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1. Sivin I et al. Prolonged intrauterine contraception: a seven-year randomized 
study of the levonorgestrel 20 mcg/day (LNg20) and the copper T380 Ag IUDs. 
Contraception 1991; 44: 473–80.

2. Luukkainen T et al. Levonorgestrel-releasing IUD as a method of contraception 
with therapeutic properties. Contraception 1995; 52: 269–76. 

3. Ronnerdag M et al. Health effects of long-term use of the intrauterine 
levonorgestrel-releasing system: a follow-up study over 12 years of continuous 
use. Acta Obstet Gynecol Scand 1999; 78: 716–21.

Ref 1: In a randomised multicentre study (five clinics), Sivin et al. compared 1124 
women using the LNG-IUS with 1120 women using the TCu380Ag. The Pearl 
Index associated with the 20 μg LNG-IUS was 0.18±0.07 per 100 and that of the 
TCu380Ag IUD was 0.27±0.08 per 100.

Ref 2: In a review of the literature, Luukkainen et al. reported a Pearl Index of 0.1–
0.3 with a duration of LNG-IUS use of over 3 years. The authors showed that the 
LNG-IUS gave similarly low pregnancy rates in all age groups, and that the 
failure rate did not depend on the age of the user. 

Ref 3: A large European multicentre study included 2758 healthy women randomly 
allocated to LNG-IUS or copper IUD groups. Ronnerdag et al. reported no 
pregnancies during 7 years of follow-up in 100 women originally fitted with the 
LNG-IUS.

The LNG-IUS and the modern generation copper devices (Copper surface 
375/380mm2) are  highly effective contraceptive methods . The efficacy of CU-T 
IUDs decreases with a lower  copper surface .
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Ref. 5 – This was a multinational, prospective, non-interventional cohort study 
of new users of LNG IUS and copper IUDs was performed. Following a 
baseline survey, study participants and their physicians completed one follow-
up questionnaire after 12 months. Results: A total of 61,448 women with a 
newly inserted IUD were enrolled in six European countries between 2006 
and 2012. The copper IUD cohort contained more than 30 different types. 
Validated 1-year follow-up information for 58,324 users between 18 and 50 
years of age (70% using LNG IUS, 30% using copper IUDs) was collected. 
Seven women with LNG IUS and 14 women with copper IUDs had an ectopic 
pregnancy, resulting in incidence rates of 0.02 per 100 WY (95% CI: 0.01–
0.03) and 0.08 per 100 WY (95% CI: 0.04–0.13), respectively. The proportion 
of ectopic pregnancies among all contraceptive failure pregnancies was 
higher in LNG IUS users compared to copper IUD users (27% vs. 15%, p = 
.16), but due to the substantially lower risk of contraceptive failure in LNG IUS 
users, the overall risk for ectopic pregnancies was significantly lower in LNG 
IUS users compared to copper IUD users [HR 0.20 (95% CI: 0.08–0.48)].

Ref. 6 - : The review was conducted through a systematic literature search of 
articles published between 1985 and 2017. Five bibliographic databases and 
libraries: PubMed/Medline, Global Health Database, Embase, the Cochrane Library, 
and African Index Medicus were used. Twenty two studies that enrolled a total of 
14,884 women who discontinued contraception were retained for final analysis. The 
pooled rate of pregnancy was 83.1% (95% CI = 78.2-88%) within the first 12 months 
of contraceptive discontinuation. It was not significantly different for hormonal 
methods and IUD users. One year pregnancy rate following cessation of different 
types of Intrauterine device (IUD) was 84.75%, which is weighted among 13 studies 
(with duplicates). The studies also noted that there is no significant difference 
between different types of IUD in terms or fertility resumption. Also in this case 
pregnancy was resumed with in a brief period of time following cessation of use or 
removal of the device.
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1. Farley TM et al. Intrauterine devices and pelvic inflammatory disease: an 
international perspective. Lancet 1992; 339: 785–8.

