Dispelling Long-Acting
Reversible Contraception (LARC)
Myths & Misconceptions
Fact Sheet
MYTH: Adolescents and
nulliparous women are not
appropriate candidates
for IUDs.

FACT: Adolescents and nulliparous women can be
offered LARC methods, including IUDs.1 The U.S.
Medical Eligibility Criteria for Contraceptive Use,
classifies both women who haven’t had children and
adolescents as Category 2, finding the advantages
generally outweigh the risks. IUDs and implants have
the highest effectiveness, continuation rates, and user
satisfaction of all reversible methods.2

MYTH: IUDs cause
infertility.

FACT: IUDs do NOT cause infertility or make it harder
to conceive in the future. Infertility is no more likely after
discontinuation of IUD use than after discontinuation of
other reversible methods of contraception.3 In the past,
there was concern that IUD use could lead to infertility
due to increased chance of sexually transmitted
infections (STIs). While untreated STIs can lead to
pelvic infection, preventing some women from getting
pregnant, ample research shows that today’s IUDs do
not increase STI infection rates or lead to infertility. STI
testing should be performed at the time of IUD insertion,
if indicated. However, all women, including those using
IUDs, should see a health care provider if they have
new or unusual vaginal discharge or pelvic pain.

MYTH: IUDs cause
ectopic pregnancy.

FACT: The IUD does not cause ectopic pregnancy.
An ectopic pregnancy happens when a fertilized egg
implants somewhere outside the uterus, like in the
fallopian tubes. There is a chance any pregnancy
could be ectopic, and in the very unlikely event a
woman becomes pregnant while using an IUD, her
chances of having an ectopic pregnancy may be
increased. However, since the chance of becoming
pregnant while using an IUD is so low, the overall risk
of having an ectopic pregnancy is greatly reduced
while using an IUD as compared to not using any
contraceptive method.

MYTH: A woman who has
had an ectopic pregnancy
should not use an IUD.

FACT: Women who have had an ectopic pregnancy
can use IUDs.4 IUDs decrease the absolute risk of
ectopic pregnancy, whether a woman has had an
ectopic pregnancy before or not. Since the chance of
becoming pregnant with an IUD is so low, the overall
risk of having an ectopic pregnancy is greatly reduced
while using an IUD as compared to not using any
contraceptive method.

MYTH: If a woman using
an IUD develops an STI
or pelvic inflammatory
disease (PID), the IUD
should be removed
immediately.

FACT: If a woman using an IUD develops an STI or PID
she should be treated with antibiotics right away and
can keep the device in place if her symptoms improve
within 72 hours (3 days). If the symptoms do not
improve within that time, the device should be removed.
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MYTH: Results of STI
screening must be
confirmed before
IUD insertion.

MYTH: Patients should
be menstruating for IUD
insertion
(i.e., return to the office/
clinic when menses
starts).

MYTH: Immediate
Postpartum (IPP) IUD
insertion is associated
with high expulsion rates.

MYTH: Breastfeeding
mothers are not
appropriate candidates
for immediate
postpartum LARC.

FACT: Studies show that IUD insertion in patients
without clinical signs of an STI is safe. Requiring
testing and then a return visit for IUD insertion
decreases the chance that a patient gets her IUD,
leaving her at risk for an unintended pregnancy.
For this reason, same-day insertion of an IUD is a
recommended best practice, with routine treatment
of any subsequent positive STI screening results
undertaken following insertion. Routine antibiotic
prophylaxis to prevent pelvic infection is not
recommended before IUD insertion.5
FACT: Studies show that there is no clinical advantage
to IUD insertion during menses6 and that it decreases
the chance that a patient will actually return to the
office to get an IUD, potentially leaving her at risk for
an unintended pregnancy. For this reason, same-day
insertion of an IUD is a recommended best practice as
long as pregnancy may be reasonably excluded. Refer
to the CDC US Selected Practice Recommendations
(US SPR) for Contraceptive Use, 2016.

