damage the lining of the 
fallopian tubes. This may partially or totally block one or 
both tubes, substantially increasing the chances of ectopic 
pregnancy and infertility (1  36, 369, 421, 424). With each 
episode of PID the chances of tubal blockage and infertility 
increase (422). A woman who has had PID is more likely to 
have chronic pelvic pain than other women and i s  more 
susceptible to repeated infections (422). All these complica- 
tions are most likely if PID is not treated promptly and 
appropriately (see Population Reports, Controlling Sexually 
Transmitted Diseases, L-9, June 1993). 

PID and IUD Use 
Epidemiologic research in the 1970s and early 1980s tended 
to overestimate the risk of pelvic infection from IUD use. 
These studies reported that IUD users were up to 10 times 
more likely to develop PID than other women (21 9). Several 
factors account for the initial overestimate, including: 

In most early studies the comparison group included 
women using oral contraceptives and barrier methods- 
methods that protect against PID. 
The risks for specific types of IUDs, particularly the 
Dalkon Shield, were not analyzed separately. The higher 
risk with the Dalkon Shield inflated overall risk estimates 
for all lUDs (627). 
Many studies did not take into account a number of 
important factors that affect the risk of PID-age, number 
of sexual partners, and history of PID (437, 521). 

Three large studies published since the early 1980s have 
taken these earlier problems into account and found a lower 
risk. The US Women's Health Study found that IUD users 
were 1.6 times as likely to be hospitalized for PID as women 
using other methods or no method (41). In the Oxford 
University/Family Planning Association cohort study, the 
relative risks were 1.8 for women using medicated (mostly 
copper) lUDs and 3.3 for women using inert lUDs (495). A 
WHO study in 12 countries found that in developing coun- 
tries IUD users with children were 2.3 times more likely to 
develop PID than women using no contraception. The rela- 

tive risk for similar women in developed countries was 4.1 
(446). Areanalysis of data from 13 WHO clinical trials found 
that the incidence of PID among IUD usersdropped substan- 
tially after 1980. The PlD rate among women who had lUDs 
inserted after 1980 was less than half that among women 
who had earlier insertions (507). The decrease may have 
occurred because participants in the later studies faced less 
exposure to STDs. 

Although IUD users are more likely to develop PID than 
nonusers, it is still an uncommon complication. A WHO 
study of multiparous women, mostly in developing coun- 
tries, who were using copper IUDs reported a cumulative 
rate of removal for PID of less than one per 100 women after 
six years of use (307). Another international multicenter 
study reported 3.4 removals of copper lUDs per 100 women 
after seven years of use (549). In a European study involving . 
many young, unmarried women, who are at higher risk for 
PlD, the 5-year removal rate was seven per 100 women (226) 
(see Table 1 ). 

Factors Influencing the Risk of Infection 
A number of factors appear to influence the risk of infection 
among IUD users: 

Insertion. A woman is most likely to develop PID just after 
insertion (33, 41, 78, 209, 247, 307, 326, 356). Analysis of 
data from 13 WHO clinical trials found that for women using 
lUDs the risk of developing PID was 6.3 times greater during 
the 20 days after insertion than at any later time. After the 
first 20 days, the incidence of PID remained at a constant low 
level-1.4 per 1,000 woman-years-throughout eight years 
of use (507) (see Figure 1). Similarly, the Women's Health 
Study found that women using IUDs (excluding the Dalkon 
Shield faced the greatest risk of developing PID during the 
first month after insertion-an adjusted relative risk of 3.8. 
By 5 to 12 months after insertion, the relative risk of devel- 
oping PID was 1 .l-not significantly higher for IUD users 
than for women using no contraceptive method (209). 

Providers can minimize the risk of infection just after IUD 
insertion by carefully following infection-prevention proce- 
dures during IUD insertion (see p. 20). In a recent study in 
which cervical infections were treated before IUD insertion 
and infection-prevention measures were followed, there 
was no increase in PID associated with insertion of the Nova 
T or LNG-20 (573). At the same time, providers should 
describe PID symptoms to women receiving IUDs, encour- 
age special attention to any of these symptoms in the first 
month after insertion, and urge them to obtain medical 
attention promptly if symptoms appear (see box, p. 25). 

Type of IUD. The Dalkon ShielaCwhich is no longer on the 
market-was as much as five times more likely to be linked 
to PID and two times more likely to lead to tubal infertility 
than other lUDs (78, 81, 177, 209, 41 5, 495, 627). More- 
over, with the Dalkon Shield, the higher risk of developing 
PID persisted in long-term users (209). 

It i s  not clear whether the risk of PID varies among other 
IUDs. Several studies, including a recent analysis of WHO 
clinical trial data, show no difference in infection rates 
among unmedicated, copper, and hormonal lUDs (1 77, 
209, 335, 343, 422, 507). In the Oxford University/Family 
Planning Association cohort study, however, the relative risk 
of developing PID was greater for women using unmedi- 
cated than copper IUDs (3.3 versus 1.8) (495). Likewise, two 
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st u d i e s o n infertility, 
rather than PID, reported 
lower risks of tubal block- 
age w i th  copper IUDs 
than wi th  unmedicated 
IUDs (78, 81, 502). A 
European mult icenter 
study, although not de- 
signed especially to detect 
PID, found significantly 
lower rates of PID associ- 
ated with the LNG-2.0 IUD 
than with the Nova T(530, 
556, 573), but two other 
large international studies 
did not find that the LNG- 
20 protects against PID 
(334, 51 7, 546). 

Exposure t o  sexually 
t ransmi t ted diseases. 
Much of the risk of PID in 
IUD users, apart from the 
first weeks after insertion, 
may be due to sexually 
transmitted diseases (208, 
253, 437). Having multi- 
ple sexual partners-and, 

F$um 1. RatedPID bThntSince IUD 
in 13 WHO Clinical T h h  

1 2 3  4-6 7-1 2 2 3 4 5 6  7 8 +  
Months (first year) Year 

Source: Farley el al. 1992 (507) Time Since IUD her t ion  Population Reports 

as a result, greater exposure to STDs-is thus a major PID 
risk for IUD users, as it is for all women regardless of 
contraceptive use. Also, as for all other women, if an IUD 
user's partner has more than one sexual partner, this in- 
creases her riskof PID (208,356,528). IUD users in mutually 
faithful sexual relationships face minimal risks, presumably 
because of less exposure to STDs (94, 208, 359, 360, 366, 
423). Indeed, the low long-term relative risks of PID seen in 
the most careful studies raise doubt whether, beyond the first 
few weeks after insertion, PID risk is really any greater 
among usersof currently available IUDs than amongwomen 
with the same STD risks who do not use contraception. 

Age. As in other women, PID in IUD usersoccurs more often 
among women under age 25 (24, 33, 41, 227, 360, 418, 
421, 446, 528). In international clinical trials sponsored by 
WHO, for example, younger women suffered from PID at 
2.5 times the rate of older women (507). This may be at least 
in part because these younger women are less likely to be 
married or to have mutually faithful sexual relationships (24, 
33,418,446). 

Duration of IUD  use. In most studies the chances of ever 
developing PID remain unchanged or even decrease with 
duration of IUD use (41,209,332,343,385,415,463,507, 
550). Two studies concluded that the risk of very severe PID 
increased with time (356,463). One involved few cases, and 
long-term users may have been more likely to have used the 
Dalkon Shield than copper IUDs (545). The other study 
involved predominantly inert IUDs (463). Of course, if, as 
time passes, women change sexual partners, their exposure 
to STDs and thus their risk of PID may change. 

Mechanisms of Infection 
lnfection related to IUD insertion probably occurs because 
the instruments or IUD carry with them organisms from the 
lower genital tract (234). Careful insertion technique can 
minimize this risk (see p. 11 ). 
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Mechanisms of subsequent infection are less clear. Several 
hypotheses have been suggested. Nonbacterial inflamma- 
tion of the fallopian tubes is more common in IUD users than 
nonusers (22, 74, 277, 339, 440). This inflammation may 
reduce resistance to disease-causing organisms (95, 339). 
Some researcherssuspect that cervical bacteria can move up 
the IUD string into the uterus (350, 352). Studies of IUDs 
without strings generally have not found lower rates of 
infection, however (see p. 21 ). One proposed explanation 
for the high rate of infection with the Dalkon Shield is that 
its multifilament string permitted bacteria to rise into the 
uterus more readily (296, 336, 372). Strings on all currently 
available IUDs are monofilament. 

