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1. Usinger KM et al. Intrauterine contraception continuation in adolescents 
and young women: a systematic review. J Pediatr Adolesc Gynecol 2016; 
29: 659–67.

2. Kost K et al. Estimates of contraceptive failure from the 2002 National 
Survey of Family Growth. Contraception 2008; 77: 10–21.

3. Bradley SEK, Polis CB, Bankole A, Croft T. Global Contraceptive Failure Rates: Who 
Is Most at Risk?. Stud Fam Plann 2019; 50(1):3-24.

Ref. 2 is an analysis of contraceptive failure in the USA. Teens are more than 
twice as likely (RR 2.38) to experience a pill failure as women age ≥30, 
while women in their 20s are 1.7 times as likely to get pregnant while using 
the pill as older women.

Ref. 3 - Data from 15 Demographic and Health Surveys, which are large-scale, 
nationally representative household surveys of women of reproductive age (15–
49) were analysed. The strongest patterns in contraceptive failure are seen by 
age, with adolescents consistently experiencing the highest failure rates and 
women aged 40+ the lowest. Differences in failure estimates by age are 
substantial: condom users aged 15–19 experience contraceptive failure at more 
than 10 times the rate of women aged 40 and older. Pill and periodic abstinence 
users aged 15–19 have failure rates that are almost four times higher, and 
withdrawal users have failure rates that are six times higher, compared to 
women in their forties. Generally, for most methods, the hazard of failure 
decreases monotonically as women’s age increases.
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1. Marions L, Lövkvist L, Taube A, Johansson M, Dalvik H, Øverlie I. Use of the levonorgestrel releasing-intrauterine system in 
nulliparous women--a non-interventional study in Sweden. Eur J Contracept Reprod Health Care 2011; 16(2):126-134. 

2. Bayer LL et al. Adolescent experience with intrauterine device insertion and use: a retrospective cohort study. 
Contraception 2012; 86: 443–51.

3. Teal SB, Romer SE, Goldthwaite LM, et al. Insertion characteristics of intrauterine devices in adolescents and young 
women: success, ancillary measures, and complications. Am J Obstet Gynecol 2015; 213:515.e1-5.

4. Gemzell-Danielsson K, Buhling KJ, Dermout SM, Lukkari-Lax E, Montegriffo E, Apter D. A Phase III, single-arm study of 
LNG-IUS 8, a low-dose levonorgestrel intrauterine contraceptive system (total content 13.5mg) in postmenarcheal 
adolescents. Contraception 2016; 93(6):507-12. 

Comment: In the ref. 4 cervical dilatation was needed in 29% of subjects, what is significantly higher than in other 
studies. It was a randomised pharma sponsored trial.

Ref. 1 – A non-interventional multi-centre cohort study was carried out at family planning (FP) clinical centres and youth 
clinics in Sweden. The gynaecologists and
midwives involved were all experienced inserters. The study included 224 nulliparous women among whom were 114
adolescent girls. Health care professionals’ evaluation of insertion procedure and women’s perception of insertion procedure 
were analysed, as well as bleeding patterns, menstrual pain and continuation rates with LNG-IUS.

Ref. 2 - This retrospective cohort study compared the insertion and postinsertion experiences between nulliparous 
and parous teens (N=307): IUD postabortion n=30, interval IUD parous n=57, interval IUD nulliparous n=220. IUD 
insertion was successful at the first attempt in 95%, at the second attempt in 3.2%, and failed in 1.8%.

Ref. 3 – The medical records of 1177 adolescent women aged 13–24 years (mean age 20.8 ± 2.5 years) at the Children’s 
Hospital Colorado Adolescent Family Planning Clinic with at least 1 attempt at IUD placement. There were 694 nulliparous
women and 483 parous women. The first attempt was successful for 1132 women (96.2%). The first-attempt success rate was 
95.8% for nulliparous women and 96.7% for parous women (P = .45). The first-attempt success rate was 95.5% (n = 169) for 
women aged 13–17 years compared with 96.3% (n = 963) for women aged 18–24 years (P = .6). LNG-IUS was inserted in 77% of 
women and copper-IUD in 23%. Seven women (0.6%) were noted to have excess pain with insertion, and 5 women (0.4%) had 
a vasovagal episode with insertion. Narcotics and anxiolytics are not available in this clinical setting.

