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Dear Colleague:

Modern intrauterine devices (IUDs) are safe, highly effective and cost-effective.  Unfortunately,
the 1995 National Survey of Family Growth found that the use of IUDs has dropped to 1% or 
less of U.S. women using contraception.  Use is low regardless of racial/ethnic background, age,
parity, marital status, income, or intention to have more children.  This issue of The Contraception
Report provides an overview of worldwide use of IUDs and describes IUDs that are available in
the United States and elsewhere.

We also review eligibility guidelines from the World Health Organization (WHO) concerning
IUD use.  WHO guidelines reaffirm the safety of IUD use in women who are at low risk of 
sexually transmitted diseases (STDs).  Another short article examines the use of prophylactic 
antibiotics at the time of IUD insertion — the most recent U.S. data suggest prophylaxis does 
not significantly decrease the risk of pelvic inflammatory disease (PID) and/or early removal for
medical reasons. 

We also look at a recent study on use of the IUD in HIV-infected women.  Contrary to current
opinion, the data suggest that this method may be a safe option for selected women with HIV 
infection.

In a future issue, we will continue our look at IUDs and consider their mechanisms of action,
timing of insertion, and relationship to endometrial cancer.

Our Patient Update provides women with an overview of what to expect when having an 
IUD inserted. 

We hope you find this information useful in your practice.

Sincerely yours,

David A. Grimes, MD
Executive Editor

The
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Introduction
Intrauterine devices are the most

widely used reversible contraceptive
method worldwide.1 One country,
China, accounts for about 70% of 
the 106 million users globally.1

Modern IUDs are safe, highly 
effective for contraception and cost-
effective.1-4 Despite these findings, use
remains variable around the world.
Some countries have wide usage and
others practically none.  For example,
use among all married women of
reproductive age (not just contracep-
tive users) is highest in China (33% of
all married women), the Scandinavian
countries (18%), Asian nations (13%)
and the Near East and North Africa
(12%) (Figure 1).1 About 7% of all mar-
ried European and Russian women rely

upon the IUD, while about 5% from
Australia and New Zealand do so.  On
the other hand, the overall use of the
IUD is lowest in North America (1.5%)
and sub-Saharan Africa (0.8%).

The wide variation in use reflects
different patterns of availability, 
clinician and patient perceptions, 
and cultural values.  For example, al-
though the IUD is used by less than
1% of sub-Saharan African women,
use of all forms of contraception in
this area of the world is generally
low.  In addition, accessibility of
trained providers is limited.  On the
other hand, the IUD is very popular
in China and Scandinavia; women
learn about its safety and efficacy,
and the method is widely available.  

In contrast, in North America, a
relatively affluent and educated area

of the world, IUD use is very low.
This reflects fears and misperceptions
about the IUD generated by its histo-
ry, as well as factors related to access.

A major cause of declining IUD use
in the U.S. was litigation concerning
the Dalkon Shield.1 This particular
device was removed from the market
after being linked to an increased risk
of PID.5 The litigation and media cov-
erage generated fears among women
and clinicians.  Furthermore, manufac-
turers of other IUDs withdrew them
from the market, even though their
safety and efficacy were not in ques-
tion.  Debate about the Dalkon Shield
continues.5,6 Regardless, the Dalkon
Shield has not been available for
almost 25 years and data concerning
its effect on PID cannot be extrapolat-
ed to today’s medicated IUDs. 

Worldwide Perspective on IUD Use
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Figure 1

Estimated Percentage of All Married Women of Reproductive Age 
Using the IUD for Contraception, 1995

Source: Trieman K, et al, 1995 (see reference 1).

Europe & former USSR =7.2%

China =33%

India =2.1%

Other Asian =12.9%

Australia & New Zealand =5.2%

Japan =3.5%

Scandinavia =18.2%

North America =1.5%

Latin America & Caribbean = 6.2%

North Africa & Near East = 11.6%

Tropical Africa = <1%



IUDs and Pelvic Inflammatory 
Disease

The risk of PID with modern IUDs
is very low.7 An analysis of World
Health Organization trials including
over 22,000 women found that the
primary risk of PID with IUD use 
occurs within the first 3 weeks after
insertion; thereafter the risk declines
to baseline levels and remains low.3
Research links PID to bacterial conta-
mination of the endometrial cavity
during insertion, rather than to the
IUD itself or to its string.  

A woman’s risk of contracting PID
is related primarily to exposure to
STDs.  Women at low risk of STDs
who receive an IUD have little long-
term risk of PID.  Data from the
Women’s Health Study,8 a large, case-
control study analyzed by the Centers
for Disease Control and Prevention,
found that “For women who were
married or cohabiting and with only
one sexual partner in the past 6
months, there was no significant in-
crease in the risk of PID even in the
first critical months after insertion.”7

Early studies finding an association
between PID and IUDs were plagued
by several important biases.5,6 These
included failure to control for number
of sexual partners and risk of STDs, in-
appropriate use of oral contraceptive
(OC) and barrier method users as the
control group (who gain protection
from PID), and other weaknesses 
of the case-control method.  When
these biases were taken into consid-
eration, a reanalysis of the Oxford
Family Planning Association study
found no statistically significant in-
crease in the risk of PID associated
with medicated IUDs.9

Developing Countries
The IUD is a dominant form of

contraception in many developing
countries (Table 1).1 The Copper T
380A IUD (TCu-380A), used in more
than 70 countries, is the most widely
available device.  The United States
Agency for International Develop-
ment (USAID), a major international
donor of IUDs, began supplying the
TCu-380A in 1985, the year after 
the device was approved by the U.S.
Food and Drug Administration.