Early research suggested an association between PID and IUD use, which led 
to a dramatic decline in IUD prescriptions. To address these concerns, Farley 
et al. reviewed the WHO's IUD clinical trial data to explore the incidence and 
patterns of PID risk with use of an IUD. The overall rate of PID among 22,908 
IUD insertions and during 51,399 woman-years of follow-up was 1.6 cases 
per 1000 woman-years of use. After adjustment for confounding factors, PID 
risk was more than six times higher during the 20 days after insertion than at 
later times, when the risk was low and constant for up to 8 years of follow-up. 
The authors specified that PID among IUD users is most strongly related to 
the insertion process and to background risk of STI. Recommendations for 
insertion technique are given in slides 13 and 14.

6



1. Oakeshott P, Kerry S, Aghaizu A, et al. Randomised controlled trial of 
screening for Chlamydia trachomatis to prevent pelvic inflammatory 
disease: the POPI (prevention of pelvic infection) trial. BMJ
2010;340:c1642. Published 2010 Apr 8. doi:10.1136/bmj.c1642

2. European Centre for Disease Prevention and Control. Guidance on 
chlamydia control in Europe – 2015. Stockholm: ECDC; 2016. 

3. Wiesenfeld HC. Screening for Chlamydia trachomatis Infections in 
Women. N Engl J Med 2017;376(8):765-773. 

4. Center of Disease Control: Chlamydia - CDC Fact Sheet 2017

Ref. 1 – Randomised controlled trial to determine whether screening and 
treating women for chlamydial infection reduces the incidence of pelvic 
inflammatory disease over the subsequent 12 months. 2529 sexually active 
female students, mean age 21 years (range 16-27) were randomly 
allocated to immediate testing and treatment for chlamydial infection, or 
storage and analysis after a year (deferred screening controls). Baseline 
prevalence of chlamydia was 5.4% (68/1254) in screened women and 5.9% 
(75/1265) in controls. 94% (2377/2529) of women were followed up after 12 
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months. The incidence of pelvic inflammatory disease was 1.3% (15/1191) in 
screened women compared with 1.9% (23/1186) in controls (relative risk 0.65, 
95% confidence interval 0.34 to 1.22). Seven of 74 control women (9.5%, 
95% confidence interval 4.7% to 18.3%) who tested positive for chlamydial 
infection at baseline developed pelvic inflammatory disease over 12 months 
compared with one of 63 (1.6%) screened women (relative risk 0.17, 0.03 to 
1.01). However, most episodes of pelvic inflammatory disease occurred in 
women who tested negative for chlamydia at baseline (79%, 30/38). 22% 
(527/2377) of women reported being tested independently for chlamydia 
during the trial.
Gonorrhoea symptoms: Symptoms usually occur within two - 14 days after 
exposure. However some people never develop noticeable symptoms. 
Symptoms can be very mild like vaginal yeast or bacterial infection. 
Further symptoms include burning sensation while urinating, the need to 
urinate more frequently, heavier periods/spotting, dyspareunia, pain in the 
lower abdomen, fever.
Chlamydia trachomatis symptoms and complications:
• Most infected people are asymptomatic .
• 5-30% of women with laboratory-confirmed chlamydial infection develop 

symptoms. However, given the relatively slow replication cycle 
of the organism, symptoms may not appear until several weeks after 

exposure in those persons who develop symptoms.
• The bacteria initially infect the cervix, where the infection may cause signs 

and symptoms of cervicitis (e.g., mucopurulent endocervical discharge, 
easily induced endocervical bleeding), 
and sometimes the urethra, which may result in signs and symptoms of 

urethritis (e.g., pyuria, dysuria, urinary frequency). 
• Infection can spread from the cervix to the upper reproductive tract (i.e., 

uterus, fallopian tubes), causing pelvic inflammatory disease (PID), which 
may be asymptomatic (“subclinical PID”) or
acute, with typical symptoms of abdominal and/or pelvic pain, along with 

signs of cervical motion tenderness, and uterine or adnexal tenderness on 
examination.
• Both acute and subclinical PID can cause permanent damage to the 

fallopian tubes, uterus, and surrounding tissues and infertility.
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1. Sufrin CB et al. Neisseria gonorrhea and Chlamydia trachomatis screening 
at intrauterine device insertion and pelvic inflammatory disease. Obstet
Gynecol 2012; 120: 1314–21.

2. Jatlaoui TC et al. The safety of intrauterine contraception initiation among 
women with current asymptomatic cervical infections or at increased risk 
of sexually transmitted infections. Contraception 2016; 94: 701–12.

