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Adolescents, nulliparous 
women, and the IUD

T he professional journals scattered on 
your desk every month always seem to 

have a review article, or a study, on “long-
acting reversible contraception” (LARC)—
and you’re not certain why. More and more, 
your younger patients are asking about intra-
uterine devices and contraceptive implants, 
but you’re unsure about the most up-to-date 
information on the safety of these methods in 
adolescents. Nulliparous women are inquir-
ing about contraception with, for one, the 
levonorgestrel-releasing intrauterine system 
(LNG-IUS; Mirena), but the Mirena package 
insert tells you that they are not candidates 
for the method. 

Does this sound familiar? How do you 
sort through all data and advice on IUD use 
in adolescents and nulliparas?

Fortunately for clinicians, a great deal of 
research in the last few years has focused on 
these topics. Recommendations and reviews 
have been published, and public health agen-
cies have developed easily accessible guide-
lines for reference.

Our goal in this year’s installment of the 
Update on Contraception is to familiarize 
you with the evidence and ease any confu-
sion, even misgivings, you might have about 
the two intrauterine devices available in the 
United States, the copper T380A (Paragard*) 

and Mirena* (figure, page 18), especially in 
regard to their use in adolescents and nullipa-
rous women.

There is real need for long-
acting reversible contraception
The public health perspective
Consider these statistics about adult and ado-
lescent women:

•	 �Approximately 3 million pregnancies annu-
ally in the United States are unintended

•	 �In almost half of those pregnancies, the 
woman undergoes an abortion 

•	 �Approximately one half of all US women 
have an unintended pregnancy by 45 
years of age

•	 �Given current statistics, nearly one third 
of all women will have chosen abortion 
by 45 years of age

•	 �80% of pregnancies in adolescents are 
unintended; 45% end in abortion

•	 �54% of women who have an abortion 
used a contraceptive method during the 
month they became pregnant—gener-
ally, a condom or an oral contraceptive.1,2 

Patients’ perspective 
More and more, adolescent women and nul-
liparous women request an IUD. Indeed, 
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CONTRACEPTION 
Demand for long-acting reversible contraception is growing,  
including in adolescents and nulliparas. We need to challenge  
our historical reservations about the IUD and heed the call.

*For ease of discussion only, we call these two systems by 
their brand names throughout.

continued on page 18



UpdatE
contraception

OBG Management  |  August 2010  |  Vol. 22  No. 818 obgmanagement.com

Women in the United 
States use the most 
effective forms of 
birth control at lower 
rates than the rest of 
the developed world 

recent studies show that these populations 
are interested in the long-term protection 
that an IUD offers, and are likely to be more 
compliant with the method. Recent data from 
the National Survey of Family Growth showed 
an increase in IUD use in the United States: 
5.5% of women who use birth control use an 
intrauterine device, and 14% of women who 
choose an IUD are adolescents.  

A review of IUD use in adolescents found 
that, across six cohort studies and seven case 
reports, the continuation rate with an IUD 
after 1 year ranged from 48% to 88%—similar 
to, or better than, what is seen with oral con-
traceptives (OCs).3 Furthermore, two recent 
studies3,4 showed that:

•	 �young nulliparous and parous women 
exhibit a positive attitude toward IUD 
use once they have been counseled on 
the risks and benefits of the device

•	 �they desire effective long-term contra-
ception

•	 �more than 50% of the women who were 
surveyed thought positively about IUDs 
after being educated about them.