FACT: IUD expulsion rates are slightly higher with
immediate postpartum placement (10-27% versus
2-10% for interval insertion).8,9 The vast majority of
women who receive an IUD immediately postpartum
will not experience an expulsion and the advantages of
IPP placement outweigh the risks.7,8 Many women do
not return for postpartum follow-up appointments when
contraception is often discussed. Therefore, immediate
postpartum LARC insertion presents an opportunity to
provide a woman with a contraceptive method of her
choice while in the hospital for delivery and should not
be dismissed.
FACT: Most women can successfully breastfeed after
immediate postpartum initiation of any LARC method.
Women considering immediate postpartum hormonal
LARC should be counseled about the theoretical
risk of reduced duration of breastfeeding, but that
the preponderance of the evidence has not shown a
negative effect on actual breastfeeding outcomes.9 The
U.S. Medical Eligibility Criteria for Contraceptive Use
rates the copper IUD a category 1 (no restriction) for
breastfeeding women due to its lack of hormones and
the hormonal IUD and implant a category 2 less than
4 weeks postpartum (otherwise a category 1), making
LARC an option for immediate postpartum use.
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NON-CONTRACEPTIVE INDICATIONS
FOR HORMONAL CONTRACEPTIVE PRODUCTS
Medical Conditions Caused or Exacerbated by Menses
• Menorrhagia
• Dysmenorrhea
• Premenstrual syndrome
• Endometriosis
• Menstrual migraines
• Irregular menses

• Iron-deficiency anemia
• Some seizure disorders
• Menstrual flares of rheumatoid arthritis
• Coagulation defects (e.g., menstrual porphyria)

Conditions in this group often improve with any hormonal contraceptive product (progestin-only or
combined estrogen-progestin). However, for additional benefit and enhanced convenience, hormonal
contraceptives can be used continuously – that is, women can skip the hormone-free week of pills, patch,
or vaginal ring. Continuous use of hormonal contraceptives provides extra benefit for the conditions
above by eliminating menses.
Other Conditions Alleviated by Hormonal Contraceptives
• Vasomotor symptoms of perimenopause
• Acne

• Hirsutism
• Polycystic ovary syndrome

Risk Reduction through Use of Hormonal Contraceptives
• Ovarian cancer
• Endometrial cancer

• Colorectal cancer
• Osteoporosis
List of Hormonal Contraceptive Product Types

• Oral contraceptive pills: progestin-only
• Oral contraceptive pills: estrogen-progestin
• Contraceptive patch: estrogen-progestin

www.reproductiveaccess.org

• Contraceptive vaginal ring: estrogen-progestin
• Progestin depot injection
• Progestin implant
• Progestin-releasing intrauterine device

Terrah Stroda, CNM, APRN

FlintHills OBGYN
Delivering Change: Healthy Families,
Healthy Communities
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Why they are awesome. Period.
What are LARCs & what they are not
Revisit 2018 convo: Mom/Baby OUTCOMES
Myths vs facts
What’s all this cost?!
How to provide LARC if you don’t provide LARC
Shameless PLUG for upcoming LARC conference

Why are we after this BEAST?
 The are AWESOME!
 Contraception
 Maternal Pregnancy Outcomes
 Fetal Outcomes
 Gynecologic Outcomes
 Cost effectiveness
 High Patient Satisfaction
 FUN Procedure!

• Cu T3804 A (ParaGard)
is the only non-hormonal
LARC device
• 3 Levonorgestrelreleasing intrauterine
systems with varying
dosages: Mirena, Liletta,
Kyleena, and Skyla

IUCD

Effectiveness

Paragard

10 years

Mirena

5 years

Liletta

5 years

Skyla

3 years

Kyleena

5 years

Progestin Rod Implant/Contraceptive Implant
Nexplanon: 3 years

ACOG: Committee Opinion (2015)
Access to Contraception
ABSTRACT: Nearly all U.S. women who have ever had sexual intercourse have used some form of
contraception at some point during their reproductive lives. However, multiple barriers prevent women
from obtaining contraceptives or using them effectively and consistently. All women should have
unhindered and affordable access to all U.S. Food and Drug Administration-approved contraceptives. This
Committee Opinion reviews barriers to contraceptive access and offers strategies to improve access.
ACOG: Committee Opinion (2015)
Increasing Access to Contraceptive Implants and Intrauterine Devices to Reduce Unintended
Pregnancy
ABSTRACT: Unintended pregnancy persists as a major public health problem in the United States.
Although lowering unintended pregnancy rates requires multiple approaches, individual obstetrician–
gynecologists may contribute by increasing access to contraceptive implants and intrauterine devices.
Obstetrician–gynecologists should encourage consideration of implants and intrauterine devices for all
appropriate candidates, including nulliparous women and adolescents. Obstetrician–gynecologists should
adopt best practices for long-acting reversible contraception insertion. Obstetrician–gynecologists are
encouraged to advocate for coverage and appropriate payment and reimbursement for every
contraceptive method by all payers in all clinically appropriate circumstances.