Ref. 1 - The aim of this study retrospective cohort study of all IUD insertions 
carried out at Kaiser Permanente, Northern California, from January 2005 to 
August 2009 was to evaluate the relationship between N. gonorrhoeae and C. 
trachomatis screening strategies and the risk of PID after IUD insertion. PID 
incidence within 90 days after insertion was compared among women who 
were and were not screened for N. gonorrhoeae and C. trachomatis. The 
study was powered for equivalence with a PID risk difference of −0.006 to 
0.006 between two groups considered to be clinically insignificant. The risk 
difference was calculated by subtracting the proportion of women with PID in 
one screening group from the proportion of women with PID in the 
comparison screening group.
Of 57,728 IUD insertions, 47% were unscreened within 1 year of insertion; of 
screened women, 19% were screened on the day of insertion. The overall risk 
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of PID was 0.54% (95% CI 0.48–0.60%). Non-screening had an equivalent 
risk of PID as any screening (risk difference −0.0034, 95% CI −0.0045 to 
−0.0022), and same-day screening was equivalent to pre-screening (risk 
difference −0.0031, 95% CI −0.0049 to −0.0008). The equivalence persisted 
when adjusted for age and race and when stratified by age younger than 26 
years and older than 26 years.
The authors concluded that the risk of PID in women receiving IUDs was low. 
The results support IUD insertion protocols in which clinicians test women for 
N. gonorrhoeae and C. trachomatis based on risk factors and perform the test 
on the day of insertion. These findings have potential to reduce barriers to 
IUD use for women seeking highly effective, long-term, reversible 
contraception. Evidence level: II.

Ref. 2 - This systematic review assessed the risk of PID among women with 
asymptomatic, undiagnosed cervical infection and those at high risk of STIs, 
comparing women with a copper IUD or an LNG-IUS with women not fitted 
with a device.
A literature search for relevant articles from January 1984 through January 
2016 yielded 2220 articles, of which 10 met the inclusion criteria. Two studies 
provided direct evidence of PID rates in women with undiagnosed gonococcal
or chlamydial (GC/CT) infection or at high risk of STIs initiating IUDs vs other 
contraceptive methods (level II–2, fair to poor), and neither study found a 
difference. Eight studies provided indirect evidence (II–2 to II–3, fair to poor). 
One study found no difference in PID rates between initiators of the copper 
IUD vs the LNG-IUS. Five studies compared algorithms based on patient 
factors with laboratory GC/CT screening to predict cervical infection. Based 
on likelihood ratios, none of these algorithms adequately identified women at 
high risk of asymptomatic cervical infection who should not undergo IUD 
placement. Two studies compared IUD placement on the same day as STI 
screening with delayed placement after screening and found no difference in 
PID rates.
Limited evidence suggests that IUD placement does not increase the risk of 
PID compared with no IUD placement among women with asymptomatic, 
undiagnosed cervical infection or at high risk of STIs. Algorithms based on 
patient characteristics to identify women with asymptomatic GC/CT may be 
overly restrictive, leading to missed opportunities for IUD initiation. Historical 
concerns about higher PID risk among women at risk of STIs who use IUDs 
may not be relevant with modern devices and STI screening and treatment 
practices.
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1. Keegan MB, Diedrich JT, Peipert JF. Chlamydia trachomatis Infection: Screening and 
Management. J Clin Outcomes Manag. 2014;21(1):30-38.

Ref. 1 - Review of the literature. Results—C. trachomatis urogenital infections are an 
important public health problem. In 1996, Scholes and colleagues randomized women 
in a Seattle HMO at high risk for chlamydial infection to routine screening and 
treatment or usual care. Surveys were sent to women aged 18 to 34 and risk was 
determined based on their responses to the survey questions. Among eligible women, 
screening and treatment reduced the risk of subsequent PID by 50% after 1 year of 
follow-up. A limitation of the trial was that the researchers concentrated on making 
telephone reminder calls to nonresponders assigned to the screening group. This 
preferential contact may introduce a selection and differential response bias. There 
was also some imbalance in the 2 groups in terms of number of sexual partners in the 
past 12 months; however, multivariable adjustment did not alter the effect estimate.
Based on this trial and the weight of the scientific evidence, in 2001 the US Preventive 
Services Task Force (USPSTF) recommended screening for chlamydial infection 
Screening for C. trachomatis in women age 25 and younger and men and women of 
any age at increased risk allows for the early treatment of disease, avoiding morbidity 
such as pelvic inflammatory disease, ectopic pregnancy, and chronic pelvic pain, and 
reducing health care costs. 
More recently, the POPI (Prevention Of Pelvic Infection) trial (2010) found discrepant 
results and added controversy to the issue of chlamydial infection screening. This RCT 
enrolled 2259 sexually active women in London who completed a baseline 