Developed Nations
In some European countries, IUDs

are the contraceptive method of
choice for about 25% of women
using birth control.  In Canada, New
Zealand, Australia and Japan, on the
other hand, about 5% of women use
IUDs.  In the United States, however,
IUD use has dropped to about 1% of
all contraceptive users.

United States 
The use of the IUD among U.S.

women is at an all-time low.  Data
from the 1995 National Survey of
Family Growth (NSFG) indicate that
just under 1% of U.S. women rely
upon the IUD for birth control.10 In
fact, fewer women use the IUD than
use other methods with much higher
failure rates, such as the diaphragm,
withdrawal and periodic abstinence.

IUD use dropped to about 1%
among women regardless of demo-
graphic characteristics.  For example,
the 1% figure holds regardless of age
(women under age 25 years have
<1%), parity, marital status, income,
educational background or intention
to have children in the future.  

The drop in IUD use between 1982
and 1995 occurred among women 
of all racial/ethnic backgrounds.  
The decline was particularly steep,
however, among Hispanic women
(Figure 2 on page 6).  In 1982, 19% of
Hispanic women using contraception
chose the IUD for birth control.  This
percentage dropped to 2% by 1995.
Trends for non-Hispanic white and
black women were similar; by 1995,
only 1% used the IUD.

Barriers to IUD Use in the U.S.
Clinician Training

Lack of clinician training may 
impose barriers to obtaining an IUD
for U.S. women.  Westhoff et al sur-
veyed 272 U.S. obstetrics and gyne-
cology residency program directors
(with an 80% response rate) and
chief residents.11 Over one-third
(38%) of chief residents had never
inserted an IUD.  Another one-third
reported having performed five or
fewer insertions.  The manufacturers
recommend having performed 15 to
25 insertions under supervision to
attain competency, especially with
difficult insertions.  Thus, lack of
clinician training may limit U.S.
women’s access to IUDs.

Women’s Perceptions
Women’s perceptions of the IUD

also limit use.  Jacqueline Darroch,
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Table 1

Percent of Married Women 
Using Contraception Relying
Upon the IUD: Countries with
the Highest Rates of Usage

Asia and Pacific Region
Vietnam  62%
China 40%
Indonesia  19%
Thailand  10%

Latin America & the Caribbean
Ecuador   23%
Peru   22%
Mexico   20%
Bolivia   18%
Colombia   18%

North Africa & the Near East
Egypt   43%
Jordan   43%
Tunisia   35%
Turkey   30%

Sub-Saharan Africa
Senegal   19%
Botswana   17%
Nigeria   17% 
Kenya   13%

Former USSR
Kazakstan   66%
Russia   50%

Source: Adapted from Population Reports,
1995; data from National Health and Demo-
graphic surveys 1984-1995 (see reference 1).



PhD, Vice President of Research at
The Alan Guttmacher Institute, ana-
lyzed data from two U.S. surveys.
The first, a large survey of women’s
attitudes toward contraception, con-
sisted of in-depth interviews of 300
women aged 21 to 54 years who were
relatively affluent and of older age.
Only 16% of women reported having
a favorable attitude toward the IUD.12

In contrast, 76% held a favorable
opinion toward oral contraceptives
and 65% toward condoms.

Women who used the IUD, how-
ever, liked the method.  Among
women using the IUD, 99% reported
being “very” or “somewhat satisfied”
with the method.  This is in contrast
with 92% of implant users and 91%
of OC users.  

The survey also revealed that
women value certain characteristics
of a contraceptive method highly,
but do not perceive the IUD to
possess these characteristics.  For ex-
ample, the three most highly valued
attributes of a contraceptive method

are safety, ease/convenience, and
effectiveness.  Although data support
the safety, efficacy and ease of use of
modern IUDs, the women surveyed
did not list these as attributes they
perceived in the IUD.  Thus, many
women hold incorrect notions about
the method.

Additional research conducted by
The Alan Guttmacher Institute (AGI)
found that younger women and
women born outside the continental
United States indicated more willing-

ness to use the IUD than other women.12

The AGI concluded this from a tele-
phone interview survey of low-income
women aged 18 to 34 years.

Women born outside the U.S. had
more frequently used the IUD.  “Among
Hispanic women 5% of those born in
the [continental] United States and
7% of those born in Puerto Rico had
used IUDs, compared with 12% of
women born in Mexico or in Central
or South America.”  

Younger women reported a willing-
ness to consider using the IUD in the

future.  Among the younger women,
Hispanic women were more likely
than non-Hispanic white or black
women to report a willingness to use
the IUD.  Again, Hispanic women
born outside the U.S. reported almost
twice as much willingness to use the
IUD compared to women born in the
U.S. (continental U.S., 12%; Puerto
Rico, 15%; Mexico, 23%; Central 
and South America, 26%).