Ref. 4 - In a Phase III study in 36 European centers, 304 healthy nulliparous or parous postmenarcheal adolescents (12–17 
years) received
LNG-IUS 8 for 12 months. LNG-IUS 8 placement was successful in 303/304 participants (99.7%). For participants who had a 
successful placement, most investigators rated the procedure as “easy” (94.4% of cases). A further 4.6% and 1.0% of 
investigators rated the
procedure as “slightly difficult" and “very difficult",
respectively. Pain on LNG-IUS 8 placement was reported by 20.5%, 34.3%, 34.3%, and 10.9% of participants as “none", “mild", 
“moderate", and "severe", respectively.
Dilation was performed in 29.3% of participants, and local anesthesia was administered paracervically/intracervically in 31.9% 
of participants. Thirteen (4.3%) participants were
administered misoprostol as a cervical softener. 
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1. Rivera R, Chen-Mok M, McMullen S. Analysis of client characteristics that may affect early discontinuation of the TCu-380A IUD. Contraception 1999; 60:155–60.
2. Hov GG, Skjeldestad FE, Hilstad T. Use of IUD and subsequent fertility – follow-up after participation in a randomized clinical trial. Contraception 2007; 75:88–92 
3. Behringer T, Reeves MF, Rossiter B, Chen BA, Schwarz EB. Duration of use of a levonorgestrel IUS amongst nulliparous and adolescent women. Contraception 2011; 84(5):e5-e10.
4. Alton TM, Brock GN, Yang D, Wilking DA, Hertweck SP, Loveless MB. Retrospective review of intrauterine device in adolescent and young women. J Pediatr Adolesc Gynecol 2012; 25(3):195-200.
5. Aoun J, Dines VA, Stovall DW, Mete M, Nelson CB, Gomez-Lobo V. Effects of age, parity, and device type on complications and discontinuation of intrauterine devices. Obstet Gynecol 2014; 

123(3):585-592.
6. Gemzell-Danielsson K, Apter D, Hauck B, et al. The Effect of Age, Parity and Body Mass Index on the Efficacy, Safety, Placement and User Satisfaction Associated With Two Low-Dose 

Levonorgestrel Intrauterine Contraceptive Systems: Subgroup Analyses of Data From a Phase III Trial. PLoS One 2015; 10(9):e0135309. 
7. Madden T, McNicholas C, Zhao Q, Secura GM, Eisenberg DL, Peipert JF. Association of age and parity with intrauterine device expulsion. Obstet Gynecol 2014; 124(4):718-726. 
8. Jatlaoui TC, Riley HEM, Curtis KM. The safety of intrauterine devices among young women: a systematic review. Contraception 2017; 95(1):17-39.
9. Foran T, Butcher BE, Kovacs G, Bateson D, O'Connor V. Safety of insertion of the copper IUD and LNG-IUS in nulliparous women: a systematic review. Eur J Contracept Reprod Health Care 2018;

23(5):379-86.

Ref. 1 – A secondary analysis was performed on data obtained from 2748 women from sites in Africa, Asia, and Latin America, that were included in the international multicenter clinical trial of the 
TCu380A compared with other IUDs. Results:  Age had a significant effect on expulsion rates throughout the first year (Table 3). Women <20 years old had significantly higher 12-month expulsion rates 
than women 30–34 years old and those >35 years, at 8.2, 2.3, and 1.8, respectively. The 12-month expulsion rates for women <20 years old were also higher than those for women of aged 20–29, but the 
differences were not significant. 

Ref. 2 – A randomized clinical trial that included 205 women eligible for study participation. Group A comprised 109 women who removed their IUD for purposes of planning to become pregnant, while 
Group B comprised 96 women who became pregnant or planned pregnancy after a complicated IUD use. Data were collected through a postal questionnaire. In Group A, 93.6% (102/109) of the women 
became pregnant. Time to conception was unaffected by parity order, duration of use and age at time for removal of the IUD. Among the seven women who did not conceive, four women cancelled 
pregnancy plans, while three women started an infertility workup

Ref. 3 - Retrospective cohort study of women receiving a levonorgestrel IUS. Results: Of the 828 women included in this analysis, 104 (12.6%) were nulliparous, and 131 (15.8%) were ≤20 years of age
(Parous 107 (81.7%) and nulliparous 24 (18.3%)). Adolescent women were more likely to experience expulsion than older women, although this did not reach statistical significance [hazard ratio, 1.49 
(0.76, 2.92)]. 