Clinical Implications 
Research on PID and IUD use reinforces the importance of 
good clinical care. I-C. Chi points particularly to three pro- 
grammatic measures that minimize the risk of infection (579): 

Careful infection-prevention procedures, including 
cleaning the cervix during IUD insertion, and careful 
checking, at the follow-up visit, for signs of infection (see 
p. 11 and box, p. 20); 
Careful screening to assure that women whochoose IUDs 
face little risk of STDs. Screening involves both asking 
questions and conducting a pelvic examination. Because 
PID is linked to sexually transmitted diseases, the best 
candidate for an IUD is a woman living in a stable, 
mutually faithful sexual relationship (1 27, 437, 442). 
Providers can ask questions to find out about a woman's 
patterns of sexual behavior. During the pelvic exam, the 
provider can check for signs of cervical infection. Cervi- 
cal infection should be treated, if possible. Once the 
infection is resolved, the IUD can be inserted, provided 
the woman wil l  not face a high risk of STDs in the future. 

(continued on page 2 1 )  



Widelv Used Intrauterine Device 

W"" 
description: p o l m e  with barium sulfate added for V~SI~JII ILY dn X - I ~ V J .  

31 4 nit& coppe; wire on vertical stem; two 33 mniz solid copper sleeves on 
each transverse arm. On the 3805 the copper sleeves are placed at the ends 
of the arms ancl recessed into the plastic. 

Developers: Population Council (US) and Ortho Canacla (TCu-3805). 

Date first marketed: 1982 (TCu-380A). 

Major distributors: TCU-380A-FEI Products, US; P.T. Kimia Farnia, 
Indonesia; Proclutos Medicos Ltcla., Brazil; Ortho-McNeil, US (brand name 
ParrlGard); Schering AG, Commonwealth of Independent States (CIS) 
(formerly USSR); TCu-380A and TCu-380s (brand name Gyne T S1iniline)- 
Janssen-Ortho Canada; TCu-3805-Janssen-Cilag, Russia; Cilag, France. 

Length: 36 nim. Width: 32 mm. 
Strings: Two white (formerly blue). 

lnserter type and diameter: Withdrawal; 4.4 mm. (Both use the same inserter 
tube. TCu-380s arms fit completely in tube. With TCu-380A only the tips of 
the arms fit inside tube.) 

Lifespan demonstrated in clinical trials: 'I 0 years 

Approved lifespan: TCU-38OA-US, 10 years; CIS, 6 years. TCu-380s- 
Canada, 2'12 years; Europe, various. 

Areas of major use: TCu-38OA-worldwide; TCu-380s--Canada, Western 
Europe, [ :-. ~g Kong. 

TCu-200 and TCu-200B 

Description: Polyethylene with barium 
sulfate added for visibility on x-rays. 200 
mmL copper wire wrapped around stem. 
The TCU-2OOB (shown) has a hall at the 
tip of the stem; the TCu-200 does not. 

Developers: Howard Tat~lm (US) ancl 
Jaime Zipper (Chile). 

Date first marketed: 1972. 

Major distributors: TCu-2006-Produtos 
Medicos Ltda., Brazil; TCu-200-Janssen- 
Ortho Canada. 

Length: 36 mm. Width: 32 nim. 

Strings: Two; color varies. 
lnserter type and diameter: Withdrawal; 4.4 mm. 

Lifespan demonstrated in clinical trials: 6 years. 

Approved lifespan: US, 4 years; various European countries, 
3 years; Canada, 2 years. 
Areas of major use: Bangladesh, India. 

wicle; also Pharmacia (NI 

Description: Polyethylene with bari- 
unl sulfate added for visibility on x- 
rays. Nova T (shown) has 200 mm2 
copper wire with a silver core wrapped 
around the stcni. CuNovaT has 380 
mrnj wire wrapped aro~lncl the stem. 

I Developers: Leiras Oy, Finland. 

Date first marketed: Nova T-1979; 
CuNovaT-1994. 

Major distributors: Nova T-Leiras 
Oy in Scandinavian countries; 
Schering AG in other co~lntries world- 

agard) in UK. CuNovaT-Leiras Oy. 

Length: 32 mm. Width: 32 mrn. 

Strings: Two brown. 

lnserter type and diameter: Withdrawal; 3.6 mm. 

Lifespan demonstrated in clinical trials: Nova T-5 years; 
CuNovaT-3 years to date. 

Approved lifespan: Nova T and CuNovaT-5 years in variocrs 
European co~~ntries. 
Areas of major use: Nova T-Europe, Canada, Asia and Pacific; 
CuNovaT-Denmark, Finland, Norway, Sweden. 

Description: Polyethylene with barium sulfate acldecl for visibility on x-rays. Four 
sizes, designated A (left) through D (right). 

Developer: Jack Lippes (US). 

Date first marketed: '1 962. 

Major distributor: P.T. Kimia Farma, Indonesia (in-country distribution only). 

Length: A-26.2 nim; 8-25.2 mm; C-27.5 mm; D-27.5 mni. 

Width: A-22.2 nim; 6-27.4 mm; C-30.0 mm; D-30.0 mm. 

Strings: Tho; A-blue, B-black, C-yellow, D-white. 

lnserter type and diameter: Push-out; 4.7 mm. 

Areas of major use: Formerly, worldwide except China; currently, Indonesia. 
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Description: Polyethylene wi th 
barium sulfate added for visibility 
on x-rays. 220 mmQopper in 7 
copper sleeves-2 on the arms 
ancl 5 on the stem. 

Developer: Population Council (US). 

Date first marketed: 1980. 

Major distributors: Laboratorios 
Alpha, Mexico; Tianjin Medical 
Instrument Corporation, Factory 
No. 4, China (in-country distribu- 
tion only). 

Length: 36 rnm. Width: 32 mm. 

Strings: Two. 

;-ultlload-25~ (MLCu-Z5W) and 3 
L 
Description: Polyethylene with two flexible arms with spurs. The MLCU-2-50 has 
250 nini2copper wire on the steni and i s  available in 2 sizes, Standard (top Id t )  and 
Short (top right). The MLCu-375 has 375 nimL copper wire and is availalde in 2 
sizes, Standard (bottom left) and SL (bottom riglit). 

Developer: W.A.A. van 0 s  (Netherlands). 

Date first marketed: 1974. 

Distributors: Producecl by Multilan AG, Switzerland, in Ireland and by Nanjing 
Organon Pharmaceutical Products, China. Distributed through sulxidiaries of NV 
Organon, the Netherlands, member of AKZO-NOBEL Pharnia Division; 
Lahordtoires CCD, France. Also manufactured for in-country use in Indonesia. 
Length: Standard ( 2 5 0  and 375)-35 mm; 375SL-29 mm;  L.iO Short-24 mm. , 

Width: All types-I8 nim. 

Strings: Two blue or colorless. 

lnserter type: Withdrawal (no plunger). 

Insertion diameter: All types-1 2 nini (arms remain outsicle inserter tube). 

Lifespan demonstrated in clinical trials: MLCu-375-5 years. 

Approved lifespan: MLCU-250-.J years; MLCu-375-5 years. 

Areas of major use: Europe (including Russia and other members of the 
Commonwealth of Independent States), Australia, India, Vietnam ancl other 
Southcast Asian countries, New Zealand, Latin America. 

POPULATION REPORTS 

lnserter type and diameter: Withclrawal; 4.4 mm. 

Lifespan demonstrated in clinical trials: 10 years. 

Approved lifespan: Mexico, 3 years. 

Areas of major use: China, Mexico 

rrogestaserr IIIrrauitsrlrir: 
Progesterone 

Contraceptive System 

vrsrrlption: Ethylene vinyl acetate copoly- 
mer. Vertical steni contains a reservoir of 
38 mg progesterone and barium sulfate (for 
visibility on x-rays) in silicone oi l  base. 
Releases 65 pg progesterone per 24 hours. 

Developer: A k a  Corporation (US). 

Date first marketed: 1976. 
Distributors: Alza Corporation, US; 
Theraplix Divison, Rhone-Poulenc Rorer, 
France. 

Length: 36 mm. Width: 32 mm. 

Strings: Two blue-black. 

lnserter type and diameter: Withdrawal; 8 mni. 

Approved lifespan: US, one year; France,l8 months. 

Areas of major use: US, France. 

m 
Levonorgestrel (LNG-20) Intrauterine System (~irena/~e-d 

Description: Polyethylene T frame surrounded by a levonorgestrel-containing cylinder. The cylinder is 
covered with a rate-controlling membrane. The release rate is 20 11g levonorgestrel per 24 hours. I Developers: Leiras Oy  with the Population Council. 

Date first marketed: 1990 in Finland. 

