
Fundamental Skills 
IUD Placement Training 



Learning Objectives 

• Identify reasons for use of a tenaculum 
during IUD placement 

• Describe correct use of uterine sound 
during IUD placement 

• Demonstrate the hand skills necessary 
for placement of the copper IUD and 
the levonorgestrel IUDs 



Learning Objectives 

 Explain the differences between the 5 
IUDs currently on the market in the US 

 Summarize the U.S. MEC category 3 
and 4 recommendations regarding 
levonorgestrel and copper IUDs 



• This presentation includes “off-label” 
discussion of products.   

• When the speakers mentions use of 
medications for purposes other than 
what is included in their FDA label they 
will be identified as such. 

 



 Highly effective 
 Highest continuation rates 
 Highest patient satisfaction  
 Immediate return to fertility 
 Safe 
 Long-term protection 
 Cost saving 
 Prevent uterine CA 
 Non-contraceptive benefits 

 

Characteristics of IUD’s 

(Soini, Hurskainen et al.  2016) 
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What is in a name? 

• Intrauterine Device (IUD) 

• Intrauterine Contraception (IUC) 
–Generic term for the method or any 

of the devices   

• Terms can be used interchangeably  
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Names for the Copper IUD 
• Cu IUD 
• Copper IUD 
• Cu IUC 
• Cu-T380A  
• Paragard® 
• Can’t call it an IUS 
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Names for Levonorgestrel IUDs 

• LNG IUD, IUC, or IUS (Intrauterine System) 

• LNG 52 IUD (Mirena) (Liletta) 
• LNG 20 or 18.5 (Mirena) (Liletta)  

• LNG 19.5 IUD (Kyleena) 

• LNG 13.5 IUD (Skyla) 
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Take Home the Demo Unit “IUDs” 
• Give them to your patient to hold, feel and 

play with while discussing the method 
• Show patient:  

– how to feel the threads with it 

– what the plastic feels like if it is expelling 

– Keep them handy! In your lab coat, in each room 

 



IUD Placement in a Kit… 

1. Antiseptic 
2. Gauze (4” x 4”) or cotton balls) (sterile)  
3. Ring forceps (non-sterile ok) 
4. Single-toothed tenaculum (sterile) 
5. Uterine sound;(sterile) 
6. Scissors (non-sterile ok) 
 
 



Physical IUD Differences 

Levonorgestrel: LNG 52:  
Mirena 
 
Liletta 

Copper: Paragard  White threads 
32mm horizontally  x 36mm vertically 

32mm x 32mm 

32mm x 32mm 

28mm horizontally x 30mm vertically 

Brown threads 
Blue threads 

Levonorgestrel: LNG 19.5: Kyleena 

28mm horizontally x 30mm vertically 
Levonorgestrel: LNG 13.5: Skyla 



Length of use: “UP TO” 

Levonorgestrel (LNG 52) 

Levonorgestrel (LNG 13.5): Skyla 

Copper: Paragard 
10 years (probably ≥ 12) 

5 (probably ≥7 years) 

3 years 

Levonorgestrel (LNG 19.5): Kyleena 
5 years 



Cu IUD: Mechanism of Action 
• Primary mechanism is prevention 

of fertilization  
– Reduce motility and viability  

of sperm 
– Inhibit development of ova 

• Possible secondary mechanism 
inhibition of implantation 

         
     

(Alvarez, Brache et al. 1988; Ortiz, Croxatto 2007; Rivera,  
Yacobson et al. 1999; Segal, Alvarez-Sanchez et al. 1985)  
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LNG IUDs: Mechanism of Action 
• Cervical mucus thickened 
• Sperm motility and function 

inhibited 
• Possible secondary 

mechanisms of action 
– Endometrium suppressed 
– Alterations in ovulation 

(Jonsson, Landgren et al. 1991; Lewis, Taylor et al. 2010; Natavio, 
Taylor et al. 2013; Ortiz, Croxatto 2007; Rivera, Yacobson et al. 
1999; Stanford, Mikolajczyk 2002; Videla-Rivero et al. 1987) 
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Levonorgestrel 52 IUDs: 
Ovulatory Effects 

• 93% of the cycles were ovulatory but just 
58% of these 'ovulatory' cycles showed 
normal follicular growth and rupture.  

• Ovulation 63% of amenorrhea group;  
58% in regularly menstruating group 
 

 
(Barbosa, Olsson et al. 1995; Nilsson, Lahteenmaki et al. 1984) 

Presenter
Presentation Notes
Barbosa, I., Olsson, S. E., Odlind, V., Goncalves, T., & Coutinho, E. (1995). Ovarian function after seven years' use of a levonorgestrel IUD. Adv Contracept, 11(2), 85-95.Nilsson, C. G., Lahteenmaki, P. L., & Luukkainen, T. (1984). Ovarian function in amenorrheic and menstruating users of a levonorgestrel-releasing intrauterine device. Fertil Steril, 41(1), 52-55.