Willingness to use the IUD may re-
flect less exposure to negative media
messages about IUDs.  According to
Dr. Darroch, “The fact that younger
women and Hispanic women born
outside of the U.S. are so much more
likely to be interested in IUD use is
an indicator of the legacy of fear of
IUDs in general among women who
lived through the Dalkon Shield 
experience [and resultant media cov-
erage].  This suggests how difficult it
is to separate ‘good news’ from ‘bad
news,’ and to assess whether risks 
entailed in one formulation of a
method are unique to that formula-
tion or to all versions of the method.
Surveys of medical practitioners sug-
gest that these difficulties are not
limited to women alone.13 Those
who have been less exposed to the
Dalkon Shield experience may well
be more receptive to information
about today’s IUDs.”12

Wise use of the media may help to
educate women and clinicians about
the safety and efficacy of modern
IUDs.  In Turkey, a media campaign
encouraging women to visit family
planning centers for birth control 
resulted in a 30% increase in use of
the IUD.1 Education of U.S. women
and providers may also help to revive
the use of this method.

IUD Choices
United States

Currently, two IUDs are available
in the United States — the copper-
containing TCu-380A, and the
progesterone-containing proges-
terone T (see illustrations).1 The
TCu-380A is one of the most highly
effective IUDs ever developed and is
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Figure 2

Percentage Distribution of U.S. Contraceptive Users 
Aged 15-44 Years Relying upon the IUD by Race and Ethnicity

— NSFG* 1982, 1988 and 1995
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Source: Piccinino LJ and Mosher WD, 1998 (see reference 10).

Paradoxically, the IUD has a poor reputation in general, 
except among users, in whom it has a great reputation.



used worldwide.  A variation of 
the device is the slim-line version
(TCu-380S), in which the copper sleeves
are recessed into the ends of the arms.
The TCu-380S is used mainly in Cana-
da, Western Europe, and Hong Kong.

The progesterone T is available 
in the U.S. and France.  This device
contains a reservoir of progesterone,
which is released at the rate of 65 mcg/
24 hours.  The device is approved for
up to 1 year of use in the United
States and up to 18 months in France.

Outside the United States
Clinicians in other areas of the

world have about six additional IUD
options.  IUDs available outside the
U.S. include four copper-containing
devices and their variations (TCu-200
and 200B, Nova-T and CuNova T,
Multiload 250 and 375, and TCu-220C),
a nonmedicated device (the Lippes
Loop) and a device containing the
progestin levonorgestrel (LNG-20).

Copper IUDs
The most commonly used copper

IUDs besides the TCu 380A are the
Nova-T, Multiload 250 and Multiload
375, and the TCu-220C.  Another
copper device, the TCu-200 (and 
200B variation), is used mainly in
Bangladesh and India.  

One variation of the Nova T is the
CuNova T, first marketed in 1994.  The
CuNova T contains almost twice as
much copper on its stem as the Nova T.
The devices are approved for use in
European nations for 5 years.  Anoth-
er copper IUD, the TCu-220C, has 7
copper sleeves and is primarily used
in Mexico and China.

Multiload IUDs are widely used
and come in two sizes, standard and
short.  One advantage of the short
version is it can be useful for a woman
with a small uterus.  The Multiload
375 contains more copper wire (375
mm2) than the Multiload 250 and 
has a longer span of effectiveness 
(5 years vs. 3 years).

Nonmedicated (Inert) IUDs
The Lippes Loop is a nonmedicated

plastic device containing no copper or
hormones.  This device comes in four
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TCu-380A (380 mm2 copper)

Areas of major use: 
TCu-380A: Worldwide
TCu-380S: Canada, 
Western Europe and 
Hong Kong

Approved length of use:
TCu-380A: U.S.=10 years 
Commonwealth of Indepen-
dent States (formerly the
USSR)=6 years
TCu-380S: Canada=2.5 years
Europe=various

IUDs Available in the U.S.

IUDs Available Outside the U.S.

Progesterone T IUD
(releases 65 mcg/day progesterone)

Areas of major use:
United States, France
Approved length of use:
U.S.=1 year 
France=18 months

Nova T and CuNova T
(200 mm2 copper)  (380 mm2 copper)

Areas of major use: 
Europe, Canada, Asia 
and Pacific
Approved length of use:
European countries=5 years

TCu-200 and TCu-200B
(200 mm2 copper)  (200 mm2 copper 

with ball at stem end)

Areas of major use:
Bangladesh, India
Approved length of use: 
European countries=3 years
Canada=2 years

Lippes Loop
(nonmedicated plastic) comes in 4 sizes

Area of major use: 
Indonesia
Approved length of use: 
No limit

Multiload-250 and Multiload-375
(250 mm2 copper)  (375 mm2 copper)

Each comes in 2 sizes: 
Standard and Short
Areas of major use:  
Europe (including Russia 
and other members of the
Commonwealth of Inde-
pendent States), Australia,
India, Vietnam and other
Southeast Asian countries,
New Zealand, Latin America.
Approved length of use: 
ML-250=3 years 
ML-375=5 years

TCu-220C (220 mm2 copper on 7 sleeves)

Areas of major use: 
Mexico, China
Approved length of use: 
Mexico=3 years

Levonorgestrel 20 mcg

Areas of major use: 
Denmark, Finland, Norway,
Sweden.  Available in the
United Kingdom (U.K.) and
Singapore since 1995.  
Approved for use in: 
Belgium, France, Iceland 
and Switzerland
Approved length of use: 
5 years

Source: Adapted from Trieman K, et al, 1995 (see reference 1).



sizes of graduating lengths and thick-
nesses. The device, first approved 
in 1962, currently is used widely in
Indonesia.  An advantage of this de-
vice is that its length of effectiveness
has no limit.