questionnaire and collected self-taken vaginal swabs at enrollment. Baseline rates of 
chlamydial infection were similar in both groups. Women in the intervention group 
underwent immediate testing and treatment (when positive) while among the 
control group samples were frozen and tested 1 year later. The rate of PID was found 
to be 1.3% in the screened group compared to 1.9% in the control group (risk ratio 
0.65, 95% confidence interval [CI] 0.34–1.22) [23]. The study’s major strengths 
include a large sample size and a 94% follow-up rate in a high-risk population. 
Unfortunately, the incidence of PID upon which the authors powered their study was 
2% to 3%, resulting in an underpowered study. 
Multiple tests have been used for the diagnosis of urogenital C. trachomatis
infections, including nucleic acid amplification tests (NAATs), direct 
immunofluorescence, enzyme immunoassays, and nucleic acid hybridization tests . 
Originally, cell culture was considered to be the gold standard because of its superior 
specificity and ability to detect a very small number of chlamydial organisms; 
however, NAATs are the most sensitive and specific tests for detecting chlamydial
infections and have become the standard diagnostic and screening test .
In light of the relatively high prevalence of chlamydial infections and the 
underutilization of screening, increased efforts to promote screening can have a 
significant public health impact. Given the potential to reduce the associate adverse 
outcomes of PID, chronic pelvic pain and infertility, the authors recommend that all 
sexually active females 25 years of age or younger should receive annual screening. 
Annual screening is also recommended in sexually active females 26 years of age or 
older with risk factors for chlamydial infection or when screening in a geographical 
region with a high chlamydia prevalence. Women should be given the option of 
home-based screening with self-collected vaginal swabs, based on increased 
compliance, patient preference, and potential for cost savings. 
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1. World Health Organization. Selected practice recommendations for 
contraceptive use. 3rd ed. Geneva: WHO, 2016.
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1. Shimoni N et al. Can ultrasound predict IUD expulsion after medical 
abortion? Contraception 2014; 89: 434–9.

2. Okusanya BO et al. Immediate postabortal insertion of intrauterine 
devices. Cochrane Database Syst Rev 2014; 7: CD001777.

• According to the 2016 WHO selected practice recommendations for 
contraceptive use, in healthy women the only examinations and tests that 
are essential and mandatory before IUD insertion include a pelvic/genital 
examination and STI risk assessment. 

• STI/HIV screening (chlamydia smear) contributes substantially to safe and 
effective use, but implementation may depend on the public health and/or 
service context. The risk of not performing the examination or test should 
be balanced against the benefits of making the contraceptive method 
available.

• IUD insertion may further increase the risk of PID among women at 
increased risk of STIs, although limited evidence suggests that this risk is 
low. Current algorithms for determining increased risk of STIs have poor 
predictive value.

• Risk of STIs varies by individual behaviour and local STI prevalence. 
Therefore, while many women at increased risk of STIs can generally have 
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an IUD inserted, some women at increased risk (very high individual 
likelihood) of STIs should generally not have an IUD inserted until 
appropriate testing and treatment have occurred. 

• Prophylactic antibiotics are not recommended as a matter of principle for 
IUD insertion. In settings of both high prevalence of cervical gonococcal 
and chlamydial infections and limited STI screening, such prophylaxis 
may, however, be considered. 

• The IUD user should be counselled to watch for symptoms of PID, 
especially during the first month of use. 

• These recommendations apply to healthy women; women with health 
conditions that warrant antibiotic prophylaxis for invasive procedures (e.g. 
women with cardiac valve disorders) may also need antibiotic prophylaxis 
for IUD insertion. As there is no evidence for the provision of prophylactic 
antibiotics prior to insertion of the LNG-IUS, these recommendations are 
based on evidence for the copper IUD. 