Menstrual Effects: Cu IUD 
• No hormonal effect so have their  

usual “cycles”  

• Menses often heavier or longer  
or dysmenorrhea 

• May have irregular spotting and  
sometimes bleeding in the first few weeks   

(Hubacher, Chen et al. 2009) 
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Copper IUC: Decrease Bleeding  
(& Cramping) 

 NSAIDs prophylactically WITH FOOD 
• Pre-emptive use for 1st 3 cycles 
• Start before onset of menses for anti-prostaglandin 

effect 
• OTC Naproxen sodium 220mg x2 BID  

(max 1100mg/day) (If Rx-Anaprox DS) 
• Ibuprofen 600-800mg TID  

(max 2400mg/day) 

 
(Godfrey, Folger et al. 2013; Grimes, Hubacher et al. 2006) 
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Levonorgestrel IUC 52  
 Brand names  Mirena®  

and Liletta® 
 Levonorgestrel -  52mg in 

reservoir 
 19.5-20 mcg 

levonorgestrel/day 
 Insertion tube 4.4 (Mirena®) 

4.8mm (Liletta®) 
 
 (Liletta Prescribing Information 2017;          

Mirena Prescribing Information 2017) 
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Levonorgestrel IUD 19.5 
• Brand name Kyleena® 
• 19.5 mg in reservoir 
• 17.5 mcg/day after 24 days--

declines to 7.4 mcg/day  
• Silver ring at top 
• Insertion tube 3.8mm 

(Kyleena Prescribing Information 2016) 
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Levonorgestrel IUD 13.5 
• Brand name Skyla® 
• Levonorgestrel -  13.5 mg  

in reservoir 
• 14 mcg/day after 24 days --

declines to 5 mcg/day after  
3 years 

• Silver ring at top 
• Insertion tube 3.8mm 
 (Skyla Prescribing Information 2017) 
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LNG 52 IUDs: Menstrual Effects 

• Initially some women have frequent 
spotting and irregular bleeding 

• Usually settles down after 4-6 months  
• Usually menses become increasingly 

light 
• Amenorrhea 20-80% 

 
(Bachmann, Korner 2009; Backman, Huhtala et al. 
2002; Gemzell-Danielsson, Schellschmidt et al. 2012;  
Hidalgo, bahamondes et al. 2002; Mansour, 2012) 
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Treatment for Bleeding with LNG 
IUD in the First 90 days 

• Naproxen may work 

• Transdermal E2 and tranexamic  
acid likely not to work 

(Madden, Proehl et al. 2012;Sordal,  
Inki et al. 2013; Varma, Sinha et al. 2016) 
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It Just Gets Better and Better… 

Decreased bleeding with placement of 
subsequent IUS 

(Heikinheimo, Inki et al. 2014) 
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Levonorgestrel 19.5 and 13.5 IUDs:  
Menstrual Effects 

• Less data about bleeding profile 

• Initially some users have frequent  
spotting and irregular bleeding 

• Usually have light, regular menses that 
become increasingly light 

• Less amenorrhea than LNG 52 
(Gemzell-Danielsson, Schellschmidt et al. 

2012; Nelson, Apter et al. 2013) 
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LNG 52 IUD 
Other Side Effects  

• Weight gain comparable to users of CU T 

• Acne rarely reported 

• Uncommon: headaches, nausea, breast 
tenderness, mood changes, ovarian cyst 
formation, hair loss 

 
(Ilse, Greenberg et al. 2008; 

Modesto, de Nazare Silva dos Santos et al. 
2015; Vickery, Madden et al. 2013) 
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LNG 52 
Non-contraceptive Benefits 

• Decreased  
– Menstrual blood loss  
– Dysmenorrhea 
– Iron deficiency anemia 
– Long term risk of endometrial cancer 

• Can be left in place during and after transition 
to menopause for use with ET 

 (Sitruk-Ware, 2007)  
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LNG 52 IUD 
Additional Therapeutic Uses 

• Endometrial hyperplasia 
• Symptomatic endometriosis, adenomyosis 
• Decreased bleeding from symptomatic fibroids 

(ACOG Practice Bulletin 2014; Bragheto, Caserta et al. 2007; Chan, 
Tam et al. 2007; Cho, Nam et al. 2008; Fraser 2013; Haimovich, 
Checa et al. 2008; Heikinheimo and Gemzell-Danielsson 2012; 

Kaunitz 2007; Kaunitz, Bissonnette et al. 2012; Matteson, Rahn et al. 
2013; Soysal, Soysal 2005; Sturdee 2006; Varila, Wahlstrom et al. 

