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IUDs—An Update

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

Effective for the Long Term

Large 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 lUD. The TCu-380A is
now the most widely available [UD and one of the most
effective 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,
only 2.1 per 100 became pregnant in 10 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 {UD, now approved
in 10 countries, may be the most effective of all IlUDs, 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 lUDs 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 is now clear that an increased risk of
pelvic inflammatory disease, or PID (infection in the upper
genital tract), is concentrated in the first month after JlUD
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 lUD
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 I[UDs 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 safely. For example:

¢ IUDs can be inserted at any time during the menstrual
cycle if it is reasonably certain the woman is not pregnant.

o Current genital infection and high STD risk rule out IUD
use, but past ectopic pregnancy and past PID do not.

* 1UDs 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 lUD taken out.

e A woman of any age can use an |lUD, 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.

e Properly trained providers can safely insert [UDs immedi-
ately after childbirth or early abortion.

o With training, not only doctors but also nurses, midwives,
and other health care providers can safely insert lUDs.

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 1UDs.

(2) Careful and gentle insertion using high-level disinfected
instruments, a sterile IlUD, 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 ITUD that meets a woman’s
needs, to minimize any PID risk associated with re-insertion.
(4) Informative and empathetic counseling. An 1UD 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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Background

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 improved IUDs have been
thoroughly tested, attention is shifting 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 (137, 216). In the
late 1960s researchers discovered that adding copper to a
plastic lUD 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 IlUDs was devel-
oped, including the TCu-380A, the TCu-220C, the Nova T,
the Multiload-375 (MLCu-375), and others (see pp. 18-19).
These IUDs last longer and are even more effective. IUDs
that release a hormone in the uterus also were developed in
the 1970s (5, 530).

International donor agencies are now providing second-
generation copper |UDs for use in developing-country
programs. The United States Agency for International Devel-
opment (USAID), one of the major international donors of
1UDs, 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 lUD is effective
and long-lasting, USAID now supplies only the TCu-380Ain
response to programs that request IUDs (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.

US Situation

The introduction of the TCu-380A in the
US in 1988 filled a gap created in the
mid-1980s when US manufacturers
stopped selling the Saf-T-Coil (139), 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 Progestasert® 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 (1171).

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 IUDs 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 (139, 246).

The manufacturer took the copper Cu-7 and TCu-200 off the
market in 1986 for a somewhat different reason. Over 800
lawsuits had been filed against the company, charging that
the 1UDs had injured their users. As a result, continuing
liability insurance became unavailable (316). 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
IUDs (457). The US FDA did not request that these IUDs be
taken off the market, and the agency never recommended
that women have these 1UDs 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). IUDs
became a particular target for US lawsuits because research
in the mid 1970s linked one 1UD, 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, 111, 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 1UDs
unsafe {97). As IUDs became less available, lUD 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 companies stopped 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 (2, 6, 8,159,
161, 274). A World Health Organization (WHQO) Scientific
Group, convened in 1986 to review the safety of IlUDs, 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 IUDs 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.

I UD Performance

IUDs 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 IUDs

Medicated IUDs 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 IUDs 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 1UDs are the TCu-380A, TCu-220C,
Nova T, and Multiload-375 (MLCu-375).

Hormone-releasing IlUDs 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 ug 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 (610). Since
the early 1990s it has been approved for use in Denmark,
Finland, Norway, and Sweden (497, 610). Recently, the
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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. ThisIUD isno
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 1UD consisting of six
copper sleeves on a surgical nylon thread is called the
FlexiGard 330, GyneFix™, 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 IUDs

Second-generation copper IUDs are much more effective
and have fewer side effects than unmedicated 1UDs. The
copper 1UDs 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 1UDs, and it generally reduces men-
strual bleeding, while copper lUDs 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 1UD 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 {UD 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 IUDs 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 Pregnancy

Research has shed new light on how IUDs prevent pregnancy.
Studies suggest that IUDs prevent sperm from fertilizing ova
(437, 501, 544). Current evidence does not support the
common belief that the IUD usually works by preventing
implantation (501).

Researchers in Chile recovered ova from 56 women using
various IUDs and |15 women not using contraception. The
rescarchers were significantly less likely to recover ova from
the fallopian tubes of the IUD users, especially those using
copper IUDs, than from the other women. Fourteen of the
IUD users and 20 of the nonusers had recently had sexual
intercourse around the time of ovulation. None of the ova
recovered from these IUD users showed clear signs of
fertilization and normal embryonic development. In contrast,
half of the ova recovered from the nonusers did (478). These
results provide the clearest evidence to date that IUDs work
chiefly by preventing fertilization.

Studies using assays for human chorionic gonadotropin
(hCG), a hormone secreted by cells surrounding the fertilized
ovum, also suggest that IUDs generally prevent fertilization
(317, 416, 427). Thesc assays can detect fertilization within
7 to 10 days, well before implantation of a fertilized ovum is
complete (106, 198, 437). Two studies of women using

most effective of these. Pregnancy rates for all major IUDs
are fess than one per 100 women per year (see Table 1). They
are at least as effective as Norplant® implants, injectable
contraceptives, and voluntary male or female sterilization
(331, 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 LNG-20 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-
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 condoms
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mainly copper IUDs have found hCG assays indicating fertili-
zation in less than one percent of menstrual cycles (317, 427).

Copper IUDs affect ova and sperm in various ways. They
stimulate a pronounced inflammatory reaction, or foreign-
body response, in the uterus, The concentration of various
types of white blood cells, prostaglandins, and enzymes in
uterine and tubal fluids increases markedly (174, 243, 264,
312, 322, 437), especially with copper IUDs (235). These
changes may interfere with transport of sperm in the genital
tract and may damage sperm and ova so that fertilization is
impossible (260, 437). In most studies fewer sperm are found
in the fallopian tubces, where fertilization is thought to take
place, in IUD users than in nonusers (12, 193, 312, 386).
Various types of white blood cells probably consume many
sperm in the uterus (312). Other sperm may be damaged so
that they cannot move into the fallopian tubes (260). Thus,
while the precise mechanism of action of copper IUDs is still
not certain, most likely the primary action is altering the func-
tion or survival of sperm and ova before they can meet (501).
In contrast, the LNG-20 IUD, although it also prevents sperm

and ova from joining, has a primarily hormonal mode of
action, probably working chiefly by thickening cervical
mucus so that sperm cannot pass through it (610).

at 18 per 100 (122). A 1980 Philippine survey also 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 |UDs longer than most other reversible contra-
ceptive methods. In large multicenter trials in developing
countries, about 70 to more than 90 per 100 women were
still using their IUDs one 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 Norplantimplants (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 UD users compared with
42% 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 IlUDs in place after 12 months,
as did 64% of Lippes Loop users (621).
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12-MONTH RATES
Cole et al. 1985 (73) Costa Rica, Egypt, Panama,  Noncompeting TCu-380Ag 737 03 33 36 —0.4——909
Yugoslavia MLCu-375 740 0.8 41 36 —1.1—887
Indian Council of India Competing LNG 475 0.0 65 138" 1.5 1.5 745
Medical Research 1989 TCu-380Ag 434 08 53 7.1 08 08 835
(517) TCu-220C 496 0.0 48 6.0" 1.1 1.1 84.4
TCu-200B 500 09 59 57" 20 20 822
Luukkainen et al. 1983 Denmark, Finland, Sweden ~ Noncompeting ~ Nova T 918 08 58 119 25 09 76.1
(226) TCu-200Ag 947 2.1 46 122 20 1.5 767
Luukkainen et al. 1987 Denmark, Finland, Hungary, Competing Nova T 937 09 37 75 NA 3.1 822
(224) Norway, Sweden LNG-20 1,821 0.1 35 87 NA 33 79.7
Sastrawinata et al. 1991 Indonesia Noncompeting ~ TCu-380A 946 0.4 60 1.6 —09—903
(540) Lippes Loop D 943 14 57 19 —08—90.0
MLCu-375 948 14 38 1.1 —09—0916
Sivin & Stern 1979 (332) Canada, US Competing TCu-200 1,014 2.1 71 103 —36—725
TCu-220C 1,097 09 80 115 —23-—-735
TCu-200 1,851 3.1 71 t15 —28—70.8
TCu-380A 1,679 1.00 7.1 142 —3.0—69.7
Sivin et al. 19874 (335) Brazil, Chile, Dominican Competing TCu-380Ag 1,120 03 55 70¢ 09 28 79.8
Rep., Egypt, Singapore, US LNG-20 1,124 0.2 6.0 109 1.0 34 735
Van Dierendonck et al. Nigeria Noncompeting ~ MLCu-250 653 1.8 24 27 —19—2879
1992 (560) MLCu-375 586 0.2 21 25 —1.8—-873
Wilson 1992 (564) New Zealand Competing Nova T 608 20 43 89 22 20 819
MLCu-375 586 1.2 19 60 1.1 0.6%896
MLCu-250Ag 596 08 1.6 78 057 09 887
WHO 1982 (444) Egypt, Hungary, india, Noncompeting ~ TCu-220C 984 0.5° 370 22™ 05 1.2 763
Philippines, Thailand, UK, Lippes Loop D 992 1.9 7.8 45" 01 05 68.8"
US, USSR, W. Germany Cu-7 994 1.9 63 3.6 0.1 1.3 70.6
WHO 1994 (648) 19 centers in 9 countries Noncompeting ~ TCu-380A 1,823 08 38 NA NA NA 882
MLCu-375 1,832 1.2 3.6 NA NA NA 89.1
WHO 1995 (649) 28 centers in 13 countries Noncompeting ~ TCu-380A 2,184 06 24 36 03 02 899
FlexiGard 2,102 1.2 57° 31 00 0.2 865
24-MONTH RATES
Champion et al. 1988 Panama, Yugoslavia Noncompeting ~ TCu-380Ag 441 06 45 78 —05—79.7
(496) MLCu-375 441 1.3 56 76 —1.3—766
Indian Council of India Competing LNG 475 00 9.2 219" 1.8 21 587
Medical Research 1989 TCu-380Ag 434 1.0 7.1 108" 08 1.5 699
(517) TCu-220C 496 0.0 7.1 9.9» 1.2 1.9 66.6
TCu-2208 500 09 7.7 88 12 31 6838
Luukkainen et al. 1983 Denmark, Finland, Sweden  Noncompeting Nova T 918 .80 7.8 19.1 3.3 21 516
(226) TCu-200Ag 947 48 6.0 164 27 32 647
Sastrawinata et al. 1991 indonesia Noncompeting ~ TCu-380A 946 1.2 67 23 —1.7—855
(540) Lippes Loop D 943 22 75 26 —1.1—850
MLCu-375 948 2.7 53 1.7 —13—2854
Sivin & Stern 1979 (332) Canada, US Competing TCu-200 1,014 5.0 9.0 161 —5.0——559
TCu-220C 1,097 1.8 9.8 171 —4.0—59.7
TCu-200 1,851 56 83 189* —4.3—500
TCu-380A 1,679  1.00 95 237 ——4.7 —50.1
Sivin et al. 19871 (335) Brazil, Chile, Dominican Competing TCu-380Ag 1,120 0.7 6.1 115« 1.5 46 67.5
Rep., Egypt, Singapore, US LNG-20 1,124 0.2 73 17.0¢ 1.3 56 594
Van Dierendonck et al. Nigeria Noncompeting ~ MLCu-250 653 1.8 24 30 —27—843
1992 (560) MLCu-375 586 02 24 33 —1.8—844
Wilson 1992 (564) New Zealand Competing Nova T 608 4.0 6.1 156 32 26 718
MLCu-375 586 2.0 28 135 1.8 19 794
MLCu-250Ag 596 3.2 25 147 1.1 1.4 785
WHO 1982 (444) Eﬁyf)t, Hungary, India, Noncompeting ~ TCu-220C 984 1.77 6.1" 3.9 05 29 60.3
Philippines, Thailand, UK, Lippes LoopD 992 3.7 10.0 79" 03 1.4 548
US, USSR, W. Germany Cu-7 994 36 79 65" 0.1 37 555
WHO 1994 (648) 19 centers in 9 countries Noncompeting ~ TCu-380A 1,823 1.3 47 NA NA NA 820
MLCu-375 1,832 22 52 NA  NA NA 822
WHO 1995 (649) 28 centers in 13 countries Noncompeting ~ TCu-380A 2,184 1.1 34 61 08 04 829
Flexigard 2,102 1.7 64 47 06 0.1 818
Population Reports
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Table 1 (continued)

Author & Date
(Ref. No.)

36-MONTH RATES

Champion et al. 1988
(496)

Indian Council of
Medical Research 1989
(517)

Luukkainen et al. 1983
(226)
Toivonen et al. 1991 (556)

Wilson 1992 (564)

WHO 1988 (307)

WHO 1994 (648)
WHO 1995 (649)

48-MONTH RATES

Luukkainen et al. 1983
(226)

WHO 1988 (307)

60-MONTH RATES
Anderson et al. 1994 (573)
Luukkainen et al. 1983
(226)

Sivin et al. 1990 (546)

WHO 1988 (307)

72-MONTH RATES
WHO 1988 (625)

84-MONTH RATES
Sivin et al. 1991 (549)

WHO 1990 (566)

96-MONTH RATES
WHO 1988 (625)

120-MONTH RATES
WHO 1993 (625)

Place

Panama, Yugoslavia

India

Denmark, Finland, Sweden
Denmark, Finland, Hungary,
Norway, Sweden

New Zealand

13 centers in 11 countries
19 centers worldwide

19 centers in 9 countries

28 centers in 13 countries

Denmark, Finland, Sweden
13 centers in 11 countries

19 centers worldwide

Denmark, Finland, Hungary,
Norway, Sweden

Denmark, Finland, Sweden
Brazil, Chile, Dominican
Rep., Egypt, Singapore, US
13 centers in 11 countries

19 centers worldwide

13 centers in 11 countries

Brazil, Chile, Dominican
Rep., Egypt, Singapore, US

13 centers worldwide

13 centers in 11 countries

13 centers in 11 countries

Life-Table 1UDs No. of
Method? Studied Women
Noncompeting  TCu-380Ag 441
MLCu-375 441
Competing LNG 475
TCu-380Ag 434
TCu-220C 496
TCu-2008 500
Noncompeting  Nova T 918
TCu-200Ag 947
Noncompeting  Nova T 937
LNG-20 1,821
Competing Nova T 608
MLCu-375 586
MLCu-250Ag 596
Noncompeting ~ TCu-380A 1,396
TCu-220C 1,396
Noncompeting ~ Nova T 1,847
TCu-220C 1,881
Noncompeting ~ TCu-380A 1,823
MLCu-375 1,832
Noncompeting ~ TCu-380A 2,184
Flexigard 2,102
Noncompeting  Nova T 918
TCu-200Ag 947
Noncompeting ~ TCu-380A 1,396
TCu-220C 1,396
Noncompeting  Nova T 1,847
TCu-220C 1,881
Competing Nova T 937
LNG-20 1,821
Noncompeting  Nova T 918
TCu-200Ag 947
Noncompeting ~ TCu-380Ag 1,121
LNG-20 1,124
Noncompeting ~ TCu-380A 1,396
TCu-220C 1,396
Noncompeting  Nova T 1,847
TCu-220C 1,881
Noncompeting  TCu-380A 1,396
TCu-220C 1,396
Noncompeting ~ TCu-380Ag 1,121
LNG-20 1,125
Noncompeting ~ TCu-380A 1,396
TCu-220C 1,396
Noncompeting ~ TCu-380A 1,396
TCu-220C 1,396
Noncompeting  TCu-380A 1,396
TCu-220C 1,396

Rate per 100 Women of Removal for:

*Reported as statistically sigmificant difference. (tn studies comparing three IUDs, the asterisked rale is significanily
different from both orher rates except where noted.)

“Life-table techniques are used to calculate rates of removal and continuation taking into account the varying lengths of time
that women remain in a study, Noncompeting life-table rates, also kinown as gross cumulative rates or, by e World Health
Organization, as curmatative net probability rates, are the discontinuation rates for a single event among cument users. That
is, when the rate is calculated, discontinuations for ather reasons are taken into account. Competing rates, also catled net
cumulative rates or cumulative crude rates, are cumulative discontineation rates for an event among all users without
adjusting for other events, Noncompeting rates are most appropriate for comparing event rates among different devices,
Competing rates provide an estimate of overall IUD performance, shawing the redative importance of diffurent reasons for
discontinuation. Compreting rates may he unrefiable when comparing specific reasons for discontinuation between devices,

"ncludes removals for amenorrhea: at 12 months, 5.4 for the LNG, 0.8 for the TCu-380Ag, 0.0 for the TCu-220C, and

1.7 for the TCu-2008. At 24 munths, 10.3 for the LNG, 0.8 for the TCu-380Ag, 0.3 fur the TCu-220C, and 1.5 for the
TCu-2008. At 36 months, 14,1 for the LNG, (1.4 for the TCu-380Ag, 0.3 for the TCu-220C, and 3.2 for the TCu-2008,

. 'TCu-380A and MLCu-375 significantly different
"1 3-month rates

£
o
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Bros §
58 £ 5
S® & 3
<a & ®
0.6 5.4 8.8
1.8 6.5 114
0.0 106 27.9%h
1.0 7.6 13.4b
0.3 8.3 15.4b
1.6 8.5 14.60
2.7 9.8 250
6.5 6.8 23.2
3.7 5.4 143
0.3* 53 157
6.5 7.2 215
3.2% 4.8 185
5.7 4.3 219
1.0 69 125
3.3 7.7 11.6
6.4 6.0 0.5
44" 6.6 11.4
1.6 5.2 NA
29 6.4 NA
1.7 4.4 7.5
2.0 74 7.5
2.9 11.0 30.0
7.1 9.0 27.2
1.1 7.7 14.4
39 8.4 14.1
8.4 6.2 11.6
5.1° 7.0 131
4.2 5.5 20.4
0.3 49 194
3.4" 125 34.7
8.7 99 29.8
1.4 7.4 237
1.1 11.8 35,1«
1.4 8.0 173
3.9 9.1 164
10.0 6.2 134
54 7.6 145
1.7 8.2 NA
4.6 9.9 NA
1.4 8.4° 31.1°
1.1 11.7 450+
1.6 8.6 22.7
49 100 19.8
21" 103 NA
5.1 111 NA
2.3 104 NA
5.7 11.6 NA
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1.8 4.2
1.2 3.0
1.7 4.2
1.2 6.0
46 2.8
49 4.4
2.0 7.5
0.5 14.0
3.6 3.0
1.8 4.0
1.7 3.2
0.1 1.7
0.3 0.9
0.3 1.6
0.2 1.4
NA NA
NA NA
0.4 0.4
0.1 0.7
5.9 3.4
6.0 7.9
0.1 2.3
0.4 1.4
0.4 1.7
0.2 2.1
1.6 8.7
0.6° 6.4
7.2 5.1
6.5 8.3
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—16.9 —
0.1 2.4
0.6 1.5
0.4 2.0
0.2 2.8
NA NA
NA NA
3.6 20.4
3.6 233
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NA NA
NA NA
NA NA
NA NA
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“Includes removals for amenomhea: at 13 months, 0.1 for the TCu- m()A§ and 4.9 for the LNG-20; at 25 months, 0.2

for the TCu-380Ag and 8.4 for the LNG-20; at £ meniths, 0.4 for the

months, 1,1 for the TCu-380Ag and 24.h for the LNG-20.

'MLCu-250Ag and Nava T sigiificantly different
*MLCu-375 and Nowva T significantly different
"Remawvals for hleeding only

"Lippes Loop and TCu-220C significantly different
125-month rates

Cu-380Ag and 1.7 for the LNG-2(); at 84
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Bleeding and Pain

Increased menstrual bleeding, often with pain, is the most
common problem of lUD 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
Loops and 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 lUDs 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 (10, 132,135, 167, 437); with copper lUDs, 20%
to 50% (115, 135,167, 207, 212, 229).

Unlike other 1UDs, 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

of the progestin hormone that they release (131, 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
(517, 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 lUDs, 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 (10). Thus
increased bleeding with copper and unmedicated 1UDs
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 1UDs show significant declines in levels of serum

Clinical trials show that all of the widely used copper IUDs
are effective for at least five years and many are effective
longer (21, 225, 226, 307, 380, 383, 405, 451, 453, 491, 547,
549, 566). The only 1UD currently approved for more than
five years, however, is the TCu-380A, which in 1993 was ap-
proved by the United States Food and Drug Administration
for 10 years of use (620). Regulatory approvals are generally
based on effectiveness demonstrated in clinical trials but must
await the sponsor's application and often lag behind the latest
research findings.

Long-term randomized clinical trials of copper IUDs report
low cumulative pregnancy rates for the second-generation
copper IlUDs—after 10 years, 2.1 per 100 women with the
TCu-380A and 5.7 with the TCu-220C, and after five years,
3.4 to 10.0 in three trials with the Nova T (226, 307, 566, 573,
625) (see Table ). In WHO comparative trials the TCu-380A
was significantly more effective than the TCu-220C (625),
and the TCu-220C was significantly more effective than the
Nova T (307). In a WHO 3-year comparative trial the preg-
nancy rate for the MLCu-375 was low, at 2,9 pregnancies per
100 women, but this IUD was significantly less effective than
the TCu-380A, at a rate of 1.6 (648) (see Table 1). By com-
parison, nonrandomized trials of the TCu-200, a first-genera-
tion copper IUD with less copper, reported generally higher
5-year pregnancy rates—from 7 to 12 per 100 women (331,
451, 453).

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

WHO clinical trials annual pregnancy rates for the TCu-220C
fell from 1.3 during the first two years to 0.5 during the third
through fifth years to 0.4 during the sixth through eighth
years. Over the same period annual pregnancy rates for the
TCu-380A fell from 0.3 to 0.1 (545). Over 10 years of use
pregnancy rates averaged less than 0.5 per 100 women per
year for the TCu-380A and less than 1.0 for the TCu-220C
from the second year of use (625). This study has continued
through 12 years of use, and data covering the last two years
will be published in 1996.

The fall in annual pregnancy rates after the first two years of
1UD 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). Also, women whose IUDs are improp-
erly inserted, are expelled without their noticing, or perforate
the uterus are most likely to become pregnant early in the
study. Declining annual pregnancy rates over long periods are
seen also in women using inert devices such as the Lippes
Loop (385).

As researchers study women using second-generation copper
IUDs for increasing lengths of time, the approved lifespans of
some copper [UDs may be further extended. Less frequent
replacement reduces the risks of pelvic inflammatory disease,
perforation, and other complications that mainly occur at or
soon after insertion. Also, less frequent insertions cost less
and are 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 {10,
115, 117, 134, 147, 167, 188, 378, 481). Others find no
changes (212, 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 1UDs
(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
{(615). 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 1UDs, by reducing menstrual bleeding
and sometimes stopping it completely, may actually protect
against anemia (479, 531, 588). The Dominican Republic
study found that women who used the LNG-20 for more than

ciesricdall

“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.

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).

P—"

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 uterine wall or cervix, or complete, with
the lUD 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 [UDs by laparo-
scopy. While copper IlUDs 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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449). The IPPF International Medical Advisory Panel con-
siders this necessary only if the woman has abdominal
symptoms (164).

Expulsion

After lUD insertion, uterine contractions 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 (173, 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 {UDs (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). Thisis 2'/2to 5 times
more often than in other women (186, 413, 459). More than
half of the spontaneous abortions in IUD users occur in the
second trimester (215, 358). Early studies found that septic
(infected) second-trimester spontaneous abortion—a rare
but life-threatening event—was more common in women
whose [UDs were leftin place than in women not using IUDs
at the time of conception (109). This increase in risk was
associated, however, with the Dalkon Shield lUD, 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 IlUD
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 1UD left in place during pregnancy also increases the risk
of premature delivery (413, 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) (152, 232, 276, 344, 371, 413, 488, 557).

Ectopic Pregnancies

Mounting evidence indicates that most lUDs help to protect
against ectopic pregnancy while they are in use. Inthe WHO
multicenter study, lUD 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). Arecent 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, 1UDs provide less protection against ectopic
pregnancy than consistently used oral contraceptives (261,
442, 576) or barrier methods (442, 623).

JUDs 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 lUD user is uncommon, however. Thus
ectopic pregnancy in an lUD user is rare. For most of the
widely used I1UDs, 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
IUD:s, ectopic pregnancy rates seem to reflect overall effec-
tiveness. For example, two of the most effective IUDs, the
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TCu-380A and MLCu-375, have the lowest ectopic preg-
nancy rates—0.25 and:close 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, 556),
perhaps because it sometimes suppresses ovulation (257). In
contrast, the Progestasert has had higher rates—4 to 5 per
1,000 woman-years (116, 327, 400).

While some questions about 1UDs and ectopic pregnancy
remain unanswered (see p. 21), the clinical implications are
clear:

e 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.

e If an JUD 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 [talian case-
control studies have found that women who used IUDs were
about half as likely to develop endometrial cancer as other
women (578, 617). 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 {617). One US
case-control study suggested that copper 1UDs 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. 16-17, 21.)

Lives Saved

Because the latest [UDs 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 1UD 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. These diagrams from The Copper T380 IUD: A Manual for Clinicians,
prepared by PIACT (now PATH), show insertion of a 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).

Insertion

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. Insertion immediately postpartum also s safe and
convenient. Higher expulsion rates are a drawback, however.

Insertion Technique

The objective of IUD insertion is to place the lUD 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 1UDs in their
inserters while both 1UD and inserter are still in the sterile
packaging (614) (see box, p. 20).

e 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).

o 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).

¢ 1UD 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 the depth
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 is 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 rarety 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 Expert Group Answers Questions:

Procedures for Providing IUDs

To develop a consensus in light of current scientific under-
standing, a group of experts recently answered important
questions concerning procedures for providing various
family planning methods including IUDs. The group was
convened by the USAID Collaborating Agencies, private
and nonprofit organizations working with support from the
US Agency for International Development (USAID).

The group, named the Technical Guidance Working Group,
intends its answers as guidance for programs developing or
revising their own procedural and service guidelines. In issu-
ing its report, the group sought to address two problems—
(1) inconsistencies or conflicts in existing procedural
guidelines can cause confusion; and (2) guidelines that are
out of date in light of scientific evidence often restrict access
to contraceptive methods unnecessarily (634).

Assessing the value of specific clinic procedures, the Work-
ing Group concluded that counseling, including discussion
of increased bleeding, reasons to return, STD risk behavior,
and condom use for STD protection; pelvic examination;
and verbal STD screening are essential procedures. In con-
trast, a blood pressure test, breast examination, lab tests for
STDs in women without symptoms, and cervical cancer
screening may be appropriate for good preventive health
care when indicated but are not required or not related to
safe use of IUDs. Routine, mandatory lab tests such as cho-
lesterol, glucose, and liver-function tests are irrelevant (634).

Questions and answers from the Working Group include the
following:

1. Q: When can an IUD be inserted in a woman who is
having menstrual cycles?

A: Any time during the menstrual cycle, at the woman’s
convenience, when the provider can be reasonably sure that
the woman is not pregnant (426). It is not necessary to limit
insertion to the time of a woman’s menstrual bleeding since
there are other ways to be reasonably sure that she is not
pregnant—for example, she may not have had sex since her
last menstrual period or she may have been using another
effective contraceptive method.

2. Q: When can an IUD be inserted postpartum?

A: An IUD can be inserted immediately after delivery of the
placenta or at the time of cesarian section and any time up to
48 hours after delivery. IUD insertion is not advisable
between 48 hours and four weeks postpartum. As early as
four weeks postpartum copper IUDs can be inserted because
their “withdrawal” insertion technique minimizes risk of
uterine perforation; other types of IUDs can be inserted as
early as six weeks postpartum (233, 498, 535). Breastfeed-
ing women can safely use [UDs (508).

3. Q:Canan IUD be inserted immedia-tely postabortion?

A: Yes, provided the uterus is not infected. Also, an IUD can
be inserted at any time during the first seven days after abor-
tion or any other time that the provider can be reasonably
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sure that the woman is not pregnant. IUD insertion should
be delayed in cases of: (1) evidence or reason to presume
that the uterus is infected (septic); (2) serious injury to the
genital tract; (3) hemorrhage leading to severe anemia (pro-
gestin-releasing IUDs can be used in cases of severe anemia
because they decrease menstrual bleeding) (605).

4. Q: What is an appropriate follow-up schedule after
IUD insertion?

A: One follow-up visit should be planned for three to
six weeks after IUD insertion, after the woman’s next
menstrual period (507). At this visit the provider should
check that the IUD is still in place and that no signs of
infection have developed. Further routine visits are not
required (601). Women should be encouraged, however,
to return at any time that they have problems, questions,
or concerns {(see box, pp. 26-27),

5. Q:Isthere a need for a routine separate visit for an
examination before IUD insertion?

A: No. If at all possible, counseling, screening, and insertion
all should be done at one visit, for the convenience of the client.

