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Abstract The etonogestrel implant is a form of highly effec-
tive and long-acting reversible contraception, available in the
U.S. as Nexplanon® (Merck and Co, Inc., Kenilworth, NJ,
U.S.). It is placed under the skin of the upper arm by health
care providers and is approved for use up to 3 years. It is more
effective than any other method, including the intrauterine
devices (IUDs) and permanent sterilization methods. It has
few contraindications, and has high rates of satisfaction and
continuation. While irregular bleeding is the most common
side effect and reason for discontinuation of the method, most
women experience reduced bleeding overall, and it can be
used to improve dysmenorrhea, menorrhagia, and endometri-
osis. Complications related to use, insertion, and removal are
rare. While the implant has many advantages, it is important
for providers of family planning to use a patient-centered ap-
proach to counseling about all contraceptives, including high-
ly effective reversible methods, and to support women’s re-
productive autonomy.
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Introduction

The contraceptive implant is a form of long-acting reversible
contraception (LARC, also sometimes referred to as highly
effective reversible contraception, or HERC). The U.S. Food
and Drug Administration (FDA)-approved single subdermal
progestin rod can be used for up to 3 years and is marketed in
the United States as Nexplanon®. The rod is made of a semi-
rigid plastic called ethylene vinyl acetate copolymer and con-
tains 68 mg of etonogestrel, the active metabolite of
desogestrel [1]. The implant measures 40 mm by 2 mm,
roughly the size of a matchstick. Etonogestrel is slowly re-
leased over at least 3 years, peaking initially at 60–70 mcg
per day and decreasing to 25–30 mcg per day at the end of
3 years [2].

The implant was first approved by the FDA in 2006, and
was marketed as Implanon®. The manufacturer, Merck, mod-
ified the insertion device and added radiopaque barium sulfate
before releasing the current version, Nexplanon®, in 2011 [3•,
4•]. These modifications reduce the chance of failed and deep
insertions and allow for x-ray detection of non-palpable im-
plants [4•].

The implant is a safe option for most women and has very
few contraindications [5]. Although it is the most effective
form of contraception readily available in the United States,
less than 1 % of women use the contraceptive implant [6]. A
recent study that removed access barriers, such as cost, dem-
onstrated a higher rate of selection of the implant and also high
rates of continued use and satisfaction over time [7].

Two levonorgestrel implants have been approved in the
U.S., but are not currently available. The Norplant® was made
up of six rods containing 216 mg of levonorgestrel, and was
available in the U.S. from 1990 to 2002. While the product
was discontinued due to lack of materials per the manufactur-
er, litigation secondary to difficult removals may have contrib-
uted to the discontinuation [8]. Jadelle® is a two-rod implant
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containing 75 mg of levonorgestrel in each rod, and was pro-
duced by the same manufacturer as the Norplant®. Jadelle®
was approved by the FDA in 1996 for use up to 3 years, and
re-approved in 2002 for use up to 5 years. While it is used in
many other countries, it was never marketed in the U.S., per-
haps as the result of the manufacturer’s experience with the
Norplant®. As the Nexplanon® is the only implant currently
available in the U.S., it is the focus of this review.

Mechanism of Action

The etonogestrel implant works primarily by altering the
hypothalamic-pituitary-ovarian axis to suppress ovulation [1,
9, 10]. Additional contraceptive benefits are achieved by
thickened cervical mucus, which prevents sperm from pene-
trating, and changes in the endometrial lining, including thin-
ning of the lining and inactivation of the endometrial tissue [1,
9].

Effectiveness

The etonogestrel implant is one of the most effective methods
of contraception, with effectiveness comparable to the copper
intrauterine device (IUD), the levonorgestrel IUD, and both
male and female sterilization (Fig. 1) [11, 12]. The pregnancy
rate is reported to be 0.001–0.05 % in first year, compared to
8 % for typical use of combined hormonal contraceptives [13,
14•]. While all of the many prospective and retrospective
studies of the implant have reported no pregnancies [15, 4•,
12, 16–18], there have been rare cases of pregnancies with the

etonogestrel implant reported to the manufacturer; most of
these pregnancies were not the result of actual method fail-
ures, but instead occurred because the device was inadvertent-
ly not inserted, or the woman conceived prior to the insertion
or shortly after the insertion of the device [16, 19].

Although there is evidence that serum etonogestrel levels
are lower in obese women than in normal weight women [20,
21], there is no evidence of increased risk of ovulation or
pregnancy in obese women using the implant [22, 21, 16,
23•]. In 2012, a prospective cohort study of 5,368 women
using an etonogestrel contraceptive implant or an IUD found
no difference of failure rates among obese, overweight, and
normal weight women [23•].

While the etonogestrel implant has been primarily studied
for use up to 3 years in duration and is FDA-approved for only
3 years, serum etonogestrel levels remain relatively stable
over the 3 years [24], which suggests that it may be used for
at least 4 years and perhaps longer. Small studies in Thailand,
China, and Indonesia that extended use to 4 years did not
result in any unintended pregnancies [15, 25, 26].

Continuation and Satisfaction

Along with being one of the most effective methods, the im-
plant has high continuation and satisfaction rates. Recent stud-
ies show continuation rates ranging from 72 to 87 % at
12 months, 53 to 74 % at 24 months, and 25 to 66 % at
36 months [27, 28•, 29–31], which are higher than the contin-
uation of shorter acting methods and comparable to continua-
tion of the copper and hormonal IUDs [28•, 27, 30, 32, 33].
Continuation rates are also high when implants are used by

Fig. 1 Effectiveness of short
acting, long acting and permanent
methods: number of pregnancies
tper 100 women in first year of
typical use
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adolescents [32, 31], when inserted immediately postpartum
[34, 31], and when inserted immediately post-abortion [35,
36].