2001; Varma, Sinha et al. 2006; Varma, Soneja et al. 2008; 
Wildemeersch 2016; Wong, Chan et al. 2013) 
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Extended + 
Off Label Use 

• Mirena 
• Liletta  
• Paragard as EC 



Mirena Levonorgestrel-releasing 
Intrauterine System 52 Mg 



7 Year Data 
• Mirena FDA approved for up to 5 years 

• Data show that it is highly effective for at least  
2 additional years of use  

• 6th year failure rate 0.25  

• 7th year failure rate 0.43 

• Another trial showed 7-year pregnancy rate  
of 0.5 per 

(McNicholas 2017; Rowe, Farley et al. 2016) 
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 Efficacy as long as 15 years.  
 Healthcare professionals, policy 

makers and stakeholders could take 
advantage of the present information 
to decide to maintain the same device 
at least up to seven years.  

 Furthermore, amenorrhea could be a 
good indicator of contraceptive effect. 

(Bahamondes, Fernandes et al. 2017)  

52-mg LNG-IUD Data Suggest 
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                 Months (years) after IUS placement 

Bleeding 
pattern 

61–84 
(5-7) 

85–108 
(7-9) 

109–132 
(9-11) 

133–
156 
(11-13) 

157–180 
(13-15) 

No bleeding 55.1 62.5 61.3 70.6 75.0 

Spotting 26.7 20.8 25.8 18.6 1.7 

Irregular 1.2 0 0 0 0 

Heavier 2.3 2 0 0 0 

Regular 8.8 5.2 0 0 0 

# Starting 
period 

776 107 58 30 23 
(Bahamondes, Fernandes et al. 2017) 
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Reason for Discontinuation 
                   Months (years) after IUS placement 

61–84 
(5-7) 

85–108 
(7-9) 

109–132 
(9-11) 

133–156 
(11-13) 

157–180 
(13-15) 

Pregnancy 0 0 0 0 0 

Expulsion 0.3% 0.6% 0 1.1% 2.1% 

Planning 
pregnancy 

1.3% 
  

2.0% 
 

0 0 7.1% 
 

Bleeding 
pain 

0.2% 
 

2.3% 
 

0 0 0 
(Bahamondes, Fernandes et al. 2017) 
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Bahamondes, L., Fernandes, A., Bahamondes, M. V., Juliato, C. T., Ali, M., & Monteiro, I. (2017). Pregnancy outcomes associated with extended use of the 52-mg 20 mug/day levonorgestrel-releasing intrauterine system beyond 60 months: A chart review of 776 women in Brazil. Contraception. 



Liletta* Levonorgestrel-releasing 
Intrauterine System 52 Mg  

*The 340B price for Liletta is $50  



LILETTA  
• Now FDA approved for up to 5 years  

• This new indication is part of an ongoing 10 
year clinical trial 

• LNG content though 5 years supports 
functional equivalence to Mirena  

(Creinin, Jansen et al.  2016) 

Presenter
Presentation Notes
Creinin, M. D., Jansen, R., Starr, R. M., Gobburu, J., Gopalakrishnan, M., & Olariu, A. (2016). Levonorgestrel release rates over 5 years with the Liletta(R) 52-mg intrauterine system. Contraception, 94(4), 353-356.



How to Choose IUD Type 
Copper T IUD 
• Doesn’t want, can’t 

use or can’t tolerate 
hormonal 
contraception 

• Wants regular 
periods 

• Seeking the “longest-
acting” method 
possible 

 

LNG IUS 
• Wants less 

menstrual blood 
flow  

• Seeks a non-
contraceptive 
benefit 

• Wants to treat 
dysmenorrhea 



Copper T: The Most Effective 
Emergency Contraceptive  

• Obese users have > failure rates with  
oral EC - both LNG and ulipristal (ella) 

• 1,963 patients CU T IUD for EC --
pregnancy rate was 0.23%  

• High continuation rates 

• Should be offered routinely for EC 
(Cheng, Che et al. 2012; Cleland, Zhu et al. 2012;  