6. Q:Is there a minimum or maximum age for starting
IUD use?

A: There is no minimum or maximum age for IUD use. All
women who use IUDs, and especially young women, should
be at low risk of sexually transmitted diseases (STDs).
Before choosing the IUD, a woman should understand that
1UD use may involve a heightened risk of infection that
could lead to infertility.

7. 'Q: Can women who have had no children use IlUDs?

A: Yes, but IUD expulsion, bleeding, and pain may be more
likely than for women who have had children (618). A
young woman who has not had children may need special
help thinking through a decision on IUD use. A young
woman, especially if not married, is less likely than an older,
married woman to have a mutually faithful sexual relation-
ship. Thus she faces a risk of STDs and of subsequent infertil-
ity that might be increased by IUD use. Still, understanding
the possible risks, each woman should be permitted to make
her own decision.

8. Q: After removing an IUD, how soon can another
1UD be inserted? Is there a need for a “rest period”
after using an IUD for a time?

A: If a woman wants to continue TUD use, she can have another
IUD inserted immediately after an expired IUD is removed or an
IUD is expelled, so long as she does not have any uterine infec-
tion. There is no benefit in a “rest period” or waiting time, In fact,
immediately replacing an IUD poses less risk of infection than
separate removal and insertion procedures (507).

9. Q: What are valid reasons for IUD removal?

A: 1. The woman requests removal, whatever her reason.
2. The woman develops a complication.
3. The effective life of the IUD has expired.
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10. Q: Can an IUD be inserted without any lab tests?

A: Yes, provided the woman is not at risk for STDs, has no

clinical signs or symptoms of infection including purulent dis-

charge, cervicitis, and pelvic inflammatory disease (PID), and
is not likely to be pregnant.

11. Q: Should an IUD be remeoved if a woman’s sexual
partner complains about the IUD string?

A: Not necessarily. The couple may need reassurance and an
explanation of what the string is. If this is not satisfactory, the
end of the string can be tucked behind the cervix. If this too is
not satisfactory, the string can be cut flush with the cervix.
(This should be noted in the woman'’s record.) Such short
strings will mean that the woman will not be able to check
the strings and a provider will need narrow forceps to grasp
the strings when removing the IUD. The woman should be
given the choice of what she wants done, including whether
the IUD should be removed.

12. Q: If the cervix is red due to ectropion, can an IUD be
inserted without further investigation?

A: Yes, an IUD can be inserted. Ectropion is the presence of
cells from inside the cervical canal appearing on the outside
of the cervix, causing a reddening. This is not a sign of infec-
tion. It occurs normally and routinely during adolescence and
pregnancy.

13. Q: Are heavier menstrual periods or bleeding between
menstrual periods a medical reason to remove the IUD?

A: Not necessarily. If the client wishes, or if bleeding or pain
is severe, the IUD should be removed. Abnormal conditions
that might cause heavy bleeding should be investigated. For
most women, copper and all-plastic IlUDs increase the
amount of menstrual blood loss, particularly in the first few
months of use. Women should be counseled to expect this.
Bleeding and pain usually decrease over time. For mild to
moderate bleeding and pain in the first month after insertion,
a woman who wants to keep her IUD can take a short course
of nonsteroidal anti-inflammatory drugs such as ibuprofen,
which decrease uterine bleeding and cramping (but not
aspirin, which promotes bleeding). The LNG-20 IUD
reduces menstrual blood loss (see p. 8).

14. Q: Can specifically trained nurses and midwives
insert IUDs?

A: Yes. Nurses and midwives have learned to perform
interval, postpartum, and postabortion IUD insertions
successfully (see p. 29).

15. Q: How much time should elapse between STD
treatment and IUD insertion?

A: After an STD infection has been treated and resolved, an
IUD can be inserted provided the woman will not face a risk
of STDs in the future. After treatment of PID, waiting three

months before IUD insertion will allow healthy tissue to form.

16. Q: Should IUDs be provided if infection prevention
measures cannot be followed?

A: No, Infection prevention measures must always be
followed (see box, p. 20). Basic infection prevention
requirements for IUD insertion or removal are:
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¢ Aseptic technique including appropriate handwashing by
the provider and careful preparation of the cervix,

e Sterile or high-level disinfected IUDs and equipment,
» Correct decontamination of instruments, and

» Safe disposal of contaminated disposable items (635).

Other Questions and Answers

Here are some other commonly asked questions about IUDs
and the answers (597):

1. Q: Can the IUD travel from the woman’s uterus to
distant parts of her body, such as her heart or her
brain?

A: No. The IUD normally stays within the uterus, Very rarely,
the IUD may come through the wall of the uterus and rest in
the abdomen, This is probably due to a mistake during inser-
tion and not to slow migration through the wall of the uterus, It
never travels farther than the abdomen.

2. Q: Will the IUD prevent a woman from having babies
after it is removed?

A: No. A woman can become pregnant after her IUD is
removed. But the IUD does not protect her from sexually
transmitted diseases (STDs). A woman should understand that
the IUD may somewhat increase her chances of getting pelvic
inflammatory disease (PID) if she contracts an STD, PID
could make her infertile. Therefore, it is important for a
woman who uses an IUD to have sex only with one, unin-
fected man and for him to have sex only with her. Then she

is protected from STDs.

3. Q: Should antibiotics be given routinely before IUD
insertion to prevent infection?

A: No. No benefit has been demonstrated in routine use of
antibiotics at the time of IUD insertion. When the IUD is
inserted correctly, using proper infection-prevention tech-
niques (see box, p. 20), there is little risk of infection for
healthy women. Antibiotics should be given before insertion,
however, to women at high risk for endocarditis (inflamma-
tion of the membrane lining the heart). Women at high risk
for endocarditis include those with symptoms of valvular
heart disease, history of endocarditis, artificial heart valves,
or cardiopulmonary shunt (abnormal passage of blood within
the heart),

4. Q: Can a woman with diabetes use an IUD?

A: Yes. IUDs are safe for women with diabetes. Women with
diabetes are at greater risk of many infections, however. They
should see a nurse or doctor if they notice possible signs of
sexually transmitted disease or other infection, particularly
right after IUD insertion.

5. Q: When does a copper IUD need to be replaced?

A: The latest models of copper-bearing IUDs are effective for
many years. The TCu-380A has been approved by the US
Food and Drug Administration for 10 years of use. It prob-
ably can prevent pregnancy even longer. (Inert IUDs do not
need to be removed until menopause.)
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INTRAUTERINE DEVICE

(in Uterus)

FALLOPIAN TUBE UTERUS

ENDOMETRIUM

VAGINA

According to recent research, IUDs protect against pregnancy by
preventing egg and sperm from joining. A poster from the Zimbabwe
National Family Planning Council shows 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). Insertion failures are rare—2 to 8 per 1,000
attempted insertions—and are usually due to excessive pain
or to the larger size of inserter used with some types of IUDs (63).

Many currently available 1UDs 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 [UDs 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,
213). Copper and plastic IUDs should never be boiled or
autoclaved because heat deforms them (436).

=
Timing of Insertion

tUD 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 1UDs inserted at
different times during their menstrual cycles and similar US
studies found no advantage to the conventional practice of
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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).

E
Postpartum Insertion

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 (19, 71, 160, 304, 305,
373,375,535, 650). Postpartum insertion is 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. IUDs 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). 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,
498), when a copper IUD rather than an unmedicated 1UD
is used (382, 555, 567), and when the provider is skilled and
experienced and places the IUD correctly, 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 IUDs during this
period (164, 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 type of device used (60, 361,377, 382). Alarge
international study of immediate postpartum insertions
found that expulsion rates at three months were 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 1UD 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 1UDs. 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 (146, 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 1UD (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 forceps or by
hand rather than with a standard inserter (71, 535). If the
inserter is used, Tapani Luukkainen recommends that the
arms of a T-shaped IUD be released from the inserter once it
has passed the internal os of the cervical canal. Then the
open 1UD can be lifted to the fundus. The outspread arms of

lyali sai farin ciki, ga Uwargida da wani ciki bayan da na
karshe ya girma. Da zaran an cire wanna roba sai ciki.

the T reduce the risk of perforation (608). 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.”

w
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 1UD insertion
following second-trimester abortion, rates of expulsion and
of removal for pain and for other medical reasons are mark-
edly higher (436, 445).

Removal

{UD 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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One common reason for difficult IUD removal is that the
IUD strings are “missing”—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
{130). 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 1UD (614).
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lnfection

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, 1UDs pose little on-
going risk of PID (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 is 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 (136, 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 is 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 1UD Use

Epidemiologic research in the 1970s and early 1980s tended
to overestimate the risk of pelvic infection from 1UD use.
These studies reported that IUD users were up to 10 times
more likely to develop PID than other women (219). Several
factors account for the initial overestimate, including:

e 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).

e 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) IUDs and 3.3 for women using inert IUDs (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-
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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 users dropped substan-
tially after 1980. The PID rate among women who had IUDs
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 1UD 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 IUDs per 100 women
after seven years of use (549). In a European study involving
many young, unmarried women, who are at higher risk for
PID, 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 [UD 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
IUDs 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 1UDs (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 1.1—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 1UDs, 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 Shield—which 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 IUDs (78, 81, 177, 209, 415, 495, 627). More-
over, with the Dalkon Shield, the higher risk of developing
PID persisted in long-term users (209).

It is 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 IUDs (177,
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 lUDs (3.3 versus 1.8) (495). Likewise, two
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studies on infertility,
rather than PID, reported
lower risks of tubal block-
age with copper 1UDs
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than with unmedicated
IUDs (78, 81, 502). A
European multicenter o SeN

study, although not de-
signed especially to detect
PID, found significantly
lower rates of PID associ-
ated with the LNG-201UD
than with the Nova T(530,
556, 573), but two other
large international studies
did not find that the LNG-
20 protects against PID
(334,517, 546). ~

Exposure to sexually
transmitted diseases.
Much of the risk of PID in 1 2 3
IUD users, apart from the
first weeks after insertion,
may be due to sexually

Rate of PID
{per 1,000 women-years)
6

Source: Farley et al. 1992 (507)
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transmitted diseases (208,
253, 437). Having multi-
ple sexual partners—and,
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 1UD
user’s partner has more than one sexual partner, this in-
creases her risk of PID (208, 356, 528). lUD 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 users of currently available lUDs than among women
with the same STD risks who do not use contraception.

Age. As in other women, PID in IUD users occurs 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 1UD 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

Infection related to 1UD 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 lUD users than
nonusers (22, 74, 277, 339, 440). This inflammation may
reduce resistance to disease-causing organisms (95, 339).
Some researchers suspect 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 1UD 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):

e 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);

o Careful screening to assure that women who choose 1UDs
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 (127, 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 will not face a high risk of STDs in the future.

(continued on page 21)
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Widely Used Intrauterine Devices

TCu-380A and TCu-380 Slimline (TCu-380S)

Description: Polyethylene with barium sulfate added for visibility on x-rays.
314 mm? copper wire on vertical stem; two 33 mm? solid copper sleeves on
each transverse arm. On the 380S the copper sleeves are placed at the ends
of the arms and recessed into the plastic.

Developers: Population Council (US) and Ortho Canada (TCu-380S).

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

Major distributors: TCu-380A—FE!l Products, US; P.T. Kimia Farma,
Indonesia; Produtos Medicos Ltda., Brazil; Ortho-McNeil, US (brand name
ParaGardy; Schering AG, Commonwealth of Independent States (CIS)
{(formerly USSR); TCu-380A and TCu-380S (brand name Gyne T Slimline)—
Janssen-Ortho Canada; TCu-380S—Janssen-Cilag, Russia; Cilag, France.
Length: 36 mm.  Width: 32 mm.

Strings: Two white (formerly blue).

Inserter 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: 10 years.

Approved lifespan: TCu-380A—US, 10 years; CIS, 6 years. TCu-380S—
Canada, 2'/2 years; Europe, various.

Areas of major use: TCu-380A—worldwide; TCu-380S—Canada, Western
Europe, Hong Kong.

TCu-200 and TCu-200B

Nova T and CuNovaT

Description: Polyethylene with bari-
um sulfate added for visibility on x-
rays. Nova T (shown) has 200 mm?
copper wire with a silver core wrapped
around the stem. CuNovaT has 380
mm? wire wrapped around the stem.

Developers: Leiras Oy, Finland.

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

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

Developers: Howard Tatum (US) and
Jaime Zipper (Chile).
Date first marketed: 1972.

Major distributors: TCu-200B—Produtos

Medicos Ltda., Brazil; TCu-200—Janssen- Major distributors: Nova T—Leiras

Ortho Canada. Oy in Scandinavian countries;

Length: 36 mm. Width: 32 mm. Schering AG in other countries world-
5 ' I l wide; also Pharmacia (Novagard) in UK. CuNovaT—Leiras Oy.

Length: 32 mm.  Width: 32 mm.

Strings: Two brown.

Inserter type and diameter: Withdrawal; 3.6 mm.

Lifespan demonstrated in clinical trials: Nova T—S5 vyears;
CuNovaT—3 years to date.

Approved lifespan: Nova T and CuNovaT-—5 years in various
European countries.

Areas of major use: Nova T—Europe, Canada, Asia and Pacific;
CuNovaT—Denmark, Finland, Norway, Sweden.

Strings: Two; color varies.
Inserter 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.

Lippes Loop
Description: Polyethylene with barium sulfate added for visibility on x-rays. Four
sizes, designated A (left) through D (right).
Developer: Jack Lippes (US).
Date first marketed: 1962.
Major distributor: PT. Kimia Farma, Indonesia (in-country distribution only).
Length: A—26.2 mm; B—25.2 mm; C—27.5 mm; D—27.5 mm,
Width: A—22.2 mm; B—27.4 mm; C—30.0 mm; D—30.0 mm.
Strings: Two; A—blue, B—black, C—yellow, D—white.
Inserter type and diameter: Push-out; 4.7 mm.
Areas of major use: Formerly, worldwide except China; currently, Indonestia.
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— Characteristics and Distribution

Multiload-250 (MLCu-250) and 375 (MLCu-375)

Description: Polyethylene with two flexible arms with spurs. The MLCu-250 has
250 mm* copper wire on the stem and is available in 2 sizes, Standard (top left) and
Short (top right). The MLCu-375 has 375 mm¢? copper wire and is available in 2
sizes, Standard (bottom left) and SL (bottom right).

Developer: W.A.A. van Os (Netherlands).
Date first marketed: 1974.

Distributors: Produced by Multilan AG, Switzerland, in Ireland and by Nanjing
Organon Pharmaceutical Products, China. Distributed through subsidiaries of NV
Organon, the Netherlands, member of AKZO-NOBEL Pharma Division;
Laboratoires CCD, France. Also manufactured for in-country use in Indonesia.

Length: Standard (250 and 375)—35 mm; 3755L—29 mm; 250 Short—24 mm. -
Width: All types
Strings: Two blue or colorless.

Inserter type: Withdrawal (no plunger).

Insertion diameter: All types—12 mm (arms remain outside inserter tube).
Lifespan demonstrated in clinical trials: MLCu-375—5 years.

Approved lifespan: MLCu-250—3 years; MLCu-375—5 years.

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

18 mm.

TCu-220C

Description: Polyethylene with
barium sulfate added for visibility
on x-rays. 220 mm¢? copper in 7
copper sleeves—2 on the arms
and 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 mm.  Width: 32 mm.

Strings: Two.

Inserter type and diameter: Withdrawal; 4.4 mm.
Lifespan demonstrated in clinical trials: 10 years.
Approved lifespan: Mexico, 3 years.

Progestasert Intrauterine
Progesterone
Contraceptive System

Description: Ethylene vinyl acetate copoly-
mer. Vertical stem contains a reservoir of
38 mg progesterone and barium sulfate (for
visibility on x-rays) in silicone oil base.
Releases 65 pg progesterone per 24 hours,
Developer: Alza 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.

Inserter type and diameter: Withdrawal; 8 mm.
Approved lifespan: US, one year; France,18 months.

J
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. . . Areas of major use: US, France.
Areas of major use: China, Mexico ) !

Levonorgestrel (LNG-20) Intrauterine System (Mirena/Levonova)

Description: Polyethylene T frame surrounded by a levonorgestrel-containing cylinder. The cylinder is
covered with a rate-controlling membrane. The release rate is 20 pg levonorgestrel per 24 hours.

Developers: Leiras Oy with the Population Council.
Date first marketed: 1990 in Finland.

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

Length: 32 mm.  Width: 32 mm.

Hormone cylinder: [ength 19 mm, outer diameter 2.8 mm, inner diameter 1.2 mm.
Strings: Two brown. '

Inserter type and diameter: Withdrawal; 4.75 mm.

Lifespan demonstrated in clinical trials: 5 years.

Approved lifespan: UK, 3 years; other countries, 5 years.

Areas of major use: Denmark, Finland, Norway, Sweden. Launched in UK 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 (614). 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 cervix 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., Betadine®), the provider should wait one or

two minutes for these antiseptics to become effective

before proceeding (614).

(3) Using the “no touch” insertion technigue. 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 (591). 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 10 minutes
and then rinsing several times with clean water, The bleach
kills viruses including hepatitis B 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

20

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 (281, 435). High-level disinfectants must be care-
fully prepared according to the manufacturer’s instruc-
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, Zephiran®) and antiseptic solutions (such as
Savion®, 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—thalt 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 loaded IUD
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 Mclntosh, 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); Tietjen, L.,
Cronin, W., and Mclntosh, N. Infection prevention for family
planning service programs. Baltimore, JHPIEGO, 1992 (635).

Processing Instruments, Gloves and Other Items

DECONTAMINATION

Soak in 0.5%
chlorine solution
10 minufes
THOROUGHLY
WASH AND RINSE
Wear gloves and
other protective barriers
(glasses, visors or goggles)
Acceptable Acceptable
Methods Methods
HIGH-LEVEL
STERILIZATION DISINFECTION
{HLD)
Autectave Dry Heat Boil or Chemical
106 kPa pressure 170°C (340°F) Steam
(15 Ibs fin') 60 minutes Soak
121°C 250°F) or Lid an 20 minutes
20 min. unwrapped 160°C (320°F) 20 minutes Rinse
30 mn. wrapped 120 migutes

(use immediately or store)

Source: Adapted from JHPIEGO (655).
POPULATION REPORTS




¢ Use long-lasting IUDs and do not remove them unless a
woman requests removal, complications develop, or the
IUD reaches the end of its effectiveness (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 lUD, such
as the TCu-380A, is the best IUD for the woman who
wants many years of contraceptive protection.

It is not clear whether administering broad-spectrum antibi-
otics just before JUD insertion would reduce pelvic infection
in the first months of use. Several studies have suggested
some protective effect (523, 542), but small size or methodo-
logical problems prevent firm conclusions (579). A large,
randomized trial underway in the US is designed to gather
more conclusive data about the effectiveness of prophylactic
antibiotics (513, 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 1UDs 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 1UD 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
(538). Other clinical trials also have not found an association
between the presence of strings and the incidence of infec-
tion (38, 68, 114, 210, 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 1UDs
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
IUDs were removed had longer hospital stays than women
whose IUDs were left in place in two of the studies (525,
554). AWHO scientific group recently advised that the IlUD
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).

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. 10), 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 lUD
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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 1UDs, 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-
pregnantwoman as controls found low or no risk linked with

Clinical Signs of
Genital Infections

An IUD should not be inserted in a woman with certain lower
genital tract infections—particularly acute mucopurulent
cervicitis (inflammation of the cervix with pus and mucus
discharge), gonorrhea, and chlamydial infection (419, 458,
565). Also, an IUD should not be inserted in a woman likely
to have pelvic inflammatory disease (126, 398, 419, 437,
565). All potential IUD users should be screened for the clini-
cal signs and symptoms of these infections. Since gonorrhea
and chlamydial infection are often asymptomatic in women,
family planning providers also should ask a woman if her
sexual partner has symptoms, although men also may show
no symptoms. The common clinical signs and symptoms of
genital infections include:

Signs and Symptoms in Women
Lower genital tract infections:

e Discharge (from the cervix or urethra) containing pus and
mucus, sometimes with a cervix that bleeds easily;

o Difficult or painful (burning) urination; and

o Ulcers, sores, or swellings in the groin. -

Pelvic inflammatory disease:

* Lower abdominal or pelvic pain*,

e Pain on manipulation of the cervix during pelvic exam*,

e Tenderness in the area of the fallopian tube or ovary on
both sides of the body*,

Oral temperature of 38.3°C (100°F) or higher,
Abnormal cervical or vaginal discharge,

¢ Bleeding between menstrual periods.

*To ensure that cases of PID do not go untreated, the presence of
any of these three signs, in the absence of evidence for a
competing diagnosis such as pregnancy or appendicitis, is
considered reason to treat for PID (520, 558).

Signs and Symptoms in Men

Gonorrhea, chlamydial or other infection:

e Discharge from the penis containing pus and/or mucus,

e Painful (burning) urination,

o Ulcers, sores, or swellings in the groin.

Sources: Hatcher et al. (142), Kahn et al. (520), McIntosh et al. (614), US
CDC (399, 558, 559)
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past [UD 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-
analysis of all studies available through 1994 concluded that
past IUD use might increase the risk of ectopic pregnancy by
about 40% and that choice of pregnant or nonpregnant
controls made no difference (651).

Still, these findings are difficult to interpret because neither
pregnant nor nonpregnant women is an ideal control group
(645, 651). Carolyn Westhoff has argued that the best control
group for an analysis of whether past IUD use increases the
risk that a pregnancy will 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, 624), 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 1UD
users face an increased risk of ectopic pregnancies, control
groups that include ever-users of contraception will 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 protective effect (327). Similarly, a WHO case-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 IUDs (607).

Infertility. Most women who discontinue 1UD 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 1.0 1.5°
Copper 1.1 2.8
Other 0.7 4.2

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

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

Source: Cramer et al, 1985 (78)
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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 1UDs, 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 use of copper IUDs also posed a statistically signifi-
cant increase in risk (502), whereas in the 1985 report the
increased risk had not been significant (81). 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 IUDs
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) (414). 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 1UDs (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 studies did examine concep-
tion rates in women who had never been pregnant before
using 1UDs (337, 431). After these women stopped using
1UDs, 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 (414, 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, 514,
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 1UDs for less
than three months were excluded (78).

Alarge case-control study found that current and former lUD
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 risk of
infertility (462).
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IUDs Do Not Prevent AIDS

In contrast to condoms, IUDs provide no protection against
AIDS. AlDS—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 will 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 1UDs in any case. Nonetheless, any such
woman using another effective method of family planningto
prevent pregnancy should be encouraged to continue iteven
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
hasbeen done to date. An ltalian case-control study concluding
that IUD use increased a woman’s risk of
being infected by an HIV-positive sexual

practices. While many providers are more scrupulous about
infection-prevention procedures when inserting 1UDs, fear
of AIDS may also be creating reluctance to insert IUDs (63 3).

The same clinic procedures that protect both clients and
health care providers against other infections also can pro-
tectthem against HIV infection. To avoid any risk of infecting
a client during {UD 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-borne diseases such as hepatitis B should be followed.
Providers should:

s Wear latex or plastic gloves if hands might come in
contact with blood, body fluids, or mucous membranes;

» Change gloves after each client;

» 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 spills with disinfectant immediately (396,
435, 635).

W)rldwide Use

More than 106 million women worldwide are using 1UDs,
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

partner (616) had serious methodologi-

cal flaws (629). An analysis in Kenya that Table 2 e .
took account of other methods used MAlthl)zfd Number
of MWRA

found that current or past use of IUDs, Region & Country Using IUDs (in 1,000s)

injectables, and oral contraceptives did = :

not affect the chances of being HIV-posi- = DEVELOPING AREAS

tive, and use of condoms reduced the Asia

chances (613). China .....ccoiiinn, 33.0 72,000

There also has been little research on Yo Indian Subcontinent. . ... ..... 2.1 5,200

whether IUDs pose any special risk to a Estimated OtherAsian ................ 12.9 10,900

woman already infected with HIV. In Latin America & Caribbean . . ... 6.2 4,000

practice, a WHO scientific group recom- Use Among Near East & North Africa . ... ... 1.6 4,900

mending eligibility criteria for various Married Tropical Africa ............... 0.8 600

family planning methods concluded that Women of All Developing Areas .......... 13.4 97,600

HIV infection or high risk for HIV infec- . All Developing Areas

tion, as with othergSTDs, rules out IUD Reproduct/ve except leinif ............... 5.0 25,600

US?r(Z6f5). HIV tiS[inhg ShOU:C:JSt b}:! re- Age DEVELOPED AREAS

uired for women who wan s, how- R )

gver {599). Both the WHO scientific %%EUTSCZ‘Z‘ZZ"""&" Australia & New Zealand ... . . .. >-2 200

group and the IPPF International Medical Europe

Advisory Panel recommend that IUDs be North (Scandinavia). . . ....... 18.2 700

removed from HiV-positive women Other Europe (includes

(565, 599). former USSR). ............. 7.2 6,400
Japan..................... .. 3.5 650

There are no reports that HIV has been North America . .............. 1.5 650

transmitted to a woman during 1UD in- All Developed Areas. . .. ..... .. 53 8,600

sertion or that a health care provider has

been infected with HIV while inserting WORLD ......cooovvvnnsn. 11.9 106,200

an 1UD in an infected woman. Still, re- World, except China. . ......... 5.1 34,200

ports in Kenya suggest that concern about Population Reports World, except China & India . ... 6.1 30.700

HIV transmission has affected providers’ i
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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 1UD 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-thirds of all contraceptive use (584).

Table 3
% Using
Region, Country Any
& Year Method 1UDs
AFRICA, SUB-SAHARAN
Among Botswana 1988 ....... 35 6
Married Burkina Faso 1993. . ... 8 1
Burundi 1987......... 9 0
Women of Cameroon 1991. ... ... 16 0
Reproductive CentraL ,;African
Republic 1994-95.... 15 0
Ageas Céte d'lvoire 1994, .... 11 0
Reported in Ghana 1988.......... 13 1
Representative p 19931.9.39. .......... g(; l
enya1989..........
Sample 1993 . 0vvinnninns 33 4
Surveys, Liberia 1986 .. ....... 6 1
1984—1995 Madagascar 1992 . .... 17 1
Malawi 1992 ......... 13 0
Source: Demographic and Mali1987 ........... 5 0
g‘j;’{a” (gg&e;; Saept Mauritius 1985 .. .. ... 75 2
(652)/ andlndla (598) 1991 .............. 75 3
Namibia 1992 ........ 29 2
Niger 1992 .......... 4 0
Nigeria1990 . ........ 6 1
Rwanda 1992......... 21 0
Senegal 1986......... 12 1
1992-93 ........... 7 1
Sudan 1989-90 . ...... 9 1
Swaziland 1988. . ... .. 21 2
Tanzania 1991-92..... 10 0
1994 ... ...ccvvvns 20 1
Togo1988........... 12 1
Uganda 1988-89. .. ... 5 0
Zambia 1992......... 15 0
Zimbabwe 1988-89 . 45 1
1994 . ......00c0vvn 48 1
ASIA & PACIFIC
Bangladesh 1991...... 40 2
1993-94 ........... 45 2
China1988 .......... 72 30
1992, ............. 83 33
India 1992-93........ 40 2
Indonesia 1987 ....... 51 14
1997 . ..o v vvinnens 50 13
Population Reports 1994 . oo vvvvnnns 55 10

In China the lUD and voluntary female sterilization are used
by approximately equal numbers of women (66, 67). IUDs
are widely used in several other Asian countries, particularly
in Indonesia 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 prevalence during the 1980s
(477, 489, 506, 518). 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 IUDs (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).

% of __%M; % of
Contraceptors Region, Country Any Contraceptors
Using 1UDs & Year Method 1UDs Using IUDs

Pakistan 1996-91 ..... 12 1 8
17 Philippines 1988 . .. ... 34 2 6
9 1993.......000000u 40 3 8
0 Srilanka 1987 ....... 62 2 3
0 Thailand 1987........ 68 7 10
Vietnam 1988 ........ 53 33 62
1 LATIN AMERICA & CARIBBEAN
3 Belize 1991.......... 47 2 4
8 Bolivia 1989 ......... 32 5 16
4 1994...........0... 45 8 18
15 Brazil 1986 .......... 66 1 2
13 Colombia 1986 . . . . ... 67 12 18
17 1990.......cc0vut. 66 12 18
3 Costa Rica1986 ...... 70 8 1
2 Dominican Rep. 1986 .. 51 3 6
0 1997, .0 cvivivnnnns 56 2 4
3 Ecuador 1987 ........ 46 1 24
4 1989.......00000., 53 12 23
7 El Salvador 1985. .. ... 49 4 8
0 1988.....c000vvun. 47 2 4
17 1993......ccvvun. 53 2 4
1 Guatemala 1987 . . . ... 23 2 9
8 Haiti 1989........... 10 1 10
19 Jamaica1989 ........ 55 2 4
" Mexico1987......... 55 11 20
10 Panama 1984 ........ 58 6 10
0 Paraguay 1987 ....... 38 5 13
5 1990.............. 48 6 13
8 Peru1986........... 48 8 17
0 1991-92.,......... 59 13 22
0 Trinidad & Tobago
2 1987 ... vvvvevnns. 54 5 9
2 NEAR EAST & NORTH AFRICA
Egypt 1988-89 . ...... 40 17 43
5 Jordan 1990 ......... 35 15 43
5 Morocco 1987 ....... 37 3 8
42 1992, ............. 42 3 7
40 Tunisia 1988 ......... 51 18 35
5 Turkey 1988 . ........ 60 14 23
27 1993...cc0vvvvnen. 63 19 30
26 Yemen 1991-92 ...... 10 1 12
19
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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 (622), 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 levels of [UD use are generally the lowest
in the world, as are overall contraceptive use rates. Among
countries with surveys, Botswana has the highest level of JUD
use, at 6% of married women of reproductive age (see Table 3).