Ref. 4 - Retrospective descriptive study evaluating outcomes after IUD insertion for patients 21 years or less over an 8-year period. Participants: Females from menarche to age 21. Results: 233 records 
showed 50% of the <18-year-old age group and 71.5% of the 18-21-year-old group had their IUD in place at 5 years. Age was found to be a significant factor for removal (P < 0.001), with under 18-year-olds 
at greater risk of removal/expulsion (hazard ratio (HR) 5 2.85). Parity (RR = 5.6 for nulliparous vs multiparous patients, P < 0.001) and prior STI (RR 5 5.5, P < 0.001) were significant risk factors for infection.

Ref. 5 – A multicenter retrospective chart review of adolescents and women aged 13–35 years who had an IUD inserted for contraception. Results: A total of 2,523 patients’ charts were reviewed. Despite 
similar rates of IUD discontinuation between age groups at 12 months of use, teenagers and young women aged 13–19 years were more likely to request early discontinuation at the end of the total 
follow-up period. No significant difference was noted in pelvic inflammatory disease rates (2%) based on age.

Ref. 6 - Nulliparous and parous women aged 18-35 years with regular menstrual cycles (21-35 days) requesting contraception were randomized to 3 years of LNG-IUS 8 or LNG-IUS 13 use. Results In the 
LNG-IUS 8 and LNG-IUS 13 groups, 1432 and 1452 women, respectively, had a placement attempted and were included in the full analysis set. The cumulative probability of complete/ partial expulsion was 
higher in parous women than in nulliparous women (p = 0.0002) and slightly higher in younger women (aged 18–25 years) than in women aged 26–35 years, although the difference was not statistically 
significant (p = 0.07). The crude complete/partial expulsion rates for parous women and for younger women (aged 18–25 years) over up to 3 years were 4.2% and 3.9%, respectively. The risk of expulsion 
was greatest in the first 12 months after placement, regardless of parity status or age category.

Ref. 7 – A planned secondary analysis of the Contraceptive CHOICE Project. A total of 5,403 females were included; 4,219 (78%) levonorgestrel IUD and 1,184 (22%) copper IUD users. There were 432 initial 
expulsions reported. The 36-month cumulative expulsion rate was 10.2 per 100 IUD users and did not vary by IUD type (levonorgestrel IUD 10.1 vs. copper IUD 10.7, p=0.99). The cumulative rate of 
expulsion was higher in females aged 14–19 compared to older women (18.8 vs. 9.3, p<.001). After adjusting for confounders and stratifying by IUD type, the hazards ratio (HRadj) of expulsion for females 
aged 14–19 years was 2.26 (95% CI 1.68–3.06) for the levonorgestrel IUD and 3.06 (95% CI 1.75–5.33) for the copper IUD. 
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Ref 1: Brook G et al. 2013 UK national guideline for consultations requiring sexual 
history taking.  Int J STD AIDS 2013; 0(0):1-14.
Ref 2: Keegan MB et al. Chlamydia trachomatis Infection: Screening and 
Management. J Clin Outcomes Manag 2014; 21(1):30–8. 
Ref 3: Centers for Disease Control and Prevention. Sexually Transmitted Diseases 
Treatment Guidelines, 2015. Morbidity and Mortality Weekly Report. 
Recommendations and Reports 2015; 64(3):55-60.
Sterile insertion technique and STI screening before insertion is very important for 
the prevention of PID. Having in mind the fact that adolescents are at highest risk for 
Chlamydia trachomatis infection, the relevance of STI screening and sterile IUD/IUS 
insertion are of utmost significance.
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1. Bayer LL et al. Adolescent experience with intrauterine device insertion and use: a retrospective cohort study. Contraception
2012; 86: 443–51.

2. Patseadou M, Michala L. Usage of the levonorgestrel-releasing intrauterine system (LNG-IUS) in adolescence: what is the evidence so far?
Arch Gynecol Obstet 2017; 295(3):529-41.

3. Zettermark S et al. Hormonal contraception increases the risk of psychotropic drug use in adolescent girls but not in adults: A 
pharmacoepidemiological study on 800 000 Swedish women. PLoS One 2018; 13(3):e0194773.

4. Foran T, Butcher BE, Kovacs G, Bateson D, O'Connor V. Safety of insertion of the copper IUD and LNG-IUS in nulliparous women: a 
systematic review. Eur J Contracept Reprod Health Care 2018;23(5):379-86.

