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• Copper IUDs (with plastic frame/frameless/ball; containing 
various amounts of copper)

• Hormonal IUDs (with plastic frame, different sizes, containing 
different amounts of levonorgestrel [LNG])

Types of IUD
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Contraceptive failure rates 

Method

% of women experiencing an unintended 
pregnancy within first year of use

Typical use Perfect use

No method 85 85
Spermicides 28 18
Condom male 18 2
Diaphragm 12 6
Combined pill 9 0.3
Evra Patch 9 0.3
NuvaRing 9 0.3
Progestin –only pill 9 0.3
Depo-Provera 6 0.2
Implanon 0.05 0.05
IUD Copper TCu 380Ag* 0.3 0.3
LNG 20 IUS* 0.2 0.2
Female sterilisation 0.5 0.5
Male sterilisation 0.15 0.1
*Source I.Sivin, Contraception 1990,; Vol.42NO 4.; adapted from Trussell Contraception 2011

Ref 1–3
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Ectopic pregnancy (EUG) rate / Fertility after 
removal

Ref 1-6

EUG rate / 100 woman-years 
• Cu-T380 users 0.02-0.08/100
• LNG 20-IUS users 0.01-0.02/100
* The proportion of EUG among all contraceptive failure pregnancies is 
higher in LNG-IUS users.

• The absolute rate of EUG in IUD users is extremely low.
• Fertility returns immediately regardless of the IUD type and is 

comparable to women not using contraception.
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IUD and PID rate / 1000 woman-years

• Meta-analysis of clinical trials from 13 countries (22,908 IUD insertions and 
51,399 woman-years of follow-up) 

• The overall rate of pelvic inflammatory disease (PID) was low: 1.6
• PID rate is 7 times higher during the 20 days after insertion than at later times

<20 days post-insertion 9.66
>20 days post-insertion 1.36

• PID rate is higher in younger women
15–24 years 3.48
25–29 years 1.26
30–34 years 1.07
35+ years 1.04 

PID risk in IUD users is most strongly related to: 
- the background risk of STIs
- the insertion process
- the age (higher in young women)

Ref 1
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• Chlamydia and gonorrhoea are important, preventable causes of PID.

• Chlamydia is globally the main cause of tubal infertility.

• Most women infected with chlamydia or gonorrhoea do not develop 
symptoms. Untreated, about 10% of women with chlamydia will 
develop symptomatic PID. 

• Chlamydia screening may reduce the incidence of PID (by 36% at one 
year).

• All sexually active women younger than 25 years of age as well as older 
women at risk for chlamydia should be offered chlamydia screening 
annually.

Chlamydia trachomatis and N. Gonorrhoea infection
Prevention and Screening

Ref 1-4
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Rationale for chlamydia (and gonorrhoea) screening 
of women at risk prior to IUD insertion 

• Maintenance of fertility is one of the major goals, when counselling 
young women with need for contraception.

• IUD insertion can transfer asymptomatic persisting chlamydia from the 
cervix to the uterine cavum and induce mostly asymptomatic PID.

• Studies investigating the outcome of STI screening or not screening 
before IUD insertion can only report symptomatic PID. Therefore 
conclusions have to be interpreted with caution.

• As a consequence of this, it is unknown how often unscreened women 
or on the same day of IUD insertion screened women develop 
asymptomatic PID and tubal infertility.

• This has to be considered especially in nulliparous women.

Ref 1-2
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Who needs to be screened for STIs, especially 
asymptomatic Chlamydia or N. Gonorrhoea 

infection, before IUD insertion?

• Women 25 years or younger

• Women older than 25 years with risk factors:

- having a new partner or multiple partners

- with inconsistent use or nonuse of condoms

- who are institutionalised or drug addicts

- living in regions with high chlamydia/gonorrhoea prevalence

Ref 1
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Use of prophylactic antibiotics at the time of IUD 
insertion

Prophylactic antibiotics are generally not recommended for IUD 
insertion
Exceptions
• In settings of both high prevalence of cervical gonococcal and 

chlamydial infections and limited STI screening
• Women with health conditions that warrant antibiotic prophylaxis for 

invasive procedures (e.g. women with cardiac valve disorders) 
Options for antibiotics if STI screening is not  possible and 
chlamydia is suspected 
• Azithromycin 1 g orally in a single dose
• Doxycycline 100 mg orally twice daily for 7 days 

Ref 1 
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Recommended procedures before LNG-IUS or 
IUD insertion

• Gynaecological examination 

• Screening for current pelvic infection (Chlamydia and N. 
gonorrhoea screening according to recommendations)

• Transvaginal ultrasound (if available) to exclude distortion of the 
uterine cavity by fibroids or anatomical abnormalities

• Pregnancy should be excluded

Ref 1,2
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Pain management during IUD insertion 

Risk factors for painful insertion: nulliparity/no history of vaginal delivery, 
anxiety, long period of time since last delivery, severe dysmenorrhea

Risk factors for difficult insertion: shorter uterine length, steeper flexion 
angle, postoperative stenosis of the cervical canal

Women who need pre-insertion analgesia: nulliparous, requiring cervical 
dilation, with a history of prior painful insertion of intrauterine contraception