Developed Countries

Among developed countries lUDs 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 Belgium, 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 )apan, no
more than about 5% of married women of reproductive age
use IUDs (43, 187, 192, 220, 242, 324, 325). IUD use has
leveled off or declined in many developed countries (181,
242, 263, 295, 324, 325, 390), in part because voluntary
sterilization has become widely available and popular
among older women (52, 182, 242, 324, 390).

I UDs in Family
Planning Programs

The safety, effectiveness, and acceptability of the currently
available 1UDs depend partly on the IUD itself but even
more on the quality of lUD 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 IUDs along with
other methods of contraception and help clients choose the
methods that best suit them, Because serious misperceptions
about IUDs persist in many places (589), programs need to
make every effort to reach the public and providers with
accurate information about 1UDs.

Screening Potential IUD Users

The 1UD 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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» This information can be copied and given to 1UD users,

Important Information
About the TCu-380A TUD

Very effective, convenient, long-lasting, reversible.

The TCu-380A IUD is one of the safest and most effective
family planning methods. It can be used right after giving
birth, during breastfeeding, and any other time. It can be
taken out if you want to become pregnant,

Little to do once the IUD is in place.

Your IUD works by itself. You do not need to do anything to
keep it working.

You may have cramps for the first few days, vaginal discharge
or spotting for a few weeks, and somewhat heavier menstrual
periods.

You can check the IUD strings to be sure the IUD is still in
place. Always wash your hands first. Then, with your finger,
you should be able to feel the IUD string in the vagina. Check
once a week for the first month. Then check after each menstrual
period. If the string feels longer, shorter, or missing, or if you
feel something hard, come to the clinic. The IUD may be out
of place.

The IUD is safe for most women, but some should not
use the IUD.

Pregnant women should not have an TUD put in.

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

If you already have an IUD and now might get a sexually
transmitted disease, you should use condoms along with your
IUD. Also, think about switching to a different family planning
method. The IUD does not prevent sexually transmitted
diseases including AIDS.

Please come back...

...For a routine checkup after your next menstrual period, 3 to
6 weeks after the IUD is put in. The JUD is most likely to
come out in the first month of use.

..If you have very heavy bleeding or bad pain in the belly,
especially with fever, or if you might get or have an STD, if
you might be pregnant, or if the [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 ITUD taken out, for any reason.
You can keep your IUD for at least 10 years.

Your TCu-380A IUD may become less effective after 10
years. It needs to be taken out in
[month, year]. A trained family planning provider can take
out your IUD. You can get a new IUD at the same time if
you want.

Source: Hatcher et al. 1996 (597)
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The |G |A |T [H|E |R Approach

There are six steps to family planning counseling (see Population
Reports, Counseling Guide, I-36, December 1987). The provider
can remember the steps using the English word “GATHER.”

G —Greet clients. The provider greets clients pdlilely
and gives them full attention.

A —Ask clients about themselves. The provider asks

clients about their family planning needs and obtains
information that will help the provider advise and inform
each client individually.

T —Tell clients about family planning methods. The

provider lists the available family planning methods and
clearly describes those that interest the client—how they work, ad-
vantages and disadvantages, and possible side effects. Even clients
who immediately express a preference for the JUD or some other
method should know of other available methods for future refer-
ence and so they can inform friends and family members.

H —Help clients choose a method. Some women may
have already decided that they want an IUD. Others
may want advice and guidance from the provider. In either
case the provider helps the woman decide on a safe method
that suits her needs and plans. If the method is not appropri-
ate, the provider explains why and helps the client select
another method. If there are reasons that another method
would be preferable, the provider and client compare the
risks and benefits of the IUD and of other contraceptive
methods and consider the risks of an unintended pregnancy.
The final decision to use an [UD—or any other method—
must be an informed choice 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).

Health care providers must be familiar with the medical
conditions that make another method preferable or that rule
out lUD 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, examining fluids under a microscope can help
determine appropriate treatment quickly {(614).

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 to STDs). Since women
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
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E —Explain how to use the IUD. Once a woman
decides to use an IUD, the provider explains:

e When, where, and how it will be inserted,
e The common side effects,

e The slight chance of more serious complications, expul-
sion, or unintended pregnancy,

» Reasons to return to the clinic or see another provider,
e When a copper or hormone-releasing 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 satisfied IUD users had side effects similar to those
among women who received no special counseling. Never-
theless, the women who received special counseling kept
their IUDs longer (353). In Egypt women who received
counseling were less likely to report common IUD side
effects, more likely to seeck immediate help when needed,
and more likely to use the IUD longer (512). Programs may
be able to tailor counseling to help their clients decide about
IUD use and to use [IUDs with greater satisfaction if they
keep track of personal reasons that IUD users give for
having their IlUDs removed (619).

It is helpful to give clients printed material to take home, par-
ticularly a card with the name and picture of the IUD, noting
the date of insertion and time for removal (398). (Printed
materials can help providers, too. During counseling and
screening, flip charts, wall charts, cue cards, and checklists

provider can address a group of clients to describe family
planning methods, or radio broadcasts can 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;
Intrapartum 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

POPULATION REPORTS




help providers maintain accuracy and remember what to
cover, and they help clients understand.)

The client should be told if and how she will be notified
when it is time for the IUD to be replaced. The family plan-
ning program should keep 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
forgotten when to have their IUDs replaced and to follow up

users when the time {or replacement approaches.

R —Return for follow-up. When a woman has an IUD

inserted, she and the provider should plan for a follow-

up visit three to six weeks later, after her next menscs. While
no further scheduled follow-up visits are required for the safe
use of the IUD, the woman should be strongly encouraged to
return whenever she has questions or problems or if she wants
the IUD removed (319, 398). Also, she should return as soon as
possible if she notices any warning signs (see box, p. 25). The
provider should be sure that the woman knows both when and
where to scek medical care (164).

At the 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 for 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 the 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, )-35, November 1987). For 1UD 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, it should
ideally be discussed, along with other family planning op-
tions, during the woman'’s prenatal care. Then, if she chooses
an 1UD, an experienced provider can place the IUD in the
uterus immediately after delivery of the placenta. Some
programs counsel women about postpartum 1UD 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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To Counseling About IUDs

than {1,700 routine follow-up clinic visits by IUD users,
only 72 visits detected a need for IUD removal that the cli-
ents themselves would not have recognized (601). Avoiding
unnecessary routine visits saves resources to provide impor-
tant services to other clients. IUD users are likely to benefit
more if they are made to feel welcome to return 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 be staffed with surgcons and gynecologists and have
facilities for diagnostic and surgical procedures (436).

Health care providers should remove copper-bearing and
hormonal IUDs when the IUD reaches the end of its ap-
proved lifespan if it has not been removed sooner at the
woman’s request or for medical reasons. A ncw IUD can
be inscerted immediately afterwards, without any waiting
period, if a woman wants to continue using an [UD. 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 the uterus shrinks and narrows (179). Of course,
removal should be available promptly whenever a woman
requests it and whatever her 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 be removed for other reasons.

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 (319, 436). The World Health Organization
(WHO) advises that most trainees need to perform at least 50
to 60 pelvic examinations and 10to 15 IUD insertions under
supervision before they have the skill and self-confidence to
practice alone (126). 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 (126, 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, 319).
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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 protocols have
differed widely (574). The consensus reached by the WHO
group of scientists from around the world should help
resolve these conflicts.

The WHO scientific group classified medical conditions into
four categories. In situations where doctors and nurses are
not available to assess specific 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 criteria 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 forvslaning 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 de not restrict use of copper-bearing IUDs:

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

Past ectopic pregnancy.
Irregular menstrual patterns without heavy bleeding.

4. 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.
9. Diabetes.

10. 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 without complica-
tions; ischemic heart disease; hyperlipidemia.

11. Headaches, including severe headaches and migraines.
12. Current or past breast cancer or benign breast disease.
13. Current or past liver or gallbladder disease.

14. 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.
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WHO Category 2:

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

1. Lessthan 48 hours postpartum.

2. Had pelvic inflammatory disease in the past, has not been
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 of anemia.

5. Severe menstrual cramps.
6. Iron-deficiency anemia.

7. Uterine fibroids, very narrow cervical canal, cervical
lacerations, or other anatomical abnormality that does
not distort the uterus.

8. Vaginitis without purulent cervicitis.
9. Endometriosis.

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

11. Sickle cell disease.
12. Thalassemia.

13. Just had a second-trimester abortion.
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Should Not Use Copper-Bearing IUD

WHO Category 3:

Conditions in which copper-bearing IUDs are usually not
recommended, but a doctor or nurse may make an excep-
tion in individual cases:

1. High risk for STDs (that is, currently has or likely will
have more than one sexual partner or a partner who has
more than one partner),

Heavy menstrual bleeding with clinical signs of ancmia.
Between 48 hours and four weeks postpartum,
HIV infection or AIDS or high risk for HIV infection,

Benign trophoblast disease.

Pi e e

WHO Category 4:
Conditions that rule out use of copper-bearing 1UDs:
1. Pregnancy.

2. Active STD (including purulent cervicitis) or PID now or
in the last three months.

3. Sepsis following childbirth or abortion.

4. Until evaluated, abnormal vaginal bleeding that suggests
a serious medical condition,

5. Severely distorted uterine cavity that prevents proper
IUD insertion.

6. Cervical, endometrial, or ovarian cancer awaiting
treatment; malignant trophoblast 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.

The best training is competency-based—that is, each trainee
is 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). In 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 technigues. 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 UD 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).

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
accurately and empathetically. To do so, they themselves
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need both training in counseling techniques and accurate
information about IUDs. Providers themselves may believe
some of the false rumors about 1UDs—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 1UD 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, 313, 353, 436, 439, 448,
482, 484). AWHO study in the Philippines and Turkey, for
example, found that assistant nurse-midwives and doctors

skills and counseling, IUD

effectiveness and safety are maximized, and clients are most satisfied.
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inserting IlUDs 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 1UD insertion to a doctor or to a nurse
{35). Where nurses, midwives, or paramedical workers pro-
vide 1UD 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 lUD services. With appropriate training
they cantell women about IUDs and other methods and help
in counseling about routine side effects, recognizing com-
plications, and referring women for medical care when

necessary (125, 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 (107, 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 lUDs with the right pro-
gram support, the result is effective, safe contraception and
satisfied users.

Bibliograph y

An asterisk (*) denotes an item that was
particularly useful in the preparation of
this issue of Population Reports.

1. ANONYMOUS. FDA investigating 1UDs after deaths reported. FDA Drug
Bulletin 4(2): 10. 1974,

2. ACADEMIA NACIONAL DE MEDICINA (ANM). Respuestas de la Acadeinia
Natiinal de Medicina al Ministerio de Salud sohre “dispositivos intrauterines.”
{Responses of the National Academy of Medicine to the Ministry of Health on
“Intrauterine Devices.”}[SPA) Bogotd, Colomhia, ANM, Sep. 1986. 1 p.

3. ALAN GUTTMACHER INSTITUTE (AGN). Risky husiness: an overview of the
crisis in liability insurance, Washington, D.C., AGI, Dec. 14986, 37 p.

4. ALVIOR, G.T,, jr. Pregnancy outcome with removal of intraaterine device,
Obstetrics and Gynaecology 41{6); 894-896. Jun. 1973,

5. ALZA CORPORATION (AQ). The Progestasert: intrautering progesterone
comraceptive systemy: release rated 65 pg/day progesterone for one year. Palo
Alto, Califumia, AC, 1976. b1 p.

6. AMERICAN COLLEGE OF QBSTETRICIANS AND GYNECOLOGISTS
(ACQIG). ACOG's statement un Searle's removal of 1UDs. Washington, D.C.,
ACQOG, Jan. 31, 198h. 1 p, (Mimen)

7. AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS
(ACOQ). The intrauterine device. ACOG Technical Bulletin No, 104, May 1987,
5p.

&, AMERICAN PUBLIC HEALTH ASSOCIATION. APHA passes 22 new policies;
calls for death penalty ban, apposes Contra aid. The Nation's Health 16(10-11):
7. Oct-Nov, 1986,

4. ANDOLSEK, L., TEETER, R.A., KOZUH-NOVAK, M., WHEELER, R., FORT.
NEY, LA, and ROSENBERG, M.]. Time to conception after IUD removal;
importance of duration of use, JUD type, pelvic inflammatory disease and age,
Inteenational journal of Gynaecolagy and Obstetrics 24(3): 217-223. Jun. 1986,
10, ANDRADE, A.T.L. and PIZARRO, E.P. Quantitative studies on menstrual
bliwxd loss in IUD users. Contraception i6(1): 129-144, Jul. 1987,

11, ANN, T.8. and StM, C.C. Knowledge and use of contraception, [Drafi} Kuala
Lumpur, Malaysia, National Population and Family Development Boaed, 1987,
32p.

12, AREF, ., HEFNAWI, F., KANDIL, ()., YACOUT, M., and SAID, E. Effect of ML
Cu250 1UD on menstrual blord Toss and sperm migration, In: Hafez, £.5.€. and
Van Os, W.A A, eds, Medicated 1UDs and polymeric delivery systems. Detrait,
Hafez and Van Os, 1979, p. 22A-228.

13, ASOCIACION DEMOGRAFICA SALVADORENA. and INSTITUTE FOR RE-
SOURCE DEVELOPMENT, WESTINGHOUSE. Ei Salvador National Family
Healtl Survey, 198S. Jan. 1987. 23 p. (Unpublished)

14, AUDEBERT, A.LM. Follow-up studies of the new IUD “Ombrelle 250.7
Advances in Contraception 3(3): 192-193, Sep, 1987,

15. AUDEBERT, A.|.M. and EMPERAIRE, J.C. Pelvic and abdominal 1UDs:
pathophysiology, diagnosis and management. In: Hafez, ES.E. and van Os,
W.AA, eds. tUD pathodagy and management, Bosta, G.X. Hall, 1980, (Pro-
gress in Contraceptive Deivery Systems Vol. 3) p. 159-168.

16, AUDEBERT, A [.M., EMPERAIRE, |.C., LARUE-CHARLUS, S., and VAN DER
PAS, H. Clinical pedormance of the Ombrelle 250—a new copper 1UD. In:
Zstuchni, G.1., Goldsimith, A., and Sciarea, |.)., eds. (nirautenne conlraception:
advances and future prospects. Philadelphia, Harper & Row, 1985, p. 263~265.
17. AZNAR, R., REYNOSO, L, MONTEMAY(OR, G., and GINER, ). Post-placen-
fal insertion of (UDs. Contraceptive Delivery Systems 1(2): 143-148. Apr. 1980,
18. BAKER, J. Contraceptive safety research in Asia: a literature review. Bangkok,
Pupulation Council, Aug. 1983, 113 p.

19. BANHARNSUPAWAT, L. and ROSENFIELD, A.G. Immediate postpartum
1UD insertian, Obstetrics and Gynecatogy 38(2); 276-285. Aug. 1971,

20, BATAR, 1. Fenility after JUD remova). In: Hafez, ES.E. and Van Os, WA A,
eds, Medicated intauterine devices: physiclogical and clinical aspects, The
Hague, Netherlands, Madtinus Nijhoff, 1980, p. 159-1648.

30

21. BATAR, I. Clinical experience with the MLCU250 1UD {eight-year results).
Advances in Contraception 1(4): 329-335, Der, 1985,

22. BEERTHUIZEN, R.J.C.M., VAN WIJCK, J.AM., ESKES, TK.AB, VER-
MEULEN, AH.M,, and VOOIS, G.P. Pathomorphologic changes in the oviducts
in IUD patients, n: Hafez, E.5.E. and Van Os, WA A, eds. Medicated IUDs and
polymeric delivery systems, Detroit, Hafez and Van Os, 1979, p. 35A-358.
23. BELHAD), H,, SIVIN, |,, DIAZ, S.. &, al. Recavery of fentility after use of the
fevonuorgestre! 20 pg/d or Copper T 380 Ag intrauterine device, Contraception
34(3): 261-267. Sep. 1986,

24, BELL, T.A. and HOLMES, K.K. Age-specific risks of syphilis, gonorrhea, and
hospitalized pelvic inflammatory disease in sexually experienced U.S, women,
Sexuvally Transmitted Diseases 11(4): 291-295. Ot.-Der, 1984,

25. BENSON, P. (PATH/PIACT) [Research un new IUDs] Persunal comimunica-
tion, Oct. 1k, 1987,

26, BERENT, 1. Family planning in Europe and USA in the 1970s. Voodurg,
Netherlands, Intemational Statistical Institute, Ot 1982, (Warld Fertility Survey
Comparative Studies No. 20) 33 p.

27. BERNARD, R.P. IUD perdformance patterns—a 19700 warld view. Infema-
tional Journat of Gynecology and Obstetrics 8(h, P1. 2): 926-940. Nov, 1970,
28. BHATTACHARJEE, P.I., RAQ), AN., and GOWDA, H.8.5. A study «f IUD
refention in Karmataka, Population Centre Bangalore Newsletter 7(1): 1-7.
Jan.-Mar, 1947.

29. BLACKBURN, B. (US Agency fur Intematinnal Development) (LS AID IUD
supplies, 1084-87| Personal communication, jun. 1, 1987,

10, BLOUNT, ).H, REYNOLDS, G.H., and RICE, R.]. Pelvic inflammatiny
disease: incidence and trends in private practice. Morhidity and Mortality
Weekly Repon 32(45S): 2755-34SS, 1983,

31, BLUM, M. and PERY, J. Prevention of iron deficiency anemia in IUD users
hy prostaglandin synthetase inhihitors, Giritraceptive Delivery Systems 5(1):
21-23. Jan, 1984,

32, BOGUE, D.). and BOGUE, E.). Comparative hirth interval analysis, Chicagu,
Uriiversity of Chicaga, Commurity and Family Study Center, 1980, (Family
Planning Research ard Evaluation Manual No, 15) 129 p.

3. BOOTH, M., BERAL, VA, and GUILLEBAUD, |. Effect of age on petvic
inflammatory disease in aulliparous women using a Copper 7 intrauterine
contraceptive device, British Medical fournal 281(6233): 114, Jul. 12, 1980,
34, BOYD, EF, Jr. and HOLMSTROM, E.G. Ovulation following therapeutic
aharmion. American Journal of Obstetrics and Gynecology 113(4): 469473, Jun,
15,1472,

35. BRAZIL. CENTRO) DE PESQQUISAS DE ASSISTENCIA INTEGRADA A MUL-
HER E A CRIANCA (CPAIMC). IUD insertions by nursing personnel, Rio de
taneira, CPAIMC, Aug. 1987. 21 p.

3h. BRONNENKANT, LJ, (Finishing Enterprises, Inc) {Lippes Loop specifica-
tians, insteactions, sales] Personal communicanion, Sep. 16, 1987,

37. BROWN, G.F,, JAIN, AXK., and GILL, ). Analysis of population policies and
programs in tadia. New York, Population Council, Sep. 1987125 p.

38, BUCHMAN, M.I. A study uf the intrauterine contraceptive device with and
without an extracervicat appendage of tail. Fertility and Sterility 21(4); 348-355.
Apr. 1979,

39. BUDNICK, L.D. and PAKTER, J. Ectopic pregnancy in New York City,
1975-1980. Ameriran Journal of Public Health 72(h): SB0-584, Jun. 1982,

403, BURKINA FASO. MINISTRY OF HEALTH (MOH). DEPARTMENT OF
MATERNAL AND CHILD HEALTH. and COLUMBIA UNIVERSITY. CENTER FOR
POPULATION AND FAMILY HEALTH (CPFH). Du projet de recherche opera-
tiowmetle: consolidation des services de prestation sanitaire en direction de la
famille av Burkina Fasiy, |Final report on pperations research project: consolida-
ton of health delivery services for the family in Burkina Faso.)[FRE] Ougadou-
gou, Burking Faso and New York, MOH and CPFH, Dec. 1986, 96 p.

41. BURKMAN, R.T. and WOMEN'S HEALTH STUDY. Asscxiation between
intrauterine device and pelvic inflaminatory disease. Ohstetrics and Gynerology
S7(3): 269-276, Mar, 1981,

42, BURNHILL, M.S. Intrauterine cantraception. In: Corson, S.L., Derman, R.1.,
and Tyrer, L.B., eds. Fenility control, Boston, Little, Brown and Company, 1985,
p. 271-285.

43, CANADA. COMMITTEE (3N THE OPERATION OF THE ABORTION LAW,
Report of the Committee on the Operation of the Abortion Law, Ottawa, Minister
of Supply and Services, Canada, 1977. 474 p.

44, CARRON, .M., MELIAN, M.M., MONTHEITH, R.S., MORRIS, L., KINCHEN,
S., and WARREN, C\W, Family planning survey: Paraguay 1987, Atlanta,
Georia, Centers for Disease Cotral, Feb, 1988, 121 p.

45. CASTADOT, M.-|., ROBINOWITZ, M., CHERVENAK, F.A., SEDLIS, A, and
BORIA, M.C, Recognizing malignancy in intrauterine contraceptive device users.
American Journal of Obstetrics and Gynecology 136{7): 966-967. Ape. 1, TUR0,
4h, CATES, W, Jr, ORY, HW., ROCHAT, RW.,, and TYLER, CW.,, Jr. The
intrauterine device and deaths from spuntaneous abortion. New England Jourmal
of Medicine 295(21) 1155-1159, Nov, 18, 1976,

47, CENTRQ) DE ESTUDIOS DE POBLACION Y PATERNIDAD RESPONSABLE
{CEPAR). and ECUADOR. INSTITUTO NACIONAL DE INVESTIGACIONES
NUTRICIONALES Y MEDICO SQCIALES (ININMS). and INSTITUTE FOR
RESOURCE DEVELOPMENT/WESTINGHOUSE (IRD/W). Ecuador Encuesia
Nacional de Demografia y Salud Familiar, [Ecuador National Survey of Demaog-
raphy and Family Health.][SPA] [Quita), Ecuador, CEPAR and ININMS, and
[Columbia, Maryland|, t(RD/W, 1987, 25 p.

48, CHAMPION, C. (Family Health [nternational) [FHI'S JUD research program:
ongoing studies and preliminacy results] Personal communication, jun. 1, 1987,
49, CHANG, M.-C., FREEDMAN, R., and SUN, T-H. Trends in fertility, family
size preferences, and family planning practice: Taiwan, 1961-85, Studies in
Famnily Planning 18(h); 320-337. Nov.-Der. 1487,

50. CHANTLER, EN, Copper loss from copper IUDs. In: Zatuchni, G.l.,
Goldsmith, A, Sciarra, )., and Oshomn, C.X,, eds. Intrauterine contraception:
advances and future prospeas. Philadelphia, Harper & Row, 1985, p. 198-210,
51. CHEN, P.C. Birth ptanning. In: United States. Depantment of Health and
Human Services (DHHS) National Institutes of Health, Rural health in the
People’s Republic of China: report of a visit by the Rural Health Systerns
Delegation, fun. 1978. Washington, D.C., DHHS, 198(. (NiH Puh. No. 81—
2124) p. 105126,

52, CHETWYND, . and CHAMBERS, H. Contraceptive use and experience
amongst 3 sample of women atiending their GP. New Zealand Family Physician
13: 157-160, Spring 1986,

53. CHI, [-C. IUD use in diahetic of [actating women or women after cesarean
delivery—an epidemiologic perspective, n: Advances in Contraceptive Defivery
Systems (Monograph 2}, 1985, p, 287-297.

54. CHI, I-C. and KELLY, E. Is lactation a risk factor of tUD- and stecilization-
refated uterine pedoraion? A hypothesis. Intemational Joumal of Gynaecology
and Ohstetrics 22(4): 315-317. Aug. 1984,

55. CHI, 1-C., CHAMPION, C.8., and WILKENS, L. Cervical dilation in interval
insertion of an IUD: whao reguires it and does it lead to a high expulsion rate?
Contraception 36{4); 403416, Oct. 1987,

56. CHI, I, FELDBLUM, P|., and ROGERS, $.M. IUD-related utenine pedforation:
an epdeminotogic analysis of a rare event using an intermational dataset. Contra-
ceptive Delivery Systems 5: 123-130. 1984,

57. CHI, I-C., GALICH, Lf., TAUBER, P.F., WILKENS, L.R., WASZAK, C.S.,
SIEMENS, A ], arid LIPPES, J. Severe pain at interval JUD iserion: a case-control
analysis of patient risk factors. Contraception 34(5); 483-495. Nav. 1986,

S8, CHI, I-C., GALICH, L.f., TAUBER, P.F., WILKENS, LR, WASZAX, CS.,
SIEMENS, A |, and LIPPES, J. Severe pain atinterval tUD insertion: a case-contral
analysis of patient aisk factors. Contraception 34(5): 483-495. Nov, 1986,

59. CHI, I-C,, }JI, G., SIEMENS, A.)., and WASZAK, C.S. 1UD insertion at cesarean
section—ihe Chinese experience. Advances in Contraception 2: 145-153, 1986,
601 CHI, 1-C., WILKENS, L., and ROGERS, S, Expulsions in immediate postpar-
m insertions of Lippes Leop O and Copper T 1UDs and their counterpant Delta
devices—an epidemiological analysis. Contraception 12(2): 119-134, Aug, 1985,
61. CHI, 1-C., WILKENS, LR., and WASZAK, C.S. Difficulty in removal—a
neglected 1UD-related rare event, In: Advances in Contraceptive Delivery
Systems (Monograph 2), T985. p. 266-274,

62, CHI, I-C,, WILKENS, L.R., SIEMENS, A |., and LIPPES, |. Syncope and aher
vasovagal reactions atinterval insention of Lippes Loop D—who is most vulner-
ahle? Contraception 33(2): 179-187. Feh. 1986,

63, CHI, I-C., WILKENS, L.R., SIEMENS, A]., and POTTS, M. Rare events
occurring at insertion of an intrauterine device—a review of an intermational
experience, Advances in Contraception 1(1): 49-61, Mar, 1987,

64. CHI, I-C., ZHOU, S.-W., BALOGH, S., and NG, K. Post-cesarean section
insertion of intrautenne devices, Amencan Journal of Public Health 74(11):
1281-1282. Nov. 1984,

65. CHILE, MINISTERIO) DE SALUD PUBLIC(). PROGRAMA DE EXTENSION
DE SERVICIOS DE SALUD MATERN() INFANTIL Y BIENESTAR FAMILIAR
{PESMIB). tnvestigaciones en el carnpu de la satud materno infantil; 25 areas
PESMIB 1473-197h: resumnen y conclusiones, [Investigatons in the field of
matemal and child health: 25 areas from the Programa de Extension de Servicios
de Salud Materna Infantil y Bienestar Familiar, 1973-1976: suimmary and
conclusions.|[SPA} Santiago, Chile, PESMIB, Dec. 1976, p. 3-5, 76-82.

POPULATION REPORTS




66, CHINA POPULATION INFORMATION CENTRE (CPIC). Analysis on China’s
National One-per-thousand-population Feaility Sampling Survey. Beijing,
China, CPIC, 1984, 182 p.

67. CHINA, GENERAL OFFICE OF THE STATE FAMILY PLANNING COMMIS-
SION, Statistics on population and family planning of China: 1986, 1987. 8 p.
(Unpuhlished)

68. COHEN. |. Comparaisun de DIU au cuivie T 200 avec et sans fil, (A
comparative study of the Copper T 200 1UD with and without string.][FRE|
Fentilité, Contraception, Sexualité 15(12): 1157-1140. Dec. 1987,

69. COLE, L. (Family Health International) [Event rates for postpartum insertion
of various 1UDs in multicener study) Personal communication, Jul. 27, 1987,
70. COLE, L.P. and POTTS, D.M. Wider opponunities for {UD insertion, IPPF
Medical Bulletin 17(1); 2-3. Feh, 1983,

71. COLE, L.P, EDELMAN, D.A., POTTS, D.M., WHEELER, R.G., and LAUFE,
L.E. Posipartum insertion of modified intrauterine devices, foumal of Reproduc-
tive Medicine 29(9); 677682, Sep. 1984,

72. COLE, L.P., MCCANN, M.F,, HIGGINS, |.E., and WASZAK, C.S. Elfects of
breastfeeding on IUD performance. American Journal of Puhlic Health 73(4);
384-388. Apr. 1983.