Ref. 1 - This retrospective cohort study included 307 charts reviews (nulliparous 77.5%). Follow-up was available for 56% (172/307). During the 
first 12 months of use, there were 2.9% (5/172) IUD expulsions and 24.4% (42/172) removals, with no differences between nulliparous and 
parous teens. IUD continuation at 6 months was 83.3%. Pelvic inflammatory disease was diagnosed in 4.6% (8/172) of post-IUD insertions. There 
were no pregnancies reported in those teens with IUD continuation, while six were reported in subjects who underwent IUD removal. 
Independent predictors of IUD discontinuation were a history of chronic pelvic pain or dysmenorrhea, and bleeding and/or pain complaints at 
any post-IUD visit.
Recommendation: In order to reduce the risk of pai and cramping insert small IUD 
Ref. 2 - An online search on MEDLINE and SCOPUS from inception to May 24, 2015 was conducted in order to examine LNG-IUS use in teen 
populations. Primary outcome measures included description of indications for LNG-IUS usage and relevant efficacy. Secondary outcomes 
included complications, such as device-related problems (perforation and expulsion) and other adverse events (pelvic inflammatory disease, 
PID). Acceptability of the LNG-IUS was also estimated through evaluation of continuation rate and reasons for removal were assessed. RESULTS:
Twenty-one studies met our inclusion criteria – twenty observational and one randomized controlled trial (RCT). Pregnancy rates ranged from 0 
to 2.7%. Management of heavy or/and painful periods was successful in 92-100%. Menstrual manipulation in patients with developmental delay 
was achieved in over 93% of cases. Expulsion rates ranged from 0 to 13% and pelvic infection/cervicitis between 0 and 2.7%. There were no 
reported uterine perforations. CONCLUSION: Usage of the LNG-IUS in teen populations appears to be safe and efficacious both in terms of 
contraception and menstrual management. However, more robust evidence is needed so as to provide firm confirmation on benefits and 
potential side effects.
Ref. 3 - The study population consisted of 815,662 women aged 12-30 years (mean age 20.44 years; standard deviation (SD) 5.3) on 31 December 
2010, residing in Sweden since at least four years and having no previous psychiatric morbidity. Overall, 49.5% (n = 411,559) of the women were 
users of HC. Psychotropic drugs were dispensed to 3.1% (n = 24,973) of the women during the follow-up. Among HC users the incidence of 
psychotropic drug use was 3.7%, while this figure was 2.5% for non-users.
In the age-stratified analysis, the strongest association was found in adolescent girls (adjusted OR 3.46, 95% CI 3.04±4.94 for age 12 to 14 years), 
while it was non-existent for adult women. Among adolescents, the non-oral methods generally had higher ORs than the oral methods, as did 
the progesterone-only methods compared to
combined methods regardless of administrative route. For adolescents, the levonorgestrel containing IUD had the strongest association with use 
of psychotropic drugs, with an adjusted OR of 2.90 (95% CI: 2.22±3.79), followed by DMPA (OR: 2.37; 95% CI: 1.46±3.84).
Ref. 4 - A systematic review of randomised controlled trials, prospective and retrospective observational studies to identify barriers to IUC use in 
nulliparous women. Results: Study quality was poor. No differences in rates of infection or expulsions between nulliparous and parous were 
seen. Fertility rates following removal appeared no different from the general population. Higher rates insertion difficulty, insertion failure and 
pain during insertion were observed in nulliparous women.
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1. Diedrich JT et al. Long-acting reversible contraception in adolescents: a 
systematic review and meta-analysis. Am J Obstet Gynecol 2017; 216(4):364-74.

2. Bayer LL et al. Adolescent experience with intrauterine device insertion and use: 
a retrospective cohort study. Contraception 2012; 86: 443–51.

Ref. 1 comprised a systematic review of the medical literature to assess the 
continuation of LARC (IUD and the ENG implant) among adolescents. 
Adolescents have a high continuation rate of LARC methods. IUDs and implants 
should be offered to all adolescents as first-line contraceptive options. The rate of 
expulsions was low (8%). Many adolescents request IUD removal early. The 
main reasons for requesting removal are pain and bleeding. These side effects 
should be addressed during counselling.

Ref. 2 - This retrospective cohort study included 307 charts reviews (nulliparous 77.5%). 
Follow-up was available for 56% (172/307). During the first 12 months of IUD use, there 
were 24.4% (42/172) documented IUD removals. Over half of these subjects (59.5%, 25/42) 
had one or more follow-up visits prior to the IUD removal visit. The

median time from IUD insertion to removal was 6 months and was not significantly different 
between parous and nulliparous teens who underwent interval IUD insertions

(p=.17). The most common indications for IUD removal were intolerance due to pain and 
bleeding. For the interval IUD insertion groups, there were significantly more removals due
to pain and bleeding complaints among nulliparous teens (20.9%, 27/129) compared to 
parous teens (7.4%, 2/27, p=.05). In total, there were 25.6% (40/156) LNG-IUS removals and 
12.5% (2/16) Copper T380A IUD removals (p=.36).
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1. Usinger KM, Gola SB, Weis M, Smaldone A. Intrauterine contraception 
continuation in adolescents and young women: a systematic review. J Pediatr 
Adolesc Gynecol 2016; 29(6):659–67. 