ACOG Practice Bulletin 2015; Turok, Godfrey et al. 
2013; Wu, Godfrey et al. 2010) 
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Presentation Notes
Cheng, L., Che, Y., & Gulmezoglu, A. M. (2012). Interventions for emergency contraception. Cochrane Database Syst Rev(8), Cd001324.Cleland, K., Zhu, H., Goldstuck, N., Cheng, L., & Trussell, J. (2012). The efficacy of intrauterine devices for emergency contraception: a systematic review of 35 years of experience. Hum Reprod, 27(7), 1994-2000.ACOG Practice Bulletin No. 152: Emergency Contraception. (2015). Obstet Gynecol, 126(3), e1-11.Turok, D. K., Godfrey, E. M., Wojdyla, D., Dermish, A., Torres, L., & Wu, S. C. (2013). Copper T380 intrauterine device for emergency contraception: highly effective at any time in the menstrual cycle. Hum Reprod, 28(10), 2672-2676.Wu, S., Godfrey, E. M., Wojdyla, D., Dong, J., Cong, J., Wang, C., & von Hertzen, H. (2010). Copper T380A intrauterine device for emergency contraception: a prospective, multicentre, cohort clinical trial. Bjog, 117(10), 1205-1210.Wu, S., Godfrey, E.M. et al. (2010). Copper T380A intrauterine device for emergency contraception: a prospective, multicenter, cohort clinical trial. Bjog. : studyquestion: Does the efficacy of placing a copper intrauterine device (IUD) for emergency contraception (EC) to prevent pregnancydepend on menstrual cycle timing and timing of unprotected intercourse (UPI)?summaryanswer: If the urine pregnancy test is negative prior to IUD placement, the copper IUD is highly effective for EC at any point inthe menstrual cycle.what is known already: The use of the Copper T380A for EC has been encouraged by the failure of oral EC methods to decreaserates of unintended pregnancy and the documented success of the IUD in reducing unintended pregnancies. However scant data exist regardingthe efficacy and safety of IUD insertion for EC when accounting for menstrual cycle timing and time since UPI.study design, size, duration: This is a secondary analysis of data obtained from a previously published prospective cohort study ofwomen who received the Copper T380A IUD for EC between July 1997 and January 2000.We included 1840 participants according to the studyinclusion criteria of a known last menstrual period (LMP) and cycle lengths of 25–35 days.participants/materials, setting, methods: The original study included women aged between 18 and 44 years who presentedfor ECat 18 sites throughout China and who had regular menstrual cycles between 24 and 42 days, a known LMP, UPI within 120 h (5 days)and a negative urine pregnancy test (cutoff ,25 IU/ml).Women with uncertain LMP dateswere excluded. This study included only participantswith cycle lengths of 25–35 days.main results and the role of chance: Among the 1840 participants with usual cycle lengths of 25–35 days, 850 (46.2%) hadtheir IUD inserted following UPI in the expected fertile window and 84 (4.6%) had the insertion .5 days after the predicted ovulation day and52 (2.8%) had the insertion .5 days after UPI. There were no pregnancies in the first month among the 1771 women who had informationavailable regarding their 1-month follow-up pregnancy test.limitations, reasons for caution: This was a secondary analysis of an observational study, and thus participants were notrandomized to an alternative postcoital method. There were a small number of women who had UPI .5 days after their predicted ovulationday thus limiting the confidence of assuring a low risk of pregnancy in this situation. The ovulation day was calculated based on the LMP priorto IUD insertion and not on the subsequent first day of menses following IUD insertion.wider implications of the findings: If the urine pregnancy test is negative prior to IUD placement, the copper IUD is likely to beeffective for EC at almost any point in the menstrual cycle.study funding/competing interest(s): The original study was funded by the UNDP/UNPFA/WHO/World Bank SpecialProgramme of Research, Development and Research Training in Human Reproduction. The donors and sponsors of the study had no role inthe study design, data collection, data analysis, data interpretation, writing of the report or the decision to submit the paper for publication.background: Intrauterine devices (IUDs) have been studied for use for emergency contraception for at least 35 years. IUDs are safeand highly effective for emergency contraception and regular contraception, and are extremely cost-effective as an ongoing method. Theobjective of this study was to evaluate the existing data to estimate the efficacy of IUDs for emergency contraception.methods: The reference list for this study was generated from hand searching the reference lists of relevant articles and our own articlearchives, and electronic searches of several databases: Medline, Global Health, Clinicaltrials.gov, Popline, Wanfang Data (Chinese) andWeipu Data (Chinese). We included studies published in English or Chinese, with a defined population of women who presented for emergencycontraception and were provided with an IUD, and in which the number of pregnancies was ascertained and loss to follow-up wasclearly defined. Data from each article were abstracted independently by two reviewers.results: The 42 studies (of 274 retrieved) that met our inclusion criteria were conducted in six countries between 1979 and 2011 andincluded eight different types of IUD and 7034 women. The maximum timeframe from intercourse to insertion of the IUD ranged from 2days to 10 or more days; the majority of insertions (74% of studies) occurred within 5 days of intercourse. The pregnancy rate (excluding oneoutlier study) was 0.09%.conclusions: IUDs are a highly effective method of contraception after unprotected intercourse. Because they are safe for the majorityof women, highly effective and cost-effective when left in place as ongoing contraception, whenever clinically feasible IUDs should beincluded in the range of emergency contraception options offered to patients presenting after unprotected intercourse. This review is limitedby the fact that the original studies did not provide sufficient data on the delay between intercourse and insertion of the IUD, parity, cycle dayof intercourse or IUD type to allow analysis by any of these variables.



No Decrease in Efficacy Due to 
Weight 

Off- label Use 

Presenter
Presentation Notes
Off label use



Dispelling Myths 



IUDs: 
• Do NOT cause ectopic pregnancy 

• Do NOT cause pelvic infection 

• Do NOT cause infertility 

• Do NOT need to be removed:  
– for PID treatment 
– if inflammatory changes or actinomyces  

are noted on a Pap test 

 
 

(Forrest 1996; Lippes 1999; Westhoff 2007) 
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Forrest, J. D. (1996). U.S. women's perceptions of and attitudes about the IUD. Obstet Gynecol Surv, 51(12 Suppl), S30-34.Lippes, J. (1999). Pelvic actinomycosis: a review and preliminary look at prevalence. Am J Obstet Gynecol, 180(2 Pt 1), 265-269.Westhoff, C. (2007). IUDs and colonization or infection with Actinomyces. Contraception, 75(6 Suppl), S48-50.