Major distributors: Leiras O y  in Scandinavian countries and Asia-Pacific, Pharmacia-Leiras in  selected 
European countries. 

Length: 32 mm. Width: 32 mm. 

Hormone cylinder: length 19 mm, outer diameter 2.8 mm, inner diameter 1.2 nini. 

Strings: Two brown. 

lnserter type and diameter: Withdrawal; 4.75 nini. 

Lifespan demonstrated in clinical trials: 5 years. 

Approved lifespan: UI<, 3 years; other countries, 5 years. 

Areas of major use: Denmark, Finland, Norway, Sweden. Launched in UI< and Singapore in 1995. 
Also approved for use in Belgium, France, Iceland, and Switzerland. 
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Infection Prevention for IUD Insertion and Removal 
Careful infection-prevention practices are essential during IUD 
insertion and removal. IUDs should not be inserted or removed 
if infection-prevention procedures cannot be followed (634). 

For insertion, infection-prevention practices involve four steps: 

(1) Washing hands and then putting on gloves. Washing 
hands may be the single most important infection-prevention 
measure (6 14). Either new disposable gloves or gloves that 
have been high-level disinfected (HLD) by boiling or steam- 
ing for 20 minutes (655.656) should be used for each new 
client. Gloves need not be sterile. 

(2) Cleaning the cervk and vagina. After the speculum is 
inserted, an effective antiseptic solution should be liberally 
applied first to the cervix (especially the 0s) two or three 
times and then to the vagina. A water-based antiseptic should 
be used, such as an iodophor or chlorhexidine gluconate. 
Alcohol should not be used because it burns and it dries out 
and irritates mucous membranes, making them more suscepti- 
ble to infection. When using an iodophor, such as povidone 
iodine (e.g., Betadinern), the provider should wait one or 
two minutes for these antiseptics to become effective 
before proceeding (6 14). 

(3) Using the "no touch" insertion technique. For the TCU- 
380A and other IUDs that come with inserters in sterile pack- 
aging, the IUD is loaded into the inserter while both are still 
in the package (59 1). During sounding and insertion, the 
provider avoids touching the vaginal wall or speculum blades, 
which would contaminate the HDL (or sterile) uterine sound 
or loaded IUD. The provider passes the HDL sound and the 
sterile IUD, loaded in the inserter tube, each only once 
through the cervical canal (614). This "no touch" technique 
is easy to learn and use. 

(4) After the insertion procedure, washing hands again and 
then processing instruments for the next use (283,635). 

Similar steps-handwashing before and after, applying disin- 
fectant to the cervix, and proper processing of instruments- 
also apply to IUD removal. 

Processing Instruments for Reuse 
Processing instruments for reuse (step 4) consists of three 
steps in itself - (a) decontamination, (b) cleaning, and 
(c) either high-level disinfection or sterilization. 

(a) Decontamination requires soaking soiled instruments and 
gloves in 0.5% chlorine (bleach) solution for I0 minutes 
and then rinsing several times with clean water. The bleach 
kills viruses including hepatitis 8 virus and human immu- 
nodeficiency virus (HIV), bacteria, fungi, and parasites. 
Surfaces contaminated with body fluids, such as table tops, 
should be wiped with bleach solution. 

(b) Cleaning requires scrubbing instruments with a soft brush 
in water and detergent to remove all debris, and then rinsing 
well and drying (281,283,435). 

(c) High-level disinfection can be accomplished by boiling 
for 20 minutes in a container with a lid (longer at high 

altitudes). Alternatively, instruments and gloves can be 
soaked for 30 minutes in activated 2% glutaraldehyde or 
8% formaldehyde and then washed thoroughly in sterile or 
boiled water to remove the disinfectant, which can irritate 
the skin (28 1,435). High-level disinfectants must be care- 
fully prepared according to the manufacturer's inslruc- 
tions. Fresh solution should be prepared daily or more 
often, as needed ( 190,436). 

High-level disinfection, if properly carried out, destroys most 
microorganisms including hepatitis B, herpes simplex type 2, 
human papilloma virus, and HIV, which causes AIDS (96, 
435). Low-level disinfectants such as benzalkonium chloride 
(for example, Zcphiranm) and antiseptic solutions (such as 
Savton@, which is a mixture of cetrimide and chlorhexidene), 
as well as alcohols and iodine solutions, do not quickly kill 
viruses and some other microorganisms and should not be 
used (96,283,635). Sterilization-that is, destroying all 
microorganisms, including bacterial endospores-is desirable 
but not necessary with instruments used for IUD insertion and 
removal since the instruments touch only mucous membranes 
and do not come in contact with the blood stream (96, 191,436). 

HLD or sterile instruments and loaded IUD inserters should 
be carefully handled so that they are not contaminated. 
Providers should touch them only with HLD or sterile gloves 
or instruments, and there is no need to touch the l o a d e d ~ ~ ~  
at all. HLD or sterile instruments can be stored dry for about 
a week in a HLD container with a tight-fitting lid (635). 

For more information and guidance about infection-prevention 
practices for IUD insertion and removal, see ~ c ~ n t o s h ,  N., 
Kinzie, B., and Blouse, A., eds. IUD guidelines for family plan- 
ning service providers: A problem-solving reference manual. 
Baltimore, Johns Hopkins Program for International Education 
in Reproductive Health (JHPIEGO), 1993 (614); lietjen, L., 
Cronin, W., and McIntosh, N. Infection prevention for family 
planning service programs. Baltimore, JHPIEGO, 1992 (635). 

Processing Instruments, Gloves and Other Items 

THOR(XIGHLY 
WASH AND RkhSE 

Wear glover and 
other prorvcnve barrlerx 

( g l ~ s x s ,  vlwn or g y g l c s )  

Acc~plablc Acceplable 

STERILIZATION 
HIGH-LEVEL 

DISINFECTION 

(LW Immediately or alom) 

Source: Adapted fmm JHPIEGO (655). 
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Use long-lasting IUDs and do not remove them unless a 
woman requests removal, complications develop, or the 
1U D reaches theend of itseffectiveness(634). Since much 
of the increase in risk of PID is linked to IUD insertion, 
the longer-lasting the IUD, the less need for periodic 
replacement and the less risk of infection over the long 
term. From this perspective, a very long-acting IUD, such 
as the TCu-380A, is the best IUD for the woman who 
wants many years of contraceptive protection. 

is not clear whether administering broad-spectrum antibi- 
otics just before IUD insertion would reduce belvic infection 
in the first months of use. Several studies have suggested 
some protective effect (523,5421, but small sizeor methodo- 
logical problems prevent firm conclusions (579). A large, 
randomized trial underway in the US i s  designed to gather 
more conclusive data about the effectiveness of prophylactic 
antibiotics (51 3, 644). In any case, antibiotics should not be 
seen as a substitute for good infection-prevention procedures. 

IUDs without strings also have been considered. The evi- 
dence is conflicting. Two laboratory studies of IUDs re- 
moved from women reported more bacterial colonization 
on IUDs with monofilament strings than on IUDs without 
strings (350, 434). In addition, two studies comparing 
women using IUDs with and without monofilament strings 
reported a difference in rates of infection (92, 493), as did 
research on inserting the IUD strings into the uterus together 
with the device (536). An international clinical trial of 1,265 
women randomly assigned TCU-200 IUDs with and without 
strings, however, found no significant difference in the inci- 
dence of PID, STDs, or other infections or inflammation 
1538). Other clinical trials also have not found an association 
between the presence of strings and the incidence of infec- 
tion (38, 68, 11 4, 21 0, 428). 

Many authorities recommend that, if a woman develops PID 
while using an IUD, it should be removed 24 to 48 hours 
after she starts taking antibiotics (7, 93, 368, 397,420,437, 
559). Three small studies comparing women whose lUDs 
were removed and those whose IUDs were left in place after 
a diagnosis of PID found little difference in their course of 
recovery, however (346, 525, 554). In fact, women whose 
lUDs were removed had longer hospital stays than women 
whose IUDs were left in place in two of the studies (525, 
554). A WHO scientific group recently advised that the IUD 
might be allowed to remain in place if the woman no longer 
faces a high risk of STD infection and she understands the 
risks of repeated PID (565). 

H 

IUD Use and Long-Term Effects of PID 

Since PID increases the risk of subsequent ectopic preg- 
nancy and infertility, researchers have investigated whether 
IUD use is linked to either of these conditions. As noted (see 
p. lo), a woman currently using an IUD faces considerably 
less risk of having an ectopic pregnancy than a woman not 
using any contraception. Studies looking at ectopic preg- 
nancy and infertility after IUD use have yielded mixed 
findings, depending at least partly on the study methodology. 