Might reduce painful insertion, but may have a placebo effect: oral non-
steroidal anti-inflammatory drugs (NSAIDs), with or without co-treatment with 
misoprostol, use of topical cervical analgesia (e.g. topical lidocaine)

Recommended: Lidocaine paracervical block, tramadol (found to have some 
effect), informing the patient about the procedure

Ref 1,2
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Sterile insertion technique 
to avoid PID

General guidelines that the clinician should  follow before opening the 
IUD package:
• Confirm that the patient wishes to use the device
• Perform a bimanual examination to assess the position of the uterus 

and rule out pelvic infection
• Place the speculum in the vagina
• Clean the cervix and vagina with Betadine or a similar antiseptic 

solution
• Place a tenaculum on the anterior lip of the cervix
• Explore the uterus with a uterine sound

Ref 1–4 
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When to insert a copper-IUD/LNG-IUS during the 
natural cycle and if switching from another method  

Having menstrual cycles:

• Up to day 7, without the need for additional contraception

• At any time in the menstrual cycle if it is reasonably certain that the 
woman is not pregnant or at risk of pregnancy; abstinence or additional 
contraceptive protection for the next 7 days is needed for the LNG-IUS

Amenorrhoeic (non-postpartum): IUDs can be inserted at any time if it can 
be determined that the woman is not pregnant; abstinence or additional 
contraceptive protection for the next 7 days is needed for the LNG-IUS

If switching from another method: Immediately, if the patient has been 
using the method consistently and correctly, or if it is otherwise reasonably 
certain she is not pregnant*; for the LNG 20 IUS the hormonal method 
should be continued for 7 days after insertion

Ref 1 
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When to start IUD/IUS after birth/abortion

• IUDs can be inserted in the first 2 days after giving birth (but 
there is a higher expulsion rate) or 4-6 weeks postpartum

• An IUD should NOT be inserted ≥48 h to <4 weeks after 
giving birth (risk of perforation)

• In breastfeeding women an IUD can be inserted at any time 
from 4 weeks to 6 months after giving birth and before return of 
menstruation

• An IUD can be inserted after an abortion or miscarriage 
immediately, if no infection is present; there is no need for a 
back-up method

Ref 1–3 
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IUD insertion after medical abortion

• Insert IUD after confirmation of complete abortion (5–9 days after 
mifepristone treatment)

• Earlier insertion might be associated with an increased risk of expulsion

• Or start the patient on a COC or POP and insert later, 9–21 days after 
abortion is confirmed (less expulsion)

• Or insert when endometrium thickness is below 10 mm, because this 
might cause fewer expulsions (evidence of two studies), but the cut-off 
is not completely clear

• Take into account for your decision when to insert if a woman will return 
for delayed insertion

Ref 1–3

Balance risks and benefits before deciding when to insert
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Risk factors for expulsion 
and dislocation

CLINICIAN: experience and skills
WOMAN:
• IUD insertion postpartum and after abortion
• History of previous expulsion of an IUD (>25%)
• Young age
• Nulliparity or higher parity
• Large or small uterine cavity (uterine sound ≤6 cm or ≥9 cm)*

• Uterine leiomyoma

Ref 1–9
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IUD dislocation
Symptomatic dislocations – menorrhagia and pain

Asymptomatic dislocations – significantly less 
common with the LNG-IUS than with the copper-IUD:

LNG-IUS copper-IUD

- year 1 2,4% 16,2%

- year 5 8,6% 24,7%

Note: The risk for dislocation after reinsertion is 
31% for copper-IUD and 38% for LNG-IUS (87% of 
dislocations occur during the first year after insertion)

* Dislocation of IUDs might increase the risk of 
pregnancy. Condom use and close follow-up to 
exclude further movement of the device towards the 
cervix are recommended.

No clear cut-off for the 
distance between the 
endometrium and the vertical 
arm of the IUD junction, which 
clearly would decrease 
efficacy (>10–20 mm)

Ref 1–6
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Author (year) Follow-up Copper-IUD (380) LNG 20-IUS

Sivin I, et al. (1991) 5 years 7.4% 11.8%

Baveja R, et al. (1989) 36 months 7.6% 10.6%

Andersson K, et al. (1994) 5 years 5.5% 4.9%

Rowe P, et al. (2016) 5 years 7.3% 6.3%

Frequency of expulsion

Characteristics of expulsions:
• Most frequent in the first 6 months of IUD use (≥ 50% of all 

complete expulsions)
• Most frequent during menses

Ref 1–4
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Reinsertion after expulsion
If during subsequent visits the length of the threads has changed 
since insertion, and the system is verified as displaced, it should 
be removed

The woman should be informed of an increased risk of repeated 
IUD expulsion if she chooses to continue using IUC
(reexpulsion risk 25-32%)

Reinsertion is possible:

• At the time of IUD removal 

• During the next menstrual period (first 7 days for LNG-IUS, 
and first 12 days for copper-IUD)

Ref 1–5



Topic: IUD overview

Appropriate follow-up after IUD insertion

The minimum frequency of follow-up recommended for safe and 
effective use of IUDs:

• after the first menses or 6 weeks following insertion

• at any time if a woman would want to discuss side effects or 
other problems, or if she wants to change method

• when it is time for IUD removal

Ref 1,2

Note: Women with a history of expulsion need more 
frequent follow-up in the first year of use