 IUDs are not abortifacients 
 IUDS CAN be used by: 
 those who have had an ectopic 

pregnancy 
 nulliparous patients 
 teens 

 
 
 

(Forrest 1996) 
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Forrest, J. D. (1996). U.S. women's perceptions of and attitudes about the IUD. Obstet Gynecol Surv, 51(12 Suppl), S30-34. 



• N= 1,177 aged 13–24 years old 
• 59% nulliparous 
• First-attempt success rate of 95.5%  
• 86% of placements done by advanced practice 

clinicians 
• Complications were rare 
• No perforations were reported  

More Difficult in Nullips or Teens?? 

(Teal, Romer et al. 2015) 

Presenter
Presentation Notes
Teal, S. B., Romer, S. E., Goldthwaite, L. M., Peters, M. G., Kaplan, D. W., & Sheeder, J. (2015). Insertion characteristics of intrauterine devices in adolescents and young women: success, ancillary measures, and complications. Am J Obstet Gynecol.



PID  
• The risk of infection after IUD placement 

is low 
• Studies demonstrate no increased risk of 

PID in nulliparous IUD users 
• No evidence that IUD use is associated 

with subsequent infertility  

(Birgisson, Zhao et al. 2015; Hubacher, Lara-
Ricalde et al. 2001; Steenland, Zapata et al. 2013) 
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Birgisson, N. E., Zhao, Q., Secura, G. M., Madden, T., & Peipert, J. F. (2015). Positive Testing for Neisseria gonorrhoeae and Chlamydia trachomatis and the Risk of Pelvic Inflammatory Disease in IUD Users. J Womens Health (Larchmt), 24(5), 354-359.Hubacher, D., Lara-Ricalde, R., Taylor, D. J., Guerra-Infante, F., & Guzman-Rodriguez, R. (2001). Use of copper intrauterine devices and the risk of tubal infertility among nulligravid women. N Engl J Med, 345(8), 561-567.Steenland, M. W., Zapata, L. B., Brahmi, D., Marchbanks, P. A., & Curtis, K. M. (2013). Appropriate follow up to detect potential adverse events after initiation of select contraceptive methods: a systematic review. Contraception, 87(5), 611-624.
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Dalkon Shield 
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Dalkon Shield: 
Multi-filament String 



Rate of PID by Duration of IUC Use: 
Bacterial contamination of the 
endometrial cavity not the IUD 

 

0

2

4

6

8

10

Rate per 
1000  

Woman-
Years 

≤20 
days 

21 days - 8 years 
Duration of Use 

n=∼20,000 users 

Baseline PID risk: 
1-2 cases /TWY 

(Farley, Rowe et al. 1992) 
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Farley, T. M., Rosenberg, M. J., Rowe, P. J., Chen, J. H., & Meirik, O. (1992). Intrauterine devices and pelvic inflammatory disease: an international perspective. Lancet, 339(8796), 785-788.Longer duration of IUC use is associated with a lower rate of pelvic inflammatory disease. Among approximately 20,000 women using the device for 21 days to 8 years, incidence of the disease was approximately 1 per 1000 woman-years, as opposed to a rate of nearly 10 in 1000 woman-years among women using the IUC for 20 days or less.



US Medical Eligibility Criteria 2016 

Category Definition Recommendation 

1 No restriction in contraceptive use Use the method 

2 Advantages generally outweigh 
theoretical or proven risks 

More than usual follow-
up needed 

3 Theoretical or proven risks 
outweigh advantages of the 
method 

Clinical judgment that 
this patient can safely 
use 

4 The condition represents an 
unacceptable health risk if the 
method is used 

Do not use the method 



Any IUD US MEC 2016  
Category 4 Category 3 

 Pregnancy 
 Distorted uterine cavity 
 Post-partum sepsis 
 Postseptic abortion 
 Current GC/CT/purulent 

cervicitis/PID 
 Initiate: 4 Continue: 2 

 Pelvic TB  
 Initiate: 4 Continue: 3 

 Malignant GTD 
 Cervical/endometrial cancer 
 Initiate: 4 Continue: 2 

 
 

 Postpartum (48h-4 wk) 
 Complicated: graft failure 
 Initiate: 3 Continue: 2 

 
 
 

Presenter
Presentation Notes
Clarification for initiation: If a woman has a veryhigh individual likelihood of exposure togonorrhoea or chlamydial infection, the conditionis a Category 3.Evidence: Using an algorithm to classify STI riskstatus among IUD users, one study reported that11% of high STI-risk women experienced IUD relatedcomplications compared with 5% of thosenot classified as high risk.