Ectopic pregnancy and past IUD use. Two recent studies 
have concluded that IUD use somewhat increases the risk of 
ectopic pregnancy after the IUD is removed (576, 624). 
These studies, conducted by some of the same researchers 
in the US and in Indonesia, reported a similar increase in 
risk-1.6 and 1.7 times greater-associated with past IUD 
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use. Both these studies were case-control designs, compar- 
ing women who had ectopic pregnancies with nonpregnant 
women of the same age and area of residence, and not 
currently using IUDs, and seeing whether one group was 
more likely to have used IUDs in the past. 

Earlier studies-all using case-control methology--of ec- 
topic pregnancy and IUD use before conception produced 
mixed findings. Two studies involving sexually active non- 
pregnant woman as controls found low or no risk linked with 

Clinical Signs of 
Genital Infections 

,An IUD should not be insetled in a woman with cerlain lower 
p i t a 1  tract infmtlons-particularly aculc mucopuruknl 
mrvicitis (inflammation of the c e r v i ~  wirh pus and mucus 
discharge), gonorrhea, a d  chtarnydlal infection 14 19,458. 
565). Aluq m IUD should not be inserted in a woman likely 
to have pelvic inflammatory disease { l26 ,38,4  19.437, 
565). All potential IUD usm should bescreened for the clini- 
cal signs snd symptoms of these Infechns. Since @norrhea 
and chlamydia1 infection are often asymptomaric in women, 
family planning providers also should ask a woman if her 
sexual partner has symptoms, although men also may show 
no symplom. The common clinical signs and synprorns of 
genital infections include: 

Signs and Symptoms in Women 
Lower genital tract iafsrtiona 

r Discharge (&om the cemlr or urethre) containing pus and 
mucus, sometimes with a cervix thar b k d s  easily; 
DifCicull or painful [burning) urination; and 
Ulcers, sores, os swellings in the groin. . 

Pelvh trrtlammakry disease: 

Lower abdominal or pelvic pain*, 
Pain on manipulalion d l h a  cervix during p e l v i c ~ x a m * ,  

Tenderness in the area of thc falbpian rube or ovary on 
borh sides of the M y * ,  
Oral lemperarure of 38.3% (100°F) or higher, 

r Abnormal ccnical or vaginal discharge. 
Bleeding between wnstrual perlode. 

*To ensure thd c~ of PID do net go untrtated, the presence of 
any of these three signs, i m  [ha Pbsencxof evidence for a 
cornpetin# dl ynosls s w h  as prtgrrancy or appendicitis, is 
considered w s o n  to I r a  for PID (520, US) .  

Signs md Symptoms in Men 
Gonorrhea, chbmydlal or other Infection: 

Discharge from the penis containing pus andor mucus, 
Painful (burillnp) urinatian, 
Ulcers, sores, or swellings in the groin. 



past IUD use (261,442). In contrast, some (582,602) but not 
all (442, 612) studies involving, as controls, pregnant 
women or women who had just given birth found a some- 
what greater level of risk. Still other studies found risk only 
for former users of the Dalkon Shield (81, 580). A meta- 
analysisof all studies available through 1994 concluded that 
past IUD use might increase the riskof ectopic pregnancy by 
about 40% and that choice of pregnant or nonpregnant 
controls made no difference (651 1. 
Still, these findings are difficult to interpret because neither 
pregnant nor nonpregnant women is an ideal control group 
(645,651 ). Carolyn Westhoff hasargued that the best control 
group for an analysis of whether past IUD use increases the 
risk that a pregnancy wil l  be ectopic would be women who 
conceive, including those who have spontaneous or in- 
duced abortions (646). She points out that the duration-of- 
use effect, as seen in the recent US and Indonesian studies 
(576, 6241, may appear because long-term IUD users are 
more likely to stop IUD use to become pregnant, whereas 
short-term users are more likely to stop IUD use because of 
side effects and then switch to other methods, thus protect- 
ing themselves from pregnancies, including ectopics (646). 

At the same time, in studies to assess whether former IUD 
users face an increased risk of ectopic pregnancies, control 
groups that include ever-users of contraception wil l  tend to 
increase the apparent relative risk. Thus, for example, when 
Irving Sivin used data from the Women's Health Study (261) 
to compare former IUD users with women not protected 
from ectopic pregnancy by use of other contraception, he 
calculated the relative risk for past IUD use at 0.7, suggesting 
a modest protectiveeffect (327). Similarly, a WHOcase-con- 
trol study of ectopic pregnancy found that the relative risk of 
past IUD use was 0.7 whether past IUD users were com- 
pared with currently pregnant women or with nonpregnant 
women (442). A small study examining tissue from women 
operated on for ectopic pregnancies found that inflamma- 
tion of the fallopian tubes, which might be related to PID, 
was not more common in current or past IUD users than in 
woman who had never used lUDs (607). 

Infertility. Most women who discontinue IUD use to be- 
come pregnant conceive as rapidly as nonusers. As noted, 
however, IUD insertion can increase the risk of developing 
pelvic inflammatory disease (PID). The extent to which this 
leads to tubal infertility has been debated (437, 586, 595). 

Two US case-control studies reported in 1985 that, overall, 
childless women with tubal infertility were two to three times 
more likely to have used IUDs than women having their first 
child (78, 81 ). The risk of tubal infertility varied markedly with 
the number of a woman's sexual partners. For example, in one 

Adjusted Relative Risks of Tubal Infertility 
Among Childless Women by Type of IUD 

and Number of Sexual Partners 
Number of Partners 

Type of IUD One More than One 
None 1 .O 1.5' 

3':: 1.1 2.8' 
0.7 4.2' 

*Statistically significant (p < .05) compared with nonusers with one partner 

Adjusted for year of menarche, lime between menarche and date women began 
trying to conceive, religion, education, and smoking 

Source: Cramer et al. 1985 (70) 

study women who had had only one sexual partner in their 
lifetimes, regardless of the type of IUD used, had no in- 
creased risk of tubal infertility. Women who had had more than 
one partner had three to four times higher risk. 

Risk also varied among types of IUDs, with the Dalkon 
Shield posing higher risks than others. In a reanalysis using 
additional controls, the authors of one of these studies found 
that past useof copper lUDs also posed a statistically signifi- 
cant increase in risk (5021, whereas in the 1985 report the 
increased risk had not been significant (81 1. Studying infer- 
tility and past IUD use is difficult, particularly because the 
infertility cases are self-selected-women who seek treat- 
ment for infertility-and former IUD users may be more 
likely to seek treatment than other women, as Norwegian 
data suggest (631 ). 

In contrast to these two case-control studies, most cohort 
studies that have followed women who stopped using lUDs 
have found no indication of impaired fertility. In over a 
dozen studies, from 72% to 96% of women conceived 
within a year after discontinuation (5, 9, 23, 84, 267, 291, 
294, 332, 337, 431, 485, 514, 529, 549, 550, 553) and in 
one large study 51% gave birth within a year (and therefore 
a higher percentage presumably were pregnant) (41 4). These 
rates are in the same range as rates among women who have 
never used contraception (32,323) and apply to the LNG-20 
IUD as well as copper IUDs (480, 550). When studies have 
followed former IUD users for longer periods of time, on 
average for four years, they have found the prevalence of 
tubal infertility to be low (from 3 to 14 per 1,000 IUD 
removals) compared with rates in the general population 
(337,431, 539, 551 ). 

Of course, cohort studies cannot be expected to gauge 
whether IUD insertion leads to infertility in a very small 
fraction of users. In fact, most of these studies have involved 
women who had no complications with IUD use (5,9, 23, 
84,267, 291, 294, 332, 337, 514, 529, 549, 553). In most 
studies all the women were married (9, 294,337,414,514), 
and thus were not at high risk for STDs, or had had children 
(9,23,84,267,414,514). Two studiesdid examine concep- 
tion rates in women who had never been pregnant before 
using IUDs (337, 431). After these women stopped using 
IUDs, they conceived at a slightly slower rate than women 
with children, as would be expected among women in 
general. The difference was not statistically significant, how- 
ever, and the gap diminished over time. Also, studies have 
found no clear difference in the return of fertility between 
women who had discontinued use of the IUD for medical 
reasons, which might have included PID or its symptoms, 
and women who had stopped using IUDs in order to become 
pregnant (41 4, 431 ). 

Most cohort studies have found that women who use IUDs 
for long periods of time conceive about as rapidly as short- 
term users (9, 20, 23, 179, 291, 294, 337, 431, 486, 51 4, 
550, 553). One of the US case-control studies, however, 
found that the risk of infertility was slightly higher with 
longer use, once women who had used their IUDs for less 
than three months were excluded (78). 