Levonorgestrel IUD
The LNG-20 IUD is similar in design

to the progesterone T.  The stem con-
tains a reservoir of levonorgestrel, 
with a rate-controlling membrane that
delivers 20 mcg LNG to the uterine
cavity every 24 hours.  This device is
approved in 10 countries; its length
of use in the United Kingdom has 
recently been extended to 5 years
from 3 years.14

The LNG-20 differs from other
IUDs.1 Its effectiveness is among the
highest of all IUDs with a reported
Pearl Index of 0.0-0.3 in randomized
trials.  Additionally, women using
the LNG-20 report more amenorrhea
and decreased menstrual bleeding
compared to copper-IUD users, an
advantage for women at high risk of
anemia or excessive blood loss.15,16

Two studies have shown lower rates
of PID with the device compared to
copper-containing devices.16,17

The device may be useful for other
indications as well.  The progestin
may help in conditions such as
endometrial hyperplasia and uterine
fibroids, and prove useful as the
progestin component of hormone 
replacement therapy.18
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Educational Objectives: After reading this monograph, partici-
pants will be able to:
1)  state the findings from the 1995 National Survey of Family

Growth regarding the percentage of U.S. women using
contraception who rely upon the IUD;

2)  name one factor that may limit access to IUDs in the United
States;

3)  explain the World Health Organization (WHO) medical eligibili-
ty criteria guidelines for IUD use among nulliparous women;

4)  describe the latest findings concerning the effect of prophylactic
antibiotics at the time of IUD insertion upon PID and/or early
IUD removal; and,

5)  describe recent findings from Kenya concerning IUDs and PID
risk in HIV-infected women.

Educational Method: The information is presented in a mono-
graph, and the reader’s knowledge is tested by the CME quiz.  It 
will take the participant approximately 60 minutes to complete 
this lesson and quiz.

Evaluation: A course evaluation form will provide participants
with the opportunity to review the content of the monograph, 
to identify future educational needs, and to comment on any 
perceived commercial or promotional bias in the presentation.

Evaluation Instrument: The 10-question, multiple-choice CME
quiz is used as the evaluation instrument.

Intended or Target Audience: This monograph is intended for
obstetricians and gynecologists, family physicians, pediatricians,
adolescent medicine specialists, nurse practitioners, nurse midwives
and others involved in reproductive health care.

CME Information: This activity has been planned and
implemented in accordance with the Essentials and Standards of
the Accreditation Council for Continuing Medical Education
through the joint sponsorship of the Dannemiller Memorial Educa-
tional Foundation and Emron.  Dannemiller Memorial Educational
Foundation is accredited by the ACCME to provide continuing
medical education for physicians.

The Dannemiller Memorial Educational Foundation designates
this continuing medical education activity for up to 1 hour in 
Category 1 credit towards the AMA Physician’s Recognition Award.
Each physician should claim only those hours of credit that he/she
actually spent in the educational activity.

This continuing medical educational activity is made possible
through an unrestricted educational grant from Wyeth-Ayerst 
Laboratories. 



Summary
In 1995, the World Health Organi-

zation (WHO) released revised medical
eligibility criteria guidelines to assist
family planning agencies and clinicians
prescribe contraceptives.  By eliminating
overly restrictive barriers to use, WHO
hopes to increase access to and use of
birth control methods.  This article
briefly reviews some of the important
WHO guidelines concerning intrauterine
devices. 

Introduction
WHO researchers evaluated the

benefits and risks of using IUDs in
healthy women and in women with
certain medical conditions or individ-
ual characteristics, such as parity and
exposure or susceptibility to sexually
transmitted diseases.  A previous arti-
cle (The Contraception Report, January
1998) describes WHO’s methods for
devising the criteria in detail.  

Briefly, the eligibility criteria were
developed by international experts
from many organizations.  WHO ex-
perts reviewed the medical literature
from the past 10 years and devised
recommended medical eligibility 
criteria for different contraceptive
methods.  

One main concern was to address
outdated contraindications.  WHO
notes that “The contraindications for
many contraceptives tend to become
very rigid, resulting in denial of con-
traceptive access to many women.
Relative contraindications tend to 
become absolute.”  

This article presents a table adapt-
ed from the WHO guidelines (see
pages 10 and 11).  Not all the condi-
tions evaluated could be included;
however, the table provides a sam-
pling of some of the important issues
addressed by WHO.  The complete
document can be obtained from
WHO (see page 10 for information). 