73, COLE, L.P, POTTS, D.M., ARANDA, C,, BEHLILOVIC, B., ETMAN, S,
MORENQ, |, and RANDIC, L, An evaluation of the TCu 380Ag and the
Multitoad Cu375, Fertility and Sterility 43(2): 214-217, Feb, 1985,

74. COLLINS, |.A., GILLETT, P.G., PERLIN, LA., EMBIL, [.A.,, ZAYID, I,
RICHARDS, G., and KIRK, M.E, Microbiological and histological findings in the
fallopian tubes of women using varicus contraceptive methods. Contraception
30(5): 457-466. Nov. 1984,

75. COLOMBIA, CORPORACION CENTRO REGIONAL DE POBLACION, and
INSTITUTE FOR RESQURCE DEVELOPMENT/MWESTINGHOUSE (IRD/MW), Co-
lomhia: Enquesta de Demografia y Salid 1986, informe preliminar, [Colombhia:
Dernugraphic and Health Survey 1986, preliminary repon.] [SPA] Columhia,
Maryland, IRD/W, 1987. 34 p.

76. CONSUMERS UNION, The manufactured crisis: liahility-insurance compa-
nies have created a crisis and dumped it on you. Consuimer Reports, Aug. 1986,
p. 544-549,

77. COSTA RICA DEMOGRAPHIC ASSOCIATION (CRDA). and UNITED
STATES. CENTERS FOR DISEASE CONTROL (CDC). The Costa Rica Fentility and
Health Survey, 1986, [5an Juse,] Costa Rica and Atlanta, Georgia, CRDA and
CDC, Sep. 1987. 100 p.

78. CRAMER, D.W.,, SCHIFF, I,, SCHOENBAUM, S.C., GIBSON, M., BELISLE,
S., ALBRECHT, B., STILLMAN, R.J., BERGER, M.)., WILSON, E., STADEL, B.V,,
and SEIBEL, M. Tuhal infentility and the intrauterine device. New England Journal
of Medicine 312(15): 941-947. Apr, 11, 1985,

79. CRUESEN, L. {Organon International) [Development of MLCu-375 SL)
Personal communication, Dec, 11, 1987,

40, CRUESEN, L. (Organon International) [Multitoad production in Brazil|
Personal communication, Jan. 15, 1988,

81. DALING, |.R., WEISS, N.S,, METCH, B.J., CHOW, W.H.,, SODERSTROM,
R.M., MOORE, D.E., SPADON, L.R., and STADEL, B.V. Primary tubal infertility
in refation to (he use of an intraoterine device, New England Journal of Medicine
312015): 937-941, Apr. 11, 1985,

82. DELANO, G.E. Intrauterine contraceptive device: clinical manval. [8oston],
Pathfinder Fund, (1987), 26 p.

83. DELGADO, G. (APROFA) [IUD use in Chile] Personal communication, jul,
17,1987,

84, DIAZ, S., PAVEZ, M., CARDENAS, H., and CROXATTO, H.B. Recovery of
fertility and outcome of plaoned pregnancies after the removal of Norplant
subdermal implants or Copper-T IUDs. Contraception 35(6): 569-579, Jun,
1987,

85. DIEBEN, T. (Organon International) [Research on MLCu-250 with antiseptic
codted strings) Personal communication, Det., 17, 1987,

86, DOMINICAN REPUBLIC. CONSEIO NACIONAL DE POBLACION Y
FAMILIA (CONAPOFA). and INSTITUTE FOR RESOURCE DEVELOPMENT/
WESTINGHOUSE (IRD/W), Encuesta demaografica y de salud 1986, [Demo-
graphic and health survey 1986,][SPA] Santa Domingo, Dominican Repuhlic,
NCPF, and [Columhia, Maryland|, IRDAW, Feh, 1987. 21 p.

#7. DORING, G., BAUR, §., FRANK, P, FREUNDL, G., and SOTTONG, U.
Ergehnisse einer reprasentativen Umfrage zum Familienplanungsverhalten in der
Bundesrepublik Deutschland 1985, [Results of a representative survey of family
planning hehavior in the Federal Republic of Germany 1985.)| GER] Gehurtshilfe
und Frauenheilkunde 12{46): 857-920, Dec., 1986,

88. DREHER, E., CIMBER, H., and MUHLEMANN, M. Intrauterine occlusion
body (IUB): preliminary report, [1987]. 18 p. (Unpuhlished)

89. DROST, R.H., MAES, R., and THIERY, M, Copper release fram the MLCu375
intrauterine contraceptive device, IRCS fournal of Medical Science 11(10): 895.
Oct, 1983,

Y0. EDELMAN, D.A,, BERGER, G.S,, and KEITH, L.G. Intrauterine devices and
theie complications. Boston, G.K. Hall, 1979, 263 p,

91. EDELMAN, D.A,, ZIPPER, |, RIVERA, M., and MEDEL, M, Timing of the IUD
insertion. Contraception 19(5): 449-454. May 1979,

92, ELSTEIN, M. Pelvic inflamitation and the intrauterine contraceptive device,
Proreedings of the Royal Society of Medicine 60{4); 397. Apr. 1967,

93. ESCHENBACH, D.A. Acute pelvic inflammatory disease. Urologic Clinics of
North Amnerica 11{1); 65-B1. Feh, 1984,

94, ESCHENBACH, D.A. Epidemiology and diagoosis of acute pelvic inflamma-
tory disease. Obstetrics and Gynecology 55(5, Suppl.): 1425-1528, May 1980,
495. ESCHENBACH, D.A. and SODERSTROM, RM. IUDs and salpingitis, In;
Hafez, E.S.E, and Van Os, W.A A, eds. IUD patholugy and management, Buston,
G.K. Hall, 1980, {Progress in Contraceptive Delivery Systems Vol. 3)p, 147-158,
96, FAMILY REALTH INTERNATIONAL. Careful IUD insertion can reduce STD
transmission. Network B(2): 7. Winter 1987,

97. FAMILY HEALTH INTERNATIONAL. IUDs and PID: understanding the
American situation. Network 8(2); 8, Winter 1987,

98. FAMILY HEALTH INTERNATIONAL. IUD Update: What family planners
should know, B(2): 1-3. winter 1987,

99. FAMILY HEALTH INTERNATIONAL. Postpartum IUDSs in Mexico, Network
6(2): 8. Winter 198BS,

100, FAMILY HEALTH INTERNATIONAL, Preventing PID in IUD acceptors at
insertion. Network 8(2): 3. Winter 1987,

101, FAMILY PLANNING ASSOCIATION OF HONG KONG (FPAHK). Famify
planning knowledge, attitude and practice in Hong Kong 1982. Wanchai, Hong
Kong, FPAHK, 1984, 125 p.

102, FARLEY, T.M.M. Life-tahle methods for contraceptive research, Statistics in
Medicine 5: 475489, 1986,

103. FAULKNER, W.L. and ORY, HW. intrauterine devices and acute pelvic
inflammatory disease. Journal of the Amenican Medical Association 235(17):
T851-1853. Apr, 26, 1976,

104, FINISHING ENTERPRISES (FI). Prescribing infirmation: Copper T model
TCu 2008. Nowth Torawanda, New York, FI, 1985, 6 p, (Pampblen)

105, FINISHING ENTERPRISES (F1). Prescrihing information: Copper T mndel
TCu 380A. Nonth Tonawanda, New York, Fl, 1985. 6 p. (Pamphlet)

106, FISHEL, $.8. and EDWARDS, R.G. Huiman chononic gonadotropin secreted
hy preimplantation embryos cultured in vitro, Science 223 (4638): 816-818,
Feh, 24, 1984,

107. FISHER, A A. and SILVA, V. DE. Satisfied IUD acceptoxs as family planning
maRivators in S Lanka, Studies in Family Planning 1 7(5); 235-242. Sep.-Oxt. 1986,
108, FLESH, G., WEINER, |.M., CORLETT, R.C., Jr., BOICE, C., MISHELL, D
Ir., and WOLF, R.M, The intrauterine contraceptive device and acute salpingitis:
a multifactor analysis. Amencan Joureal of Ohstetrics and Gynecalogy 135(3):
402-408, Oct. 1, 1979,

POPULATION REPORTS

10Y. FOREMAN, H., STADEL, B.V,, and SCHLESSELMAN, S. Intrauterine device
usage and fetal loss. Obstetrics and Gynecology 58(6): 669-677. Dec. 1981,
110. FORNARY, |, (Intemational Planned Parenthood Federation (IPPF)) [IPPF
1UD supplies 1986-87] Personal communication, Oct. 23, 1987,

111, FORREST, |.D. The end of IUD marketing in the United States: What does
it mean for American women? Farmily Planning Perspectives 18(2): §2-57.
Mar.-Apr, 1986,

112, FRASER, S. Vietnam'’s campaign makes progress. People 14(3): 25, 1987,
113. GALLEN, M, and LETTENMAIER, C.L. Counseling smakes a difference.
Population Reports, Series |, No. 3S. Baltimore, Johns Hopkins University,
Population Information Program, Jul.-Aug, 1987. 32 p.

114, GALVEZ, R.S., GALICH, L., GUIROLA, AM., COLE, L.P., and WASZAK, C.
A comparative study of the TCu2008 with and without strings. Advances in
Contraceptive Delivery Systems 13 107-112, 1985,

115. GAO |, ZENG S., SUN B,, WU S., DONG }., CONG |,, ZHU X., FAN H.,
HAN L., and ZHENG X, Menstrual blond loss, haemaoglohin and ferritin concen-
tration of Beijing women wearing steel ring, VCu 200, and TCu 220c¢ IUDs.
Contraception 34(6): 559-571. Dec. 1986,

116. GIBOR, Y. and PHARRIS, B. Grossesse extra-utesine et D.1,U. [Exdrauterine
pregnancies and 1UD use.){FRE] Contraception, Ferilite, Sexualite 8(2); 109-
120, Feh, 1980,

117. GOH, T.H, and HARIHARAN, M. Elfect of laparascopic sterilization and
insertion of Multiload Cu 250 and Progestasert (UDs on serum ferritin levels.
Contraception 28(4): 329-336, Oct. 1983,

118, GOH, TH. and TONG, S.L. Patterns of copper loss—a comparison of the
multiload Cu250, TCu-220C and Cu? 1UDs. Contraception 33(4): 411420,
Apr. 1986,

119, GOH, T.H,, ANG, E.S., and YIP, Y.C, Menstrual fllow duration and spotting
fullowing Multiload Cupper 250 intra-uterine device insertion, Journal of
Obstetrics and Gynaecology 4(2): 127-124, Oct. 1983,

120, GOH, T,H,, HARIHARAN, M,, and CHAN, G.L. Anaemia and menstrual
blood loss studies in women using Multiload Cu250 and Progestasert 1UDs.
Contraception 29(4): 459-366h, Apr. 1984,

121, GOH, T.H,, HUTAPEA, H., MCCARTHY, T,, &. al. A multicenter random-
ized comparative investigation of ML Cu250, TCu-220C and Cu? I1UDs.
Advances in Contraceptive Defivery Systems, 1985. (Monograph 1) p. 126130,
122. GOLDMAN, N, PEBLEY, A.R., and WESTOFF, C.F. Prohahilities of concep-
tion in Latin America. Presented at the annual meeting of the Population
Assaciation of America, Apr. 30, 1982, 30 p.

123, GOLDSTUCK, N.D. Pain reduction during and after insertion of an intrauter-
ine contraceptive device. Advances in Contraception 3(1): 25-36, Mar, 1987,
124, GONZALEZ, M.L., EMMONS, D.W., and PIENIAZEK, D. Sociceconomic
characteristics of medical practice 1986, Chicago, Illinois, American Medical
Association, 1986. p. 12-16, 136137,

125, GRAY, R.H. and LABBOK, M. Family plamning components in community
hased distrihution projects: riskhenefit considerations in the chuice of methods.
In: Wawer, M., Huffman, S., Cehula, D., and Oshoen, R, Heaith and family
planning in community-hased distribution programs, Boulder, Colarada,
Westview Press, 1985, p, 65-103,

126, GRAY, R.H., RAMOS, R., AKIN, A, and BERNARD, R. Manual for the
provision of intrautering devices (IUDs). Geneva, World Health Organization,
1980. 51 p.

127, GRIMES, D.A. Inirauterine devices and pelvic inflammatory disease: recent
developments..Contraception 36(1): 97-110, ful. 1987,

128, GRIMES, D.A. Nongs occal pelvic ir wy disease. Clinical
Obstetrics and Gynecology 24(4): 1227-1243, Dec. 1981,

129, GUERRA, F., WARREN, C.W., OBERLE, M.W., and MORRIS, L. Maternal-
child healttyfamily planning survey: Panama 1984, Atlanta, Georgia, Centers for
Disease Control, Mar, 1986, 140 p,

130. GUILLEBAUD, . Scheme for management of “lost” 1UD threads, 1PPF
Medical Bulletin 14(5): 1-3. Oct. 1980,

131, GUILLEBAUD, J. and BONNAR, |. Estirnation and prediction of IUD-related
increased duration and amount of imenstrual blood foss. In: Hafez, E.S.E. and
Van Os, W.AA, eds, IUD patholugy and management. Boston, G.K. Hall, 1980.
{Progress in Contraceptive Delivery Systems Vol, 3) p. 75-92,

132. GUILLEBAUD, ). and BONNAR, |, Longer though lighter menstrual and
intermenstrual hleeding with copper as compared to inert intrauterine devices,
British Joumal of Ohstetncs and Gynaecology 85(9): 767-712. Sep. 1978,
133, GUILLEBAUD, J, and KASONDE, |.M. Asimple scheme (ur managing the
problemn of “lost threads” with intrauterine devices. Fenility and Contraception
2): 24-32. Apr. 1979,

134. GUILLEBAUD, J., BARNETT, M.D., and CGORDON, Y.8. Plasma feritin
levels as an index of iron deficiency in women using intrauterine devices. British
Journal of Ohstetrics and Gynaecology 86(1): 51-55. Jan. 1979,

135. GUILLEBAUD, |, BONNAR, ., MOREHEAD, J., and MATHEWS, A
Menstrual hlond-loss with intrauterine devices. Lancet 17956): 387-390. Feh,
21, 1976,

136, GUMP, D.W,, GIBSON, M., and ASHIKAGA, T. Evidence of prior pelvic
inflammatory disease and its relationship to Chlamydia trachomatis antibody
and intrauterine contraceplive device use in infertile women, American Joumal
of Obstetrics and Gynecology 146(2): 153-159. May 15, 1983,

137. GUTTMACHER, A.F. Intrauterine contraceptive devices. Joumal of Repro-
duction and Fetility 10: 115-128, 1965,

138. HAGER, W.D,, ESCHENBACH, D.A., SPENCE, M.R., and SWEET, R.L.
Criteria for diagnosis and grading of salpingitis, Obstetrics and Gynecology
61(1): 113-114_ Jan. 1983,

139, HALL, J.M. and BLEICH, |. Manufacturer halts Saf-T-Coil production.
Contraceptive Technology Update 3(9): 109-110, Sep, 1982,

140, HARLAP, S, HIV and fertility regulation, 1987, 25 p. (Unpublished)

141, HASSON, H.M., BERGER, G.S., and EDELMAN, D.A Factrs affecting
intrauterine contraceptive device performance: 1, Endometrial cavity length,
American Jounal of Obstetrics and Gynecology 126(8): 973-981. Dec. 15, 1976,
142, HATCHER, R.A., GUEST, F., STEWART, F., STEWART, G.K., TRUSSELL, |.,
CEREL, §., and CATES, W. Contraceptive technology 1986-1987, 13th rev. ed.
New York, (rvington Publishers, 1986. 310 p,

143, HAUB, C. and KENT, M.M. 1987 world population data sheet, {wall chart]
Washington, D.C., Population Reference Bureau, 1987,

144, HEARTWELL, S.F. and SCHLESSELMAN, S. Risk of uterine perforation
amang wsers of intrauterine devices, Obstetrics and Gynecology 61(1% 31-36,
Jan. 1983.

145, HEATH, K., MARTINEZ, D,, and SHEON, AR. Trinidad and Tobago
Demographic and Health Survey (TTDHS) 1987: preliminary repon, [Port-of-
Spain), Trinidad and Tobago. [and Columhia, Maryland], Family Planning
Association of Trinidad and Yobago. and Institute for Resource Develop-
mentWestinghouse, Jan. 1988, 22 p.

146, HEIKKILA, M., HAUKKAMAA, M., and LUUKKAINEN, T, Conlraception
with a levonorgesteel-releasing 1UD: effect on lactation and child development,
In: Zatuchni, G.l., Goldsmith, A., Shelton, 1.0, Sciarra, 1.)., and Oshirn, CK.,
eds. Long-acting contraceptive delivery systems, Philadelphia, Harper & Row,
1984, p. 368-377,

147, HEIKKILA, M., NYLANDER, P., and LUUKKAINEN, T. Body iron stores and
patterns of bleeding after insertion of a levonorgestrel- or a copper-releasing
intrauterine contraceptive device, Contraception 26(5): 465-474. Nov. 1982,
148. HERMANNS, U. and HAFEZ, E.S.E. IUD use and carcinoma of the cervix,
Contraceptive Delivery Systems 2(1): 109-119. Apr. 1981,

149, HEROLD, ). M., WARREN, C.W., SMITH, |.C., ROCHAT, R.W., MARTINEZ,
R., and VERA, M, Contraceptive use and the need for family planning in Puerto
Rico. nternational Family Planning Perspectives 12(4) 125-131. Dec. 1986,
150, HIRVONEN, E., KAIVOLA, S,, and TIMONEN, H. Fincoid—a new copper
1UD: a prelivninary repont. Contraceptive Delivery Systems 3(2): 83-89, Apr. 1982,

151, HONDURAS. MINISTRY OF PUBLIC HEALTH (HMPH), and ASSQCIA-
TION FOR FAMILY PLANNING IN HONDURAS {ASHONPLAFA). Maternal-
child health and family planning survey: Honduras, 1984: Final report, | Teguci-
galpa, Honduras), HMPH and ASHONPLAFA_ Dec. 198h. 202 p.

152, HONORE, LH. The intrauterine contraceptive device and hydatidiform
mule: a negative association, Contraception 34(2): 213-219. Aug. 1986,

153. HOPFLINGER, F. and KUHNE, F. Contraception: answers of wives ahd
hushands compared in a survey of Swiss couples. Journal of Biosocial Science
16(2): 259-268. Apr. 1984,

154, HSU, C.-T,, ROAN, C.-H., CHANG, H.-T,, CHEN, S.-Z, LIN, Y.-N,, and
CHEN, T.-Y, Uterine malignancies developing, after a long term use of lUCO's.
Asia-Oceania jounal of Ohstetrics and Gyrtaecology 10{3): 347-357. Sep. 1984,
155, HUNGARY. CENTRAL STATISTICAL OFFICE (CSQ). Summary of the 1986
fertility surveys. Budapest, CSO, 1987, 21 p,

* 156, HUTCHINGS, .E., BENSON, P.., PERKIN, G.W., and SODERSTROM, R.M.

The IUD after 20 years: a review of worldwide experience. Intemational Family

Planning Perspectives 11(3): 77-86. Sep. 1985,

157. INDONESIA. BUREAU OF PUBLIC STATISTICS (BPS). Ulasan singkat: hasil

Survei Penduduk Antar Sensus 1985, [A brief note on the results of the 1985

Infercensal Population Survey.| Jakarta, BPS, 1985, (Senes No. 4)

158, INSTITUTE OF POPULATION STUDIES. Preliminary assessment of the

Fincoid IUD. Devon, England, University of Exeter, 1980. {Report 3/80) 30 p.

159. INTERNATIONAL FEDERATION OF FERTILITY SOCIETIES. The Singapore

statement on tUDs, Qct. 30, 1986, 1 p, (Unpuhlished)

160, INTERNATIONAL FERTILITY RESEARCH PROGRAM, intrauterine device

study: clinical 1ahle 4! events after insertion. [Table] [1982]. 1 p. (Unpublished)

161, INTERNATIONAL PLANNED PARENTHOOD FEDERATION {IPPF),

Concems in the USA about IUDs—MAPs commients. IPPF Medical 8ulletin

20(2): 1. Apr. 1986, N

162, INTERNATIONAL PLANNED PARENTHOOD FEDERATION (IPPF),

Contraceptive and medical services. [Policy compendium] [London), IPPF, Nov,

1985. 5 p.

163, INTERNATIONAL PLANNED PARENTHOOD FEDERATION (IPPF). Family

planning in Chile; a profile of he development of policies and programmes.

London, IPPF, [1980]. 25 p.

* 164, INTERNATIONAL PLANNED PARENTHOOD FEDERATION (IPPF). IPPF
Intemational Medical Advisory Panel meetings, 1987. (PPF Medical Bulletin
21{h}. 3—6. Dec, 1987
165, INTERNATIONAL PLANNED PARENTHOOD FEDERATION, Guidelines
for IUD sterilization, IPPF Medical Bulletin 19{6): 3. Dec. 1985,

166. (OFFREDA. |, (Intemational Development Procurement Services) [Ship-
ment of [UDs for International Planned Parenthood, 1983-85) Persunal com-
munication, Nov. 10, 1987,

167. ISRAEL, R., SHAW, S.T,, Jr, and MARTIN, M.A. Comparative quantitation
of menstrual blood Tuss with the Lippes Loop, Dalkon Shield, and Copper T
intrauterine devices. Contraception Ti1): 6371, Jul. 1974,

168. JACOB, M., SHAHMANESH, M., WHATLEY, )., and THIN, N, A forgotten
factor in pelvic inflammatory disease: infection in the male parner. British
Medical journal 294(6576): 869, Apr. 4, 1987,

169, [ACOBSON, L. and WESTROM, L, Ohjectivized diagnasis of acute petvic
inflammatory disease. American joumal af Ohstetrics and Gynecology 105:
1088-1098, Sep.-Dec. 1969.

170. JAGDEO, T.P, Contraceptive prevalence in Grenada, New York, Intema-
tional Planned Parenthood Federation, Western Hemisphere Region, 1987,
{IPPFAWHR Carihhean Contraceptive Prevalence Surveys No. 3) 169 p.

171. JAGDEQ, T.P. Contraceptive prevalence in Montserrat, New York, Intema-
tional Planned Parentheod Federation, Western Hemisphere Region, 1985,
(IPPFAWHR Carihbean Contraceptive Prevalence Surveys No. 2) 152 p,

172. |JAGDEQ, T.P. Contraceptive prevalence in St. Kitts-Nevis. New York,
international Planned Parenthuoed Federation, Western Hemisphere Region,
1985, 126 p.

173 JAIN, AK. Comparative perfformance of three types of IUDs in the United
States. In: Hefnawi, F, and Segal, S.)., eds. Proceedings of the Third International
Conference on Inlrauterine Contraception, Cairo, Egypt, Dec. 12-14, 1974,
Amsterdam, North-Holfand, 1975, p. 3-16.

* 174, JOHANNISSON, E. Mechanism of action of intrauterine devices: hio-
chemical changes. Contraception 36(1): 11-22. Jul. 1987,

175. KAMNUANSILPA, P. and CHAMRATRITHIRONG, A. Contraceptive use
and fertility in Thailand: results from 1he 1984 Conlraceptive Prevalence Survey.
Bangkok, National Institute of Development Administration, Research Center;
Mahidol University, Institute for Population and Social Research; and Ministry
of Public: Health, National Family Planning Program, 1985, 154 p,
176, KAUFMAN, D.W,, SHAPIRO, S., ROSENBERG, L., MONSON, R.R.,
MIETTINEN, O.5., STOLLEY, P.D., and SLONE, D. Intrauterine contraceptive
device use and pelvic inflammatory disease, American Journal of Ohstetrics and
Gynecology 136(2): 159-162. fan. 15, 1980,
177. KAUFMAN, D.W.,, WATSON, |., ROSENBERG, L., HELMRICH, S.P.,
MILLER, D.R,, MIETTINEN, O.S., STOLLEY, P.D,, and SHAPIRO, S, The effect of
different types of intrauterine devices on the risk of pelvic inflammatory disease.
Journal of the American Medical Association 250(6): 759-762, Aug. 12, 1983.
178, KAUNITZ, A M. and GRIMES, D.A. Gond news ahout contraceptives and
PIiD, Contemporary Oh/Gyn 27(3): 153-157. Mar. 1986,
179. KAYE, B.M., REANEY, B.V,, XKAYE, D.L,, and EDELMAN, D.A. Long-term
safety and use-effectiveness of intrauterine devices. Fentility and Sterility 28(9):
937-942, Sep. 1977.
180. KENYA. CENTRAL BUREAU OF STATISTICS (CBS). Kenya Contraceptive
Prevalence Survey 1984: first report. Nairohi, CBS, Dec. 1984. 160 p.
181, KETTING, E. and LELIVELD, F. Abartus en anticonceptie anno 1982:
laarverslag van de Permanenie Registratie Abontus, aangevuld met diverse
d ksgegevens b de anticoncepliegebruik in Nederland. [Ahortion
and contraception in 1982, Annual report from the Permanent Registration of
Abortion, supplemented hy various research data relating fo the use of contra-
ceptives in the Netherlands, )[DUT, summary in ENG] The Hague, Netherlands,
Vereniging Stimezo Nederand, 1983. 182 p,
182, KETTING, E. and VAN OS5, W.A A, IUD use inwestem Eurape. n: Zatuchni,
G.l., Goldsmith, A, and Sciarra, ). Intrauterine contraception: advances and
future prospects. Philadelphia, Harper & Row, 1985, p. 37-44,
183. KEY, T.C, and KREUTNER, AK. Gastraintestinal complications of modem
intrauterine devices, Ohstetrics and Gynecology 55(2): 239-244. Feh, 1980,
184, KHAN, M., RAHMAN, 5., JAHA, N.K,, and HUQ, N. A prospective study
of lUD in Dhaka city. In: Khan, AR, and Mia, A., eds. Contraceptive practice in
Bangladesh: safety issues. Dhaka, Bangladesh, Pragram for the Introduction and
Adaptation of Contraceptive Technology/Program for Appropriate Technology in
Health, Nov, 1984, p, 304-335.
185, KHAN, M.E. and PRASAD, C.V.S. Family planning praciices in India—
Second All India Survey. 8arnda, lodia, Operations Research Group, 1983, 215 p.
186. KIM-FARLEY, R.l., CATES, W,, Jr., ORY, HW., and HATCHER, R.A. Febrite
spontaneous abarion and the IUD. Contraception 18(6): 561-570. Dec. 1978,
187. KIRKWOQD, B.)., FACER, W.A.P, LAWRENCE, G.M., and HUNTON, R.B.
Contraceptive practice among New Zealand women. New Zealand Medical
journal 89(641) 108-111. Aug. 8, 1979,
188. KIVIJARVI, A., TIMONEN, H., RAJAMAKY, A,, and GRONROOS, M. Iron
deficiency in women using modern copper intrauterine devices. Ohstetrics and
Gynecalogy 67(1): 95-48. Jan, 1986,
189, KLEIN-ECHEVERRI, L. (Pathfinder Fund) [Pathfinder Fund 1UD supplies,
1980-87| Personal communication, May 27, 1987.
190. KLEINMAN, R.L., ed. Family planning handhook for doctows, Sth ed.
London, Intemativnal Planned Paenthood Fedecation, 1980, 243 p.

* 191, KLEINMAN, R.L., ed. Family planning handhook for midwives and nurses.

3rd ed, London, Intermational Planned Parenthond Federation, 1986, 79 p.

31




192, KOBAYASHI, K. Contraception. In: Maimichi Newspapers Papulation
Prohlems Reseasch Councit (MNPPRC). Summary of eighteenth national suevey
on family planaing, Tokya, MNPPRC, 1986, p. 97-109,

193, KOCH, .U, Spermy migration in the human female genital ract with and
without intrauterine devices. Acta Europaea Fentilitatis 11(1): 33-60. Mar, 1980,
194, KOCH, U.J. Cytological investigations in women with the IUD ML Cu 250
in situ and other methads of fenility regulation. Presented at the Reproductive
Health Care laternational Symposium, Maui, Hawaii, Oct, T0-15, 1982, 9 p.
195, KOETSAWANG, 5., RACHAWAT, D., and PIYA-ANANT, M. Outcome of
pregnancy in the presence of intrauterine device. Acta Ohstetricia e
Gynecatogica Scandinavica 56(5) 479482, 1977,

196, KOLS, A., RINEHART, W,, PIOTROW, P.T., DOUCETTE, L., and QUILLIN,
W.F. Oral contraceptives in the 1980s. Population Reponts, Series A, No. 6,
Baltimoxre, Johns Hopkins University, Population Information Program, May-jun,
1982, 36 p.