A large case-control study found that current and former IUD 
users were no more likely than nonusers to develop tubal 
adhesions (fibrous bands of tissue), which can be caused by 
PID and are a major reason for tubal infertility. These results 
fail to support other reports that IUD use increases the riskof 
infertility (462). 
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lUDs Do Not Prevent AIDS 
In contrast to condoms, IUDs provide no protection against 
AIDS. AIDS-acquired immune deficiency syndrome-is 
caused by the human immunodeficiency virus (HIV). No 
vaccine against this virus has been developed. HIV is found 
in semen as well as blood. Thus both male and female 
condoms, which prevent semen from entering the vagina, 
and possibly spermicides and diaphragms, can protect 
against HIV. Other family planning methods cannot. 

To protect against AIDS, all women who are not sure whether 
they or their partners are infected should use condoms 
during every act of sexual intercourse (see Population Re- 
ports, Condoms-Now More than Ever, H-8, September 
1990). If a woman's partner wi l l  not use a condom, she 
should at least use a spermicide. Any couple whose sexual 
relationship has not been or will not continue to be a 
long-term, mutually faithful one faces a risk of exposure to 
HIV. Women who have more than one sexual partner or 
whose partners have more than one partner are not the best 
candidates for IUDs in any case. Nonetheless, any such 
woman using another effective method of family planning to 
prevent pregnancy should be encouraged to continue it even 
while she uses condoms and spermicides to prevent HIV 
infection (231). HIV can spread from a woman to her fetus 
during pregnancy. Therefore preventing pregnancy is espe- 
cially important if a woman or her partner is likely to be 
infected. 

Available evidence does not show that IUD use makes a 
woman more susceptible to HIV infection, but little research 
has been done todate. An Italian case-control study concluding 
that IUD use increased a woman's risk of 
being infected by an HIV-positive sexual 
partner (61 6) had serious methodologi- 
cal flaws (629). An analysis in Kenya that 
took account of other methods used 
found that current or past use of IUDs, 
injectables, and oral contraceptives did 
not affect the chances of being HIV-posi- 
tive, and use of condoms reduced the 
chances (61 3). 

There also has been little research on 
whether lUDs pose any special risk to a 
woman already infected with HIV. In 
practice, a WHO scientific group recom- 
mending eligibility criteria for various 
family planning methods concluded that 
HIV infection or high risk for HIV infec- 
tion, as with other STDs, rules out IUD 
use (565). HIV testing should not be re- 
quired for women who want IUDs, how- 
ever (599). Both the WHO scientific 
group and the IPPF International Medical 
Advisory Panel recommend that lUDs be 
removed from HIV-positive women 
(565, 599). 

There are no reports that HIV has been 
transmitted to a woman during IUD in- 
sertion or that a health care provider has 
been infected with HIV while inserting 
an IUD in an infected woman. Still, re- 
ports in Kenya suggest that concern about 
HIV transmission has affected providers' 
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practices. While many providers are more scrupulous about 
infection-prevention procedures when inserting IUDs, fear 
of AIDS may also be creating reluctance to insert IUDs (633). 

The same clinic procedures that protect both clients and 
health care providers against other infections also can pro- 
tect them against HIV infection. To avoid any risk of infecting 
a client during IUD insertion, providers should see that all 
instruments are high-level disinfected before each use (see 
box, p. 20). To avoid any risk of transmission from a client to 
a health care provider, standard procedures for preventing 
blood-bornediseases such as hepatitis B should be followed. 
Providers should: 

8 Wear latex or plastic gloves if hands might come in 
contact with blood, body fluids, or mucous membranes; 
Change gloves after each client; 

8 Wash hands immediately and thoroughly after any direct 
contact with blood, body fluids, or mucous membranes 
and after removing gloves; 
Take care to avoid pricking or cutting themselves with a 
syringe or other instrument that might have blood or body 
fluid on it; and 
Clean up blood spillswith disinfectant immediately (396, 
435, 635). 

J4/orldwide Use 
More than 106 million women worldwide are using IUDs, 
according to estimates based on findings of the Demo- 
graphic and Health Surveys and similar surveys (see Table 
2). Thus the IUD is the second most commonly used family 

Worldwide Region & country 

DEVELOPING AREAS 

- - 

Estimated 
Use Among 
Married 
Women of 
Reproductive 
Age 
MWRA = married women 
ol  reproducrive age 

Population Reports 

% of Number . . 

MWRA o f ~ ~ k 4  
Using IUDs (in 1,000s) 

Asia 

China .................... .3 3.0 
Indian Subcontinent. ......... 2.1 
Other Asian ............... .12.9 

Latin America & Caribbean ..... 6.2 
Near East & North Africa ...... .11.6 
Tropical Africa ............... 0.8 
All Developing Areas ......... .13.4 
All Developing Areas 

except China. ............... 5.0 

DEVELOPED AREAS 

Australia & New Zealand . . . . . . .  5.2 
Europe 

North (Scandinavia). . . . . . . . .  .18.2 
Other Europe (includes 

former USSR). ............. 7.2 

North America ............... 1.5 
All Developed Areas. .......... 5.3 

WORLD .................. 11.9 

World, except China. .......... 5.1 

World, except China & India .... 6.1 



planning method. after voluntary female sterilization (see 
Population Reports. Number One and Growing. Series C. 
No . 10. November 1990) and the most commonly used 
reversible method . The high numbers are attributable to 
China. where about two-thirds of the world's IUD users live . 
In most countries that have conducted more than one repre- 
sentative sample survey of contraceptive prevalence. IUD 
use has remained stable or increased since the 1970s . Where 
voluntary sterilization and injectable contraceptives are 
available. however. use of these methods has usually grown 
faster than IUD use (391 . 

Developing Countries 

The highest prevalence of IUD use in developing countries 
is in Vietnam and China. where 30% or more of married 
women of reproductive age use IUDs . In Vietnam the IUD 
accounts for almost two-thirdsof all contraceptive use (584) . 

In China the IUD and voluntary female sterilization are used 
by approximately equal numbers of women (66. 67) . lUDs 
are widely used in several other Asian countries. particularly 
in lndonesia and in Taiwan. where as early as the 1970s the 
government contracted with private physicians for IUD in- 
sertion and voluntary sterilization (606) . 
In the Near East and North Africa. the IUD is a leading 
method in several countries . In Egypt. Jordan. and Tunisia. 
sharp rises in the use of the IUD accounted for most of the 
growth in overall contraceptive prevalenceduring the 1980s 
(477. 489. 506. 51 8) . In two of these countries. Egypt and 
Jordan. the rise in IUD use came at the expense of the Pill . 
More than one-third of all contraceptors in Egypt. Jordan. 
and Tunisia now rely on lUDs (see Table 3) . In Turkey IUD 
use has also grown in recent years (388) . In 1988 IUD use . 
increased by about one-third after a 3-month mass-media 
campaign that encouraged people to visit clinics for family 
planning services (604) . 

Among 
Married 
Women of 
Reproductive 
Age as 
Reported in 
Representative 
Sample 
Surveys. 
1984- 1995 

Source: Demographic and 
Health Surveys except 
China (640). El Salvador 
1652). and India (598) 

Population Reports 

% Using % of 
% Using % of 

Region. Country Any Confracepfon Region. Coun fry Any Contraceptors 
& Year Mefhd IUDs Using IUDs & Year Mefhod IUDs Using IUDs 

AFRICA . SUB-SAHARAN 
Botswana 1988 ....... 35 
Burkina Faso 1993 ..... 8 
Burundi 1987 ......... 9 
Cameroon 1991 ....... 1 6 
Central African 

Republic 1994-95 .... 1 5 
..... C6te d'lvoire 1994 1 1  

.......... Ghana 1988 1 3 
1993 .............. 20 

Kenya1989 .......... 27 
1993 .............. 33 

Liberia 1986 ......... 6 
..... Madagascar 1992 17 

......... Malawi 1992 1 3 
Mali 1987 ........... 5 
Mauritius 1985 ....... 75 

1991 .............. 75 
........ Namibia 1992 29 

Niger 1992 .......... 4 
Nigeria 1990 ......... 6 

......... Rwanda 1992 21 
Senegal 1986 ......... 12 

1992-93 ........... 7 
Sudan 1989-90 ....... 9 
Swaziland 1988 ....... 21 
Tanzania 1991-92 ..... 10 