Ref. 1 – A systematic review (SR) of IUD continuation rates compared with other 
forms of contraception in young women aged 25 years and younger. A systematic 
search of Ovid Medline, Cochrane Library, and Embase was conducted for the 
years 1946-2015. Of 3597 articles retrieved, 9 studies met criteria for SR. 
Synthesized across studies, 12-month continuation was significantly higher for 
IUD users (86.5%, 12,761/14,747) compared with oral contraceptives (39.6%, 
1931/4873), Depo-Provera (Pfizer Inc, New York, NY) hormonal injection (39.8%, 
510/1282), vaginal ring (48.9%, 196/401), and transdermal patch (39.8%, 37/93; 
all P values < .001). There was no statistically significant difference in 12-month 
continuation between the IUD and another LARC method, the subdermal 
etonogestrel implant (85.3%, 4671/5474).
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1. Zhu H et al. Chlamydia Trachomatis Infection-Associated Risk of Cervical Cancer: A Meta-
Analysis. Medicine 2016; 95(13):e3077.

CIN is WHO MEC category 1 for the copper IUD and category 2 for the LNG-IUS 
(there is some theoretical concern that the LNG-IUS may hasten the progression of 
CIN). Thus, both types of device can be used. Cervical cancer is WHO MEC 
category 4 for both types of device (there is concern about the increased risk of 
infection and bleeding at insertion; the device will likely need to be removed at the 
time of treatment but, until then, the woman is at risk of pregnancy). Severe liver 
disease is WHO MEC category 3 for the LNG-IUS and category 1 for the copper IUD; 
therefore, the copper IUD is the preferred option.

Ref. 1: In order examine the association between C. trachomatis infection and the risk of 
cervical cancer a meta-analysis was performed that included a total of 22 studies with 4291 
cervical cancer cases and 7628 controls. Overall, C. trachomatis was significantly linked to 
increased cervical cancer risk in prospective studies (OR=2.21, 95% CI: 1.88–2.61, P<0.001), 
as well as in retrospective studies (OR=2.19, 95% CI: 1.74–2.74, P<0.001). Additionally, with 
a multivariate logistic regression analysis adjusted for HPV and age, C. trachomatis infection 
was identified as an independent predictor of cervical cancer in 11 studies (OR=1.76, 95% CI: 
1.03–3.01, P=0.04). Coinfection of human papilloma virus and C. trachomatis has a higher 
risk of cervical cancer (OR=4.03, 95% CI: 3.15–5.16, P<0.001). A subgroup analysis based on
histological type indicated an elevated risk for both squamous cell carcinoma (OR=2.21, 95% 
CI: 2.00–2.45, P<0.001), and adenocarcinoma (OR=1.61, 95% CI: 1.21–2.15, P=0.001), in
associated with C. trachomatis. CONCLUSION: A data demonstrate that individuals infected
with C. trachomatis have a higher risk of cervical cancer. Therefore, it is necessary to expand 
C. trachomatis infection screening and treat women with C. Trachomatis promptly, 
particularly those with human papilloma virus infections. This approach will not only protect 
against pelvic inflammatory disease and infertility, but may also prevent cervical cancer.
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1. Castellsagué X et al. Intrauterine device use, cervical infection with human 
papillomavirus, and risk of cervical cancer: a pooled analysis of 26 
epidemiological studies. Lancet Oncol 2011; 12: 1023–31.

2. Cortessis V, Barrett M, Brown Wade N, Enebish T, Perrigo J, Tobin J, et al. Intrauterine 
device use and cervical cancer risk: a systematic review and meta-analysis. Obstet 
Gynecol 2017; 130(6): 1226–36.

Ref. 1 - Findings from a pooled analysis of 26 studies that examined the protective 
effect of copper IUD use on cervical cancer risk found that IUD use does not modify 
the likelihood of prevalent HPV infection, but might affect the likelihood of HPV 
progression to cervical cancer, with a strong protective effect of IUD use on cervical 
cancer. This protective effect (previous copper IUD use conferred half the risk of 
developing cervical cancer compared with women with no history of IUD use) was 
detected for the two major cervical cancer histological types: squamous cell 
carcinoma and adenocarcinoma or adenosquamous carcinoma. The protective effect 
of IUD use on cervical cancer was not significantly affected by duration of use: the 
risk was reduced in the first year of IUD use and it remained significant even after 10 
years of use, but did not significantly increase or wane with increasing years of use. 
The stratified analyses showed a consistent inverse association between cervical 
cancer and IUD use regardless of the age, education, marital status, number of 
screening PAPs, number of sexual partners, parity (except in nulliparous women), 
oral contraceptive use and condom use.