Barriers to IUD use
Intrauterine contraceptive use in the United 
States is very low compared to the rates in 

other developed countries—as noted, the 
rate here is 5.5%, for both types of IUD. Con-
trast that rate with what is documented in 
other nations: France, 20%; China, 34%; and 
Norway, 24%, for example. Across the devel-
oped world, IUD use is at 7.6%; in developing 
nations, the rate is even higher: 14.5 %.5,6

Women in the United States use the 
most effective forms of birth control at lower 
rates than the rest of the developed world; 
conversely, they choose permanent steriliza-
tion at a higher rate. When American women 
were asked, they expressed a desire for 
longer-acting contraception that is easy 
to use. Yet, they fail to take advantage of the 
options—often, because they lack informa-
tion about them or have received erroneous 
education.2

Indeed, when providers of contraceptive 
services have been surveyed about barriers 
to IUD use, they point to women’s miscon-
ceptions about the devices and express their 
own concerns about the incidence of pelvic 
inflammatory disease (PID) and infertility; 
difficulty of insertion; and expulsion. 
Findings of a survey of clinicians. In a 2008 
poll of 816 health care providers (including 
399 physicians and 402 advanced practice 
clinicians), 40% did not offer intrauterine 
contraception to any patients who sought 

Mirena (LNG–IUS)	 Paragard (copper T380A)

FIGURE  Two intrauterine devices for long-term contraception
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contraception.7 Most (55%) providers consid-
ered less than one quarter of their patients to 
be a candidate for intrauterine contraception.

Furthermore, fewer than one half of 
providers considered nulliparous, immedi-
ate postpartum or post-abortion, or teenage 
patients to be a candidate for intrauterine 
contraception. They also thought that women 
who had a history of ectopic pregnancy or 
pelvic inflammatory disease, or who were 
HIV-positive, were not candidates for intra-
uterine contraception—despite recommen-
dations by the Centers for Disease Control 
and Prevention and the World Health Orga-
nization to use intrauterine contraception in 
those populations (table, page 20).8,9

IUDs are safe
Do you relate to what respondents said in the 
survey just discussed? Do you have concerns 
about intrauterine contraception in adoles-
cents or nulliparas, especially about:  

•	 perforation at the time an IUD is placed 
•	 risk of expulsion
•	 side effects
•	 risk of PID
•	 risk of infertility? 

Let’s examine each of these concerns against 
the backdrop of clinical guidelines issued 
recently by the Society of Family Planning 
and the group’s analysis of the medical litera-
ture on which those guidelines are based.10

Perforation at placement. No studies 
have examined the rate of perforation during 
IUD placement in nulliparas or adolescents 
alone; we do know that the overall  (i.e., for 
all women) risk of perforation when an IUD 
is inserted has been reported as zero to 1.3%. 
General studies of perforation include a very 
small number of nulliparas; results are dif-
ficult to generalize to a larger population. At 
least two ongoing large, multicenter trials 
include a large number of nulliparas; one of 
them includes adolescents.
Expulsion. The rate of IUD expulsion in 
parous women has varied across studies 
and types of IUDs. In a recent retrospective 
cohort study, nulliparous and parous women 
were compared for complications with both  

copper and levonorgestrel-releasing IUDs. 
Rates of expulsion for copper IUDs were 0 to 
1.2% a year. Rates of expulsion for the levo-
norgestrel-releasing IUDs were 0 to 0.2% a 
year. Nulliparous women did not have more 
complications than parous women.11  

A review of studies examining the expul-
sion rate with the copper IUD found a slightly 
higher rate in nulliparas, but the copper IUD 
that had been used in 19 of 20 of those studies 
was not Paragard, the only copper IUD avail-
able in the United States. In the one study 
included in the review that looked at Para-
gard, there was one expulsion in the nullipa-
rous group and none in the parous group.12

Side effects. In a review of copper-based 
IUDs, removals for pain and bleeding were 
slightly higher in nulliparas. Again, the 
majority of these studies reviewed did not use 
Paragard. In the one study that did examine 
Paragard, there were no removals for bleed-
ing or pain in nulliparas or multiparas.10

No studies have compared nulliparous 
and parous women in regard to side effects 
associated with Mirena.
Pelvic inflammatory disease. Misgivings 
that providers have about the IUD often hear-
ken back to the Dalkon Shield, which had a 
multifilament string that allowed bacteria to 
climb from the vagina into the uterus, with 
damaging consequences. Current IUDs have 
a monofilament string; they do not increase 
the user’s risk of pelvic infection. 