• Women should be informed about changes in their menstrual bleeding 
patterns: heavier or longer menstrual bleeding than with normal menstrual 
periods in copper IUD users, and amenorrhoea or spotting and light 
bleeding in LNG-IUS users. However, heavier or longer menstrual 
bleeding may occur during the first 3–6 months of both copper IUD and 
LNG-IUS use. It is not usually harmful, and bleeding typically becomes 
lighter over time. 

According to WHO MEC 2015, benign ovarian tumours (including cysts) are 
category 1 for both types of devices, although LNG-IUS use increases the 
likelihood of occurrence of functional ovarian cysts.
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1. Lopez LM et al. Interventions for pain with intrauterine device insertion. 
Cochrane Database Syst Rev 2015; 7: CD007373.

2. Gemzell-Danielsson K, Jensen JT, Monteiro I, et al. Interventions for the 
prevention of pain associated with the placement of intrauterine contraceptives: 
An updated review. Acta Obstet Gynecol Scand. 2019;98(12):1500-1513. 
doi:10.1111/aogs.13662

Ref. 1 - Nearly all trials used modern IUC. Most effectiveness evidence was of 
moderate quality, having come from single trials. Lidocaine 2% gel, 
misoprostol and most NSAIDs did not help reduce pain. Some lidocaine 
formulations, tramadol and naproxen had some effect in reducing IUC 
insertion-related pain in specific groups. Further research is needed to 
identify more effective interventions.

Ref. 2 - A literature search of the PubMed and Cochrane library databases revealed 
550 citations, from which we identified 43 new and pertinent studies for review. 
Thirteen randomized clinical trials, published since 2012, described reductions in 
placement-related pain with administration of oral and local analgesia (oral 
ketorolac, local analgesia with different lidocaine formulations) and cervical 
priming when compared with placebo or controls. Four studies suggested that 
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ultrasound guidance, balloon dilation, and a modified placement device may help to 
minimize the pain experienced with IUC placement. Eight publications suggested 
that previous cesarean delivery, timing of insertion relative to menstruation, 
dysmenorrhea, expected pain, baseline anxiety, and size of insertion tube may 
affect the pain experienced with IUC placement. Oral and local analgesia and 
cervical priming can be effective in minimizing IUC placement-related pain when 
compared with placebo, but routine use remains subject for debate. Predictive 
factors may help healthcare professionals to identify women at risk of 
experiencing pain. Targeted use of effective strategies in these women may be a 
useful approach while research continues in this area. The studies described 
reinforce the message that pain with IUC placement is not confined to the 
insertion of the device; use of the tenaculum and the uterine sound can also 
contribute to an uncomfortable experience. The effect of existing anxiety and 
beliefs about expected pain on actual pain during placement should not be 
under-estimated. Women with mood disorders, a history of sexual trauma, a 
previous negative reaction to vaginal examination, a previous IUC placement that 
was painful, or awareness of the potential for pain from a friend or relatives may 
be more anxious about placement. 
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1. Johnson BA. Insertion and removal of intrauterine devices. Am Fam Physician 2005; 71: 95–102.

2. Oloto EJ et al. Pain and discomfort perception at IUD insertion. Effect of short-duration, low-volume, 
intracervical application of 2% lignocaine gel (Instillagel) – a preliminary study. Br J Fam Plann 1997; 
22: 177–80.

3. Hubacher D et al. Pain from copper intrauterine device insertion: randomized trial of prophylactic 
ibuprofen. Am J Obstet Gynecol 2006; 195: 1272–7.

4. Speroff L et al. The IUD. In: A clinical guide for contraception. 4th ed. Baltimore, MD: Lippincott, 
Williams and Wilkins, 2005; 247–8.

Insertion of an intrauterine contraceptive device
Adhering to the proper insertion method and using a sterile technique decrease the risk of infection, 
uterine perforation and expulsion. Data indicate that antibiotic prophylaxis does not prevent 
infections acquired at the time of insertion, but some guidelines recommend antibiotic prophylaxis 
when a device is removed and replaced with another.