1994 .............. 20 
........... Togo 1988 1 2 

Uganda198849 ...... 5 ......... Zambia 1992 1 5 
Zimbabwe 1988-89 .... 45 

1994 .............. 48 
ASIA & PACIFIC 
Bangladesh 1991 ...... 40 

1993-94 ........... 45 
China 1988 .......... 72 

.............. 1992 83 
India 1992-93 ........ 40 
Indonesia 1987 ....... 51 

1991 .............. 50 
1994 .............. 55 

Pakistan 1990-91 ..... 12 1 
Philippines 1988 ...... 34 2 

1993 .............. 40 3 
Sri Lanka 1987 ....... 62 2 
Thailand 1987 ........ 68 7 
Vietnam 1988 ........ 53 33 
LATIN AMERICA & CARIBBEAN 

.......... Belize 1991 47 
Bolivia 1989 ......... 32 

1994 .............. 45 
Brazil 1986 .......... 66 
Colombia 1986 ....... 67 

.............. 1990 66 
Costa Rica 1986 ...... 70 
Dominican Rep . I986 . . 51 

1991 .............. 56 
Ecuador 1987 ........ 46 

1989 .............. 53 
El Salvador 1985 ...... 49 

1988 .............. 47 
1993 .............. 53 

...... Guatemala 1987 23 
Haiti1989 ........... 10 
lamaica 1989 ........ 55 
Mexico 1987 ......... 55 
Panama 1984 ........ 58 
Paraguay 1987 ....... 38 

1990 .............. 48 
Peru 1986 ........... 48 

1991-92 ........... 59 
Trinidad & Tobago 

1987 .............. 54 
NEAR EAST & NORTH AFRICA 
Egypt 1988-89 ....... 40 
lordan 1990 ......... 35 
Morocco 1987 ....... 37 

1992 .............. 42 
Tunkia 1988 ......... 51 
Turkey 1988 ......... 60 

1993 .............. 63 
Yemen 1991-92 ...... 10 
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In most Latin American and Caribbean countries, voluntary 
female sterilization and oral contraceptives are more com- 
monly used than IUDs. Among recently surveyed countries, 
the IUD is the most widely used modern contraceptive 
method only in Peru, where 22% of all contraceptors relied 
on it in 1991-93 (6221, and Bolivia, where 18% of all 
contraceptors used IUDs in 1994 (653). More than 10% of 
married women of reproductive age use IUDs in Colombia, 
Ecuador, Mexico, and Peru (see Table 3). 

In sub-Saharan Africa levelsof IUD use are generally the lowest 
in the world, as are overall contraceptive use rates. Among 
countries with surveys, Botswana has the highest level of IUD 
use, at 6% of married women of reproductive age (seeTable 3). 

I 
Developed Countries 

Among developed countries IUDs may be most widely used 
in Europe, where in some countries more than one-quarter 
of married women of reproductive age relied on IUDs ac- 
cording to surveys in the 1980s (297, 640). Surveys in the 
1990s report 15% of married women of reproductive age 
using IUDs in the Czech Republic and 11% in Slovakia but 
lower elsewhere- 5% in ~ e l ~ i u m ,  6% in Germany, and 4% 
in Romania (640). In Russia 33% of married women age 
20-49 surveyed in 1994 used IUDs. IUD users accounted 
for half of all contraceptive users (585). A recent survey in 
Kazakstan reported that 40% of married women use IUDs, 
accounting for two-thirds of all contraceptive use (611). In 
Canada, the US, Australia, New Zealand, and Japan, no 
more than about 5% of married women of reproductive age 
use lUDs (43, 187, 192, 220, 242, 324, 325). IUD use has 
leveled off or declined in many developed countries (1 81, 
242, 263, 295, 324, 325, 3901, in part because voluntary 
sterilization has become widely available and popular 
among older women (52, 182, 242, 324, 390). 

Planning Programs ' 
The safety, effectiveness, and acceptability of the currently 
available IUDs depend partly on the IUD itself but even 
more on the quality of IUD services. For the best outcome, 
family planning programs must assure: 

Careful screening of potential IUD users, 
Informative and empathetic counseling, 
Practical clinical training for health care providers, and 
Regular follow-up care and back-up medical care in case 
of complications. 

Family planning programs should offer lUDs along with 
other methods of contraception and help clients choose the 
methods that best suit them. Because serious misperceptions 
about lUDs persist in many places (589), programs need to 
make every effort to reach the public and providers with 
accurate information about IUDs. 

w 
Screening Potential IUD Users 

The IUD is a safe and effective contraceptive method for 
many women. Like any other method, however, it is better 
suited for some women than others. 
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Important Information 
  bout the TCu-380A IUD 
Very effective, convenient, long-lasting, reversible. 
The TCu-380A IUD is one o f  the safest and most effective 
family planning methods. I t  can be used right after givinl 
birth, during breastkeding, and any other time. I t  can be 
taken out if you want to become pregnant. 

JAttle to do once the IUD is in place 
Your IUD works by itself. You do not need to do anything to 
keep it working. 

Yw may have cramps for me t w t  few days, vaginal discharge 
m spouing for a few weeks, and somewhat heavier menstrual 
priods. 

You can chack h e  IUD strings l o  be sure the IUD is still in 
dace. Always wash your hands first. Then, with your finger, 
you should be ab!e to feel the IUD string in the vagina. Check 
once a week for the first mob. Then h k  after each menstrual 
period. If the string feels longer, shorter, or missing, or i f you 
feel something hard, come to the clinic. The IUD may be out 
of place. ' -"'I- '" 

- --- 
p* . A +&4 4: ,,.,. 

The IUD is safe for most women, but some should not 
use the IUD. 
Pregnant women should not have an IUD put in. 

Women who have a sexually transmitted disease (STD) or 
who think they might get an STD should not use IUDs. 
People can get STDs i f  they have more than one sexual partner 
or their sexual partner has other partners. 

If you already have an IUD and now mightgel a sexuallj 
transmilred disease, you should ust condoms dong with your 
IUD. A h  think about switching to e d i f k n l  family planning 
mthod. The IUD does not prevent sexual!y kansmitled 
diseases including AIDS. 

Please conre back... 
... For a routine checkup after your nexr menstrual period, 3 to 
6 weeks after the IUD is put in. The IUD is most likely to 
come out i n  the first month o f  use. 

.-If you have very heavy bleeding or bad pain in the belly, 
especially with fever, or i f  you mighlget or have an STD, i f  
you might k pgnanl .  or i f  th t  IUD might be out of place. 

... Any time you have any questions, problems, or concerns. 
Your family planning provider is always happy to help. 

... Any time you want the IUD taken oul. for any reason. 

You can keep your IUD for at least XO years. 
Your TCu-380A IUD may become less effective after 10 
years, it ntcds to & taken oul Ln 
[month, ycar]. A [rained family danning provides can take 
out your IUD. You can get a new IUD at the same tim* if 
you want. 

I d k. ** - 
Source: Hatcher et al. 1996 (597) 



The 
There are six steps to family planning counseling (see Population 
Reports, Cuumeting Guide, J-36, Deoember 1987). The provider 
can remember the steps using the English word "GATHER." '. --Greet cllents. The provider greets clients politely 

and gives them full atlention. 

-Ask clients abeut themselves. The provider asks 
clientsabout their family planning needs and dtains 

information that will help the provider advise and inform 
each client individually. 

-Tell clients about C d l y  phndng mdh& The 
I provider lists the avaflable family planning m&cds and 
clearly describes those &at interest theclient-how they work, ad- 

1 
vantages and disadvanhges, and possible side effecls. Even clients 
who immediately expms a pmference for the IUD or same other 
method s M d  know of other availabk methods for htum refer- 
ence and so Chcy an i n f m  Friends a d  family members. 

-Help clknts choose a method. Some women may 
havealreadydccided tha~ they want an IUD. Others 

may want advice and guidance from the provider. In either 
case the provider helps the woman decide an a safe method 
that sults her needs and plans. I f  the rnerhod is not qpropri- 
ate, the provider expjains why and helps the client select 
another method. I f  there are reasons that another method 
would be preferable, Lhe provider and client canpate the 
risks and benefits of the lUD and o f  other conlnceprive 
methods and consider the r i s h  of an unintended pregnancy. 
The find decision to use an IUD--or any other methi -  
must be an informed choke made by the client If possible, 
involving the husband in counseling is a good idea. In an 
African study husbands' wishes accounted for many IUD 
removals after postpartum insertion (592). 

mor- -mous compr , expul- 
1mb regnaney . 