Ref. 2 - From 225 reports identified 16 studies that could be harmonized for meta-analysis. 
A random-effects meta-analysis was implemented to quantitatively synthesize extracted 
estimates and assess likely influence of publication bias, residual confounding, heterogeneity 
of true effect size, and human papillomavirus prevalence and cervical cancer incidence in 
source populations. Women who used an IUD experienced less cervical cancer (summary 
odds ratio 0.64, 95% CI 0.53-0.77). Neither confounding by recognized risk factors nor 
publication bias seems a plausible explanation for the apparent protective effect, which may 
be stronger in populations with higher cervical cancer incidence.
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1. Lekovich JP et al. Comparison of human papillomavirus infection and cervical 
cytology in women using copper-containing and levonorgestrel-containing 
intrauterine devices. Obstet Gynecol 2015; 125: 1101–15.

2. Spotnitz ME, Natarajan K, Ryan PB, Westhoff CL. Relative Risk of Cervical Neoplasms 
Among Copper and Levonorgestrel-Releasing Intrauterine System Users. Obstet Gynecol
2020; 135(2):319-27.

Ref 1 - A medical record data that retrospectively analysed 150 copper IUD users and 152 
LNG-IUS users. . Sixty-six patients were high-risk HPV-positive before IUD insertion (30 in 
copper compared with 36 in the levonorgestrel IUD group, P=.4), and the groups had similar 
follow-up times (about one year), between the IUD placement and a repeat Pap test with 
high-risk HPV cotesting, P=.2). Of those, 21 (70%; 95% confidence interval [CI] 53.6–86.4%) 
cleared the infection after copper-containing IUD placement compared with 15 (42%; 95% CI 
25.6–57.8%) in the levonorgestrel group (P=.04). There were only two (1.7%) new high-risk 
HPV infections in the copper compared with eight (6.9%) in the levonorgestrel group 
(P=.056). CONCLUSION: These data suggest that LNG-IUS could be associated with decreased 
high risk HPV infection clearance and possibly increased acquisition compared with the 
copper-IUD.

Ref. 2 - A retrospective cohort analysis of 10,674 patients who received IUDs at Columbia
University Medical Center. Results: The diagnosis of high-grade cervical neoplasia was 0.7% 
in the Cu IUD cohort and 1.8% in the LNG-IUS cohort (2.4 [95% CI 1.5–4.0] cases/1,000 
person-years and 5.2 [95% CI 3.7–7.1] cases/1,000 person-years, respectively). The relative 
risk of high-grade cervical neoplasms among Cu IUD users was 0.38 (95% CI 0.16–0.78, P,.02) 
compared with LNG-IUS users. CONCLUSION: Copper IUD users have a lower risk of high-
grade cervical neoplasms compared with LNG-IUS users. The relative risk of cervical 
neoplasms of LNG-IUS users compared with the general population is unknown. 
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A woman should be provided with either the copper IUD, ulipristal acetate 30 
mg, or 1.5 mg levonorgestrel depending on a time that elapsed since the 
intercourse. She may have chlamydia trachomatis cervical infection. 
According to the WHO MEC, current purulent cervicitis, chlamydial infection 
and gonorrhoea are category 4 for IUD insertion, although there is no 
evidence regarding whether IUD insertion in women with STIs increases the 
risk of PID compared with no IUD insertion. Among women who had an IUD 
inserted, the absolute risk of subsequent PID was low among those with an 
STI at the time of insertion but greater than among women with no STI at the 
time of IUD insertion.

Additionally, this patient will probably have many partners in the future, which 
increases the risk of both STIs and PID. Thus, if the decision is made to insert 
the copper IUD immediately, antibiotic prophylaxis should be provided 
(doxycycline 2×100 mg for 5 days) and consistent condom use in addition to 
the IUD should be discussed.
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1. Papic M et al. Same-day intrauterine device placement is rarely 
complicated by pelvic infection. Women's Health Issues 2015; 25: 22–7.