Insertion procedures vary, depending on the device, and practice kits are available so clinicians can learn 
how to properly insert each device. There are general guidelines that the clinician should also follow 
before opening the package:

1. Confirm that the patient wishes to use the device.

2. Perform a bimanual examination to assess the position of the uterus and rule out pelvic infection.

3. Place the speculum in the vagina.

4. Clean the cervix and vagina with Betadine or a similar antiseptic solution.

5. Place a tenaculum on the anterior lip of the cervix.



6. Explore the uterus with a uterine sound.  

Pain may occur during the insertion procedure, due to a vasovagal reaction, the need for cervical 
dilation, difficulty with insertion, or uterine perforation. Consider using ibuprofen or another 
NSAID to control such pain.
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1. World Health Organization. Selected practice recommendations for 
contraceptive use. 3rd ed. Geneva: WHO, 2016.

* For The LNG 20 IUS the hormonal  method should be continued for 7 days 
after insertion. 
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1. Letti Muller AL et al. Transvaginal ultrasonographic assessment of the expulsion rate of 
intrauterine devices inserted in the immediate postpartum period: a pilot study. Contraception 
2005; 72: 192–5.

2. Okusanya BO et al. Immediate postabortal insertion of intrauterine devices. Cochrane 
Database Syst Rev 2014; 7: CD001777.

3. World Health Organization. Selected practice recommendations for contraceptive use. 3rd ed. 
Geneva: WHO, 2016.

IUDs can be inserted immediately after first trimester, spontaneous or induced, abortions. No 
difference was found in risk of complications for immediate vs delayed insertion of an IUD 
after abortion. Expulsion was greater when an IUD was inserted following a second trimester 
abortion vs a first trimester abortion.

Immediate postpartum copper IUD insertion, particularly when insertion occurs immediately 
after delivery of the placenta, is associated with lower expulsion rates compared with delayed 
postpartum insertion.



1. Pohjoranta E et al. Intrauterine contraception after medical abortion: 
factors affecting success of early insertion. Contraception 2016 Nov 9 
[Epub ahead of print].

2. Shimoni N et al. Can ultrasound predict IUD expulsion after medical 
abortion? Contraception 2014; 89: 434–9.

3. Shimoni N et al. Timing of copper intrauterine device insertion after 
medical abortion: a randomized controlled trial. Obstet Gynecol 2011; 118: 
623–8. 

Early insertion following a medical termination of pregnancy (MTOP) is safe, 
and the rate of IUD expulsion is low. Most adverse events possibly 
delaying IUD insertion occur early. Based on timing of adverse events in 
the control group, IUD insertion approximately 2 weeks after completed 
MTOP seems optimal.

In a randomised trial to compare early and delayed IUD insertion following 
medical abortion (Ref 3) , the authors explored whether endometrial 
thickness and initial IUD position were associated with IUD expulsion. 
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Women who expelled their IUD (n=15) had slightly thicker endometria 
(p=0.007) and slightly lower baseline IUD positions (p=0.03) than those 
who retained their IUD, but no clear cut-offs emerged in the receiver-
operating characteristic curve analysis.
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1. Thonneau P et al. Risk factors for intrauterine device failure: a review. 
Contraception 2001; 64: 33–7.

2. Grimes DA et al. Cochrane systematic reviews of IUD trials: lessons 
learned. Contraception 2007; 75 (6 suppl): S55–9.

3. Dahlke JD et al. Postpartum insertion of levonorgestrel-intrauterine system 
at three time periods: a prospective randomized pilot study. Contraception 
2011; 84: 244–8.

4. Merki-Feld GS et al. Partial and complete expulsion of the Multiload 375 
IUD and the levonorgestrel-releasing IUD after correct insertion. Eur J 
Obstet Gynecol Reprod Biol 2008; 137: 92–6.

5. Inal MM et al. The evaluation of 318 intrauterine pregnancy cases with an 
intrauterine device. Eur J Contracept Reprod Health Care 2005; 10: 266–
71.

6. Lopez LM et al. Immediate postpartum insertion of intrauterine device for 
contraception. Cochrane Database Syst Rev 2015; 6: CD003036.

7. Okusanya BO et al. Immediate postabortal insertion of intrauterine 
devices. Cochrane Database Syst Rev 2014; 7: CD001777.

8. Jiang W et al. Levonorgestrel-releasing intrauterine system use in 
premenopausal women with symptomatic uterine leiomyoma: a systematic 
review. Steroids 2014; 86: 69–78.
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9. Jatlaoui TC et al. The safety of intrauterine devices among young women: 
a systematic review. Contraception 2017; 95: 17–39.