Through recent research on antibi-
otic prophylaxis for IUD insertion, we have 
learned that the risk of PID in this setting is 
not as great as once thought. Antibiotic pro-
phylaxis is unnecessary for IUD insertion 
because cases of PID after IUD insertion 
occur infrequently, with or without an anti-
biotic. A randomized clinical trial of 1,833 
patients treated with azithromycin or placebo 
before IUD insertion demonstrated this low 
risk of PID: Only one patient in each group 
was given a diagnosis of salpingitis during the 
90-day period after insertion.13 

In addition, a recent study found that 
subjects could be screened for gonorrhea and 
chlamydial infection when an IUD was being 
placed and treated after insertion if either of 

Antibiotic  
prophylaxis  
is unnecessary  
for IUD insertion  
because cases  
of PID after IUD  
insertion occur 
infrequently,  
with or without  
an antibiotic 
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those tests was positive—without increasing 
their risk of PID.14  

Mirena may, in fact, have a protective 
effect against infection. When the device 

was compared to a copper IUD (Nova-T; not 
available in the United States) in a random-
ized, comparative, multicenter trial, sub-
jects in whom Mirena was inserted had a  

TABLE  Medical eligibility criteria for using an IUD (in selected conditions)*

Condition Paragard Mirena

Age

• Menarche to age 20 2 2

• ≥Age 20 1 1

Parity

• Nulliparous 2 2

• Parous 1 1

Postpartum (breastfeeding or not breastfeeding, including post-cesarean section)

• <10 min after placental delivery 1 2

• 10 min after placental delivery to 4 weeks 2 2

• ≥4 weeks 1 1

Postabortion

• First trimester 1 1

• Second trimester 2 2

Past ectopic pregnancy 1 1

Past pelvic inflammatory disease (PID) (assuming no current risk factors for sexually transmitted infection)

• With subsequent pregnancy 1 1

• Without subsequent pregnancy 2 2

Continuation with current PID, infection with Chlamydia trachomatis or 

Neisseria gonorrhoeae
2 2

HIV-infected 2 2

Obesity 1 1

Venous thromboembolic disease

• �History of deep-venous thromboembolism (DVT)  

or pulmonary embolism (PE)
1 2

• High risk for DVT or PE 1 2

• Acute DVT or PE 2 2

Key
1 �There is no restriction on the use of the contraceptive method for this condition
2 �The advantages of using the contraceptive method generally outweigh its theoretical or proven risks in this condition
3 �The theoretical or proven risks of the contraceptive method generally outweigh its benefits in this condition 
*�Adapted from: Centers for Disease Control and Prevention. US Medical Eligibility Criteria for Contraceptive Use, 2010. MMWR Early Release 
2010;59:52-7. For other recommendations, see: Centers for Disease Control and Prevention.8
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ACOG recommends 
that IUDs and  
implants be  
considered  
as first-line  
contraceptive  
choices for both  
nulliparas and  
adolescents

cumulative gross rate of PID of 0.5 at  
36 months; Nova-T users had a rate of 2.0.15

As we well know, women who require 
protection from sexually transmitted infec-
tion (STI) need to have their partner use a 
condom. But condoms are not, compara-
tively, a very good method of contraception; 
for a woman who is at risk of STI and preg-
nancy, we need to consider what method 
she will use in addition to a condom to 
protect against pregnancy. Is she better off 
using a condom and an OC, or a condom 
and an IUD? The answer may well be that, 
because an IUD does not increase the risk of 
STI or PID and is more effective at prevent-
ing pregnancy than an OC, she would be 
better off using a condom plus IUD when it 
comes to protecting herself against STI and 
pregnancy.
Infertility. The risk of infertility has been 
linked to the risk of PID, which, simply, has 
been shown to be unfounded with an IUD.