CU IUD US MEC 2016  
Category 4 Category 3 

 Severe 
thrombocytopenia 

 

 Copper allergy 
 Wilson’s disease 

Presenter
Presentation Notes
Clarification for initiation: If a woman has a veryhigh individual likelihood of exposure togonorrhoea or chlamydial infection, the conditionis a Category 3.Evidence: Using an algorithm to classify STI riskstatus among IUD users, one study reported that11% of high STI-risk women experienced IUD relatedcomplications compared with 5% of thosenot classified as high risk.



LNG IUD US MEC 2016  
Category 4 Category 3 

 Breast cancer  Severe decompensated cirrhosis 
 Hepatocellular adenoma 
 Malignant (hepatoma) 
  Positive (or unknown) 

antiphospholipid antibodies 
 Current and history of ischemic 

heart disease (continuation) 
 Breast cancer >5 years 
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Presentation Notes
Clarification for initiation: If a woman has a veryhigh individual likelihood of exposure togonorrhoea or chlamydial infection, the conditionis a Category 3.Evidence: Using an algorithm to classify STI riskstatus among IUD users, one study reported that11% of high STI-risk women experienced IUD relatedcomplications compared with 5% of thosenot classified as high risk.



3 Buckets 

Pregnancy 

Infection 

Malignancy 



Timing of IUD Placement 

(Grimes, Lopez et al. 2010;  
US Selected Practice Recommendations 2016) 

 Can be placed anytime in cycle- 
as long as patient is not pregnant 

 No benefit to placement during menses 
 No impact on pain/discomfort 

 Immediate post-partum (after placenta) 
 Immediate post-abortion 

Presenter
Presentation Notes
Grimes, D. A., Lopez, L. M., Schulz, K. F., Van Vliet, H. A., & Stanwood, N. L. (2010). Immediate post-partum insertion of intrauterine devices. Cochrane Database Syst Rev(5), Cd003036.US Selected Practice Recommendations (US SPR) for Contraceptive Use. 2016.Talking PointsIntrauterine contraception can be inserted at any time during the menstrual cycle, as long as the provider is reasonably certain the woman is not pregnant. The practice of inserting intrauterine contraception only during menses is unnecessary and inconvenient for the patient. When the copper T is used as emergency contraception (off-label use), rule out existing pregnancy by history and HCG, if indicated. The LNG IUD should not be used as emergency contraception.- - -Original content for this slide submitted by the Clinical Advisory Committee for the Clinical Update on Intrauterine Contraception project in April 2007. Original funding received from Bayer HealthCare Pharmaceuticals through an unrestricted educational grant. Last reviewed/updated by the Clinical Advisory Committee for the Clinical Update on Intrauterine Contraception project in May 2007.



Timing of Cu T IUD Placement for EC 
 Within 5 days of the first act of unprotected 

sexual intercourse  

 When the day of ovulation can be estimated it 
can be placed beyond 5 days after sexual 
intercourse, as long as placement does not occur 
>5 days after ovulation 

(Grimes, Lopez et al. 2010;  
US Selected Practice Recommendations 2016) 

Presenter
Presentation Notes
Grimes, D. A., Lopez, L. M., Schulz, K. F., Van Vliet, H. A., & Stanwood, N. L. (2010). Immediate post-partum insertion of intrauterine devices. Cochrane Database Syst Rev(5), Cd003036.US Selected Practice Recommendations (US SPR) for Contraceptive Use. 2016.Talking PointsIntrauterine contraception can be inserted at any time during the menstrual cycle, as long as the provider is reasonably certain the woman is not pregnant. The practice of inserting intrauterine contraception only during menses is unnecessary and inconvenient for the patient. When the copper T is used as emergency contraception (off-label use), rule out existing pregnancy by history and HCG, if indicated. The LNG IUD should not be used as emergency contraception.- - -Original content for this slide submitted by the Clinical Advisory Committee for the Clinical Update on Intrauterine Contraception project in April 2007. Original funding received from Bayer HealthCare Pharmaceuticals through an unrestricted educational grant. Last reviewed/updated by the Clinical Advisory Committee for the Clinical Update on Intrauterine Contraception project in May 2007.



How Long to Wait After Treatment 
for Cervical Infection? 

• The optimal time for IUD placement after 
treatment is unclear 

• Delay IUD placement until: 
– treatment is complete 
– symptoms have resolved 
– the cervical examination appears normal 
– no masses or tenderness on bimanual exam 

(ACOG Practice Bulletin 2017) 

Presenter
Presentation Notes
ACOG Practice Bulletin No. 186: Long-Acting Reversible Contraception: Implants and Intrauterine Devices. (2017). Obstet Gynecol, 130(5), e251-e269.CDC recommends repeat testing at 3 months for women who have been treated for gonorrhea or chlamydial infection 



Pre-IUD Placement Screening 
• Must do a pelvic exam 

• Otherwise, no routine tests 
– Any indicated screening test can be  

performed at time of IUD placement 

• Baseline Hgb-may be helpful for later 
management 

 
 

(Grentzer, Peipert et al. 2015; Secura, Allsworth et al. 2010;  
Sufrin, Postlethwaite et al. 2010; Sufrin, Postlethwaite et al. 2012; 