197. KOREA INSTITUTE FOR POPULATION AND HEALTH (KIPH). [1985
fertility and family health survey}. [KOR] Seoul, Korea, KIPH, 1985, 390 p.
198, KOSASA, T., LEVESQUE, L., GOLDSTEIN, D.P,, and TAYMOR, M.L. Early
detection of implantation using a radivimmunoassay specific for human
chovionic gonadotropin. Joumal of Clinical Endocrinology and Metaholism
36(3): h22-624. 1973,

199, KOSONEN, A. Corrosion of copper in utera, Fertility and Sterility 300):
59-h5. Jul. 1978,

200. KO UM, M., ANDOLSEK, L., and ALLONEN, H. Arandomized comparative
wrial of Nova-T and TCu200Ag in Yugoslavia, Advances in Contraception 2{1):
$1-36, Mar, 1986,

201, KO UH-NOVAK, M., ANDOLSEK, L., HREN-VENCELJ, H., GUBINA, M.,
and KRAL), B, Risk factors fiw pelvic inflammatory disease in (UD users. In:
Hasson, H., Hafez, E.5.E., and Van Os, W.A.A_, eds, Biomedical aspects of lUDs.
Hingham, Massachusetts, MTP Press, 1985, {Advances in Reproductive Health
Care) p. H5-76,

202, KUBBA, A.A. and BOUNDS, W, (Margaret Pyke Centre) |Retrieval of
missing UD stringst Personal comimunication, Oat. 10, 1987,

203, LADIPO), O.A Training of midwives in family planning in Nigeria. Planners’
Forum 1(1): 5-6. 1983,

204, LAING, J.E. Cortinuation and effectiveness of conleaceptive practice: a
cross-sectinnal approach. Studies in Family Planning 16(3): 138-153. May-Jun,
1985,

205. LARSON, A Fentility and the status of wamen. wall chan} Washingtan,
D.C., Population Reference Bureau, [1981),

206. LARSSON, B., FRANKMAN, O, and HAMBERGER, L. Concentrations of
copper in human seceetions and weight of the copper wire during the 410 7
years after insention of a Cu-lUD (intrauterine device). Fertility and Sterility 36(6):
734-7 46, Dec, 1981,

207. LARSSON, B., HAMBERGER, L., and RYBO, G. Influence of copper
intrautering contraceptive devices {Cu-7-1UD) on the menstrual blood-loss, Acta
Obstetricia e Gynecologica Scandinavica 54(3); 315-318, 1975,

208. LEE, N.C., RUBIN, G.L., and BORUCKI, R. The intrauterine device and
pelvir inflammatory disease: new resulls from the Women's Health Study. (To
he puhlished hy Ohsteines and Gynecology)

20M. LEE, NLC,, RUBIN, G.L., ORY, H.W.,, and BURKMAN, R.T. Type of intrau-
terine device and the risk of pelvic inflammatory disease, Obstetrics and
Gyner.alogy 62(1): 1-h. Jul. 1983,

210. LEHFELDT, H. Comparative study of two intra-uterine contraceptive
devices. [Ahstract) In: Segal, S.)., Southam, A.L., and Shafer, K.D., eds. latra-
uterine contraception, Amsterdam, Excerpta Medica, 1965, (International
Congress Series No. 86) p. 237,

211, LEHFELDT, H. Immediate postabortion insertion of an 1UD. Eurapean
Journal of Ohstetrics, Gynecolugy and Reproductive Biolugy 17(2-3% 141-147,
May 1944,

212, LEIDHOM, P, RYBO, G., SIOBERG, N.-()., and SOLVELL, L. Copper lUD:
influence on menstrual blaod loss and iron deficiency, Contraception 12(3);
117325, Sep. 1975.

213, LEISHMAN, G. (Ortho Pharmaceuticals, Canada) [Insteuctions for copper
1UD use) Personal communication, Ol 13, 1987,

214, LETTENMAIER, C.L. and GALLEN, M. Counseling guide. Population
Reports, Series ), No. 26, Baltimare, Johns Hopkins University, Population
Information Program, Sep.-Oct. 1987, 28 p,

215, LEWIT, 5. Outcomme of pregnancy with intrauterine devices, Contraception
2(1); 47-57. Jul. 1970.

216, LIPPES, |, A study of intra-uterine contraception: development of a plasiic
loop. In: Tietze, C. and Lewit, S., eds. Intra-uterine contraceptive devices,
(Proweedings of the conference, New Yurk, Apr. 30-May 1, 1962} Amsterdarn,
Excerpta Medica, 1962, p, 383-390.

217. LISKIN, L., BLACKBURN, R., and GHAN]I, R, Hormanal contraceplion: new
long-acting methods. Population Repons, Series K, No, 3. Baltimore, Johns
Hopkins University, Population Information Program, Mar.-Apr, 1987, 32 p,
218. LISKIN, L., BLACKBURN, R., and MAIER, .. AIDS—a public health crisis.
Population Repons, Series L, No. 6. Baltinore, Johns Hopkins University,
Poputation Information Pragram, Jul.-Aug. 1986, 36 p,

219, LISKIN L. and FOX, G. IUDs: an appropriate contraceptive for many
women. Population Reports, Series 8, No, 4. Baltimore, Johns Hopkins
University, Population Information Program, July 1982, 16 p.

226, LONDON, K., CUSHING, |., CLELAND, |, ANDERSON, |.E., MORRIS, L.,
MOORE, $.H., and RUTSTEIN, 5.0. Fertility and family planning surveys; an
update, Population Reports, Series M, No. 8. Baltimore, Jobns Hupkins
University, Population Information Program, Sep.-Oct. 1985, 60 p.

221.1UDL, ). (FUNDATECH S A} {Fundus-fixing IUD} Personal communication, o
Aug. 21, 1987.

222, LUUKKAINEN, T. and NILSSON, C.G. Sustained intrauterine release of
d-nowgestrel, Contraception 18(4): 451458, Oct, 1978,

223. LUUKKAINEN, T. and NILSSON, C.G, The development of levonorgesirel
1UD. [1982}. 249 p. (Unpublished}

224, LUUKKAINEN, T, ALLONEN, H., HAUKKAMAA, M., et al. Effective
contraception with the levenorgestrel-releasing intrauterine device: 12-month
report of a European multicenter study. Contraception 36(2): 161-179, August
1987,

225. LUUKKAINEN, T,, ALLONEN, H., HAUKKAMAA, M., LAHTEENMAKI, P,,
NILSSON, C.G,, and TOIVONEN, J. Five years’ experience with levonorgestrel-
releasing 1UDs. Contraception 33(2); 139-148. Feb. 1986,

226, LUUKKAINEN, T., ALLONEN, H., NIELSEN, N.-C., NYGREN, K.-G,, and
PYORALA, T. Five years' experience of intrauterine contraception with the
Nava-T and the Copper-T-200. Arerican Joumal of Obstetrics and Gynecology
147(8): 885-8Y2. Der. 15, 1983,

227, LUUKKAINEN, T., NIELSEN, N.-C., NYGREN, K. and PYORALA, T.
Nulliparous women, IUD and pelvic infection, Amnals of Clinical Research 11(3):
121-124, 1979,

228, MACFARLAN, S.M. Perfuration of the postpadum uterus with an intrauter-
ine contraceptive device, American Journal of Ohstetrics and Gynecology 94(2):
283, Jan. 15, 1966,

229. MALMQQVIST, R, PETERSOHN, L, and BENGTSSON, L.P. Menstrual v
bleeding with copper-covered intrauterine contraceptive devices. Contraception
9l6): h27-633. Jun, 1974,

230, MAURITIUS. MINISTRY OF HEALTH (MOH). FAMILY PLANNING/
MATERNAL-CHILD HEALTH DIVISION, Mauritius Contraceptive Prevalence
Survey 1985: final repont, Port Louis, Mauritius, MOH, Feb, 1987, 134 p,

231 MILLS, A and BIDDELL, S. AIDS (acquired immune deficiency syndrome),
family planning and well woman services, 8ritish Journal of Family Planning
1301): 11-15. Apr. 1987,

32

232. MISHELL, D.R., Ir. Pregnancy-related cumplications and hleeding prohlems
with [UDs, In: Sciarra, .)., Zatuchni, G.l., and Speidel, )., eds. Risks, henefits
and rontroversies i fertility contral, Hagerstown, Maryland, Harper & Row,
1978, p. 428-434,

233, MISHELL, D.R., Jr. and RQY, S. Copper intrauterine contraceptive device
event rates (ollowing insertion 4 1o H weeks post partwin, Amedican Joumal of
Ohstetrics and Gynecology 14301): 29-35. May 1, 1982,

234, MISHELL, D.K., Jr, BELL, JH., GOOD, R.G,, and MOYER, D.L. The
intrauterine device: a hacteriotngic study of the endometaal cavity. American
Journal of Obstetrics and Gynecology 96(1): 119126, Sep. 1, 19646,

215, MISHELL, D.R., Jr., ISRAEL, R, and FREID, N. A study of the Copper T
intrauterine contraceptive device (TCu 200) in nalliparous women, American
Juurnal of Obstetrics and Gynecology 116(d): 1092-1086. Aug, 15, 1974,
23h. MITRA AND ASSOCIATES (MA). Bangladesh Contraceptive Prevalence
Survey- 1965 key tahles, Dhaka, MA, 1985, 24 p,

237. MITTAL, 5., GUPTA, |, LATA, P, MAHAJAN, U., and GUPTA, AN.
Management of translocated and incarcerated wtrauterine conlraceptive
devices, Australian and New Zealand Journal of Obstetrics and Gynaerology
26:232-234, 1986,

238, MIZNE, S. (Produtos Medicos Ltd) (IUD peoduction in Brazil| Pessonal
communication, Aug. 11, 1987,

239. MOROCCO. MINISTERE DE LA SANTE PUBLIQUE. SERVICE D'ETUDE DE
INFORMATION SANITAIRE. and INSTITUTE FOR RES()URCE DEVELOP-
MENT/WESTINGHOUSE (IRDW). Enguéte nationale sur ia plamification fa-
miliale, la fecondite et la sante de la population au Maroc (ENDS), 1987,
|National study on famity planning, fertitity and bealth of the Moroccan popu-
Tation (ENDS), 1987.){SPA] Columhia, Maryland, IRDAW, Oct, 1987, 20 p.
240, MORROW, P. (Program for the Introduction and Adaptation of Contracep-
tive Technology) {IUD research and manufacturing in Chinal Personal cernmus-
nication, Odl., 29, 1987,

241, MOSHER, W.D, Contraceptive utilization, United States, 1976. Data from
the National Survey of Family Growth. Vital and Health Statistics, Secies 23, No.
7. Mar. 1981, 58 p.

242, MOSHER, W.D. and BACHRACH, C.A. Contraceplive use: United States,
1982, Hyattsville, Maryland, US Depantment of Health and Human Services,
National Center fir Healtb Statistics, Sep, 1966, {Vital and Health Statistics Series
24, No 12) 52,

243, MOYER, D.L. and MISHELL, D.R., Jr, Reactions of human endometriurn to
the intrautenine foreign budy: 2. Long-term effects on the endometrial histology
and cytology. American Journal of Ohstetrics and Gynecology 111: 6880, Sep.
1, 1971,

244, MUIR, D.C. and BELSEY, M.A. Peivic inflammatory disease and its conse-
quences in the developing wordd. American Joumal of Obstelrics and Gynerol-
ogy 136(7, P2k 913-928. Dec. 1, 19A0).

245. MUNZ, R. Lehen mit Kindern: Wunsch und Wirklichkeit. [Living with
children: desire and reality.|[GER| Vienna, Franz Deuticke Verlagsgesellschaft,
1985, 385 p.

246, MURPHY, T. Ortho stops marketing Lippes Luop; cites econonue: factors,
Contraceptive Technology Update A(11): 149-152, Nov, 1985,

247. MURRAY, S., HICKEY, |.B., and HOUANG, E. Significant hacteremia
assexiated with replacement of intrauterine contraceptive device, American
Jourmnal of Obstetnics and Gynecology 156(3): A98-700. Mar, 1987,

248. N'DIAYE, S., SARR, 1, and AYAD, M. Enquéte demmographigue et de sante
au Senegal 198 rappont preliminaire, [Senegal Denographuc and Health
Survey 1986: preliminary results.}[FRE] Columhia, Maryland, Institute for Re-
source DevelopmentWestinghouse, 1486, 39 p,

249, NASH, H. (Population Council) [Planned reseaech for the levonorgesirel-
releasing IUD and TCu-380Ag; lifespan of copper 1UDs] Personal communica-
tiewn, Oct. 2, 1987,

250. NEHRA, P.C. and MAGYAR, D.M. Hematologic characierisucs in 1UD
users. Contraceptive Delivery Systems 3(2): 149-154, Apr. 1942,

251, NEPAL, MINISTRY OF HEALTH (MOH). PLANNING, RESEARCH AND
EVALUATION DIVISION, NEPAL FAMILY PLANNING AND MATERNAL CHILD
HEALTH PROJECT. Preliminary report: findings from Nepal fentility and family
planning survey, 1986, Kathmandu, Nepal, MOH, Jul. 1986, 51 p, (Mimeo)
252, NEWTON, L.R. Copper intrauterine devices: evaluation for long-tem use:
a review, British Journal of Obstetrics and Gynaecology (Suppl. 4): 20-31. Sep,
1982.

253, NEWTON, W, and KEITH, L.G. Role of sexual behavios in the development
of pelvic inBammatory disease. journat of Reproductive Medicine WN2); B2-H8.
Feh. 1985,

254, NIELSEN, N.-C., PYORALA, T, ALLONEN, H. NYGREN, K.-G., and
LUUKKAINEN, T. Four years of the comparative study with Nova T and Copper
T 200. [1982]. 22 p. (Unpublished)

255. NIGERIA. ONDO STATE. MINISTRY OOF HEALTH. MEDICAL/PREVENTATIVE
HEALTH DIVISION, and INSTITUTE FOR RESOURCE DEVELOPMENT/WEST-
INGHOUSE (IRDAY). Ondo State, Nigena: Demographic and Health Survey
1986: preliminary report, Columbia, Maryland, IRDAW, Aug. 1987, 20 p.

25h, NIHLMAR, A. (World Health Organizaticon (WHOY [WHO 1UD supplies)
Personal communication, ful, 21, 1987,

257, NILSSON, C.G., LAHTEENMAKI, P.L.A, and LUUKKAINEN, T. (Ovadian
function in amenarrheic and menstruating users of a levonorgestrel-releasing
intrauterine device. Fertibty and Sterility 41(1): 52-5S. Jan, 1444,

258. NILSSON, C.G., LUUKKAINEN, T., DIAZ, |, and ALLONEN, H. Intrauterine
contraception with levonorgestret: @ comparative raadomised distical pedorm-
ance study. Lancet 1(8220); 577-580. Mar. 14, 1481,

259. NORTMAN, D.L. Population and family planning programs: a compen-
dium of data through 1983, 121h ed. New York, Population Council, 1985, 58 p.
260, ORTIZ, M.E, and CROXATTO), H.B. The mode of action of IUDs. Coatra-
ception 36(1}%: 27-53, Jul. 1487,

261, ORY, FLW. and WOMEN'S HEALTH STUDY. Ectopic pregnancy and
intrauterine contraceptive devices: new perspertives. Obstetrics and Gynecol-
ogy 57(2): 137-144, Feb, 1981,

262. ORY, H.W,, FORREST, |.D., and LINCOLN, R, Making choices: evaluating
the health risks and benefits of hirth cortrol methads, New York, Alan
Guitmacher Institute, 1983, 72 p.

263, OSLER, M. (Foreningen for Familieplanaegning) [{UD use in Denmark|
Personal communication, Jun. 17, 1987,

264, OSTER, G.K. Chemical reactions of the copper intrauterine device, Fedility
and Sterility 23(1): 18-23. jan. 1972,

265. PAAVONEN, |, and VESTERINEN, E. Intrautesine contraceptive device use
in patieats with acute salpingitis, Contraception 22(2): 107-114, Aug. 1980,
266, PAKISTAN. MINISTRY (OF PLANNING AND DEVELOPMENT (MPD),
POPULATION WELFARE DIVISION, Pakistan conlraceptive prevalence survey:
198485, tslamabad, Pakistan, MPD, Oct. 1986, 101 p.

267. PARDTHAISONG, T. Return of fentility after use of the injectahle contra-
ceptive Depu Provera: up-dated data analysis. Journal of Binsocial Science 16(1):
23-34. 1984,

268. PASTENE, L., RIVERA, M., ZIPPER, |., MEDEL, M., and THOMAS, M. IUD
insertions by midwives: five years’ experience in Santiago, Chile, International
Jaurnal of Gynaecotogy and Ohstetrics 15: 84-87, 1477,

264, PATHFINDER FUND., Intrauterine devices, Rev. In: Health peovider’s guide
to contraception. [Draft] [19A7] 38 p.

270. PAXMAN, | (Pathfinder Fund) jRole of nurses and midwives in 1UD
services) Persomal comrmunication, Oct. 5, 1987,

271. PEDRON, N., GALLEGOS, AL, LOZANO, M., and AZNAR, R. Menstrual
bload toss estitmates in women using Copper 7 and Multiload-250 intrauterine
devices, Contraception 26{5): 475-485. Nov. 1982,

272, PEREZ, ALE. and CABIGON, ).V. Conlraceptive practice in the Philippines:
a synthesis, Philfppine Population fournal 1(1): 36-57. Mar, 1983

273. PIOTROW, P.T., RINEHART, W.. and SCHMIDT, J.C. IUDs—update on
safety, effectiveness, and research, Population Reports, Senes B, No. 3. Balu-
more, Johns Hopkins University, Population Information Program, May 1979,
52p.

274. PLANNED PARENTHOOD FEDERATION OF AMERICA (PPFA). Draft
minutes of PPFA convened expert panel on the futuce of the (UD. [Memoranduin]
New York, PPFA, Feh. 14, 1986, 14 p. (Mimeo)

275. PLANNED PARENTHOOD FEDERATION uf AMERICA. Draft minctes of
the Nativnal Medical Committee Meeting, May 2-3, 1987, San Mateo, Califor.
nia, Jul. 2, 1987,

276. POLAND, B.)., MILLER, |.R., HARRIS, M., and LIVINGSTON, |. Spontineous
abortion, Acta Ohstetricia et Gynecologica Scandinavica (Suppl. 102):1-32. 1981,
277. POMA, P.A, Intrauterine contraception and tubal pathology. tnternational
Journal of Fenility 25(4): 287-292. 1980,

278, POMEROY, R. (Family Planning Imernational Assistance (FPIA) |FPIA IUD
supplies, 1982-87] Personal communication, Nov, 19, 1987,

274, POPULATION COUNCIL (PC). Five intrauterine devices for puhlic
programs, [Booklet| New York, PC, Nav, 1979, 17 p.

280. POPULATION COUNCIL (PC). The Population Council 1985 annual
report. New Yerk, PC, 1985, 92 p.

281, POPULATION COUNCIL. Cleaning surgical instruments, Norplant Waorld-
wide, Nu. 8. Aug. 1987, . 3,

282. POPULATION COUNCIL. Memorandum from the Population Council
concerning the international availability of Copper T1UDs. New York, Popula-
tion Council, Feb. 4, 19486, 2 p,

283, PORTER, C.W., fr. Prevention of infection in veluntary surgical contracep-
tion, Biomedical Bulletin 6{1}; [-7, Mar. 1987,

284. PREMA, K. Haemuglobin levels in contraceptive users, Indian Journal of
Medical Research 9: 756-7600. May 1979,

28S. PROGRAM FOR INTERNATIONAL TRAINING IN HEALTH (INTRAH).
Semt annual report nuinber six: Ape, 1, 1987-Sep. 30, 1987, Chapel Hill, Nonth
Caroling, INTRAH, 1987. 206 p.

286, PROGRAM FOR INTERNATIONAL TRAINING IN HEALTH (INTRAH),
Semi-annual report number five: Oct. 1, 1986-Mar, 31, 1987, Chapel Hill, Norh
Carolina, INTRAH, 1987, 179 p.

287. PROGRAM FOR INTERNATIONAL TRAINING IN HEALTH (INTRAH), Trip
repont, Nigeria, Apr. 15 (o May 25, 1986, Chapel Hill, Nonth Carolina, INTRAH,
1986, 22 p.

28, PROGRAM FOR THE INTRODUCTION AND ADAPTATION OF CON-
TRACEPTIVE TECHNOLOGY. {Descriptions of three [UD projects in China)
[1984). 2 p. (Unpublished)

289, PROGRAM FOR THE INTRODUCTION AND ADAPTATION OF CON-
TRACEPTIVE TECHNOLOGY. Contraceptive use in China. 1946. 8 p. (Unpuh-
tished)

290, PROGRAM FOR THE INTRODUCTION AND ADAPTATION OF CON-
TRACEPTIVE TECHNOLOGY. The Copper T 380 [UD: a manual for clinicians,
{Bunklet] New York, Population Council, Jan. 198S. 20 p.

291, PYORALA, T, ALLONEN, H., NYGREN, K.-G., NIELSEN, N.-C., and
LUUKKAINEN, T. Return of fenility after the removal of Nova T or Copper T 200
Contraception 26{2): 113-120. Aug. 1982,

292. RAMIREZ, F.|. and STARRS, AM. The ending of 1UD sales in the United
States: what are the internativnal implications? International Family Planning
Perspectives 13(A: 71-74. Jun, 1987,

291 RAMOS, R. and APELO, R.A. A program of IUD insertions hy paraprofes-
sionals and physicians io the Philippines, International Juurnal of Gynaecology
and Ohstetrics 16(4): 321-323, Jan.-Feb, 1979,

294, RANDIC, L., VLASIC, S., MATRLIAN, 1, and WASZAK, C.S. Return to
fertility after 1UD remaval for planned pregnancy. Contraception 32(3): 253~
259, Sep. 1985,

295, REHMER, LW, (Depantment of Health and Welfare, Health Information
Division, (ttawa, Canada) (IUD use in Canada) Personal commumication, Jun,
[7, 14987,

296, RIOUX, |.-E., CLOUTIER, D., DUPONT, P, and LAMONDE, D. Long-tenn
study of the safety of the Dalkon Shield and Gyne-T 200 intrauterine devices,
Canadian Medical Association journal 134(7); 747-751. Apr, 1, 1986,

2497. RIPHAGEN, F.E., VAN DER VURST, |,, and LEHERT, P. Contraception in
France. Geneva, Intemativnal Health Foundation, 1985. A0 p.

298. RIVERA, R., ALMONTE, H., ARREOLA, M., LOPEZ, F., MONARREZ, G.,
NAVARR(), C., ORTIZ, E., PERKIN, G.W., and RUIZ, R. The use of different
honmanal contraceptives and 1UDs in anemic women: a six-month follow-up.
Advances in Planned Parenthood 15(2): 56-63. 1980,

2499, ROBERTSON, E.M. Is the malpractice c filtering down to family
planning? Contraceptive Technulugy Update 7(R): A1-64. jun, 1986,

300. ROBERTSON, E.M., ed. Preweed with caution during difficutt IUD insertion.
Contraceptive Technology Update 9(3): 25-28, Mac, 198H,

101, ROSENBERG, M.]. and ROSENTHAL, S.M. Repraductive montality in the
United States: recent frends and methadologic considerations. American fournal
of Public Health 77(7): B33-816. Jul. 1987,

302. ROSENBERG, M.)., SCHULZ, K.F., and BURTON, N. Sexually rransmitted
diseases in suh-Saharan Africa, |Letter] Lancet 2(8499): 152, Jul. 19, 1946,
303. ROSENBLATT, R., ZAKIN, D., STERN, W.Z., and KUFCHER, R. Uterine
perforation and embedding by intrauterine device: evaluation by US and
hysterography. Radiology 157(3): Dec. 1985, p. 765-770,

304, ROSENFIELD, A.G. and CASTADOT, R.G. Early postpanum and immediate
postabontion intrauterine contraceptive device insertion, American Journal of
Obstetrics and Gynecology 118(8) 1404-1114, Apr. 15, 1974,

305. ROSENFIELD, A.G. and VARAKAMIN, S. The postpanum appeoach to
family planning. Amencan Joumal of Obstetrics and Gynecology 113(1): 1-13,
May 1, 1972,

306, ROSS, J.A, HONG, S., and HUBER, D.H. Vuoluntary sterilization: an
international fact honk. New Yark, Assoriation for Voluntary Sterilization, 1985.
N8y

107, ROWE, P. (World Health Organization) IWHO randomized multicenter
comparative trials of copper IUDs] Persnal communication, Feh, 1, 1988,
308, ROWE, P.J., KOETSAWANG, S., PIZARRQ, E., and DIETHELM, P. Com-
parative bleeding patters of a progesterone-releasing IUD. In: Hefoawi, F. and
Sepal, S.J., eds. Analysis of intrauterine confraception. Amisterdam, North-
Holland, 1975, p. 185-198.

309, RUIZ, R.G. (Lahoratorios Alpha) JIUD production in Mexico) Personal
communication, Dec, 21, 1987,

310. RUSLAN, S. (P.T. Kimia Farma, Jakara, tndonesia) [IUD production in
Indonesia) Personal communication, Aug. 6, 1987,

311, RWANDA. NATIONAL OFFICE OF POPULATION (ONAPO). Rwanda
1983: Enquéte Nawonale sur la Fecondite; Vol. 1, Analyse des resultats, Rwanda
1983: National Fentility Survey; Vol 1. Analysis of results. | (FRE] Kigali, Rwanda,
ONAPQO, [19A5], 221 p.

312, SAGIROGLU, N, Phagocytosis of spermatozoa in the uterine cavity of
women using intrautenine device, International Journal of Fertility 16(1): 1-14.
Jan.-Mar, 1971,

313. SANIEL, F.L. The Bobol IUD peogsam., Studies in Famify Planning 10{6-7):
211-212, Jun.-jul. 1979,

314, SAURE, A, HIRVONEN, £., KIVIJARVI, A, and TIMONEN, H. Compardtive
pecformance of Fincaid, Nova-T, and ML 475 1UDs. tn: Zatuchni, G.L., Gold-
smith, A, Sciama, 1.7, and Osborn, CK., eds. Intrauterine contraception; ad-
vances and future prospects, Philadelphia, Harper & Row, 1985, p. 104-108,
315, SAYED, H.AAH., EL-KHORAZATY, MN., and WAY, A.A. Ferility and
family planning in Egypt: 1984 Cairo, Egypt National Population Couucil, and
Columhia, Marytand, Westinghouse Public Applied Systems, Dec. 198S. 313 p.
$16. SEARLE PHARMACEUTICAL GROUP (SPG). Searle discontinues 1UD's.
{Press release] Skokie, inuis, SPG, Jan. 31, 1986, 2 p.

POPULATION REPORTS




317, SEGAL, S.J., ALVAREZ-SANCHEZ, ., ADEJUWON, C.A., BRACHE DE
MEJIA, V., LEON, P, and FAUNDES, A. Absence of chorionic gonadotropin in
sera of women who use intrauterine devices, Fertility and Sterility 44(2): 214~
218, Aug. 1985,

318. SEGAMBA, L., NDIKUMASABO, V., TOMASSI, F. DE, and MAKINSON, C.
Enquete demographique et de sante au Burundi 1987: rapport peeliminaire.
{Burundi Demographic and Health Survey 1987: preliminary report.][FRE)
Ministry of the Interior, Department of Population. and Institute for Resource
Development, [Bujumbura, Burundi, and Columbia, Maryland], 1987. 46 p.
319. SENANAYAKE, P. Intrauterine devices: problerns encountered in family
planning programmes of developing countries. In: Diczfalusy, E. and Diczfalusy,
A.. eds. Rescarch on the regulation of human fertility: needs of developing
countries and priorities for the future: Vol, 2. Background documents, Copenhagen,
Scriptor, 1983. p. 433-448.

320. SHAW, S.T,, Jr., ANDRADE, A.T.L., PAIXAQ DE SQUZA, |., MACAULAY,
L.K., and ROWE, P.). Quantitative menstrual and intermenstiual blood loss in
women using Lippes Loop and Copper T intrauterine devices. Contsaception
21(4): 343-352. Apr. 1980.

321, SHELTON, |. (US Agency for International Development) [Price of contra-
ceptives) Personal communication, Feb. 5, 1988.

312, SHEPPARD, B.L. Endometrial morphological changes in 1UD users: a
review, Contraception 36(1): 1-10. Jul. 1987,

323. SHEPS, M.C. An analysis of reproductive patterns in an American isolate.
Population Studies 15: 65-80. 1965-1966.

324. SIEDLECKY, S. Current usage of and anitudes towards contraception in
Australia. Heafthright 6(1): 7-16. Nov. 1986,

325. SIMONS, P. (Family Planning Federation of Australia) [Contraceptive use
in Australia] Personal communication, Jun. 24, 1987,

326. SINEL, S.K.A., SCHULZ, KF, etal. Preventing IUD-related pelvic infection:
the efficacy of prophytactic doxycycline at insertion. Dec. 10, 1987. 28 p.
(Unpublished)

327. SIVIN, |, fUD-associated ectopic pregnancies, 1974 to 1984. In: Zatuchni,
G.l., Goldsmith, A., Sciarra, 1.)., and OSBORN, C.K,, eds. Intrauterine contra-
ception: advances and future prospects. Philadelphia, Harper & Row, 1985. p.
340-353.