* Comment: These findings were based on studies  of the LNG-IUS and  
traditional copper IUDs. Newer, smaller LNG and copper devices (short 
loop) might be better tolerated in women with a small uterus.
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1. Merki-Feld GS et al. Partial and complete expulsion of the Multiload 375 
IUD and the levonorgestrel-releasing IUD after correct insertion. Eur J 
Obstet Gynecol Reprod Biol 2008; 137: 92–6.

2. de Kroon CD et al. The value of transvaginal ultrasound to monitor the 
position of an intrauterine device after insertion. A technology assessment 
study. Hum Reprod 2003; 18: 2323–7.

3. Moschos E et al. Intrauterine devices in early pregnancy: findings on 
ultrasound and clinical outcomes. Am J Obstet Gynecol 2011; 204: 
427.e1–6.

4. Anteby E et al. Intrauterine device failure: relation to its location within the 
uterine cavity. Obstet Gynecol 1993; 81: 112–14.

5. Bachofner M, Blickenstorfer K, Hutmacher J, Wehrle L, Leeners B, Merki-Feld G. 
Intrauterine device continuation rates and reasons for discontinuation in a Central 
European clinic with a high standard of care and ultrasound follow-up: a 
retrospective cohort study. Eur J Contracept Reprod Health Care 2018; 23(6):407-
14. 