US Selected Practice Recommendations 2016) 
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Grentzer, J. M., Peipert, J. F., Zhao, Q., McNicholas, C., Secura, G. M., & Madden, T. (2015). Risk-based screening for Chlamydia trachomatis and Neisseria gonorrhoeae prior to intrauterine device insertion. Contraception.Secura, G. M., Allsworth, J. E., Madden, T., Mullersman, J. L., & Peipert, J. F. (2010). The Contraceptive CHOICE Project: reducing barriers to long-acting reversible contraception. Am J Obstet Gynecol, 203(2), 115.e111-117.Sufrin C.B., Postlethwaite, D., Armstrong, M.A., Merchant, M., Steinhauer, J.E. (2010) Comparison of the Incidence of PID in IUD Users by GC & CT Screening Strategies. Oral Abstract Contraception, 82(186). Sufrin, C. B., Postlethwaite, D., Armstrong, M. A., Merchant, M., Wendt, J. M., & Steinauer, J. E. (2012). Neisseria gonorrhea and Chlamydia trachomatis screening at intrauterine device insertion and pelvic inflammatory disease. Obstet Gynecol, 120(6), 1314-1321.US Selected Practice Recommendations (US SPR) for Contraceptive Use. 2016.



Pre-IUD Placement Screening 
• CT/GC: 

– If age <25 and due for annual screening 
– Or if high risk for STI 
– Can be done on day of placement 

• Cervical cancer screening only if due  

• Pregnancy test if indicated 

(Birgisson, Zhao 2015; Faundes, Telles et al. 
1998; Martinez, Lopez-Arregui 2009;  

Turok, Eisenberg et al. 2016) 
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Birgisson, N. E., Zhao, Q., Secura, G. M., Madden, T., & Peipert, J. F. (2015). Positive Testing for Neisseria gonorrhoeae and Chlamydia trachomatis and the Risk of Pelvic Inflammatory Disease in IUD Users. J Womens Health (Larchmt), 24(5), 354-359Faundes, A., Telles, E., Cristofoletti, M. L., Faundes, D., Castro, S., & Hardy, E. (1998). The risk of inadvertent intrauterine device insertion in women carriers of endocervical Chlamydia trachomatis. Contraception, 58(2), 105-109.Martinez, F., & Lopez-Arregui, E. (2009). Infection risk and intrauterine devices. Acta Obstet Gynecol Scand, 88(3), 246-250.Turok, D. K., Eisenberg, D. L., Teal, S. B., Keder, L. M., & Creinin, M. D. (2016). A prospective assessment of pelvic infection risk following same-day sexually transmitted infection testing and levonorgestrel intrauterine system placement. Am J Obstet Gynecol.



Pre-IUD Placement Medication 

• NSAIDs 30-60 minutes before placement: may help 
insertional pain, helps post placement 

• Consider cervical block, topical 

• Prophylactic Misoprostol: increase side effects and 
no benefit 

• Prophylactic antibiotics; no value for routine 
administration 

 
 

(Lopez, Bernholc et al. 2015; Matthews 2016; 
Walsh, Grimes et al.; Zapata, Jatlaoui et al. 2016) 
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Lopez, L. M., Bernholc, A., Zeng, Y., Allen, R. H., Bartz, D., O'Brien, P. A., & Hubacher, D. (2015). Interventions for pain with intrauterine device insertion. Cochrane Database Syst Rev, 7, Cd007373.Matthews, C. A. (2016). Management Strategies for the Ovaries at the Time of Hysterectomy for Benign Disease. Obstet Gynecol Clin North Am, 43(3), 539-549.Walsh, T., Grimes, D., Frezieres, R., Nelson, A., Bernstein, L., Coulson, A., & Bernstein, G. Randomised controlled trial of prophylactic antibiotics before insertion of intrauterine devices. The Lancet, 351(9108), 1005-1008.Zapata, L. B., Jatlaoui, T. C., Marchbanks, P. A., & Curtis, K. M. (2016). Medications to ease intrauterine device insertion: a systematic review. Contraception, 94(6), 739-759.	



Counseling and Informed Consent  

• Discuss menstrual changes 

• Perforation, infection, expulsion, method failure 

• Return if: 

• String cannot be located  

• Symptoms of pregnancy/infection 

• Sudden unexplained pelvic pain occurs 

• Excessively heavy bleeding 

 

Presenter
Presentation Notes
Prepare the patient for the insertion procedure by explaining that, as with any pelvic procedure, a woman may feel some cramp-like discomfort. Reassure her that you will take care to minimize discomfort and that the insertion procedure is brief.Advise the patient to call the office afterward if she cannot locate the string; her menstrual period returns to its pre-insertion pattern of flow or duration; she notices symptoms suggesting pregnancy - nausea, breast tenderness, etc.; or if she experiences sudden onset of unexplained pelvic pain.