328. SIVIN, . The intrauterine device and uterine perforation, [Letter] Obstetrics
and Gynecology 64(5): 744-745. Nov. 1984,

329. SIVIN, 1 (Population Council) [Anemia rates among 5-year TCu-380Ag
users] Personal communication, Jan. 18, 1988,

330. SIVIN, 1. fPopulation Councif) {Ectopic pregnancy rates with the TCu-380A
and the LNG-20 IUDs] Personal communication, May 22, 1987,

331 SIVIN, I and SCHMIDT, F. Effectiveness of IUDs: a review. Contraception
36(1): 55-85. Jul. 1987.

332. SIVIN, I. and STERN. J. Long-acting, mare effective Copper T 1UDs: a
summary of U.S. experience, 1970-75. Studies in Family Planning 10010}
263-281. Oct. 1979,

333, SIVIN, 1. and TATUM, FLJ. Four years of experience with the TCu 380A
intrauterine contraceptive device, Fertility and Sterility 36(2): 159-163. Aug. 1981,
334, SIVIN, I, ALVAREZ, F., DIAZ, |., DIAZ, S., MAHCOUSB, S., EL-,
COUTINHO, E., BRACHE, V., DIAZ, M.M., FAUNDES, A., PAVEZ, M., MATTOS,
C.E.R., and STERN, J. Intrauterine contraception with copper and with levonor-
gestrel: randomized study of the TCu 380Ag and Levonorgesirel 20 ng/day
devices. Contraception 3G{5): 443-456. Nov, 1984.

335, SIVIN, 1., STERN, |, DIAZ, |, et, al, Twa years of intrauterine contraception
with levonorgestre! and with copper: a randomized comparison of the TCu
380Ag and levonorgestrel 20 pg/day devices, Contraception 35(3): 245-255.
Mar, 1987,

336. SKANGALIS, M., MAHONEY, C)., and O’LEARY, W.M. Microbial presence
inthe uterine cavity as affected by varieties of intrauterine contraceptive devices.
Fertility and Sterility 37(2): 263-269. Feb. 1982.

337. SKIELDESTAD, KE. and BRATT, H. Return of fertility after use of IUDs
(Nova-T, MLCu250 and MLCu375). Advances in Contraception 3(2): 139-145.
Jun. 1987,

338. SKRZYCKI, C. and GALLAGHER, M.H. The risky business of birth control.
U.S. News & World Report, May 1986. p. 1-2.

339, SMITH, M.R. and SODERSTROM, R. Salpingitis: a frequent response to
intrauterime contraception. Journal of Reproductive Medicine 16(4): 159-162.
Agr. 1976

340. SNOWDEN, R. General assessment of the Mulfiload Cu2S0 intrauterine
device: UK network of IUCD research clinics. British Journal of Obstetrics and
Gynaecology (Suppl. 4): 58-65. Sep. 1982,

341, SNOWDEN, R. The 1.U.D.: a womnan’s guide. London, Unwin Paperbacks,
1986. 127 p.

342, SNOWDEN, R. (Institute of Population Studies. University of Exeter, UK}
{Frequency of missing UD sirings] Personal communication, Sep. 21, 1987,
343, SNOWDEN, R. and PEARSON, B. Pelvic infection: a comparisen of the
Nafkon Shield and three other intrauterine devices. British Medical journal
288(6430): 1570-1573. May 26, 1984,

344, SNOWDEN, R., WILLIAMS, M., and HAWKINS, D. The 1UD: a practical
guide. London, Croom Helm, 1977, 113 p,

345, SOCIEDADE CIVIL BEM-ESTAR FAMILIAR NO BRASIL (BEMFAM). and
INSTITUTE FOR RESOURCE DEVELOPMENT, WESTINGHOUSE (IRD). Brazil
demographic and health survey, 1986: preliminary report. [Brasllia, Brazill,
BEMFAM and {Columbia, Maryland], IRD, Dec. 1986. 33 p.

346, SODERBERG, G. and LINDCREN, $. influence of an intrauterine device on
the course of an acute salpingitis. Conlraception 24(2): 137-143. Aug. 1981,
347. SOLIS, §.A. {Pan American Health Organization) [IUD supplies, 1982-87)
Personal communication, Jul. 28, 1987,

348, SONI, V. Thirty years of the Indian family planning prograrm: past perforrn-
ance, future prospects. International Family Planning Perspectives 9(2): 3545,
Jun, 1983,

349. SPAIN. NATIONAL INSTITUTE OF STATISTICS (NIS). Encuesta de fecundi-
dad 1985: avance de resultados. [Fertility survey 1985: advance results.}
[Madrid), Spain, NIS, 1986, 237 p.

350. SPARKS, R.A., PURRIER, B.G.A., WATT, P.J., and ELSTEIN, M. Bacteriologi-
cal colonisation of uterine cavity: role of tailed intrauterine contraceptive device.
British Medical Journal 282; 1189-1191. Apr. 11, 1981,

351, SPIELER, .M. Discussion: governmental regulatory agencies and 1UDs. In:
Zatuchni, G.I., Geldsmith, A., and Sciarra, J.., eds. Intrauterine contraception:
advances and future prospects. Philadelphia, Harper & Row, 1985. p. 67-68.
352. SPORNITZ, U.M., MAKABE, S., HAFEZ, ES.E., and VAN OS, WAA,
Scanning electron microscopy of the IUD tail. Contraceptive Delivery Systems
S(1%: 29-45. Jan. 1984,

353. SRI LANKA. MINISTRY OF HEALTH (MOH). FAMILY HEALTH BUREAU,
and FAMILY PLANNING ASSOCIATION OF SRI LANKA (FPASR). An experimen-
1al operations rescarch field study to increase (UD acceptance in Sri Lanka.
Colombo, Si Lanka, MOH and FPASR, Oct, 1985. 53 p.

354, SRILANKA. MINISTRY OF PLAN IMPLEMENTATION (MP1), DEPARTMENT
OF CENSUS AND STATISTICS. and INSTITUTE FOR RESOURCE DEVELOP-
MENTMWESTINGHOUSE (IRD/W). Sri Lanka Demographic and Health Sucvey
1987, pretiminary report. Sri Lanka, MPJ, ful. 1987. 23 p.

355, STADEL, B, (US Food and Drug Administration) [Actinomyces in long-t

358, STEVEN, J.D. and FRASER, 1.5. The owutcome of pregnancy after failure of
an intrauterine contraceptive device. journal of Obstetrics and Gynaecology 81:
2082-284, Apr. 1974,

359. STONE, KM., GRIMES, DA., and MAGDER, L.S. Persanal protection
against sexually transmitted diseases. American Journal of Obstetrics and
Gynecology 155(1): 180-188. Jul. 1986.

360, STRUTHERS, B.. Pelvic inflammatory disease, intrauterine contraception,
and the conduct of epidemiologic studies. Advances in Contraception 1{1):
63-76. 1985.

361. STUMPF, P.C. and LENKER, R.M. Insertion technique, not design, affects
expulsion rates of postpartum intrauterine device. Contraception 30(4): 327-
330. Oct. 1984.

362. SUMBUNG, P.P. The role of the IUD in the Indonesian National Family
Planning Program. Jakarta, National Family Planning Coordinating Board, Sep.
1985. (Technical Reports Series Monograph No. 45) 22 p.

363, SUNGS., QIAN L.-)., and LIU X. Comparative clinical experience with 3
1UDs, TCu 380 Ag, TCu 220C and Mahua Ring, in Tianjin, People’s Republic of
China. Contraception 29(3): 229-239. Mar. 1984.

364, SUNG S., QIAN L.-)., and LIU X, Two-year comparative clinical experience
with three JUDs in China. In: Zatuchni, G.l., Goldsmith, A., Sciarra, J.J,, and
Osbam, CK, ods. Intrauterine contraception: advances and futuse prospects.
Philadelphia, Harper & Row, 1985, p. 109-114.

365, SWEDEN. NATIONAL CENTRAL BUREAU OF STATISTICS (NC8S), Kvinnor
ach barn: intervjuer med kvinnor om familj och arbete. [Women and children:
interviews with women about family and work.J[SWE] Stockholm, NCBS, 1982,
101 p.

366. SWEET, R.L. and GIBBS, R.S. Infectious discases of the female genital tract.
Baltimore, Williams & Wilkins, 1985, 373 p,

367. TATUM, H. (Emory University) [Research on the postpartum TCu-380A
1UD)] Personal communication, Sep. 18, 1987,

368, TATUM, H.J. and CONNELL, E.B. A decade of intrauterine contraception:
1976 to 1986. Modern Trends 46(2): 173-192. Aug. 1986,

369, TATUM, H.). and 5SCHMIDT, F.H. Contraceptive and sterilization practices
and extrauterine pregnancy: a realistic perspective. Fertility and Sterility 28(4)
407-421. Apr. 1977,

370. TATUM, H.J. and ZIPPER, J.A. The T~ intrauterine contraceptive device
and recent advances in hormonal anticonceptional therapy. Presented at the 6th
Northeast Obstetrics-Gynecology Congress, Bahia, Brazil, Oct. 4-9, 1968. 6 p.
371. TATUM, H.)., SCHMIDT, F.H., and JAIN, A.K. Managemert and outcome
of pregnancies associated with the Copper T intrauterine contraceptive device,
American Journal of Obstetrics and Gynecology 126(7): 869-879. Dec. 1, 1976.
372. TATUM, H.)., SCHMIDT, EH., PHILLIPS, D., MCCARTY, M., and O’LEARY,
W.M. The Dalkon Shield controversy: structural and bacteriological studies of
1UD tails. Journal of the American Medical Association 231(7); 711-717, Feb.
17,1975,

373. THIERY, M. Immediate postpartum insertion of IUDs. IPPF Medical Bulletin
15(3): 1-2. Jun. 1981,

374, THIERY, M. [ntrauterine contraception: technical advances, fuhure prospects.
Network 8(2): 3. Winter 1987.

375, THIERY, M. Timing of {UD insertion. in: Zatuchni, G.1., Goldsmith, A.,
Sciarra, |.)., and Osborn, C.K, eds. Intrauterine contraception: advances and
future prospects, Philadelphia, Harper & Row, 1985, p. 365-374,

376, THIERY, M. and KOSONEN, A. The multisleeved Copper T model
TCu220C: effect of long-term use on corrosion and dissolution of copper.
Contraception 35(2): 163-170. Feb. 1987,

377, THIERY, M., LAUFE, L., PAREWIJCK, W., VAN DER PAS, H., VAN KETS,
H., DEROM, R., and DEFOORT, P. Immediate postplacental IUD insertion: a
randomized trial of sutured (Lippes Loop and TCu22CC) and non-sutured
{TCu220C) models. Contraception 28(4); 299-313. Oct. 1983,

378. THIERY, M., MARTENS, G, and VAN DER EECKEN, A. Iron stores in users
of oral and intrauterine contraception. IRCS Medical Science 14: 725, 1986.
379. THIERY, M., VAN DER PAS, H,, and VAN KETS, H. A decade of experience
with the TCu220C, Advances in Contraception 1: 313-318. 1985,

380. THIERY, M., VAN DER PAS, H., and VAN KETS, H. The MLCu375
intrauterine contraceptive device. Advances in Contraception 1: 37-44. 1985,
381, THIERY, M., VAN DER PAS, H., DELBEKE, L., and VAN KETS, H. Compara-
tive performance of two copper-wired lUDs (ML Cu 250 and T Cu 200)
immediate postpartum and interval insertion, Contraceptive Delivery Systems
1{1}% 27-35. Jan. 1980,

382. THIERY, M., VAN KETS, H., and VAN DER PAS, H. Immediate postplacental
1UD insertion: the expulsion problem, Contraception 31(4): 331-349, Apr. 1985.
383, THIERY, M, VAN KETS, H., VAN DER PAS, H., VAN OS, W, and
DOMBROWICZ, N. The ML Cu250; clinical experience in Belgium and the
Netherlands. British Journai of Obstetrics and Gynaecology (Supp!. 4): 51-53.
Sep. 1962,

384. TIETZE, C. What price fertility control? Lower than that of unwanted
pregnancy. Contemgparary Ob/Gyn 12(1): 32-37. Jul, 1978,

385. TIETZE, C. and LEWIT, §. Evaluation of intrauterine devices: ninth progress
report of the cooperative statistical program, Studies in Family Planning 55:
1-40. Jul. 1970,

386. TREDWAY, D.R., UMEZAKI, C.U,, MISHELL, D.R,, ir, and SETTLAGE,
D.S.F. Effect of intrauterine devices on sperm transport in the human being:
preliminary report. Amesican Journal of Obstetrics and Gynecology 123(7):
734-735. Dec. 1, 1975.

387. TRUSSELL, J. and KOST, K. Contraceptive failure in the United States: a
critical review of the literature. Studies in Family Planning 18(5): 237-283.
Sep.-Oct. 1987,

388, TUNGHILEK, E., UNER, S., TORQS, A., CERIT, S, ULUSOY, M., AYHAN,
O., PEKER, M., AKADLI, B., HANCIOGLU, A, KULU, L., and UNALAN, T. 1983
Turkish population and health survey. Ankara, Turkey, Hacettepe University,
1987. 117 p.

389, TUONF;IVMRA, L., KAUPPILA, A., and PUOLAKKA, J. Ectopic pregnancy—
an analysis of the etiology, diagnosis and treatment in 552 cases. Arcbives of
Gynecology 237(3): 135-147. Jan. 1986.

390. UNITED KINGDOM. OF FICE OF POPULATION CENSUSES AND SURVEYS.
Contraception, sterilisation and infertility. In: General Household Survey 1983.
London, Her Majesty’s Stationery Office, 1985, (Seties GHS No. 13) p, 45-60.
391, UNITED NATIONS {UN). POPULATION DIVISION, OFFICE FOR DEVEL-
OPMENT RESEARCH AND POLICY ANALYSIS. World population trends and
policies: 1987 monitoring report. [New York], UN, 802 p. (ESAPMWP.I7;
86-34827) Dec. 18, 1986,

392. UNITED NATIONS FUND FOR POPULATION ACTIVITIES (UNFPA). Viet
Nam: report of second mission on needs assessment for population assistance.
New York, UNFPA, Mar. 1983. (Report No, 53) 59 p.

393. UNITED NATIONS FUND FOR POPULATION ACTIVITIES, Needs assess-
ment: maternal and child health and family planning: Democratic People’s
Republic of Korea. (1984]. 17 p. (Unpublished)

394. UNITED NATIONS. ECONOMIC AND SOCIAL COMMISSION FOR ASIA
AND THE PACIFIC (ESCAP). The use of contraception in the Asian and Pacific
region. Population Research Leads, No, 21. 1985, 31 p.

395. UNITED STATES. CENTERS FOR DISEASE CONTROL {COC). Family
planning methods and practice: Africa. Atlanta, Georgia, CDC, 1983. 329 p.
396, UNITED STATES. CENTERS FOR DISEASE CONTROL. Recommendations

1UD users) Personal communication, Jan. 28, 1988.

356. STADEL, B.V. and SCHLESSELMAN, S. Extent of surgery for pelvic inflam-
matary disease in relation to duration of intrauterine device use. Obsietsics and
Gynecology 63(2): 171-178. Feb. 1984,

357. STATE UNIVERSITY OF NEW YORK (SUNY). Family planning procedure
manual for nurse-midwives 1982, [Albany, New York, SUNY, 1982). 161 p.

POPULATION REPORTS

for p tion of HIV in health-care seitings. Morbidity and
Mortality Weekly Report 36(25): 35-185. Aug, 21, 1987,

397. UNITED STATES. CENTERS FOR DISEASE CONTROL. 1985 STD treatment
guidelines. Morbidity and Mortality Weekly Report 34{45): 755-1085.Oct. 18, 1985,
398. UNITED STATES. DEPARTMENT OF HEALTH AND HUMAN SERVICES,
CENTERS FOR DISEASE CONTROL (CDQ). 1UDs: guidelines for informed
decision-making and use. Atlanta, Georgia, CDC, May 1, 1987, 14 p, (Mimeo)

399. UNITED STATES. DEPARTMENT OF HEALTH AND HUMAN SERVICES.
CENTERS FOR DISEASE CONTROL (CDC). Sexually ransimitted discases surm-
mary 1986. [Poster] Atlanta, Georgia, CDC, 1986.

400, UNITED STATES. DEPARTMENT OF HEALTH, EDUCATION, AND
WELFARE. FOOD AND DRUG ADMINISTRATION (FDA). Progestasert lUD and
ectopic pregnancy. FDA Drug Bulletin 8(6): 37, Dec. 1978-Jan, 1979,

401. UNITED STATES. DEPARTMENT OF STATE. Population: status of IUDs.
[Telegram to AID waorldwide] 1986. 1 p. (Unpublished)

402. UNITED STATES. DEPARTMENT OF STATE. Population: withdrawal of
copper 'UDs from the U.S, market. [Telegram to AID worldwide] Feb. 1986. 2
p. (Unpublished

403, UNITED STATES. TORT POLICY WORKING GROUP (TPWG). Report of
the Tort Policy Working Group on the causes, extent and policy implications of
the current crisis in insurance availability and affordability. Washington, D.C.1,
TPWG, Feb. 1986. 80 p.

404, VAN DE GIESSEN, G.). Onderzock Gezinsvorming 1982: voorlopige
uitkomsten. [Netherlands Fertility Survey 1982: provisional results.] [DUT, sum-
mary in ENGl Maandstatistick van de 8evolking 31(4-5): 38-53. Apr.-May 1983,
405. VAN DER PAS, H., THIERY, M., DELBEKE, L., VAN KETS, H., and HASPELS,
A. Six years’ experience with the T Cu 220C intrauterine contraceptive device.
Contraceptive Delivery Systens 1(1): 1-10, jan, 1980,

406. VAN DER PAS, H., THIERY, M., VAN KETS, H., and PAREWIJCK, W. The
Ombrelle-380 1UD: a pilot study. Advances in Contraception 3(1): 37-41, Mar, 1987,
407. VAN DER PAS, H., WILDEMEERSCH, D., THHERY, M., VAN KETS, H., and
PAREWIICK, W, The CU-FIX 360 IUD. Advances in Contraception 3(3): 193—
194, Sep. 1987.

408. VAN DER VURST, J. Anticonceptie in Vlaanderen. [Contraception in
Flanders.|[DUT} [Dissertation: Utrecht, Rijksuniversiteit, 1985]. p. 249-324.
409. VAN KETS, H., THIERY, M., and VAN DER PAS, H. IUD insertion during’
cesarean section, Advances in Contraception 1: 337-340, 1985,

410. VAN KETS, H., THIERY, M., VAN DER PAS, H., and PAREWICK W.
lnmediate postpartum insertion: performance of the Nova-T-PP and randomized
comparison with the Nova-T. Advances in Contraception 3(1): 63-69. Mar. 1987.
411. VAN OS, W.AA. The Multiload intrauterine device: development and
evaluation, Doctoral dissertation, Rijks University of Utrecht, The Netberlands,
1987. 139 p,

412, VAN OS, W.A.A. (Elizabeth Gasthuis, Haarlem, The Netherlands) [Research
on new Multiload IUDs and frameless IUDs) Personal communication, Jul. 20, 1987.
413, VESSEY, M., MEISLER, L., FLAVEL, R., and YEATES, D. Outcorme of
pregnancy in women using different methods of contraception. British fournal
of Obstetrics and Gynaecology 86(7): 548-556. ful, 1979,

414. VESSEY, M.P., LAWLESS, M., MCPHERSON, K., and YEATES, D. Fertility
after stopping use of intrauterine contraceptive device. British Medical Journal
286: 106. Jan. 8, 1983,

415, VESSEY, M.P., YEATES, D., FLAVEL, R., and MCPHERSON, K. Pelvic
inflammatory disease and the inirauterine device: findings in a large cohort study.
British Medical Journal 282(6267). 855-857. Mar. 14, 1987,

416, VIDELA-RIVERO, L., ETCHEPAREBORDA, }.J., and KESSERU, E. Early
chorionic activity in women bearing inert IUD, coppes IUD and levonorgesirel-
refeasing UD. Contraception 36(2): 217-226. Aug. 1987,

417.VILLA-REAL, H.M. (United Nations Fund for Population Activities (UNFPA))
[UNFPA IUD supplies, 1983-87| Personal communicatien, Jul, 10, 1987,

418. WASHINGTON, A.E., SWEET, R.L., and SHAFER, M.-A. B. Pelvic inflam-
malory disease and its sequelac in adolescents. Journal of Adolescent Health
Care 6(4): 298-310. Jul. 1985.

419, WASSERHEIT, ). (Johns Hopkins Medical School and Baltimore City Heaith
Department) [Genital infections and IUD insertion} Personal c i A
Feb. 12 and 29, 1988.

420. WASSERHEIT, |.N. Pelvic infl
Medical Journal 36(1): 58-63. Jan. 1987,
421, WESTROM, L. Incidence, prevalence, and trends of acute pelvic inflam-
matory disease and its consequences in industrialized countries. Ametican
Journal of Obstetrics and Gynecology 138(7, P1. 2): 880-892. Dec. 1, 1980,
422. WESTROM, L. Pelvic inflammatory disease: bacteriology and sequelae.
Contraception 36(1): 111-128, Jul. 1987,

423, WESTROM, L. and MARDH, P.-A. Current views on the concept of pelvic
inflammatory disease. Australian and New Zealand Journal of Obstetrics and
Gynaecology 24(2): 98-10S. May 1984,

424, WESTROM, L., BENGTSSON, LP., and MARDH, P.-A. incidence, rends,
and risks of ectopic pregnancy in a population of wornen. British Medical Journal
282(6257): 15-18. Jan. 3, 1981,

425. WHEELER, R.G., COLE, LP, and GALVEZ, R.S. IUDs with or without
strings. In: Zatuchni, G.l., Goldsmith, A., and Sciara, |.)., eds. Intrauterine
contraception: advances and fuhure prospects. Philadelphia, Harper & Row,
1984, p. 420-426.

426, WHITE, MK, ORY, H.W., ROOKS, ].B., and ROCHAT, W. Intrauterine
device termination rates and the menstrual cycle day of insertion. Obstetrics and
Gynecology 55(2): 220-224. Feb, 1980,

427. WILCOX, A.J., WEINBERG, C.R., ARMSTRONG, E.G., and CANFIELD, R.E.
Urinary human chorionic gonadotropin among intrauterine device users: detec-
tion with a highly specific and sensitive assay. Fertility and Sterility 47(2):
265-269. Feb. 1987,

428. WILLSON, J.R., LEDGER, W.)., BOLLINGER, C.C., and ANDROS, G.J. The
Margulies intrauterine contraceptive device, American Journal of Obstetrics and
Gynecology 92(1): 62-70. May 1, 1965,

429. WILSON, A. (Development Associates) [Training and role of paramedics in
IUD programs] Personal communication, Oct. 16, 1987,

430. WILSON, |. A randomized trial of the Mova T, the MLCu37S, and the
MILAgCU250 1UDs: 1 and 2 year results. Advances in Contraception 2(3):
247-248. Sep. 1986,

431. WILSON, |.C. A prospective New Zealand study of fertility after the removal
of copper 1UDs for conception and for complications: a 4 year study. (1987]. 19
p- (Unpublished)

432, WILSON, J.C. A randomized comparative study of 3 {UDs: Nova-T, ML Cu
375 and ML Ag Cu 250 in New Zealand: | year resutts. Aug. 31, 1987, 12 p.
{Unpublished)

433. WINIKOFF, B, SEMERARO, P, and ZIMMERMAN, M. Contraception
during breagfeeding: a clinician’s sourcebook. [New York], Population Council,
{1988]. 36 p.

434, WOLF, A.S. and KRIEGER, D. Bacterial colonization of intrauterine devices
{IUDs). Archives of Gynecotogy 239(1): 31-37. 1986.

435, WORLD HEALTH ORGANIZATION (WHO). Guidelines for sterilization
and high level disinfection methods effective against human immunodeficiency
virus (HIV), Geneva, WHO, Jan. 22, 1988. 11 p.

436. WORLD HEALTH ORGANIZATION (WHO). Intrauterine devices: their role
in family planning care. Geneva, WHO, 1983. (WHO Offset Publication No.
75)53 p.

437. WORLD HEALTH ORGANIZATION (WHO). Mechanism of action, safety
and efficacy of intrauterine devices. Geneva, WHO, 1987, (Technical Report
Series 753) 91 p.

438. WORLD HEALTH ORCANIZATION (WHO). SPECIAL PROGRAMME OF
RESEARCH, DEVELOPMENT AND RESEARCH TRAINING IN HUMAN REPRO-
DUCTION AND SPECIAL PROGRAMME ON AIDS. Report of a meeting on
contraceptive methods and HIV infections, Geneva, WHO, Jun. 1987, 21 p.
439, WORLD HEALTH ORGANIZATION (WHO). SPECIAL PROGRAMME OF
RESEARCH, DEVELOPMENT AND RESEARCH TRAINING IN HUMAN REPRO-
DUCTION. Ninth annual report. Ceneva, WHO, Dec. 1980. 162 p.

440. WORLD HEALTH ORGANIZATION (WHO). SPECIAL PROGRAMME OF
RESEARCH, DEVELOPMENT AND RESEARCH TRAINING (N HUMAN REPRO-
DUCTION. Tenth annual report. Geneva, WHO, Nov, 1981, 67 p.

y disease and inf

ility. Maryland

33



441, WORLD HEALTH ORGANIZATION (WHO). TASK FORCE ON METHODS
FOR THE REGULATION OF IMPLANTATION, and NEWTON, |., SZONTAGH,
F., LEBECH, P., and ROWE, P. A collaborative study of the progesterone intrau-
terine device (Progestasert). Contraception 19(6): 575-589, jun, 1979,

442, WORLD HEALTH ORGANIZATION. SPECIAL PROGRAMME OF
RESEARCH, DEVELOPMENT AND RESEARCH TRAINING IN HUMAN REPRO-
DUCTION. TASK FORCE ON INTRAUTERINE DEVICES FOR FERTILITY REGU-
LATION. A rnultinational case-control study of ectopic pregnancy. Clinical
Reproduction and Fenility 3(2): 131-143, Jun. 1985,

443, WORLD HEALTH ORGANIZATION. SPECIAL PROCRAMME OF RESEARCH,
DEVELOPMENT AND RESEARCH TRAINING IN HUMAN REPRODUCTION,
TASK FORCE ON INTRAUTERINE DEVICES FOR FERTILITY REGULATION,
Comparative multicentre trial of three |UDs inserted immediately following
delivery of the placenta. Contraception 22(1): 9-18. Jul. 1980.

444. WORLD HEALTH ORCANIZATION. SPECIAL PROGRAMME OF RESEARCH,
DEVELOPMENT AND RESEARCH TRAINING IN HUMAN REPRODUCTION.

TASK FORCE ON INTRAUTERINE DEVICES FOR FERTILITY REGU[ATION

Interval JUD insertion in parous women: a randemized multicentre ¢

trial of the Lippes Loop D, TCu220C and the Copper 7. Conuacepnon 261):

1-22. Jul. 1982,

445, WORLD HEALTH ORGANIZATION, SPECIAL PROCGRAMME OF RESEARCH,
DEVELOPMENT AND RESEARCH TRAINING IN HUMAN REPRODUCTION,
TASK FORCE ON INTRAUTERINE DEVICES FOR FERTILITY REGULATION. ILD
insertion following spontaneous abortion: a clinical trial of the TCu 220C, Lippes
Loop D, and Copper 7. Studies in Family Planning 14(4): 109114, Apr. 1983,

446, WORLD HEALTH ORGANIZATION. SPECIAL PROCRAMME OF RESEARCH,
DEVELOPMENT AND RESEARCH TRAINING IN HUMAN REPRODUCTION.
TA5K FORCE ON INTRAUTERINE DEVICES. PID associated with fertility regu-
lating agents. Contraception 30(1): 1-21. Jul. 1984,

447, WORLD HEALTH ORGANIZATION, SPECIAL PROGRAMME OF RESEARCH,
DEVELOPMENT AND RESEARCH TRAINING IN HUMAN REPRODUCTION,
TASK FORCEON INTRAUTERINE DEVICES FOR FERTILITY REGULATION. The
Alza TIPCS 52, a longer acting progestesone IUD: safety and efficacy compared
to the TCu220C andMultiload 250 in two randomized multicentretrials. Clinical
Reproduction and Fertility 2(2): 113-128. Jun. 1983.