A new categorization system guides
clinicians and program directors in

partners or other risk factors for 
STDs.  Women who have had PID
more than 3 months ago, with or
without a subsequent pregnancy,
may use IUDs provided they are no
longer at risk of STDs.  IUDs should
not be used in women who have PID
or have had PID within the past 3
months.  Women with recent PID
need to be screened carefully to 
determine their current risk of STD
exposure before an IUD can be 
considered an appropriate option.

Similarly, STDs currently or within
the past 3 months contraindicate IUD
use.  For women with vaginitis with-
out purulent cervicitis, however, the
benefits generally outweigh the risks
(Category 2).  

WHO researchers recommend
against IUD use for women who are
HIV positive, have AIDS, or have a
high risk of acquiring HIV (Category
3).  This caution is based on theoretical
concerns regarding increased risk of 
infection and/or bleeding among im-
munocompromised women.  Recent
data suggest, however, that the IUD
can be an appropriate and safe option
for selected HIV-positive women (see
article on page 14 for more information
about these findings).

The WHO panel suggests caution
(Category 3) for women with benign
gestational trophoblastic disease.  
The caution is warranted because of 
a possible increased risk of perforation
with IUD insertion in women having
multiple uterine curettages.  WHO 
rates malignant trophoblast disease 
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the choice of contraceptive by bal-
ancing the risks and benefits of the
method under certain conditions.  
For example, if the presence of a 
particular condition creates no obsta-
cle to use, the condition receives a
Category 1 rating.  If the benefits of a
method generally outweigh the risks,
the condition receives a Category 2
rating.  Category 3 applies to condi-
tions where the risks may outweigh
the benefits.

One advantage of the new system
is that it can be applied in specific
situations or for those programs
where clinical expertise is limited.
For example, Categories 1 and 2 can
be applied by personnel without 
substantial medical knowledge.  On
the other hand, if the woman’s con-
dition falls into Category 3 or 4, it
may be best not to use that method
unless a clinician who can exercise
clinical judgment is available.  

WHO clarifies prescribing
guidelines for women with various
characteristics.  For example, WHO
guidelines suggest that the benefits
of IUDs generally outweigh the risks
for women of any age, whether par-
ous or not, as long as the woman is
at low risk of STDs.  For many years,
young age has been considered a
contraindication, especially if the
woman was nulliparous, because 
of the concern regarding pelvic
inflammatory disease and possible
subsequent infertility.  WHO guide-
lines suggest the benefits outweigh
the risks for women younger than 
20 years of age as long as they are 
at low risk for STDs.  

Furthermore, nulliparity itself 
no longer contraindicates IUD use.
WHO researchers rate nulliparity 
a “Category 2,” indicating that the
benefits generally outweigh the risks.
WHO cautions that clinicians should
be aware of an increased risk of expul-
sion among nulliparous women.

PID with IUD use is a concern
among women with multiple sexual

Increasing Access to IUDs

WHO Category Guidelines
Category 

1 No restriction to use
2 Benefits generally outweigh

risks
3 Risks may outweigh benefits
4 Risks outweigh benefits



a “Category 4,” indicating women
with the condition should not use 
the IUD.  WHO advises, however, 
that “There are no data linking IUDs
to the development or recurrence of
malignancy.”

In addition, WHO guidelines sug-
gest a Category 2 rating for women
with heavy or prolonged bleeding

with regular menstrual patterns.  
The researchers suggest that the 
levonorgestrel-containing IUD may
be indicated to reduce heavy bleeding
(although lack of availability precludes
this option for women in the U.S.).
Bleeding can also be lessened with
use of the progesterone T IUD.  

Other conditions for which IUDs
may be used with no restrictions 
include the presence of essential 
hypertension, cigarette smoking,
first-trimester abortion, headaches,
use of other medications, thyroid 
disease, epilepsy, biliary disease and
history of cholestasis.  

Reference
1. Family and Reproductive Health

Programme.  Improving Access to Quality
Care in Family Planning. Medical Eligibility
Criteria for Contraceptive Use. World Health
Organization: Geneva, Switzerland, 1996.
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WHO Category 4: 
Risks Outweigh Benefits — Do NOT Use IUDs 

• Currently pregnant
• Active STD (including purulent cervicitis) or PID now or in the last 3 months
• Sepsis following childbirth or abortion
• Until evaluated, abnormal vaginal bleeding that suggests a serious medical

condition
• Severely distorted uterine cavity that prevents proper IUD insertion
• Cervical, endometrial, or ovarian cancer awaiting treatment; malignant

trophoblast disease
• Pelvic tuberculosis

Intrauterine Devices (IUDs)
CATEGORY

Init=Initiation Cont=Continuation
CONDITION CU* LNG** RATIONALE/COMMENTS

AGE
a) Menarche to <20 years 2 2 There is concern about the risk of expulsion in younger age groups

due to nulliparity. 

b) ≥20 years 1 1

PARITY

a) Nulliparous 2 2 Nulliparity is related to an increased risk of expulsion.

b) Parous 1 1

VAGINAL BLEEDING PATTERNS Init Cont

a) Irregular patterns without heavy bleeding 1 1 1

b) With heavy or prolonged bleeding 
(including regular patterns) 2(a) 1 2(a) There is some concern about increased bleeding with copper IUDs.