Know resources in your area 

• For mentorship/proctoring 

• To discuss challenging cases 

• To manage complications 

 



Helpful Resources 
• App US MEC and SPR Guidelines: cdc.gov/mmwr 
• Nat’l Clinical Training Center for Family Planning: 
    www.ctcfp.org 
• LARC Practice Resources: acog.org/goto/larc 
• Paragard®: paragard.com 
• Mirena®: mirena-us.com 
• Skyla®: skyla-us.com 
• Kyleena®: kyleena-us.com 
• Liletta®: lilettahcp.com/ 

 
 

http://www.cdc.gov/mmwr
http://www.ctcfp.org/
http://www.acog.org/goto/larc
http://www.paragard.com/
http://www.mirena-us.com/
http://www.skyla-us.com/
http://www.kyleena-us.com/
https://www.lilettahcp.com/


Take Home the Demo Unit “IUDs” 
• Give them to your patient to hold, feel and 

play with while discussing  

• Show patient:  
– how to feel the threads with it 
– what the plastic feels like if it is expelling 

• Keep them handy!! In your lab coat, in each 
room 

 



IUD Placement Practicum 



Steps for IUD Placement 
• Perform bimanual pelvic exam to determine 

uterine position and r/o contraindication 

• Visualize cervix with (SHORTEST) speculum  
– Collect CT/GC, pap as indicated 

• Inspect cervix for mucopurulent discharge 
 



Steps for IUD Placement 
• Cleanse cervix with antiseptic 

– Povidone iodine 
– Chlorhexidine gluconate  

• Use of sterile gloves vs. “no-touch” 
technique 
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Tenaculum Purpose 
• Stabilize the cervix to allow passage of 

sound and IUD through the os 
• Straighten any irregularities in the 

cervical canal 
• Straighten uterine curvatures or flexion 
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To Place Tenaculum 
• Dominant hand in “palm-up” position to 

allow one to see above the hand 

• Thumb in one ring 

• Middle or ring finger in the other ring 



Palm Up Middle Finger 



Palm Up Ring Finger 
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Tenaculum 
Choose Site for Placement 

• Anterior lip  

• Posterior lip 

• Typically a horizontal bite,  
some prefer vertical 
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Tenaculum: Size of Bite 
• 1-1.5 cm wide 
• 1 cm deep 
• Not too shallow- may tear through 
• Not too deep- unnecessary 
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Tenaculum: Closing Ratchet  
• Once the teeth are in contact with the 

cervix, press into the tissue 

• Close the ratchet only 1-2 clicks 

• Close the ratchet silently 
• Once the ratchet is closed, test your 

application gently to be sure it is secure 



1-2 Clicks  
Palm Up  
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Tenaculum Pain Reduction 
• Squeeze teeth together EXCEEDINGLY 

slowly 
• Have patient cough at application (hold 

onto speculum!) 
• 1cc local anesthetic to tenaculum site 

 

 



75 

Tenaculum: Use When Sounding 
• Change hands; hold the tenaculum with 

the non-dominant hand while sounding 
and for IUD placement 

• OK to let tenaculum lay on speculum 
when picking up the sound or IUD 
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Tenaculum Hand Position While 
Sounding and for IUD Placement 

 • Thumb on one side of ratchet and fingers 
on the other  

• Avoid the rings 
• Avoid inadvertent movements 

USE the tenaculum 
 



Fingers NOT in rings 



Can “Choke up” 
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Uterine Sound Purpose  
• Insure that you can pass through the 

internal os 

• Informs the direction and pathway 
through the os up to the fundus 
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Uterine Sound Purpose  
Measures the depth/distance from the 
external os to the fundus  
• Appropriate for IUD placement not <5.5 cm 
• 10 cm or more in some cases 
• Tells you where to set the flange 
• So you don’t waste the IUD 
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Sound Which One? 
• Usually 4mm (occasionally 3mm) 
• Metal sound 

– Can be bent to mimic uterine flexion 

• Plastic sound  
– May be less likely to perforate 

• Endometrial sampler 
– Thinner diameter 
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Sound Hand Skills 
• Avoid momentum 

• Hold it like a pencil or dart 

• Use Wrist action 
– Not elbow 
– Not shoulder 

• Brace fingertips on speculum to achieve control 
of force while advancing the sound 



Hold the Sound Like a Dart 



Or Like  Pencil 
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Safety Tips 
• Don’t push hard or use force at internal os 
• Slow progression through the internal os  

 
Once you have passed through the  
internal os, Stop and then… 

• Intentionally proceed to the fundus 



Cutting the threads 

87 

 Use scissors that are: 
 Sharp 
 Blunt-tipped  
 Long  
 Curved 
 

 Leave 3-4 cm outside 
of the cervix 

 

3-4 cm  



Caution 

88 

 Cut the strings/ threads 
perpendicular to the 
thread length (cutting 
threads at an angle may 
leave sharp ends) 

 Do not pull on the 
threads when cutting to 
prevent displacing the 
IUD 

3-4 cm  
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