448, WRIGHT, N.H., SUJPLUEM, C., ROSENFIELD, A.G., and VARAKAMIN, S,
Nurse-midwife insertion of the Copper T in Thailand: performance, acceptance,
and programmatic effects. Studies in Family Planning (9% 237-243. Sep. 1977.
449. ZAKIN, D., STERN, W.Z., and ROSENBLATT, R. Comnplete and partial
uterine perforation and embedding following insertion of intrauterine devices:
2. Diagnostic methods, prevention, and management. Obstetrical and Gyneco-
logical Survey 36{8): 401-417. Aug. 1981.

450, ZAKIN, D., STERN, W.Z., and ROSENBLATT, R. Complete and partial
uterine perforation and embedding following insertion of intrauterine devices:
1. Classification, complications, mechanism, incidence, and missing siring,
Obstetrical and Gynecotogical Survey 36(7): 335-353. Jul. 1981,

451, ZHANG, P.-Z. Five yeass expesience with the Copper T 200 in Shanghai:
856 cases. Contraception 22(6): 561-571. Dec. 1980.

4532, ZHU, 5.-M. The copper intrauterine device: copper corrosion in utero and
the effects of the copper ion on some enzyme activities. In: Chang, C.F., Griffin,
D., and Woolman, A,, ed. Recent advances in lertility regulation: proceedings
of a symposium organized by the Ministry of Public Health of the People’s
Republic of China, and the World Health Organization's Special Programme of
Research Development and Research Training in Human Reproduction, Beijing,
Sep. 2-5, 1980, Geneva, Atar, 1981. p. 248-264.

453. ZIPPER, )., MEDEL, M., GOLDSMITH, A., and EDELMAN, D.A. Six-year
continuation rates for CU-T-200 users. Journal of Reproductive Medicine 18(2);
95-97. Feb. 1977.

454, ZIPPER, |.A., TATUM, H.]., PASTENE, L., MEDEL, M., and RIVERA, M.
Metallic copper as an intrauterine contraceptive adjunct to the ~T" device.
American Joumal of Obstetrics and Gynecology 105(8): 1274-1278. Dec. 1S, 1969,

ADDENDA

455. AMSEL, R, TOTTEN, P.A,, SPIEGEL, C.A., CHEN, K.C.5.,, ESCHENBACH,
D., and HOLMES, K.K. Nonspecific vaginitis: diagnostic criteria and microbial
and epidemiologic associations. American Journal of Medicine 74(1): 14-22,
Jan, 1983,

456. BOUHAFA, M. Draft team member contributions ta mid-term evaluation
of the Population and Family Planning Project (608-0171} in Morocco. Mar.
1988. 13 p. (Unpublished)

457. BRUNO, K. (C.D. Searle and Company} (Lawsuits on the Cu-7 IUD]
Personal communication, Mar, 23, 1988,

458, CATES, W. (US CDQ) [Genital infections and IUD insertion] Personal
communication, Apr. 21, 1988,

459, CAVANAGH, D. and COMAS, M.R. Spontaneous abortion. In: Danforth,
D.N., ed. Obstetrics and Gynecology. 4th ed, Philadelphia, Harper & Row,
1982. p. 378-392.

460. DEMAEYER, E. and ADIELS-TEGMAN, M. The prevalence of anaemia in
the world, World Health Satistics Quarterly 38(3): 302 116 1985.

461, FINISHING ENTERPRISES. Prescribing ink Lippes Loop intraut
nneconuacepnvedcwce [Package insent) New Yok, Finishing Enterprises, 1987.

1p
462. KIRSHON, B., POINDEXTER, A.N., 3rd, and SPITZ, M.R. Pelvic adhesions
in intrauterine device users. Obstetrics and Gynecology 71(2): 251-254. Feb, 1988,
463. KOZUH NOVAK, M., ANDOLSEK, L., BALOGH, S.A, and WASZAK, C.S.
Long-term use of intrauterine devices. IPPF Medical Bulletin 22(1): 1-3, Feb. 1988,
464. LARSON, N. (GynoPharma, Inc.} [Market research to develop the brand
name ParaGard} Personal communication, Apr. 18, 1988,
465. LARSSON, B. and FIANU, S. Long-term use of a Progestasert System, a
progesterone-releasing intrauterine device, in treatment of menorrhagia. Current
Therapeutic Research 33(6): 869-873. Jun, 1983,
466. MONTEITH, R.S. and KINCHEN, S, Foreign trip report: Paraguay, August
23-23, 1987—family planning survey. [Memorandum] Atlanta, Georgia,
Centers for Disease Control, September 17, 1987, 23 p.
467. PERU. INSTITUTO NACIONAL DE ESTADISTICA (INE). and INSTITUTE
FOR RESOURCE DEVELOPMENT/WESTINGHOUSE (IRD/W). Enguesta
Demografica y de Salid Familiar 1986: resultados preliminaros. [Demographic
and Family Health Survey, 1986: preliminary results.][SPA] Marzo, Peru, INE,
Mar, 1987. 30 p.
468. PROGRAM FOR THE INTRODUCTION AND ADAPTATION OF
CONTRACEPTIVE TECHNOLOGY. Contraceptive use in China. Nov. 1, 1984,
8 p. (Unpublished)
469. PROGRAM FOR THE INTRODUCTION AND ADAPTATION OF
CONTRACEPTIVE TECHNOLOGY. [Description of three IUD projects in
China.] (1987]. 2 p. (Unpublished)
470. SHAABAN, MM, SALAH, M., ZARZOUR, A., and ABDULLAH, SA, A
prospective study of Norplant implants and the TCu 380Ag IUD in Assiut, Egypt.
Studies in Family Planning 14(6-7): 163-169, Jun.-jul. 1983.
471. SHERRIS, ).D., RAVENHOLT, B.8., BLACKBURN, R., GREENBERG, R.H.,
KAK, N, PORTER, R.W., 3rd, and SAUNDERS, S. Contraceptive social market-
ing: lessons from experience. Population Reports, Series ), No. 30. Baltimore,
Johns Hopkins University, Population Information Program, Jul.-Aug. 1985. 40 p.
472, SIVIN, 1., ALVAREZ SANCHEZ, F,, DIAZ, S., HOLMA, P, COUTINHOG, E.,
MCDONALD, O., ROBERTSON, D.N., and STERN, |. Three-year experience
with Norplant subdermal c Fertility and Sterility 39{6): 799-808.
Jun, 1983,
473, VESSEY, M., DOLL, R., PETO, R., JOHNSON, B., and WIGGINS, P. A
long-term follow-up of women using different methads of contraception—an
interim report. Journal of Biosocial Science B(4): 375-427. Ocl. 1976,

34

474, WASSERHE(T, [.N., HARRIS, [.R., CHAKRABORTY, ., KAY, 8.A, and
MASON, K.J. Reproductive tract infections in a family planning population in
ruraf Bangladesh: a neglected opportunity to pomote MCH-FP programs. 1968
36 p. (Unpublished)

475. WORLD HEALTH ORGANIZATION (WHO). DIVISION OF FAMILY
HEALTH. Maternal montality rates: a tabulation of available information. 2nd ed.
Geneva, WHO, 1986. 46 p.

ADDITIONAL REFERENCES, 1989-1993

476, ANONYMOUS. Copper T 380A approved for eight years of use. Outlock
9(4): 8. Jan. 1992,
477. ALOUI, T., AYAD, M., and FOURATI, H. Enguete Démagraphique et de
Santé en Tunisie 1988. [Demagraphic and Health Survey in Tunisia 1988)(FRE]
Columbia, Maryland, Office National de la Famille et de la Population, and
Institute for Resource Development/Macro Systems, Oct. 1989. 224 p.
478, ALVAREZ, F,, BRACHE, V., FERNANDEZ, E., GUERRERO, B., GUILOFF, E.,
HESS, R., SALVATIERRA, A.-M., and ZACHARIAS, S. New insights on the mode
of action of intrauterine contraceptive devices in women. Fertility and Sterility
49(5): 768-773. May 1988.
479. ANDERSSON, |.K., and RYBO, G. L I-rel
device in the treatment of menotrhagia. Beitish Journal of Obstetrics and
Gynecology 97: 630-694. Aug. 1990,
480. ANDERSSON, K., BATAR, 1., and RYBO, G. Return to fertilty after removal
of a levonorgestrel-releasing intrauterine device and Nova-T. Contraception 46:
575-584. 1992,
481. ANDRADE, A.T.L., PIZARRO, E,, SHAW, 5.7, SOUZA, ].P., BELSEY, EM.,
and ROWE, P.J. Consequences of uterine blood loss caused by various intrau-
terine contraceptive devices in South American women, Contraception 38(1):
1-18. Jul. 1988.
482. ANWAR, M. An evaluation of IUD insertion by a non-clinical delivery
system. Advances in Contraception 8: 303-312, 1992,
483. APELO, RA., and WASZAK, C.5. Postpartum 1UD insertion in Manila,
Philippines. Advances in Contraception 1: 319-328, 1985,
484, ARBAB, AA.O., MCNAMARA, R., LAURQ, D. and AZIZ, FA, Expanded
services for intrauterine contraception in Sudan, East African Medical Journal
68(2): 70-73. Feb. 1991,
485. ARUMUGAM, K., and CHRISTINA, T.EM, Fertility after removal of
Multiload Cu 250 intrauterine device. British Journal of Family Planning 16:
130-131. 1991,
486. ARUMUGAM, K., and CHRISTINA, T.F.M, Return of fertifity after long-term
usc of the intrauterine device. Medical Sciences Research 19: 183. 1991,
487. ASSOCIATION FOR VOLUNTARY SURGICAL CONTRACEPTION. Post-
partum |UD insertion: Clinical and programmatic guideline. Mar. 1993,
488, ATRASH, HK., FRYE, A, and HOGUE, C. Incidence of morbidity and
montality with IUD in situ in the 1980s and 1990s. In: Bardin, C.W. and Mishell,
D.R., Jr, eds. Proceedings from the 4th International Conference on 1UDs.
Boston, Butterworth-Heinemann, 1994, p. 76-87.
489, AYAD, M., SAYED, H.A.-A., and WAY, A.A. Policy implications of the DHS
findings for Egypt, Morocco and Tunisia, Proceedings of the Demographic and
Health Surveys World Conlerence, Aug. 5-7, 1991, Washington D.C. (Vol. 3).
Columbia, Maryland, IRD/Macro Intesnational, 1991. p. 2037-2051.
490. AZELMAT, M., AYAD, M., and BELHACHMI, H, Enquete National sur la
Planification Familiale, fa Fécondité et al Santé de Poputation au Maroc (ENPS)
1987. [National Survey of Family Planning, Fertility,and Health of the Population
of Morocco 1987)|FRE} Columbia, Maryland, Morocco Ministere de la Santé
Publique, Service des Etudes et de |'Information Sanitaire. and Institute for
Resource Development/Westinghouse. Mar. 1989, 187 p.
491. BATAR, |. Clinical experiences with MLCu250 and MLCu375 1UD.
Advances in Contraception 8: 73-80, 1992,
492. BATAR, |. One-year clinical experience with Flexigard. Contraception 46:
307-12. 1992,
493, BATAR, I, LAMPE, L.G., and ALLONEN, H. Clinical experience with
intrauterine contraceptive devices (IUDs) inserted with and withaut tail. Acta
Chirurgica Hungarica 29(4): 85-93. 1988.
494. BRENNER, P.F. Aclinical trial of the Delta-T intrauterine device: immediate
postpartum insertion, Contraception 28: 135-147. 1983,
495. BUCHAN, H., VILLARD-MACKINTOSH, L., VESSEY, M., YEATES, D., and
MCPHERSON, K. Epidemiology of pelvic inflammatory disease in parous
women with special reference to intrauterine device use. British Journal of
Obstetrics and Gynaecology 97: 780-788. Sept. 1990.
496, CHAMPION, C.B., BEHLILOVIC, 8., AROSEMENA, |.M., RANDIC, L.,
COLE, LP, and WILKENS, L.R. A three-year evaluation of TCu 380Ag and
Mukiload Cu 375 intrauterine devices. Conuacepbon 38(6) 631-639, Dec. 1988.
497 CHI 1.-C. An evaluation of the | k g IUD: lts ach

when ¢ dtothe coppa releasing 1UDs. Conuacephon
44(6): 573»588 Dec. 1991.
498. CHI, 1.-C,, and FARR, G. Postpartum IUD contraceptionA review of an
international experience. Advances in Contraception 5(3): 127-146, Sep. 1989,
499, CHI, 1.-C., POTTS, M., WILKENS, L.R., and CHAMPION, C.B. Performance
of the Copper T-380A intrauterine device in breastfeeding women, Contracep-
tion 39(6): 603-618. jun. 1989,
500. CIMBER, H., DREHER, E., MUHLEMANN, M,, and MALL-HAEFELI, M.
Intrauterine occlusion body (IUB): Preliminary report, Contraception 37(5)
503-516. May 1988,
501. CROXATTO, H.B., ORTIZ, M.k, and VALDEZ, £ IUD mechanisms of
action, In: In: Bardin, C.W. and Mishell, D.R. Jr., eds. Proceedings from the 4th
International Conference on IUDs. Boston, Butterworth-Heinemann, 1994, p.
44-62.
502, DALING, J.R., WEISS, N.S,, VOIGHT, L.F. MCKNIGHT, B., and MOORE,
D.E. The intrauterine device and primary tubal infertility. [Letter] New England
Journal of Medicine 326(3): 203-204. fan. 16, 1992,
503. DIAZ, j., BAHAMONDES, L., DIAZ M. MARCH), N,, FAUNDIS, A., and
MARINI, M. Evaluation of the performance of the Copper T380A IUD up to ten
years. s this IUD a reversible but potentially permanent method? Advances in
Contraception 8: 275-260. 1992,
504. DIAZ, ., FAUNDES, A, DIAZ, M., and MARCHI, N. Evaluation of the
clinical performance of a levonorgestrel-releasing [UD, up to seven years of use,
in Campinas, Brazil. Contraception 47: 169-175, 1993,
505. DIAZ, ], PINTO NETO, A., DIAZ, M., MARCHI, N.M., and BAHAMONDES,
L. Long-term evaluation of the clinical performance of the TCu200B and the
TCu3B0A in Campinas, Brazil, Advances in Contraception 8: 67-72, 1992,
506. EGYPT. NATIONAL POPULATION COUNCIL (NPQ), and DEMOGRAPHIC
AND HEALTH SURVEYS. MACRO INTERNATIONAL Egypt Demographic and
Health Survey 1992: Preliminary Report. Columbia, Maryland, NPC and DHS,
Mar, 1993, 25 p,
507. FARLEY, TM.M., ROSENBERG, M.)., ROWE, P.|., CHEN, |.H., and MEIRIK,
O. Intrauterine devices and pelvic inflammatory disease: an international
perspective, Lancet 339: 785-788, Mar. 28, 1992,
508. FARR, G., and RIVERA, R. Interactions between intrauterine contraceptive
device use and breast-feeding status at time of intrauterine contraceptive device
insertion: Analysis of TCu-380A acceptors in developing countries. American
Joumal of Obstetrics and Gynecology 167(1): 144-151. Jul. 1992
509, FAUNDES, A., ALVAREZ, F,, BRACHE, V., and TEJADA, A.S. The role of the
levonorgesirel intrauterine device in the prevention and veatment of iron
deficiency anemia during fertility regulation. International Journal of Gynecol-
ogy and Obstetrics 26: 429413, 19648,
510. FINGER, W.R. Today’s IUDs offer safe, effective contraception. Network
13(3%: 12~15. Mar. 1992,

511, FOREIT, K.G., FORHT, ).R., LAGOS, G., and GUZMAN, A EHffectiveness
and cost-effectiveness of postpartum IUD insertion in Lima, Peru, international
Family Planning Perspectives 19(1): 19-24. Mar. 1993.
512. GOMMAA, H.l. Effects of contraceptive counseling on mother’s accep-
tance, continuation rate and side effects of 1.U.D. and pill. Summary. 1991, 11
p- (Unpublished)
513. GRIMES, D.A., and SCHULZ, K.F. Prophylactic antibictics at {UD insertion,
In: Bardin, C.W. and Mishell, D.R. Jr., eds. Proceedings from the 4th international
Conference on IUDs. Boston, Butterworth-Heinemann, 1994, p. 164-170.
514, GUPTA, B.K., GUPTA, A.N. and LYALL, S. Return of fertility in various lypes
of [UD users. International Journal of Fertility 34 (2): 123-125, 1989,
515. HACETEPPE UNIVERSITY. INSTITUTE OF POPULATION STUDIES. 1988
Turkish Population and Health Survey. Ankara, Haceteppe University, Apr, 1989,
173,
516.HO, J., WU, Z., CAl, S, HAN, )., LIU, M., HU, S., and LUI, Z. A randomized
comparative trial of the MLCu375, TCu220C, Steel Ring, and Uterine Cavity-
Shaped 1UDs, Advances in Contraception 8: 161-166, 1992,
517. INDIAN COUNCIL OF MEDICAL RESEARCH. TASK FORCE ON IUD.
Randomized clinical trail with intrauterine devices (levonorgestrel inrauterine
device (LNG), CUT 380Ag, CuT 220C and CuT 2008). Contraception 39(1):
37-52. 1989,
518. JORDAN. MINISTRY OF HEALTH (MOH). and INSTITUTE FOR RESOURCE
DEVELOPMENT (IRD). Jordan Population and Family Health Survey 1990.
Amman, Jordan, and Columbia, Maryland, MOH. and IRD, 1992.
519, JOVANOVIC, R., BARONE, C.M., VAN NATTA, F.C., and CONGEMA, E,
Preventing infection relating to insertion of an intrauterine device. Journal of
Reproductive Medicine 33(4): 347-352, Apr. 1988,
520. KAHN, J.G., WALKER, C.K.,, WASHINGTON, A.E.,, LANDERS, D.V,, and
SWEET, R.L. Diagnosing pelvic inflammatory disease: Developing a new model,
Journal of the American Medical Association 266(18): 25942604, Nov, 13, 1991,
521. KESSEL, E. Pelvic inflammatory disease with intrauterine device use: A
reassessment. Fentility and Sterility 51(1); 1-11. Jan. 1989.
522. KURZ, K.H. and MEIER-OEHLKE, PA. The CU SAFE 300 IUD, a new
concept in imrauterine contraception: First year results of a large study with
follow-up of 1017 acceptors. Advances in Contraception 7(2-3): 291-300.
Jun,-Sep. 1991,
523.LADIPO, O.A., FARR,G., OTOLORIN, £., KONJE, J.C., STURGEN, K, COX,
P., and CHAMPION, C.B. Prevention of IUD-related pelvic infection: The
efficacy of prophylaciic doxycycline at 1UD insertion, Advances in Contracep-
tion 7(1): 43-54. Mar. 1991,
524. LARA, R, SANCHEZ, R.A,, and AZNAR, R. Aplicacion del dispositivo
intrauterino a traves de la incision de la cesarea. (IUD insertion during cesarean
section.][SPA] Ginecologia y Obstetricia de Mexico 57: 23-27, Jan. 1989,
525. LARSSON, B. and WENNERGREN, M. [nvestigation of a copper-intrauterine
device (Cu-lUD) for possible effect on frequency and healing of pelvic inflam-
matory disease. Contraception 15: 143-149, 1977,
526. LASSISE, D.L. SAVITZ, D.A, HAMMAN, RF, BARON, A.E, BRINTON,
LA and LEVINES, RS. Invasive cervical cancer and intrauterine device use.
ional Journal of Epidemiology 20(4). 865-870. 1991,
527. LAZARIN, A, SARACCO, A, MUS(CCO M., and NICOLOSI, A. Man-to-
worman sexual ransmission of the human immunodeficiency virus: Risk factors
refated to sexual behavior, man’s infectiousness, and woman’s susceptibility.
Archives of Internal Medicine 151: 2411-2416, Dec. 1991,
528. LEE, N.C,, RUBIN, G.L, and BORUCKI, R. The intrauterine device and
pelvic inflammatory disease revisited: New results from the Women's Health
Study. Obstetrics and Gynecology 72(1): 1-6. Jul. 1988,
§29. LOVESET, T. A comparative evaluation of the Multiload 250 and Multiload
375 intra-uterine devices. Acta Obstetrica Gynecologica Scandinavica 69:
521-526. 1990.
530. LUUKKAINEN, T, Progestin-releasing intrauterine contraceptive device, In:
Bardin, C.W. and Mishell, D.R. |r., eds. Proceedings from the 4th International
Conference on IUDs, Boston, Butterworth-Heinemann, 1994, p, 3241,
§31, LUUKKAINEN, T., LAHTEENMAK], P, and TOIVONEN, J. Levonorgesirel-
releasing intrauterine device. Annals of Medicine 22: 85~90. 1990.
532, MEIRIK, O. Infection in non-pregnant women: incidence and risk factors
in the 1980s and 1990s. In: Bardin, C.W. and Mishell, D.R. Jr,, eds. Proceedings
from the 4th International Conference on IUDs. Bosion, Butterworth-Heinemann,
1994, p. 142-150,
533, MORENOQ, L. and GOLDMAN, N, Contraceptive failurerates in developing
countries; evidence from the Demographic and Health Surveys. International
Family Planning Perspectives 17(2): 44-49, 1991,
534. MOROCCO. MINISTERE DE LA SANTE PUBLIQUE SECRETARIAT GEN-
ERAL (MSPSC). DIVISION DE LA PLANIFICATION DE LA STATISTIQUE £T DE
L'INFORMATIQUE. SERVICE DES ETUDES ET DEL'INFORMATION SANITAIRE.
and DEMOGRAPHIC AND HEALTH SURVEYS (DHS). MACRO INTERNA-
TIONAL. Enquete national sur 1a population et al santé Maroc 1992; Rapport
préliminaire. [National survey on population and health, Morocco 1992.J{FRE]
Columbia, Maryland, MSPSG. and DHS, no date.
535. O'HANLEY, K and HUBER, D.H. Postpartum 1UDs: Keys for success.
Contraception 45; 351-361, 1992,
536. PAP-AKESON, M., SOLHEIM, F,, THORBERT, G., WILHELMSSON, L., and
AKERLUND, M. Inserting 1UD threads together with the device into the uterine
cavity reduces the incidence of genital ract infections. British Journal of Family
Planning 15: 11-14, Apr. 1989.
§37. PETERSON, H.B., WALKER, CK.,, KAHN, ).G., WASHINGTON, A.E.,
ESCHENBACH, DE.A., and FARO, $. Pelvic inflammatory disease: Key treatment
issues and options, journal of the American Medical Association 266(18}:
2605-2611, Nov. 13,1991,
§38. POTTS, D.M.,, CHAMPION, C.B., KOZUH-NOVAK, M., ALVAREZ-
SANCHEZ, F,, SANTISO-GALVEZ, R., TACLA, X, COHEN, |., and RIVERA, R,
1UDs and PID: A comparative trial of strings versus stringless devices, Advances
in Contraception 7: 231-240. 1991,
539, SANDMIRE, H.F. Fertility after intrauterine device discontinuation.
Advances in Contraception 2: 327-335, 1986.
540. SASTRAWINATA, S., FARR, G., PRIHADI, S.M., HUTAPEA, H., ANWAR,
M., WAHYUDI, I, SUNJOTO, KEMARA, K.P., CHAMPION, C.B., and ROBBINS,
M. A comparative clinical trial of the TCu 380A, Lippes Loop D, and Multiload
Cu 375 IUDs in Indonesia. Contraception 44 (2); 141-154. Aug, 1991,
541, SAYED, A-AH., OSMAN, Mi, EL-ZANATY, F. and WAY, AA. Egypt
Demographic and Health Survey 1988, Cairo. and Columbia, Maryland, Egypt
National Population Council. and Institute for Resource Development/Macro
Systerns, Oct. 1989, 250 p.
542, SINEL, S.KA., SCHULZ, K.F., LAMPTEY, P.R., GRIMES, D.A., MAT], J.K.C.,
ROSENTHAL, M.J.,, RIARA, G., NJAGE, P.N., BHULLAR, V.B.,, and OGEMBO,
H.V. Preventing IUCD-related pelvic infection: The efficacy of prophylactic
doxycycline at insertion. British loutnal of Obstetrics and Gynaecology 97:
312-419, May 1990
543, SIVIN, 1. Dose- and age-dependent ectopic pregnancy risks with intrauter-
ine contraception. Obstelrics and Gynecology 78(2): 291-298. Aug. 1991,
544, SIVIN, 1. tUDs are contraceptives, not abortifacients: A comment on
research and belief. Studies in Family Planning 20{6): 355-359. 1989,
545, SIVIN, L. Should collared Copper T intrauterine devices be replaced before
eight years? British journal of Family Planning 18: 9-11. 1992,
546. SIVIN, 1., EL MAHGOUSB, S., MCCARTHY, T,, MISHELL, D.R., SHOUPE,
D. ALVAREZ, F, BRACHE, V., JIMENEZ, E., DIAZ, |., FAUNDES, A, DIAZ, MM.,
COUTINHO, E., MATTOS, C.ER., DIAZ, S.L. PAVEZ, M., and STERN, }. Long-
term contraceplion with the Levonorgestrel 20 mcg/day {LINg 20) andthe Copper
T 380Ag intrauterine devices: A five-year randomized study. Contraception
42(4): 361-378. Oct. 1990,

POPULATION REPORTS



.

547. SIVIN, I, GREENSLADE, F., SCHMIDT, f, and WALDMAN, S.N. The Copper
T 380 intrauterine device: A summary of scientific data. New York, Population
Council, 1992,

548, SIVIN, |., SHAABAN, M, ODLIND, V., OLSSON, S.-E., DIAZ, §., PAVEZ,
M. ALVAREZ, F., BRACHE, V., and DIAZ, ). Arandomized tnat of the Gyne T and
Gyne T Slimline intrauterine copper devices. Contraception 42(4); 379-389. 1990,
54Y9. SIVIN, I, STERN, |., COUTINHQ, E., et al. Prolonged intrauterine contra-
ception: a seven-year randomized study of the Levonargestrel 20 meg/day (LNg
20} and the Copper T30 Ag 1UDs. Contraception 44(5): 473-480, Nav, 1991,
550, SIVIN, 1, STERN, |, DIAZ, S., PAVEZ, M, ALVAREZ, F., BRACHE, V.,
MISHELL, D.R,, LACARRA, M., MACCARTHY, T., HOLMA, P, DARNEY, P,
KLAISLE, C., OLSSON, S.-E., and ODLIND, V. Rates and outcomes of planned
pregnancy after use of Norplant capsules, Norplant 1l rods, or levonorgestred-
releasing or copper TCu 380Ag intrauterine contraceptive devices. American
Journal of Obsterrics and Gynecolagy 166(4): 1208-1213, Apr, 1992,

551, SKIELDESTAD, F.E. Conception rates post-IUD removal. In: 8ardin, CW.
and Mishell, D.R. fr., eds. Proceedings from the 4th International Conference on
1UDs. Boston, Butterworth-Heinemann, 1994, p. 63-75.