LNG use may actually be indicated to correct heavy bleeding.  LNG
use may induce irregular bleeding patterns, especially during the first 
3-6 months, but these patterns may persist longer.  The amount of
blood loss is always reduced, which may be a desirable effect in many
women.  For women with regular menstrual patterns with heavy or
prolonged bleeding, IUD use is a category 2.

HIV/AIDS

a) HIV positive 3 2 There is concern about increased blood loss with copper IUDs.

b) High risk of HIV 3 3 There is concern about high STD risk.

c) AIDS 3 3 There is concern about the increased risk of STDs and PID because 
of suppressed immunological response.

**CU=Copper-bearing IUD
**LNG-20=Levonorgestrel-releasing IUD

For more information concerning
the Medical Eligibility Criteria for
Contraceptive Use contact:

Ms. Meena Cabral
Family Planning and Population
Family and Reproductive Health
World Health Organization
1211 Geneva 27, Switzerland
FAX: 41-22-791-4189
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Intrauterine Devices (IUDs) continued
CATEGORY

Init=Initiation Cont=Continuation
CONDITION CU* LNG** RATIONALE/COMMENTS

POSTPARTUM

Breast-feeding or non-breast-feeding 
(including post-caesarian section)

a) <48 hours 2 3 There is an increased risk of expulsion for IUD insertion done within 
the first 48 hours postpartum.

There is a lack of data on the local effects of LNG-IUDs on uterine 
involution.  Concern that the neonate may be at risk due to exposure
to steroid hormones during the first 6 weeks postpartum is the same 
as for other progestin-only contraceptives.

b) 48 hours to 4 weeks postpartum 3 3 There is an increased risk of perforation for IUD insertions done after 
48 hours and up to 4 weeks postpartum.

c) ≥4 weeks 1 1(b)

d) Puerperal sepsis 4 4

POST-ABORTION

a) First trimester 1 1 IUDs can be inserted immediately after first trimester spontaneous 
or induced abortion.

b) Second trimester 2 2 There is some concern about the risk of expulsion after second
trimester abortion.  There is a lack of data on the local effects 
of LNG-IUD on uterine involution.

c) Post-septic abortion 4 4 There is a significant risk of infection after septic abortion.

PELVIC INFLAMMATORY DISEASE (PID) 
AND PID RISK(c) Init Cont Init Cont

a) Past PID (assuming no known 
current risk factors for STDs)

with subsequent pregnancy 1 1 1 1 In women at low risk of STDs, IUD insertion poses little risk of PID.

without subsequent pregnancy 2 2 2 2 Current risk of STDs and desire for future pregnancy are relevant 
considerations.

b) PID — current or within the last 4 3/4(d) 4 3/4(d) There is serious concern that IUD use increases the risk of PID in 
3 months these women.

STDs

a) Current or within 3 months 4 4 There is serious concern that IUD use increases risk of PID in 
(including purulent cervicitis) these women.

b) Vaginitis without purulent cervicitis 2(e) 2(e)

c) Increased risk of STDs 3 3
(e.g. multiple partners or partner 
who has multiple partners)

TROPHOBLAST DISEASE

a) Benign gestational trophoblastic disease 3 3 There may be an increased risk of perforation as the treatment for 
the condition may require multiple uterine curettages and IUD use 
seems unwise in this situation.  There are no data linking IUDs to 
the development or recurrence of malignancy. 

(b) Malignant gestational trophoblastic disease 4 4

**CU=Copper-bearing IUD
**LNG-20=Levonorgestrel-releasing IUD

(a) Category 3 if anemia noted clinically.  Unusually heavy bleeding should cause suspicion of a serious underlying pathology.
(b) If breast-feeding, LNG-IUD is a Category 3 until 6 weeks postpartum.
(c) Barrier methods, especially condoms, are always recommended to prevent STD/HIV/PID.
(d) Continued use of an IUD depends upon the client’s current risk factors for STDs and PID and her informed choice.
(e) Where background incidence of STDs is high, vaginitis may indicate an STD.



An early randomized trial from
Kenya suggested that the use of
prophylactic antibiotics at IUD
insertion helped to prevent PID.
Subsequent randomized trials,
however, have failed to confirm
such an effect.  The latest U.S. 
trial found no difference in early
IUD removal among women 
given prophylactic azithromycin
compared to women given placebo.
The overall data indicate that
antibiotics given at IUD insertion
are not warranted.  The risk of 
IUD-associated PID is very low in
women at low risk of STDs with 
or without prophylaxis.

Introduction
Antibiotics given at the time of

curettage abortion help to prevent
postoperative infection.1,2 Because of
this fact and because IUD insertion
has been associated with a transient
increased risk of PID, researchers 
have hypothesized that prophylactic
antibiotics at the time of insertion
might provide a benefit in reducing
the occurrence of PID.

Data from Africa and Turkey
The first investigation of this

hypothesis found a nonsignificant 
reduced risk of PID when antibiotics
were given at the time of IUD inser-
tion.3 Researchers conducted a double-
blind, randomized study of 1,655
women recruited from the Kenyatta
National Hospital in Nairobi,
Kenya.  The study evaluated
the efficacy of a single 200 mg
dose of oral doxycycline at
the time of IUD insertion in
preventing PID during the
first 3 months of use.  With
few exceptions, the women
were fitted with the Copper T
380A IUDs. 