R c o s c   turn  he cltllic w see mother provider; 

When a copper or hormonereleasing IUD should be replaced 

Women who understand that mild cramping and bleeding in  
the days following insertion and heavier menstrual periods 
while using an IUD are common and usually harmless will 
be less likely to have their IUDs removed unnecessarily 
(184,353). A study in Sri Lanka, for example, found that 
women who were counseled by specially trained midwives 
and ~alisfied IUD urns had side effects similar to those 
among women who received no special counseling. Never- 
theless, tha women who received special counseling kept 
their IUDs longer (353). In  Egypt women who received 
counseling w m  less likely to report common IUD side 
effects, mofi likely to seek immediate help when needed, 
and more Llhly lo use the IUD longer (512). Programs ma; 
be able to tailor counseling to help h i t  clients decide about 
IUD use and to use IUDs with greater sehfa#ion If they 
k e q ~  rrack ~f pcmnal reasons that IUD users give for 
having their IUDs removed (619). 'I 
I t  is helpful to give clients printed material to take home, par- 
tlcularly e card with the name and picture of the IUD, noring 
the dam of insertion and lime for rernpvalf398). (Prin~ed 
malaids can help providers, tw, h r l t l g  cousseting and 

Health care providers must be familiar with the medical 
conditions that make another method preferable or that rule 
out IUD use altogether (see box, pp. 28-29). The health care 
provider should question the client to find out if she has any 
of these conditions and, if not, perform a pelvic exam. All 
clients should be carefully evaluated for clinical signs of 
sexually transmitted diseases (395, 398) (see box, p. 21). 
When clients are at low risk of exposure to such diseases, 
routine lab tests are not necessary (634). If a woman shows 
signs of STDs, examiningfluids under a microscope can help 
determine appropriate treatment quickly (61 4). 

As part of the counseling process (see above), the health care 
provider also should seek to find out from the client whether 
she and her partner have a mutually faithful sexual relation- 
ship (to assess her potential exposure toSTDs). Sincewomen 
may find it difficult to speak openly about their sexual 
behavior or that of their sexual partners, family planning 
programs need to look for other ways to tell women about 
STD risk before they meet one-on-one with a provider to 
choose a method. Then women can decide for themselves 
whether an IUD suits them. For example, in the clinic a 

provider can address a group of clients to describe family 
planning methods, or radio broadcastscan describe who are 
good candidates for different methods. 

IUDs can be inserted postpartum within 48 hours or 
postabortion within seven days or, after four weeks postpar- 
tum, at any time the provider can be reasonably sure that the 
woman is not pregnant. There are several additional situ- 
ations in which postpartum or postabortion IUD insertion is 
not appropriate, however: 

Prolonged rupture of membranes (greater than 24 hours); 
Signs of abdominal or pelvic infection, including fever; 
lntrapartum or postpartum hemorrhage that continues 
after complete emptying of the uterus; 
Bleeding problems; or 
Trauma to the genital organs (487, 634). 

Counseling 
Counseling is an essential part of every family planning 
provider's role. Informative and empathetic counseling 
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To Counseling About IUDs 
help providers maintain accuracy and remember what to 
cover, and they help clients understand.) 

Thc client should be told if and how she will be notified 
when it is timc for thc IUD to be replaced. The family plan- 
ning program should kecp records for cach IUD user show- 
ing the type of IUD and when it was inserted. These records 
should be used to answer questions from women who have 
forgottcn when to have their IUDs replaced and to follow up 
uscrs when thc timc for replacement approaches. 

-Return for follow-up. When a woman has an IUD 
w ~ ~ ~ s c r t c d ,  shc and thc providcr should plan for a follow- 

ip visit three to six weeks later, after her next menscs. While 
no further scheduled follow-up visits are required for the safe 
use of thc IUD, the woman should be strongly encouraged to 
rcturn whenever she has questions or problems or if she wants 
the IUD removed (3 19,398). Also, she should return as soon as 
possible i f  she noticcs any warning signs (see box, p. 25). The 
provider should bc sure that thc woman knows both when and 
where to scek medical care (164). 

At thc follow-up visit three to six weeks after IUD insertion, 
the provider should ask about any menstrual problems, pain, 
or expulsion. A pelvic examination can be performed not 
only to check Ibr the IUD strings but also to look for signs of 
pelvic infection, which is most likely to occur within the first 
weeks after insertion (see p. 16) (7,82,436). The provider also 
should reassure thc client about any common side effects, 
remind her of the warning signs of IUD complications, and 
address any other concerns or questions she might have. 

Research has demonstrated that there is no reason to require 
IUD users to return to the clinic repeatedly at regular inter- 
vals when they are having no problems. In a study of more 

helps clients make the best choice of a contraceptive method 
and helps them use the method safely, effectively, and with 
satisfaction (see Population Reports, Counseling Makes a 
Difference, 1-35, November 1987). For IUD users, good 
counseling is as important as careful screening. As with 
every other family planning method, new users need to 
know what problems they might encounter. In particular, 
women using IUDs should understand that menstrual bleed- 
ing is likely to increase but this is seldom dangerous. Good 
counseling is the key to satisfied use. 

Where postpartum insertion of IUDs is available, i t  should 
ideally be discussed, along with other family planning op- 
tions, during the woman's prenatal care. Then, if shechooses 
an IUD, an experienced provider can place the IUD in the 

- uterus immediately after delivery of the placenta. Some 
programs counsel women about postpartum IUD insertion 
and perform the insertion during the first 48 hours after 
delivery (535). Providers should not try to counsel women 
or expect them to decide on a contraceptive method during 
labor. 
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than i 1,700 routine follow-up clinic visits by IUD users, 
only 72 visits detected a need for IUD rcmoval that the cli- 
ents themselves would not have recognized (601). Avoiding 
unnccessary routine visits saves resources to provide impor- 
tant services to other clients. IUD users are likely to benefit 
more if they are madc to fccl wclcomc to rcturn at any time 
that they have problems, questions, or concerns. 

To handle serious complications, programs should make 
arrangements with a referral medical center. The center 
should bc staffcd with surgcons and gynecologists and havc 
facilities for diagnostic and surgical procedures (436). 

Hcalth carc providcrs should remove coppcr-bearing and 
hormonal IUDs whcn the IUD rcaches the cnd of its ap- 
proved lifespan if i t  has not been removed sooner at the 
woman's request or for medical reasons. A ncw IUD can 
be inscrtcd immediately afterwards, without any waiting 
period, i f  a woman wants to continue using an IUD. If a 
woman is having no problems, the Lippes Loop and other 
nonmedicated IUDs do not need to be removed until meno- 
pause (7, 162). After menopause removal may be difficult 
because thc uterus shrinks and narrows (179). Of course, 
removal should be available promptly whenevcr a woman 
requests it and whatcvcr hcr reason. 

When a new IUD is being introduced, women using a differ- 
ent IUD may want to replace it with the new one. Because 
most IUD complications and pregnancies are most common 
just after insertion, changing IUDs unnecessarily should be 
discouraged. A woman should be encouraged to wait until 
her current IUD reaches the end of its approved lifespan or 
until it must bc rcmovcd for othcr rcasons. 

Training for Health Care Providers 

Safe and effective IUD use requires competent, well-trained 
health care providers. Training must cover how to insert and 
remove IUDs and how to communicate with clients. 

Clinical training. To be effective, training must include prac- 
tical experience in performing pelvic exams, IUD insertions, 
and removals (31 9, 436). The World Health Organization 
(WHO) advises that most trainees need to perform at least 50 
to 60 pelvic examinations and 10 to 15  IUD insertions under 
supervision before they have the skill and self-confidence to 
practice alone (1 26). The training should be flexible, how- 
ever, to allow for as many insertions as needed. Training also 
should emphasize the management of side effects. Practical 
training should be done in small groups to assure adequate 
supervision (1 26, 287). Special training is needed for post- 
partum IUD insertion. When health care providers return to 
their jobs, they need to continue inserting and removing 
IUDs regularly in order to maintain their skills (287, 31 9). 



WHO Scientific Group Updates Eligibility 
Guidelines for Copper IUDs 
A World Health Organization (WHO) scientific working 
group recently developed up-to-date recommended eligibil- 
ity criteria for all major contraceptive methods including 
IUDs (565). The group based its recommendations on an 
assessment of research findings. To date, lists of eligibility 
criteria, or contraindications, in IUD training prdocok have 
differed widely (574). The consensus reached by the WHO 
group of scientists from around the world should help 
resolve these conflicrs. 

The WHO scientific group classified medical conditions into 
four categories. In situations where doctors and nurses are 
not available to assess spmific cases, these four categories 

can be simplified into two categories-conditions in which 
the method is safe and effective, and conditions in which the 
method should not be used. 