In 2001, a cohort study focused on three 
groups of patients: women seeking treatment 
for primary infertility with diagnosed tubal 
occlusion; women seeking treatment for pri-
mary infertility without tubal occlusion; and 
primigravida pregnant women.16 In all three 
groups, the same percentage reported prior 
copper IUD use—suggesting no increased 
risk of either tubal or nontubal infertility 
among IUD users. This finding is in concor-
dance with other studies that examined the 
risk of infertility among parous IUD users.17

Clinical guidelines from the Society of 
Family Planning
Based on the evidence reviewed by the Soci-
ety of Family Planning (SFP) on the use of 
intrauterine contraception in nulliparous 
women, SFP offers recommendations.10

Level-A evidence is that:
•	 �Mirena and Paragard are effective and 

safe for nulliparous women
•	 �compared with other methods, IUDs 

have a comparable or higher continua-
tion-of-use rate in nulliparous women

•	 �IUDs do not increase the risk of pelvic 
infection or infertility. Mirena probably 
reduces users’ risk of infection.

Level-B evidence is that:
•	 �because of the expulsion rate and bleed-

ing profile, Mirena might be better toler-
ated than Paragard in nulliparas

•	 �insertion of an IUD may be more chal-
lenging in nulliparous women; given the 
benefits, however, clinicians should not 
be discouraged from considering them 
as a first-line contraceptive choice in this 
population.

Level-C evidence is that:
•	 �adolescent women should be considered 

a candidate for an IUD.

What ACOG recommends
Are adolescents more likely to discontinue 
use of an IUD than they are known to discon-
tinue OCs and injectable contraceptives?

According to ACOG’s most recent Com-
mittee Opinion on IUDs in adolescents,18 
the rate of IUD discontinuation might be 
slightly higher because of side effects, but 
this problem might be alleviated by coun-
seling patients about the rate of amenor-
rhea with Mirena and providing adequate 
education about the side effects seen with  
both IUDs.  

The authors of ACOG’s Committee Opin-
ion also recommend that clinicians be famil-
iar with their state’s consent laws regarding 
adolescents and contraception.

The conclusion of the Committee?

The IUD is a highly effective method of con-
traception that is underused in the United 
States. Because adolescents contribute 
disproportionately to the epidemic of unin-
tended pregnancy in this country, top-tier 
methods of contraception, including IUDs 
and implants, should be considered as first-
line choices for both nulliparous and parous 
adolescents.

How do I put the IUD into 
practice for these populations?
Here are tips about placing an IUD in nul-
liparous or adolescent women, gleaned 
from practice. Consider discussing place-
ment techniques with clinicians and using 
their experiences as a way of expanding 
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Counsel the patient 
about the need  
to use a condom  
in addition to the IUD  
to prevent STI

your repertoire when dealing with a diffi-
cult insertion.

A small body of literature on misoprostol 
and ibuprofen, including two recent random-
ized controlled trials,19,20 has failed to show 
that pain associated with insertion is relieved 
using either treatment. Below, we offer sev-
eral recommendations on this point.
Counsel the patient extensively about 
what to expect with an IUD. Namely: 

•	 �how the IUD is inserted, with attention to 
female anatomy

•	 �the most common side effects, especially 
bleeding

•	 cramping and pain with insertion
•	 spotting after insertion
•	 the need to use back-up contraception
•	 the need to use a condom to prevent STI.

Have various items available, as needed, 
during insertion. This includes, but isn’t 
limited to:

•	 various-sized specula
•	 cervical dilators
•	 �an examination table adjustable for 

height and position
•	 �an assistant to reassure and comfort the 

patient and to assist you.

We’re out from under  
a dark cloud 
It’s been a long road for US clinicians, com-
ing back from the damage done by the Dal-
kon Shield to their interest in inserting IUDs 
in nulliparous and adolescent women. But 
we are gradually seeing a change in both phy-
sicians’ and patients’ opinions about using 
intrauterine devices for these populations. 

Demand is growing in the United States 
for long-acting reversible contraception; we 
need to challenge our reservations and pro-
vide the care that our patients are requesting. 
The opinions and advice of our supporting 
professional organizations, based on the 
recent literature, point to the appropriate-
ness of embracing IUDs for nulliparous and 
adolescent women. 

We urge you: Heed the call. 
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