The 3-month rates of PID
were lower for the doxycy-
cline group compared to the
placebo group (1.3 % vs. 1.9%;
p=0.17). However, significantly
fewer women in the doxycy-
cline-treated compared to the
placebo group returned to the
clinic for unscheduled IUD-
related follow-up visits (RR=0.7;
95% CI, 0.5-0.9).  The investi-
gators concluded that antibiotic
therapy provided statistically
insignificant protection
against PID, but suggested 
the effect on reducing clinic
visits could be important.
Subsequent investigations
have explored whether anti-
biotics at IUD insertion help
to prevent PID or early IUD
removal.4-7

A Nigerian trial attempted to 
replicate the findings in Kenya.4
The randomized, double-blind trial
enrolled 1,485 women at University
College Hospital of Ibadan, Nigeria.
The study evaluated a 200 mg dose 
of oral doxycycline versus placebo 
in preventing PID during the first 
3 months post-insertion.  At 90-day 
follow-up, women who received
antibiotics were not less likely to 
experience PID-related complications.
This study fell short of the desired
sample size, however.  Paradoxically,
the rates of PID were higher than
those for unscheduled visits, which 
is implausible. 

A study of 300 Turkish women 
also found no effect of antibiotics 
on PID risk.  Researchers randomized

Antibiotics Unnecessary at IUD Insertion
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PID** Early Removal††
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with Prophylactic Antibiotic 
Treatment at Time of IUD Insertion:  

Results from Three Randomized
Controlled Trials

* 200 mg oral doxycycline
** PID = pelvic inflammatory disease
† 500 mg oral azithromycin

†† Early IUD removal for any medical reason other than partial expulsion

Source: References 3, 6, and 7.



150 women to receive prophylactic
antibiotics and 150 women to receive
no therapy.5 Women received 200 mg
oral doxycycline 1 hour prior to IUD
insertion and daily for 2 days.  The
overall infection rate was not signifi-
cantly different between the antibiotic
group and the untreated group (2.1%
vs. 2.9%, respectively).

U.S. Data
Subsequent trials from the United

States confirm that prophylaxis appears
to have no benefit (see Figure).6,7 The
data come from a study conducted in
California by the IUD Study Group.
The pilot study used early IUD removal
for medical reasons rather than PID 
as the primary outcome measure.  Re-
searchers expected that acute infection
of the upper genital tract would be
too rare an event to serve as the study’s
main outcome measure.  Instead, they
used two more relevant outcomes:
whether pre-IUD insertion antibiotic
prophylaxis would affect the rate of 
(1) early IUD removal for reasons other
than partial expulsion and (2) the need
for related medical services.  The pilot
study used 200 mg oral doxycycline at
the time of IUD insertion.

The pilot study assigned 447 IUD
users to either medication or placebo.
The removal rate within the first 3
months after insertion in the antibi-
otic-treated group was 3.6% vs. 4.5%
for the placebo group.  According to
the study authors, “This reduction in
the removal rate was not statistically
significant given the limited size 
of the pilot study (RR=0.8; 95% CI,
0.3-2.3). Only two subjects, one from
each treatment group, met the
diagnostic criteria for acute PID.”

The full-scale study—a triple-masked,
randomized, placebo-controlled trial
—was based on the protocols devel-
oped during the pilot study.7 One
change made to the protocol, how-
ever, was the use of a single dose 
of azithromycin (500 mg) instead of
doxycycline (200 mg).  Researchers
commented that “We hoped that the
long tissue half-life of azithromycin
(2-4 days) would provide greater 
protection than was seen with a 

single dose of doxycycline (half-life 
24 hours).” 

Complication rates were low among
the 1,867 women who received an
IUD.  Removals for any reason within
90 days occurred in 3.4% of the place-
bo group compared to 3.8% of the
antibiotic-treated group.  In addition,
expulsions, both partial and full, oc-
curred equally among both groups
(3.4% vs. 3.5% for placebo vs. azithro-
mycin).  During the 90 days after
insertion, only one woman in each
treatment group developed PID.

The investigation found no benefit
of treatment.  According to the authors,
“Prophylaxis with azithromycin did
not affect the likelihood that a woman
would retain her IUD at 90 days or
the frequency of post-insertion med-
ical attention.” 

The data reaffirm the rarity of salp-
ingitis or endometritis related to IUDs.
“With contemporary screening of
prospective IUD users, the risk of
pelvic infection is very small.”  The
investigators concluded that “In the
absence of any demonstrable effect
on IUD continuation rate, morbidity,
and use of medical services, routine
antibiotic prophylaxis at IUD insertion
seems unwarranted.  In appropriate
candidates for intrauterine contracep-
tion, infection of the upper genital
tract is rare, with or without antibi-
otic prophylaxis.”
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“Two important findings from the large IUD
Study Group trial emerged.  Use of prophylactic
antibiotics offered no significant benefit.  The
more important finding was the near absence of
upper genital tract infection.  With contemporary
screening of candidates for IUDs, infection is
rare, even in the critical few weeks after insertion.
This is further corroboration of the safety of
today’s IUDs.”