These crileria refer to a client's characteristics or known 
preexisting medical conditions. For the most part, these char 
acteristics or conditions can be detected by asking the client 
questions or, in the case of IUDs, making observations dur- 
ing the pelvic examination. Other physical examination or 
laboratory tests generally are not necessary. 

Eligibility criteria for sru~ting use of a copper-bearing IUD, as 
categorized by the WHO scientific working group, are as follows 

Safe and Effective to Use Copper-Bearing IUD 
WHO Category 1: 

These conditions da not r e s tk t  use of copper-bearing IUDs: 

Had pelvic inflammatory disease (PID) in the past, has 
been pregnant since, and is not now at rkk of STDs. 

Past ectopic pregnancy. 

Irregular menstrual patterns wirhout heavy bleeding. 

Just had an IUD removed because its period of effective- 
ness had ended. 

IUD was expelled and client wants to try again. 

Just had first-trimester abortion or miscarriage and no 
infection or risk of infection. 

Breastfeeding. 

Previous cesarian section. 

Diabetes. 

Current or past cardiovascular diseases or cardiovascular 
problems caused by diabetes; high blood pressure; 
stroke; deep or superficial venous thrombosis; pulmo- 
nary embolism; valvular heart disease wirhout complica- 
tions; ischemic hearc disease; hyperlipidemia. 

Headaches, including severe headaches and migraines. 

Current or past breast cancer or benign breast disease. 

Current or past liver or gallbladder disease. 

Malaria; schistosomiasis; tuberculosis (other than pelvic 
tuberculosis); viral hepatitis. 

15. Obesity. 

16. Smoking. 

17. Epilepsy. 

18. Cervical intraepithelial neoplasia or cervical ectropion. 

19. Thyroid conditions. 

20. History of preeclampsia. 

21. Benign ovarian tumors including cysts. 

WHO Category 2: 

Advantages generally mfweigh  theoretical or proven 
disadvantages, and copper-bearing IUDs generaliy caa 
be provided without restriction in these conditions: 

I .  Less than 48 hours postpartum. 

2. Had pelvic inflammatory disease in the past, has not beer 
pregnant since, and is not now at risk of STDs. 

3. Childless or age 20 or younger. IUD expulsion more 
likely than in older women or women with children. 

4. Heavy or prolonged menstrual bleeding without clinical 
signs ofanemia. 

5. Severe menstrual cramps. 

6. Iron-deficiency anemia. 

7. Uterine fibroids, very narrow cervical canal, cervical 
lacerations, or other anatomical abnormality that does 
nut distort the uterus. 

8. Vaginitis without purulent cervicitis. 

9. Endometriosis. 

10. Valvular heart disease with complications. (The woman 
should take antibiotics before IUD insertion.) 

I 1. Sickle cell disease. 

12. Thalassemia. 

13. Just had a second-trimester abortion. 

POPULATION REPORTS 



Qhadd Nat Use Copper-Eeartw IUD 
WHO Categay '3: WHO Category 4r 
Conditions in which rower-bearing IUDs an WBICOI& ndt Cvrcdirions t h i n &  i?ut use of capper-bearing jUDsr 
~ecarnmcdd,  brrf a cibclor or narrsc m y  makc an cxccp- la g,,an,.ym 
!ion in irrdivid&d ~rrscs; 

.Z Acrivc STD (including purulent ccrricitis) or PID now or 
Klgh risk for STDs (rhal is, currently has CH likely will in the last lhrac months, 

Benign trophoblast disease. 6. Cenhal, endomc~rjal, w ovariancanoer awaiting 
treatment; malignant rrophobIast disease. 

7. Pelvic tuberculosis. 

In general, any woman who does not have a condition in WHO Categories 3 or 4 can use a copper-bearing IUD. 
. . T :.- .w--- - -E- I I . .--- - . - - .- - 7 .  

, - I 

The best training is competency-based-that is, each trainee 
i s  trained until competent to provide IUD services. The 
competency-based approach recognizes that different 
providers will need differing amounts of practice before they 
are competent. The approach also requires training pro- 
grams to recognize that some providers will not achieve 
competence during a training course and therefore cannot 
be certified as competent (571). 

The value of the competency-based approach for training in 
IUD insertion has been demonstrated. The Johns Hopkins 
Program for International Education in Reproductive Health 
(JHPIEGO) has developed competency-based training for 
trainers of IUD insertion (614).'ln a comparative study in 
Thailand, a higher percentage of the midwives who learned 
from these trainers achieved competency during the training 
course than midwives whose trainers were trained by con- 
ventional techniques. Also, the clients of these midwives 
were more satisfied with the services that they received, and 
the training cost less. Among the key elements of the 
JHPIEGO approach are standardization of the way the train- 
ers themselves provide IUD services, practicing insertion on 
a pelvic model until competent before practicing with actual 
clients, and assessing clinical skills before the course to 
ascertain where each trainee needs to improve. Even with 
the conventional training, the Thai midwives needed an 
average of just 6.5 practices with clients. With the new 
training approach, however, midwives were competent after 
an average of only 1.6 practices with clients, and 98% of the 
midwives achieved competence after only three practices 
with clients (571 1. 

Thorough training in IUD insertion along with careful coun- 
seling and follow-up lead to longer IUD use. In areas of Sri 
Lanka where doctors and public health midwives received 
refresher training that emphasized insertion technique, 
counseling, and follow-up, rates of discontinuation due to 
expulsion or complications were significantly lower than 
where there was no special training (107, 353). 

Training in  communication. As noted, family planning 
providers who offer IUDs must be able to counsel clients 

need both training in counseling techniques and accurate 
information about IUDs. Providers themselves may believe 
some of the false rumors about IUDs-that the IUD can 
travel to the heart or brain, or that the IUD string can become 
wrapped around a man's penis during intercourse, for exam- 
ple. Effective training identifies trainees' misperceptions and 
addresses then directly. The result can be a new and positive 
attitude toward IUDs (593). Program managers, ministry 
officials, and other decision-makers also need updates on 
IUDs. Without such updates, they may not be aware that 
recent scientific findings show the modern IUD to be a safe, 
highly effective, and comfortable method for many women. 

The role of nurses, midwives, and paramedics. In Chile, 
China, Ecuador, Ghana, Indonesia, Nigeria, Sweden, Thai- 
land, Turkey, the US, and many other countries, nurses, 
midwives, or paramedical workers routinely insert IUDs (51, 
203, 268, 270, 351, 429, 436, 448, 482). Studies in a 
number of countries have found that with appropriate train- 
ing these health care personnel provide safe and effective 
IUD services (18, 35, 268, 293, 31 3, 353, 436, 439, 448, 
482, 484). A WHO study in the Philippines and Turkey, for 
example, found that assistant nurse-midwives and doctors 

When providers are well trained in clinical skills and counseling, IUD 
accurately and em pathetically. To do so, they themselves effectiveness and safety are maximized, and clients are most satisfied. 
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inserting IUDs were equally able to identify eligibility crite- 
ria and complications of IUD use. Furthermore, rates of 
expulsion, pregnancy, medical removal, and continuation 
were similar in the clients of the two types of providers (439). 
A Brazilian study also found no significant differences in 
complication or continuation rates between women ran- 
domly assigned for IUD insertion to a doctor or to a nurse 
(35). Where nurses, midwives, or paramedical workers pro- 
vide IUD services, doctors should be readily available for 
supervision, consultation, and, when necessary, diagnosis 
and treatment of complications. 

Community health workers, trained traditional midwives, 
and other briefly trained health care personnel also can play 
an important role in IUD services. With appropriate training 
they can tell women about IUDs and other methodsand help 
in counseling about routine side effects, recognizing com- 
plications, and referring women for medical care when 

necessary (1 25,436). Satisfied IUD users also can be helpful 
in spreading the word about IUDs. In Sri Lanka, where 
midwives were teamed with satisfied IUD users, they re- 
cruited an average of two-thirds more new clients than 
midwives alone (1 07, 353). 

Now that long-lasting second-generation copper IUDs have 
become available and research has identified the appropri- 
ate users, attention is focusing more on improving the way 
that programs provide IUDs. As with all family planning 
methods, it is  essential to help the client decide whether the 
IUD suits her needs or, if the IUD is not medically appropri- 
ate, to encourage her to choose another method. At the same 
time, well-trained providers are needed to insert and remove 
IUDs properly and to help whenever the user has a problem. 
When the right women are using IUDs with the right pro- , 

gram support, the result is effective, safe contraception and 
satisfied users. 
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