6. Teunissen AM, Merry AHH, Devies IEC, Roumen FJME. Differences in continuation 
rates and early removal between contraceptive and therapeutic use of the 
levonorgestrel-releasing intrauterine system 52 mg. Eur J Contracept Reprod
Health Care. 2019;24(6):449-456. 
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Ref 1: This retrospective analysis included follow-up data of 107 Multiload 375 
users and 107 LNG-IUS users, or evaluation of 1882 cycles with the Multiload
IUD and 1749 cycles with the LNG-IUS. The two groups of women were 
comparable with regard to age, parity and months of follow-up. More women 
with an LNG-IUS had a history of previous IUD dislocation, hypermenorrhoea
and dysmenorrhoea. The IUD users had regular follow-up visits 6 weeks after 
insertion and then 6 monthly. Using TVUS the distance between the top of the 
vertical arm of the IUD and the junction between the endometrium and the 
uterine cavity (IUD-ED) was measured in the mid-longitudinal plane. A partial 
expulsion was defined as an IUD-ED >10 mm. Over the entire study period 
from insertion to a maximum of 60 months, significantly more incorrect 
positions were observed in the Multiload 375 group.
Ref 2: A prospective comparative study included 114 LNG-IUS users and 81 
copper IUD users. The clinical evaluation was compared with the TVUS 
measurement of IUD position both immediately after insertion and 6 weeks 
after insertion. Whenever the IUD-ED was >5.0 mm, removal was advised. 
The results of this study showed that routine use of TVUS to monitor the 
position of the IUD is not indicated without clinical suspicion of an erroneous 
position, because the chances of an inadequately positioned IUD are 
negligible.
Ref. 5 - A retrospective chart review of all (a total of 755) IUD insertions over a 
period of 5 years. Results: The overall observation time was 1572 woman-years. The 
removal rate was highest in the first year after insertion and did not differ between 
devices: the 52mg levonorgestrel-releasing intrauterine system (LNG-IUS; 18%) and 
third generation copper-T (Cu-T) IUDs (20%). Most removals were related to 
dislocation; fewer dislocations were seen with the LNG-IUS compared with the Cu-T 
IUDs (p< .001). Dislocation was associated with significantly higher hysterometry and 
younger age. Of 58 women who wanted another IUD after dislocation, 25.9%
experienced a further dislocation, mostly (86.7%) during the first year after 
insertion. Excluding GyneFix IUD users, there were 37 reinsertions with the other 
two devices (Cu-T IUD, 16; LNG-IUS, 21) and 13 dislocations within the first year, 
corresponding to a 1 year dislocation rate of 31% for the Cu-T IUD and 38% for the 
LNG-IUS.
Ref. 6 – A retrospective study to investigate differences in continuation rates 
between contraceptive and therapeutic use of the levonorgestrel-releasing 
intrauterine system 52mg (LNG-IUS) and factors associated with early removal. In 
the contraception and therapy group, a comparable percentage of women had their 
LNG-IUS prematurely removed because of localisation problems such as incorrect 
placement, expulsion or perforation (3.1 vs. 3.0%, respectively).
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Ref. 1 – A randomized controled tria that compared levonorgestrel-releasing IUD and 
the Copper T 380Ag IUD. About 2,300 women were randomised in the equal shares 
for these two devices. The cumulative expulsion rate among women with the Tcu
380Ag increased to 8.4 per 100, but remained significantly below the rate associated 
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with the LNg 20 device, 11.7 per 100 (Pc.05). Expulsion rates decreased significantly 
with age at insertion of the copper device.
Ref. 2 - A total of 1905 subjects were randomly allocated to four types of 
intrauterine devices (IUDs) and were observed for 45,683 woman-months of use. 
Continuation rates at 12, 24 and 36 months were significantly lower with LNG IUDs 
as compared to copper devices. The rates were comparable for different copper 
devices at12, 24 and 36 months of use. Discontinuations due to partial or complete 
expulsion of device ranged between 7.6 to 10.6 per 100 users at 36 months . The 
difference in the risk was not statistically significant for the four types of IUDs being 
evaluated.
Ref. 3 - A 20 micrograms124 hours levonorgestrel-releasing intrauterine 
contraceptive device (LNG-IUD) has, in an open randomized multicenter study, been 
compared to the copper-releasing device Nova T during 5 years of use; 1821 women 
had the LNG-IUD and 937 women had the Nova T inserted. The 60-month 
cumulative gross expulsion rate was 6.7 in the Nova T group and 5.8 in the LNG-IUD 
group. Most of the expulsions were noted during the first months after insertion.
Ref. 4 - An open-label 7-year randomized controlled trial in 20 centres, 11 of which in 
China. Data on 1884 women with interval insertion of the LNG-IUD and 1871 of the 
TCu380A were analysed. There were 129 expulsions of the TCu380A and 104 of the
LNG-IUD, with cumulative 7-year rates of 8.84 (0.77) and 8.18 (0.84) per 100, 
respectively. Twenty-six (20%) expulsions in the TCu380A group and 45 (43%) in the
LNG-IUD group were complete.
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Ref. 5 - A retrospective chart review of all (a total of 755) IUD insertions over a 
period of 5 years. Results: The overall observation time was 1572 woman-years. 
The removal rate was highest in the first year after insertion and did not differ
between devices: the 52mg levonorgestrel-releasing intrauterine system (LNG-
IUS; 18%) and third generation copper-T (Cu-T) IUDs (20%). Most removals were 
related to dislocation; fewer dislocations were seen with the LNG-IUS compared 
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with the Cu-T IUDs (p< .001). Dislocation was associated with significantly higher 
hysterometry and younger age. Of 58 women who wanted another IUD after 
dislocation, 25.9% experienced a further dislocation, mostly (86.7%) during the 
first year after insertion. Excluding GyneFix IUD users, there were 37 reinsertions 
with the other two devices (Cu-T IUD, 16; LNG-IUS, 21) and 13 dislocations 
within the first year, corresponding to a 1 year dislocation rate of 31% for the Cu-
T IUD and 38% for the LNG-IUS.
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Ref. 2 - A retrospective chart review of all (a total of 755) IUD insertions over a 
period of 5 years. Results: The overall observation time was 1572 woman-years. 
The removal rate was highest in the first year after insertion and did not differ
between devices: the 52mg levonorgestrel-releasing intrauterine system (LNG-
IUS; 18%) and third generation copper-T (Cu-T) IUDs (20%). Most removals were 
related to dislocation; fewer dislocations were seen with the LNG-IUS compared 
with the Cu-T IUDs (p< .001). Dislocation was associated with significantly higher 
hysterometry and younger age. Of 58 women who wanted another IUD after 
dislocation, 25.9% experienced a further dislocation, mostly (86.7%) during the 
first year after insertion. Excluding GyneFix IUD users, there were 37 reinsertions 
with the other two devices (Cu-T IUD, 16; LNG-IUS, 21) and 13 dislocations within 
the first year, corresponding to a 1 year dislocation rate of 31% for the Cu-T IUD 
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and 38% for the LNG-IUS.
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