— David A. Grimes, MD



Introduction
Current recommendations suggest

IUDs should not be the first method
of choice for women with HIV infec-
tion.  The World Health Organization
and International Planned Parenthood
Federation® recommend that HIV-
infected women not use the IUD for
contraception.1,2 These recommen-
dations are based upon theoretical
concerns about an increased risk of 
infection and possible increased risk
of female-to-male HIV transmission
from increased menstrual blood loss.
The recommendation also reflects con-
cern about behavioral characteristics
that may make some HIV-positive
women more susceptible to STDs 
and PID.

IUD Use in HIV-Infected Women
Research conducted in Kenya by

Family Health International suggests
that carefully selected HIV-infected
women may safely use the IUD for
contraception.3,4 Researchers enrolled
649 women who otherwise met eligi-
bility criteria for IUD insertion, includ-
ing a low risk of STDs.3 Women came
from two family planning clinics in
Nairobi, Kenya.  

The investigators followed 156 HIV-1
infected women and 493 non-infected
women.  Researchers gathered data
on complications related to the IUD
at 1 and 4 months after insertion.
Overall complications were defined as
pelvic inflammatory disease (PID), full
or partial IUD expulsion, pregnancy,
or IUD removal because of infection,
pain, or bleeding.  Infection-related
complications consisted of any pelvic
tenderness criterion upon physical 
assessment or IUD removal for infec-
tion or pain.  IUD-related complaints
included other complaints such as
bleeding, bleeding for longer than
normal, abdominal pain, backaches,
itching and yellowish discharge.

Researchers found no statistically
significant difference between HIV-
infected and non-infected women in
overall complications (OR=0.8; 95%
CI, 0.4-1.7) (see Figure).  They also
found no difference in infection-
related complications between the
two groups (OR=1.0; 95% CI, 0.5-2.3).
These results were adjusted for marital
status, study site, previous IUD use,
ethnic origin, and frequency of sexu-
al intercourse.

The investigators also explored
whether HIV-infected women might
have more complications based on
their immune status.  They found no
difference in overall complication
rates, infection-related complications
or IUD-related complaints among
HIV-infected women who were

severely, moderately, or mildly
immunocompromised.

The authors suggest that, although
their study cannot rule out a small in-
creased risk for HIV-infected women
related to IUD use, the data support
the use of IUDs in appropriately
selected HIV-infected women.  The
authors emphasize that rates of PID
were low in both groups of women
(1.4% for HIV-infected vs. 0.2% for
non-infected) (2 cases among HIV-
infected women and 1 case among
non-infected women).  Furthermore,
rates of infection-related complica-
tions were similar in HIV-infected
and non-infected women (6.9% vs.
5.7%, respectively).  

Because some data indicate that
HIV-infected women may have a
more severe presentation of PID,5,6

HIV-infected women need continuing
access to medical care.  The researchers
conclude, “Our data suggest that IUDs
may be a safe contraceptive method
for appropriately selected HIV-1
infected women with continuing 
access to medical services.”
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1. Which country accounts for about 70% of all IUD 
use worldwide
a. India
b. China
c. Russia
d. United States

2. Which IUD is the most widely available around 
the world
a. Nova T
b. Lippes Loop
c. Copper T 380A
d. Levonorgestrel-20

3. According to estimates from the 1995 National Survey
of Family Growth, about what percentage of all U.S.
women using contraception rely upon the IUD 
a. 1%
b. 10%
c. 25%
d. 35%

4. All of the following factors may limit IUD accessibility
in the United States EXCEPT
a. lack of clinician training in insertion 
b. confusion about the safety and efficacy of IUDs
c. limited number of devices on the U.S. market
d. high rates of pelvic inflammatory disease 

>3 months after insertion

5. According to a survey by The Alan Guttmacher
Institute, which of the following women are most 
willing to consider using an IUD
a. women over age 25 years
b. Hispanic women born in the U.S.
c. Hispanic women born outside the U.S.
d. non-Hispanic white women intending 

no more children

6. Which statement best describes the WHO guidelines
concerning IUD use for nulliparous women at low risk
of sexually transmitted disease 
a. no restrictions to use
b. benefits generally outweigh the risks
c. risks generally outweigh the benefits
d. should not be used

7. Women with which of the following conditions
should NOT use an IUD
a. essential hypertension
b. cigarette smoking 
c. vaginitis without purulent cervicitis
d. sexually transmitted disease within the 

past 3 months

8. Overall, the use of prophylactic antibiotics at IUD 
insertion has what effect on the risk of PID and/or
early IUD removal
a. no significant effect
b. reduces the risk of PID by 50%
c. reduces the risk of PID but not early removal
d. reduces the risk of expulsion

9. Data from a large WHO trial suggest that the risk of
PID with IUD use is greatest 
a. within 3 weeks after insertion
b. between 3 and 6 months after insertion
c. between 9 and 12 months after insertion
d. more than 12 months after insertion

10. Sinei et al found that HIV-infected women 
using the IUD compared to non-infected women 
experienced 
a. no significant difference in overall complications
b. a 20% higher risk of infection-related complaints
c. more early removals for bleeding
d. more complaints of pain during insertion

Please mark your answers on the CME Quiz Answer Form.
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