This study compared rates of PID among women (15–45 years) who did and 
did not receive an IUD the day they requested EC or pregnancy testing. The 
women completed surveys at the time and 3 months after their clinic visit. The 
surveys assessed contraceptive use and symptoms, testing and treatment for 
STIs and PID. Of the 1060 women who visited the clinic, 272 completed both 
enrolment and follow-up surveys. Among survey completers with same day 
IUD placement, PID in the 3 months after enrolment was not more common 
(1/28 [3.6%]; 95% CI 0–10.4%) than among women who did not have a same 
day IUD (11/225 [4.9%]; 95% CI 2.7–8.6%; p=0.71). Chart review and 
electronic medical record data showed that rates of PID within 3 months of 
seeking EC or pregnancy testing were low whether women opted for same 
day or delayed IUD placement.

The authors concluded that same day IUD placement was not associated with 
higher rates of PID. However such a conclusion is not possible from n=28 
patients. Concern for asymptomatic STIs should not delay IUD placement 
in an EC situation, and efforts to increase the uptake of this highly effective 
reversible contraception should not be limited to populations at low risk of 
STI.
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1. Birgisson NE et al. Positive Testing for Neisseria gonorrhoeae and Chlamydia 
trachomatis and the Risk of Pelvic Inflammatory Disease in IUD Users. J Womens
Health 2015; 24(5):354-9.

Ref 1 - A prospective cohort study - the Contraceptive CHOICE Project (CHOICE) of 
over 9,000 women 14–45 years of age residing in the St. Louis area who were 
interested in initiating a new form of reversible contraception. At enrollment, 
participants were counseled regarding long-acting contraceptive methods with the
goal of increasing awareness of all reversible methods available. Participants were 
also tested for Neisseria gonorrhoeae (GC) and Chlamydia trachomatis (CT) during 
enrollment and were provided with contraception at no cost for 2–3 years. The 
frequency of self-reported PID in new IUD users was compared with women using 
other contraceptive methods. Among both new IUD users who tested positive for GC 
and/or CT and those who tested negative, the PID rate was 1% or below.
Conclusions: Results demonstrate that IUD use is safe for all women, including 
women at high risk for sexually transmitted infections.
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1. Lidegaard Ø et al. Hormonal contraception and risk of venous thromboembolism: 
national follow-up study. BMJ 2009; 339: b2890.

2. Ueda Y, Kamiya CA, Horiuchi C, et al. Safety and efficacy of a 52-mg levonorgestrel-
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Ref. 1 - All Danish non-pregnant women aged 15–49 (n=1,626,158), free of previous 
thrombotic disease or cancer, were followed from 2001 to 2010. Within 9,429,128 woman-
years of observation, 5,287 first ever venous thrombosis events were recorded, of which 
3,434 were confirmed. In non-users of hormonal contraception the incidence rate of 
confirmed events was 2.1 per 10,000 woman-years. Compared with non-users of hormonal 
contraception, and after adjustment for age, calendar year and education, the RR of 
confirmed venous thrombosis in users of transdermal combined contraceptive patches was 
7.9 (95% CI 3.5–17.7) and of the vaginal ring was 6.5 (4.7–8.9). The corresponding 
incidences per 10,000 exposure years were 9.7 and 7.8 events. The RR was not increased in 
women who used subcutaneous implants (1.4, 0.6–3.4) or used the LNG-IUS (0.6, 0.4–0.8). 
Compared with users of combined oral contraceptives containing levonorgestrel, the 
adjusted RR of venous thrombosis in users of transdermal patches was 2.3 (1.0–5.2) and of 
the vaginal ring was 1.9 (1.3–2.7).

Ref. 2 - A total of 34 women were prospectively followed-up, including two women with 
pulmonary hypertension. No clinically significant cardiovascular side effects were identified 
during the 1 year after LNG-IUS insertion, other than one case of mild vasovagal reaction at 
insertion. The 24-month LNG-IUS continuation rate was 97%.
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Prophylactic antibiotics to prevent endocarditis are advised for insertion.
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Acording to MEC WHO 2015 for both copper-IUD and LNG-IUS use in women with 
HIV or at risk for HIV benefits outweights risks.
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2. Evidence for Contraceptive Options and HIV Outcomes (ECHO) Trial Consortium. HIV incidence among 
women using intramuscular depot medroxyprogesterone acetate, a copper intrauterine device, or a 
levonorgestrel implant for contraception: a randomised, multicentre, open-label trial [published correction 
appears in Lancet. 2019; 394(10195):302]. Lancet 2019; 394(10195):303-13. 