552. SKJELDESTAD, F.,, and BRATT, H. Fertility after complicated and non-
complicated use of IUDs. A contralled prospective study. Advances in Contra-
ception 4(3); 179-184, Sep. 1988,

553, SOEPRONO, R. Retum to ferility after discontinuation of copper 1UD use:
A study of 55 pregnanties involving Multiload Cu-250 users among private
patients in Indontesia, Advances in Contraception 4(2): 95-107. Jun, 1988,
554. TEISALA, K. Remaoval of an intrauterine device and the treatment of acute
pelvic inflammatary disease. Annals of Medicine 21: 63-65. 1989,

555. THIERY, M, Contraception for post-partuim use: non honnonal methodsin-
rauterine devices. Presented at the Intermational Conference on Postparuin
Contraceptiun, Mexico City, Sep. 1990,

556, TOIVONEN, ], LUUKKAINEN, T., and ALLONEN, H, Pratective effect of
intrauterine release of levonorgesired an petvic infection: Three years' compara-
live experience of levonosgestrel- and copper-eleasing intrauterine devices,
Ohstetrics & Gynecotogy 77(2): 261-2h4. Feh, 1991,

557. UNITED KINGDOM FAMILY PLANNING RESEARCH NETWORK, Preg-
nancy outcome associated with use of IUDs, British Joumal of Family Planning
15: 7-14). 1989,

558. UNITED STATES, DEPARTMENT (OF HEALTH AND HUMAN SERVICES,
CENTERS FOR DISEASE CONTROL(CDQ). Pelvic inflammatory disease: Guide-
lines for prevention and management. Morhidity and Mortality Weekly Report
4({RR5): 1-25. Apr. 26, 1991,

559. UNITED STATES., DEPARTMENT OF HEALTH AND HUMAN SERVICES.
CENTERS FOR DISEASE CONTROL {CDC). 1993 Sexually Transmitted Diseases
Treatment Guidelines. Jan, 8, 1993. 111 p. (Unpuhlished}

5h0. VAN DIERENDONCK, B., LADIPO, O.A., EKWEMPU, C.C,,
GIWA-OSAGIE, Q.F,, and ULASI, N, A multicester cliscal teal in Nigeria with
Multiload-Cu250 {MLCu250) and Multiload-Cu375 (MLCu375) intrauterine
devices. Advances in Contraception 8: 327-330, 1992,

561. VAN KETS, H., PAREWIICK, W., KLEINHOUT, )., ZIGHELBOIM, I, OSLER,
M., and TATUM, H.J. Clinical experience with the GYNE-T 380 postparium
intrauterine device, Fertility and Sterility 55 (6): 1144-1149. Jun, 1991,

562, WANG, S.L., WU, 5.C, XIN, X.M., CHEN, J.H,, and GAl, ). Three years’
experience with levonomg I g i ine device and Norplant-2
implants: A randomized comparative study. Advances in Contraception 8:
105-114, 1992,

563, WILDEMEERSCH, D., VAN DER PAS, H., THIERY, M., VAN KETS, H.,
PAREWINICK, W., and DELBARGE, W. The Capper-Fix (Cu-Fix): A new concept
w1 1UD technology. Advances in Contraception 4(3): 197-205. Sep, 1988,
564, WILSON, ).C. ANew Zealand randomized comparative study of three IUDs
(Nova T, MLCu375, MLAgCu250): 1-, 2- and 3-year results. Advances in
Contraception 8: 153-159, 1992,

565. WORLD HEALTH ORGANIZATION (WHO). Improving access to quality
care in family planning: Medical eligibility criteria fox initiating and comtinuing
use uf contraceptive methods, Geneva, WHO, 1996,

5ht. WORLD HEALTH ORGANIZATION. SPECIAL PROGRAMME (JF RESEARCH,
DEVELOPMENT AND RESEARCH TRAINING IN HUMAN REPRODUCTION.
TASK FORCE ON THE SAFETY AND EFFICACY OF FERTILITY REGULATING
METHODS. The TCu380A, TCu220C, Multiluad 250 and Nova T 1UDs at 3, 5,
and 7 years of use—Results from three randomized multicentre trials, Contra-
veption 42(2): 141-158. Aug. 1990,

567.XU, J.-X.. CONNELL, C., and CHI., I.-C. tmmediate postpartum intrauterine
device insertionA repont on the Chinese experience, Advances in Contraception
8: 281-230. 1992,

568. YEMEN. CENTRAL STATISTICAL ORGANIZATION (CSO). PAN ARAB
PROJECT FOR CHILD DEVELOPMENT (PAPCD). and DEMOGRAPHIC AND
HEALTH SURVEYS (DHS). MACRO INTERNATIONAL. Yemen Demnographic
and Maternal and Child Health Survey 1991-92: Preliminary Report, Columhia,
Maryland, CSO, PAPCD, and DHS, Sep, 1992, 22 p.

569. ZHANG, )., FELDBLUM, P, CHI, I.C., and FARR, M.G. Risk factors for
Copper T IUD expulsion: An epidemialogical analysis, Contraception 46,
427433, 1992,

LATEST REFERENCES

570. ANONYMOUS. China to han uneeliahle 1UD. People and the Planet
2(4): 1993,

571, AJELLO, C., LIMPAPHAYOM, K., GAFFIKIN, L., LUMBIGANON, P., and
MCGRATH, |, A humanistic approach to 1UD dinical training: Results of a
comparative study in Thailand. Baltimere, Johns Hopkins Program for Intema-
tional Education in Reproductive Health, Dec, 1994, (Technical Report FCA-04)
18 p.

572, AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS, The
intrautenne device; ACOG Technical Bulletin Nuriher 164 Feb, 1992 (Replaces
ACOG Technical Bulletin Number 104, May 1987). Intemational Journal of
Gynecology and Obstelrics 41(2); 189-193. May 1993,

573. ANDERSON, K., ODLINK, V., and RYBQ, G, Levonorgestrel-releasing and
copper-releasing (Nova T) (UDs during five years of use; A randomized com-
parative trial, Contraception 49(1): 56-72. Jan, 1994,

574. ANGLE, M.A,, BROWN, L.A., and BUEKENS, P. IUD prerocols for interma-
tional training. Studies in Fainily Planning 24(2); 125~131. Mar.-Apr. 1993,
575. BARDIN, C.W. and MISHELL, D.R., Jr., eds. Proceedings from the Fourth
Intemational Conference on IUDs, Boston, Butterworth-Heinemann, 1994, 341 p,
576. BASUKI, B., ROSSING, M.A_, and DALING, ).R. Intrauterine device use and
risk of tubal pregnancy: An Indonesian case-control study. Intemational Journal
of Epidemiology 723(5): 1000-1008. Oct, 1994,

577. BATAL, KUUKANKORPI, A., SILJANDER, M., and RAURAMO, I, One year
clinical experience with Nova T 380 1UD. [Abstract, 14th FIGO World Congress
at Montreal, Canada 1994] International Journal of Gynecology and Obstetrics
46(Suppl. 2): 79. Sep. 1994,

578. CASTELLSAGUE, X., THOMPSON, W.D., and DUBROW, R. Intra-uterine
contraception and the risk of endometrial cancer, International Joumal of Cancer
54(6): Y11-916. Jul. 30, 1993,

579. CHI, 1.-C. Ahill of health for the 1UD: Where do we go from bere? Advances
in Conlraception 10{2): 121131, Jun. 1994,

580, CHOW, W.H,, DALING, ).R., WEISS, N.S., MOORE, D.E., SODERSTROM,
RM,, and METCH, B.J. IUD use and suhsequent tubal ectopic pregnancy.
American Journal of Public Health 76(5); 536-539. May 1986,

581. CIMBER, H. Suf-T, In: Bardin, C.W. and Mishell, D.R. Jr,, eds, Proceedings
from the 4th International Conference on 1UDs. Buston, Butterworth-
Heinemann, 1994, p. 338-341,

POPULATION REPORTS

582, COSTE, )., JOB-SPIRA, N, FERNANDEZ, H., PAPIERNIK, £,, and SPIRA, A,
Risk factors for ectopic pregnancy: A case-control study in France, with special
focus oninfectious factors, American Journal of Epidemiology 133(9): May 1, 1991,
583. DIAZ, |., PINTO NETQ, A.M., BAHAMONDES, L., DIAZ, M., ARCE, X.E.,
and CASTRQ, S. Pedormance of the Copper T 200 in parous adolescents: Are
copper IUDs suitahle for these women? Contraception 48(1): 23-28. Jul, 1993,
584, DO T.H., HOANG T.V.,, DONALDSON, PJ., and QUAN L. The pattern of
1UD use in Vietnam, Intemational Family Planning Perspectives 2101): 6-10,
Mar.-Apr, 1995,

585. ENTWISLE, B.. KOZYREVA, P, ZOHOORI, N,, and CROSS, C. Family
planning and ahortion in the Russian Federation: The Russian Longitudinal
Monitoning Survey 1992-94. Chapel Hill, North Carolina, University of Nerth
Carolina at Chapel Hill, Mar. 1995, 16 p.

S8h. ESCHENBACH, D.A. Earth, mutherhood, and the intrauterine device,
Fertility and Sterility 576} 1177-1179, Jun, 1992,

587, FAMILY HEALTH INTERNATIONAL (FHi), Intrauterine devices (IUDs),
[Lonse-leaf binder and inserfs] Research Triangle Park, North Carolina, FHI,
1995, (Contraceptive Technology Update Series)

588. FANDES, A, ALVAREZ, F., and D AZ, J. A Latin American experience with
levonorgestrel 1UD, Annals of Medicine 25(2): 149-153. Apr. 1993,

589, FANDES, A Women deserve acrurate information. Network 16(2): 4-5,
Winter 1996,

590. FEI PRODUCTS (FE). Patient information: Copper T model TCu 380A hrand
inlrauterine copper contraceptive. [Package insen]|ENG, FRE, SPA, ARA| N.
Tonawanda, New Yurk, FEL, Jul. 1995, 2 p.

591, FEI PRODUCTS (FEL). Prescrihing information: Copper T model TCu 380A
hraad of intrauterine copper contraceptive, [Package insent}lENG, FRE, SPA,
ARA[ N, Tonawanda, New York, FEL Jul. 1945, 2 p.

592, FINGER, W.R, IUD insertion timing vita! in postpartum use. Netwark 16(2):
21-22, 24, Winter 1496,

593. FINGER, W.R. Proper IUD use requites training. Network 16(2): 6-10,
Winter 1996,

594, FORREST, .0, and FORDYCE, R.R. Wumen's contraceptive attitudes and
use in 1992, Family Planning Perspectives 25(4): 175-179, jul.-Aug. 1993,
545. GRIMES, D.A. The intrauterine device, pelvic inflammatory disease, and
infertility: The confusion hetween hypathesis and knowledge. Fentility and
Sterility 58(4): 670-673. Oc1, 1992,

59h. HARLAP, 5., KOST, K., and FORREST, ).D. Preventing pregnancy, protecting
health: A new look at hirth coatrol choices in the United States, New York, Alan
Guttmacher Institute, 1991. 128 p.

597. HATCHER, R.A., RINEHART, W., BLACKBURN, R.D., and GELLER, J.§.
Essentials of contraceptive technology. Baltimore, Johns Hopkins Schoad of
Public Healh, Population Information Program, 1996, (Forthcorning}

598, INTERNATIONAL INSTITUTE FOR POPULATION SCIENCES (IIPS).
National Family Health Survey (MCH and Family Planning), India 1992-93,
Bombay, 1IPS, 1995, 402 p,

599. INTERNATIONAL PLANNED PARENTHOO D FEDERATION (IPPF). INTER-
NATIONAL MEDICAL ADVISORY PANEL. Statement on contraception for
clients who are HIV positive, London, IPPF, Nov, 1991, 3 p.

00, INTERNATIONAL PLANNED PARENTH(X)D FEDERATION (IPPF). INTER-
NATIONAL MEDICAL ADVISORY PANEL. Statement ot intrauterine devices,
London, 1PPF, Oct. 19495, 8 p.

601, JANOWITZ, B., HUBACHER, D., PETRICK, T,, and DIGHE, N, Shauld the
recommended numher of 1UD revisits be reduced? Studies in Family Planning
25(h): 362-3H7. Nov.-Dec. 1994,

602, KALANDIDI, A., DOULGERAKIS, M., TZONOU, A., HSIEH, C.-C,
ARAVANDINQS, D., and TRICHOPOULOS, D. Induced ahortions, contracep-
tive practices, and tohacco simoking as nisk factors foe ectopic pregnancy in
Athens, Greece, British Journal of Obstetrics and Gynaecolagy 98(2): 207-213,
Feh. 1991,

603, KAUFMAN, |. The cost of IUD failure in China, Studies in Family Planning
24(3); 194-196. May-Jun. 1993, .

604, KINCAID, D.L., YUN, S.H,, PIOTROW, P, and YASER, Y. Turkey's inass
media family planning campaign. In: Backer, T.E, and Rogers, E.M., eds. Organ-
izational aspects of health communication campaigns: What works? Newhury,
California, Sage, 1993, p. 68-92.

605, LEONARD, A.H, and LADIPO, ().A. Postahortion family planning: Factors
in individual choice of contraceptive methods, Advances in Abortion Care 4(2):
1-4, 1994,

606, LIN, C.C. and HUANG, M. Taiwan's national family planning program. In:
International Fertility Research Program. Surgical family planning methods: The
role of the private physician, Research Triangle Park, North Caroling, 1981, p,
1541,

607, LURIE, S., KATZ, 7., YECHEZKELI, Y., LIFSCITZ-MERCER, B., and
SHOHAM, Z Microscopic salpingitis is not an etiologic factor of tubal preg-
nancy with intrauterine devices, International Joumal of Fertility 39(s): 333-336,
Nov,-Dec. 1994,

608, LUUKKAINEN, T. (Family Health Intemational} [Postpartum insertion of T
IUDs] Personal communication, Dec, 5, 1995,

609, LUUKKAINEN, T, The levonorgestrel-releasing 1UD. 8ritish Joumal of
Family Planning T9(3): 221-224, Oct. 1993,

610, LUUKKAINEN, T, and TOIVONEN, |, Levinorgestrel-releasing tUD as a
method of contraception with therapeutic praperties. Contraception 52(5):
269-276, Nov, 1945,

611, MACRO INTERNATIONAL (M1}, DEMOGRAPHIC AND HEALTH SUR-
VEYS. and REPUBLIC OF KAZAKSTAN, NATIONAL ACADEMY OF SCIENCES
{NAS). INSTITUTE OF NUTRITION, Kazakstan Demographic and Health Survey
1995: Preliminary report. Calverton, Maryland. and [Alma-Ata), Kazakstan, M,
and NAS, Sep. 1995.

612. MARCHBANKS, P.A., ANNEGERS, |.F, COULAM, C.B., STRATHY, J.H., and
KURLAND, L.I. Risk factors for ertopic pregnancy: A population-hased study.
Joumal of the American Medical Association 259(12): 1823-1827. Mar. 25, 1988,
613, MATI, |.K.G., HUNTER, D.)., MAGGWA, B.N,, and TUKE!, P.M. Contra-
ceptive use and risk of HIV infection in Nairohi, Kenya, Intemational Joumnal of
Gynecology and Ohstetrics 48(1): 61-67. Jan. 1995,

614, MCINTOSH, N., KINZIE, B., and BLOUSE, A., eds. IUD guidelines for
family planning service programs: A prohlein-solving reference manual. 2nd ed.
Baltimexe, johns Hopkins Program for intesnational Education in Reproductive
Health, 1993,

615, MILSOM, 1., ANDERSSON, K., JONASSON, K., LINDSTEDT, G.. and
RYBO, G. The influence of the Gyne-T 3808 1UD on menstrual blood loss and
iron status, Contraception 52(3): 175-179, Sep, 1495,

616, MUSICCQ), M., NICOLOSI, A., SARACCQ), A, and LAZZARIN, A, [UD use
and man to woman sexual transmission of HIV-1. in: 8ardin, C.W. and Mishell,
D.R. Jr,, eds. Proceedings from the 4th Intemational Conference onlUDs. Boston,
Butterworth-Heinemann, 1994, p, 179-188.

617, PARAZZINI, F,, LA VECCHIA, C., and MORONI, S, Inirauterine device use
and risk of endometrial cancer, British Journal of Cancer 70(d) 672-673. Oct.
1994,

618, PETERSEN, K.R., BROXOKS, L., JACOBSEN, B., and SKOUKY, 5.0 Intrautetine
devices in nulliparous women, Advances in Contraception 7(4); 333-338. 1991,
619, PETTA, C.A, AMATYA, R, FARR, G., and CHI, I.-C. An analysis of the
personal reasons for discontinuing IUD use. Contraception 54): 339-347,
Oct. 1994,

620 POPULATION COUNCIL (PC). Cupper T 380A intrauterine device is
effective for 10 years. [News release| New York, PC, Sep. 27, 1994, 3 p,

f21. ROB, AK.U., CERNADA, G.P, SIDDIQUI, K.A., and NAEEM, J. Pakistan
1UD follow-up survey: 1992-93. Istamahad, Pakistan, Population Council. and
Pakistan. Ministry of Population Welfare, 1993. A2 p,

f22. ROBEY, B., RUTSTEIN, 5.0, MORRIS, L., and BLACKBURN, R. The
reproductive revolution: New survey findings. Population Reponts, Series M, Na,
11, Baltimore, Johns Hopkins School of Public Health, Population Information
Program, Dec, 1992, 44 p.

623. ROSSING, M.A,, DALING, JR., VOIGT, L., STERGACHIS, A.S., and
WEISS, N.S. Current use of an intrauterine device and risk of tuhal pregnancy.
Epidemniclogy 4(3): 252-258. May 1993,

624, ROSSING, M.A., DALING, |.R., WEISS, N.S., VOIGT, L.F,, STERGACHIS,
A.S., WANG, S.-P,, and GRAYSTON, |.T. Past use of an intrauterine device and
risk of ubal pregnancy. Epiderniology 4: 245-251, May 1993,

£25. ROWE, P). Research on intrauterine devices. In; World Health Organiza-
tion (WHO). Special Programme of Research, Development and Research
Training in Human Reproduction. Annual technical report: 1942, Geneva,
WHO, 1993, 289 p.

626, SCHMIDT, F,, SIVIN, 1., and WALDMAN, S, The Copper T 380 1UD. In:
Bardin, CW. and Mishell, D.R. Jr., eds. Proceedings from the 4th International
Conference on 1UDs. Boston, Butterworth-Heinermnann, 1994, p. 298-307.
£27. SIVIN, I, Another look at the Dalkon Shield: Meta-analysis underscores its
prohlems. Contraception 48{1): 1-12, Jul. 1993,

628, SIVIN, 1. Extrauterine pregnancies and intrauterine devices reassessed. In:
Bardin, C.W. and Mishell, D.R., Jr., eds. Procecdings from the 4th International
Conference on 1UDs. 8oston, Butterworth-Heinemann, 1994, p, 195-204.
£29. SIVIN, I, IUDs and HIV: An editorial comment on the ltalian Pariner Study,
In: Bardin, C.\Y, and Mishell, D.R. Jr,, eds. Proceedings from the 4th lntecnatianal
Conference on 1UDs. Boston, Butterworth-Heinemann, 1994, p, 189192,
630, SIVIN, 1. and STERN, ). Health during prolonged use of levonorgestrel 20
g/d and the cupper TCu 380Ag intrauterine contraceptive devices: A multicenter
study. Fertility and Sterility #1{1): 70-77. jan. 1994,

631, SKIELDESTAD, F.E. Conception rates post IUD remnoval, In: 8ardin, C\W.
and Mishell, D.R,, Jr., eds. Proceedings from the 4th International Conference
on 1UDs. Buston, Butterworth-Heinemann, 1994, p, 63-75.

632, SPECIAL PROGRAMME OF RESEARCH, DEVELOPMENT AND RESEARCH
TRAINING IN HUMAN REPRODUCTION. China changes from the stainless
steel ring to modern 1UDs. Progress 27: 7. 1993,

f33. STANBACK, J., OMONDI-ODHIAMBQ, and OMUODQO, D. Why has IUD
use slowed in Kenya? Part Az Qualitative assessment of IUD service delivery in
Kenya. Final repont. Aug. 1995, 48 p. (Unpuhlished)

634, TECHNICAL GUIDANCE WORKING GROUP (TGWG). Recommenda-
tions for updating selected practices in contraceptive use: Results of a technical
meeting: 1. Combined oral contraceptives progestin-only injectahles Norplant
implants copper-hearing intrauterine devices,

f35. TIETJEN, L., CRONIN, W., and MCINTOSH, N. Infection prevention for
fanily planning service programs: A problem-solving reference manual, Durant,
Oklahoma, Essential Medical Information Systems, 1992,

f36, TINKER, A and KOBLINSKY, M.A. Making inotherhond safe. Washington,
D.C., World Bank, 1993. (World Bank Discussion Paper No. 202) 143 p,

637. TREIMAN, K. and LISKIN, L. IUDs—A new lonk. Population Reports, Series
8, No. 5, Baftimore, Johns Hopkins Schonl of Puhlic Health, Population Infor-
mation Program, Mar, 1988, 32 p.

638, TRUSSELL, |. (Office of Population Research, Princeton University).
lannual chances of pregnancy.] Persanal coninunication, Dec, 17, 1995. 2 p.
639, TRUSSELL, §., HATCHER, R.A,, CATES, W., STEWART, F.H., and KOST, K.
Contraceptive failure in the United States: An update, Studies in Farnily Planning
21(1): 51-54. 1990,

640, UNITED NATIONS (UN). DEPARTMENT FOR ECONOMIC AND SOCIAL
INFORMATION AND POUCY ANALYSIS, Wixld contraceptive use 1994,
[Wallchart] New York, UN, 1994, 2 p,

h4d1, VAN KETS, H., VRIJENS, M., VAN TRAPPEN, Y., et al. The frameless
GyneFix intrauterine implant: A major improvement in efficacy, expulsion and
tolerance, Advances in Contraception 11(2): 131-142, jun, 1995,

642, VAN KETS, H., WILDEMEERSCH, D., VAN DER PAS, H., et al. ILID
expulsion solved with implant technology, Contraception 5 1(2); 87-92, Feh, 1995,
f43, VAN KETS, H.E., VAN DER PAS, H., DELBARGE, W., and THIERY, M. A
randomized comparative study of the TCu 380A and Cu-Safe 300 |UDs.
Advances in Contraception 11(2): 123-129. 1995,

644, WALSH, T.L., BERNSTEIN, G.S,, GRIMES, D.A., FREZIERES, R., BERN-
STEIN, L., and COULSON, AH. Effect of prophylactic antihiotics on morhidity
associated with 1UD insertion: Results of a pilot randomized controlled trial,
Contraception 5({d): 319-327. Oct. 1994,

645, WEISS, N.S., DALING, |.R., and CHOW, W.H, Control defiition in case-
control studies of ectopic pregnancy, Amenican Journal of Public Health 7501);
6h7-68. Jan. 1985,

h46. WESTHOFF, C. Past intrauterine device use and risk of tubal pregnancy.
[Letter! Epidemiology 51 129-130.

647. WILDEMEERSCH, D. The FlexiGard 330. In: Bardin, C.W. and Mishell,
D.R., Ir, eds. Proneedings from the 4th Intemational Conference an 1UDs,
8oston, Butterworth-Heinemann, 1994, p, 273-283,

648, WORLD HEALTH ORGANIZATION, SPECIAL PROGRAMME OF RESEARCH,
DEVELOPMENT AND RESEARCH TRAINING IN HUMAN REPRODUCTION.
A randomized multicentre trial of the Multiload 375 and TCu380A 1UDs in
parous women: Three-year results, Contraception 49(6): 543-549, Jun. 1994,
64Y. WORLD HEALTH ORGANIZATION, SPECIAL PROGRAMME OF RESEARCH,
DEVELOPMENT AND RESEARCH TRAINING IN HUMAN REPRODUCTION,
The TCu 380A IUD and the frameless IUD “the FlexiGard™; Interim three-year
data from an international multicenter trial. Contraception 52(2); 77-83.
Aug, 1995,

6S0. XU, I.-X., REUSCHE., and BURDAN, A Immediate pustplacental insertion
of the intrauterine device: A review of Chinese and the world's experiences.
Advances in Contraception 10{1): 71-82, Mar, 1994,

651, XU X., BUEKENS, P, and WOLLAST, E, IUD use and the risk of ectopic
pregnancy: A meta-analysis of case-controi studies, Contraception 52(1); 23-34.
Jul. 1995,

ADDENDA

652, ASOCIACIOEMOGRAA SALVADORENA (ADS). National Family Health
Survey: FESAL-93. [Encuesta Nacional de Salud Familiar: FESAL-93.]|SPA) San
Salvador, El Salvadaor, ADS, Apr. 1994, 428 p.

653. GUTIEZ, M., OCHOA, L.H., and RAGGERS, H. Bulivia: National Demo-
graphic and Health Survey 1994, [Bolivia: Encuesta Nacional de Demaograffa y
Salud 1994.]ISPA| La Paz, Bulivia, and Calverton, Maryland, Republica de
Bolivia, National Statistics Institute, and Maceo Intemational, Oct, 1994, 286 p.
654. LISKIN, L. Sexually transmitted diseases: Syndromic and laboratory diag-
nosis, Ireatment, and follow-up. (Wall chartt in: Lande, R. Controlling sexually
transmitted diseases. Population Reports, Series L, No, Y, Baltimore, Johns
Hogpkins School of Public Health, Population Information Program, Jun, 1993, 2 p.
655. MCINTOSH, N,, BLOUSE, A, and SCHAEFER, L. Norplant implants
guidelines for family planning service programs: A problem-salving reference
manual, 2nd ed. Baltimore, Johns Hopkins Program for International Education
in Reproductive Health, 1995,

656. MCINTOSH, N, TIETJEN, L., POTTS, |, and WILSON, T., 3rd. A practical
method for high-level disinfection of surgical gloves. {Abstract] Presented at the
122nd Annual Meeting of the American Puhlic Health Association, Washington,
D.C.. Oa. 30-Nov. 3, 1994,

ISSN 0887-0241

35




POPULATION REPORTS

Population Reports are free in any quantity to developing countries. In USA and other developed countries, multiple
copies are US$2.00 each; full set of reports in print, $35.00; with binder, $40.00. Send payment in US$ with order.
Population Reports in print in English are listed below. Many are also available in French, Portuguese, Russian, and
Spanish, as indicated by abbreviations after each title on the order form below.

POPLINE

POPLINE is the world's largest bibliographic database on population, family planning, and related health issues. It offers
over 225,000 citations with abstracts to scientific articles, reports, books, and papers. POPLINE is now available in
CD-ROM form, providing full searching capability on a microcomputer. Write to the address below for details. US users
also can subscribe to POPLINE through the National Library of Medicine, Bethesda, MD 20209. POPLINE production
is funded primarily by the United States Agency for International Development. POPLINE CD-ROM is funded by the
Interregional Branch of the United Nations Population Fund.

FREE POPLINE INFORMATION TO DEVELOPING-COUNTRY READERS
Fill out the form below to receive a customized POPLINE search on a topic of your choice. This service is also available to
developed -country readers for a fee.

70 ORDER POPULATION REPORTS OR TO REQUEST A POPLINE SEARCH,
please complete the form below. (PRINT or TYPE clearly.) Mail to:

Population Information Program, The Johns Hopkins School of Public Health
111 Market Place, Suite 310, Baltimore, MD 21202, USA
Fax: (410) 659-6266 E-mail: PopRepts@welchlink.welch.jhu.edu

Family name Given name
Organization
Address
Population Reports in Print
1. @ Send ___copies of each future issue of Population Reports, —_J-40 Making Programs Work [1994]
. o ___J]-40 Poster: Family Planning Helps Everyone [1994]
@ 1 am already on the Population Reports mailing list. __ )41 Meeting the Needs of Young Adults (1995}
([ Please send me a binder (in developed countries, US$7.00 for ___J-41 Supplement: Reaching Young Adults Through Entertainment [1995]
binder only). ___J-41 Supplement: Female Genital Mutilation: A Reproductive Health

2. Language: Eenglish QFrench QPortuguese dRussian QSpanish. Concern [1995]
3. Check (v) the issues you want: ___J-42 Helping the News Media Cover Family Planning [1995]
ORAL CONTRACEPTIVES—Series A |N]ECTABLES AND IMPLANTS—Series K
A7 Lower-Dose Pills (1989] (P,R) ___K-4 Decisions for Norplant Programs [1992] (S)
___A-8 Counseling Clients About the Pill {1990] (F,s) ___K-4 Guide: Guide to Norplant Counseling [1992] (S)
INTRAUTERINE DEVICES—Series B ___K-4 Fact sheet: Norplant at a Glance [1992] (S)

B-6 1UDs—An Update [1995] ___K-5 New Era for Injectables [1995]

___K-5 Guide: Guide to Counseling on Injectables [1995]

STERILIZATION, FEMALE—Series C
! ertes ___K-5 Fact sheet: DMPA at a Glance [1995]

__ C-9 Minilaparotomy and Laparoscopy: Safe, Effective, and

Widely Used [1985] (P) ISSUES IN WORLD HEALTH—Series L
___C-10 Voluntary Female Sterilization: Number One and Growing ~ — L-8 AIDS Education—A Beginning [1989] (F,S)

{1991] (F,8) __L-9 Controlling Sexually Transmitted Diseases [1993} (S)
STERILIZATION, MALE—Series D ___ L9 wall chart: STDs—Diagnosis, Treatment, Follow Up [1993] (5)
__ D-5 Vasectomy: New Opportunities [1992] (F,S) SPECIAL TOPICS—Series M
___D-5 Guide: Quick Guide to Vasectomy Counseling [1992] (F,S) __ M-5 Contraceptive Prevalence Surveys: A New Source of Family
BARRIER METHODS—Series H Planning Data [1981} (P)

___H-8 Condoms—Now More Than Ever [1991] (F.R,S) ___ M-6 Population Education in the Schools [1982] (P)

___ M-10 The Environment and Population Growth:

Decade for Action {1992]( F.S)
___.M-10 Poster: The Environment & Population Growth [1992] (F)
___ M-10 Wall chart: Environment and Population [1992] (F,5)

FAMILY PLANNING PROGRAMS—Series }
___}-23 Films for Family Planning Programs {1981} (P}
___J-33 Men: New Focus for Family Planning Programs [1986] (P)

. ights! I Action!
—J-38 Lights! Cameral Action! [1990] (£.5) ____M-11 The Reproductive Revolution: New Survey Findings [1992]

__)-38 Poster: Entertainment Educates! {1990] i L . .
-39 Paying for Family Planning [1991] (£,S) _ M2 [C])ggi;u(xpg)les for Women Through Reproductive Choice

POPLINE Search Request

Subject:

Purpose: (Please check one)  Q Research/Writing  Q Teaching  Q Program Design/Development
Q Program Operations/Evaluation Q Other