Our Call to Action:
The IMR in Geary County for 2006-2010:
•10.4/1,000 live births
•(1 of the 4th highest in the state)

Before
Pregnancy

• Health Behaviors
• Knowledge Before
Pregnancy
• Quality Healthcare

During
Pregnancy

• Early Access to
Prenatal Care
• Education during
Pregnancy
• Navigators

After
Pregnancy

• Quality Care
• Education,
Screening &
Referral

Reproductive
Life Plan

• Planning
Pregnancy
• Contraception
• Optimum Birth
Spacing

Geary County, KS

Inadequate Birth Spacing
• 2011• 2017-

13%
11.6%

Birth Numbers:

• 2011- 930
• 2015- 1115 (*highest year)
• 2017- 890
Number of LARC devices inserted at FHOB
• 2014- 211
• 2015- 255
• 2017- 284
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Provider Training
Clinical Challenges… and Champions
Documentation
Follow Up
Nurse/Front Desk Triage
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One Key Question/Reproductive life planning- are we ready for
the answer??
o Women want BC yet we create barriers: protocols, lack of information,
insurance/reimbursement, problem-focused phone calls and clinic visits

Irony of LARC availability vs Governmental control of
conversations (local, state, fed)
Clinic Barriers to care
YouTube insertion videos

KDHE LARC Workgroup Survey 2019:
KDHE’s MCH grantee Network (Title V and Title X), safety
net clinics (through Community Care Network) and OB/GYNs
(through ACOG) in Kansas in January of 2019

Protocols!

Reproductiveaccess.org

KDHE LARC Workgroup, 2018






Reproductiveaccess.org
Bedsider.org
ACOG.org
http://www.kdheks.gov/c-f/index.html

Title X Resources:
 Providing Quality Family Planning Services-Recommendations of CDC and US
OPA: https://www.cdc.gov/mmwr/pdf/rr/rr6304.pdf
 U.S. Medical Eligibility Criteria for Contraceptive Use,
2016: https://www.cdc.gov/mmwr/volumes/65/rr/pdfs/rr6503.pdf
 U.S. Selected Practice Recommendations for Contraceptive Use,
2016: https://www.cdc.gov/mmwr/volumes/65/rr/pdfs/rr6504.pdf
 http://www.contraceptivetechnology.org/the-book/
 Title X Clinical Protocols: http://www.kdheks.gov/c-f/downloads/2016-17_Family_Planning_Clinical_Protocols.pdf
 Title X Clinical Appendix with Documentation Protocols:
• http://www.kdheks.gov/c-f/downloads/Clinical_Appendix.pdf

o

*ACOG LARC Program: www.acog.org/About-ACOG/ACOG-Departments/Long-Acting-Reversible-Contraception

o
o

Access to Women’s Healthcare in the USwww.acog.org/-/media/Statements-of-Policy/Public/64AccesstoWomenHlthCare2016-1.pdf

IUD Vendor Websites:
• Liletta: https://www.lilettahcp.com
• Kyleena: https://hcp.kyleena-us.com
• Mirena: http://hcp.mirena-us.com/
• Paragard: https://hcp.paragard.com
• Skyla: http://hcp.skyla-us.com/
Nexplanon Vendor Website:
• https://www.merckconnect.com/nexplanon/dosingadministration/

www.acog.org/About-ACOG/ACOG-Departments/Long-ActingReversible-Contraception/Advocating-for-Access-to-LARC
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Use resources
Push conversation
Don’t let fear win
Educate- Medical/Public domains equally

LARC Action Kit, Meet Clinical Champions, Onsite Training