3. Todd CS, Jones HE, Langwenya N, et al. Safety and continued use of the levonorgestrel intrauterine system as 
compared with the copper intrauterine device among women living with HIV in South Africa: A randomized 
controlled trial. PLoS Med 2020; 17(5):e1003110. 

Ref. 1 - The review identified eight articles from six study populations which addressed pelvic infections or other IUD-related complications. One study that directly compared women with varying levels of 
HIV disease severity found no differences in complication rates between those with severe or mild 
disease after short- and longer term follow-up. The remaining studies generally found low or no 
incidence of PID among IUD users.

Among eight articles from seven study populations that reported on HIV disease progression, there 
were generally no differences between women using IUDs compared with other contraceptives, nor were there changes between baseline and follow-up.

One article that reported directly on HIV disease transmission to non-infected male partners found no 
difference in HIV disease transmission, and five articles found no differences in genital viral 
shedding among women using IUDs. No direct evidence addresses potential differences in HIV 
disease progression or transmission by HIV disease severity.

In conclusion, limited evidence of fair to poor quality found no differences in infectious complications 
when comparing IUD complication rates among women with varying levels of HIV disease severity. One study found that IUD use was not associated with HIV transmission, and studies generally 
found no differences in genital viral shedding or disease progression; however, there was little 
direct evidence to address potential differences related to HIV severity.

Ref. 2 - A randomised, multicentre, open-label trial across 12 research sites in Africa. 7830 HIV-seronegative
women aged 16–35 years who were seeking effective contraception were enrolled and 7829 were randomly 
assigned to the DMPA-IM group (n=2609), the copper IUD group (n=2607), or the LNG implant group 
(n=2613). 397 HIV infections occurred (incidence 3·81 per 100 woman-years): 143 (4·19 per 100 woman-
years) in the DMPA-IM group, 138 (3·94 per 100 woman-years) in the copper IUD group, and 116 (3·31 per 
100 woman-years) in the LNG implant group. The hazard ratios for HIV acquisition were 1·04 for DMPA-IM 
compared with copper IUD, 1·23 for DMPA-IM compared with LNG implant, and 1·18 for copper IUD 
compared with LNG implant. 

Ref. 3 – In a randomized controlled trial in Cape Town, South Africa, 199 women with confirmed HIV 
seropositivity and not desiring pregnancy in the next 30 months were recruited and allocated, with 98 
receiving the C-IUD and 101 the LNG-IUS. Participants had genital tract samples collected by menstrual cup 
and blood taken for genital and plasma viral load levels at enrollment and at 3-, 6-, 12-, 18-, and 24-month 
visits. Women could return at any time for unscheduled visits and remained in the study even if the IUC was 
removed on request. Women receiving the LNG-IUS did not have any significant difference in change in 
detectable genital tract viral load compared with C-IUD users, regardless of ART status. However, women 
receiving the C-IUD were more likely to have the IUC removed than those receiving the LNG-IUS through the 
study period
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1. Allegretti JR et al. Are patients with Inflammatory Bowel Disease on Chronic 
Immunosuppressive Therapy at increased risk of cervical high-grade 
dysplasia/cancer? A Meta-Analysis. Inflamm Bowel Dis 2015; 21(5):1089–97. 

2. Busnach G et al. Immunosuppression and cancer: A comparison of risks in recipients of 
organ transplants and in HIV-positive individuals. Transplant Proc. 2006; 38:3533–3535. 

Ref 1 - Five cohort studies and three case control studies of patients with IBD on any 
immunosuppression with cervical high-grade dysplasia/cancer (n=995) were included in the 
meta-analysis. The total IBD population in these studies was 77,116. IBD patients had an 
increased risk of cervical high-grade dysplasia/cancer compared to healthy controls (OR= 
1.34, 95% CI: 1.23-1.46). Based on the increased risk identified in this study authors advised
that women with IBD on immunosuppression continue with annual cervical cancer 
screening.

Ref 2 - A longitudinal study was conducted on 2002 HIV-infected Italian subjects, 6072 HIV-
infected French individuals, and 2878 Italian recipients of solid organ transplants. 
Standardized incidence ratios (SIR) and 95% confidence intervals (CI) were computed to 
quantify the risk for cancer, compared with the French and Italian general populations. The 
SIRs for all cancers were 9.8 (95% CI: 9.0–10.6) for HIV-infected individuals versus 2.2 (95% 
CI: 1.9–2.5) for transplant recipients. In both groups, most of the excess risk was attributable 
to virus-related cancers. Among women younger than 40 years of age, a more than 10-fold 
increase in cervical cancer risk was found in both groups.
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