Satisfaction with the implant is also higher than for shorter-
acting methods and comparable to satisfaction with the copper
and hormonal IUDs, with recent studies demonstrating that
80–90 % of users reported satisfaction with the method [7,
37, 30, 33]. One study reported that while most women re-
ported no change or decrease in cramping, bleeding volume,
and bleeding frequency, those who reported worsening in
menstrual symptoms were less likely to be satisfied with the
method [37].

Eligibility

The implant is safe and effective for the majority of women
[5]. In fact, given that the implant is highly effective and has
high continuation and satisfaction rates, it should be included
as a first-line option, along with IUDs, for adult women and
adolescents [38, 39•], rather than as a method to consider only
if other ones are unsatisfactory or fail. There are no restrictions
of implant use based on age, weight, body mass index (BMI),
parity, or postpartum/post-abortion status.

Per the Centers for Disease Control and Prevention U.S.
Medical Eligibility Criteria (MEC 2010), there are few con-
traindications to using the progestin implant (Table 1). The
only absolute contraindication (MEC Category 4) to use of
the implant is current breast cancer [5]. Other medical

conditions that may be contraindications to etonogestrel im-
plant use are described in Table 1.

Other than ruling out pregnancy [24], no testing or exam is
needed to verify eligibility before use of the implant [40]. Of
note, while it is recommended that pregnancy is excluded
prior to implant insertion, there is no evidence that the
etonogestrel implant or any other hormonal contraceptive
(other than the hormonal IUD) has any effect on an established
pregnancy [41].

Providing the Method

In order to provide the method in the United States, the
FDA has mandated that clinicians participate in a 3-
hour training by the manufacturer, which reviews inser-
tion, removal, and complication management [24].
While the training requirements are more burdensome
than those for comparable methods (e.g., IUDs), they
are likely meant to prevent some of the issues related
to deep insertion and difficult removal that occurred
with the previously available multi-rod implant.

Insertion and removal are technically simple proce-
dures, with studies demonstrating an average insertion
time of less than 1 minute and removal time of 2–4 mi-
nutes [25, 17, 42, 4•]. These techniques are easily
learned by a range of providers, including obstetrician-
gynecologists, family physicians, pediatricians, inter-
nists, and advanced practice clinicians. Unlike the

Table 1 Contraindications to the contraceptive implant: conditions categorized as Category 3 or 4 in the CDCMedical Eligibility Criteria (MEC) for
Contraceptive Use*

Relative contraindications (MEC Category 3) Absolute contraindications (MEC Category 4)

Past breast cancer, no evidence of disease>5 yrs Current breast cancer

Cirrhosis, severe, decompensated

Ischemic heart disease†

Stroke†

Systemic lupus erythematosus with positive or unknown antiphospholipid antibodies

Migraine with aura†

Vaginal bleeding suspicious for serious condition, prior to evaluation

Liver tumors (hepatocellular adenoma and malignant hepatoma)

*Categories of classification:

3: The theoretical or proven risks generally outweigh the advantages

4: Unacceptable health risk if the contraceptive is used
†Method is a Category 3 for continuation of the implant if condition occurs during use of the implant

Adapted from Centers for Disease Control and Prevention. U.S. Medical Eligibility Criteria for Contraceptive Use,

2010. Adapted from the World Health Organization Medical Eligibility Criteria for Contraceptive Use, 4th edition.

Morbidity and Mortality Weekly Reports, 2010;59:1-84.
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IUDs, comfort and experience with uterine procedures is
not necessary for provision of the implant.

Prior to providing the method, clinicians should pro-
vide patient-centered counseling about the advantages
and disadvantages of the implant, as well as other con-
traceptive methods that are not contraindicated. A sam-
ple list of advantages and disadvantages of the implant
is provided in Table 2.

The implant can be inserted anytime during a woman’s
menstrual cycle if pregnancy can be reasonably excluded

[24].While many providers require a pregnancy test, pregnan-
cy can be reasonably excluded if a woman has no signs or
symptoms of pregnancy and meets any of the following
criteria [40]:

& Last normal menses≤7 days ago
& No vaginal intercourse since last menses
& Using reliable contraception consistently and correctly
& Spontaneous or induced abortion≤7 days ago
& Postpartum≤4 weeks

Table 2 Advantages and disadvantages of the contraceptive implant

Advantages Disadvantages

Easy to use
To use the method, you don’t have to remember to do anything on a regular

basis.

Can’t start on your own
Your health care provider has to insert it in order for you to start using it.

Completely reversible
Once the implant is removed, you can become pregnant right away.

Can’t stop on your own
Your health care provider has to remove it in order for you to stop using it.

It’s discreet
You can’t see the implant, though most women can feel it under the skin.

Rare complications with insertion and removal
Since it is inserted under the skin, your provider has to use a needle to insert

it, and has to make a small cut in the skin to remove it. Temporary
soreness is common, but other complications such as infection, nerve
damage, or difficulty locating or removing the device are rare.

Lightens menstrual bleeding
Most women using the implant experience lighter periods, and it helps
reduce symptoms in women who have very heavy or crampy periods, or
who have endometriosis. Some women stop getting a period all together.

Irregular bleeding
While the bleeding is commonly lighter with the implant, it is often
irregular, which can be inconvenient.

Highly effective
It is more effective than the birth control pill, patch, ring, injection, IUD, or

even male or female sterilization!

Possible weight gain
Implant usersmay cause a small amount of weight gain, but it is unknown if

this is actually because of the implant.

High satisfaction and continuation
Women report higher satisfaction with the implant than with the pill, patch,

ring, or the injection, and tend to want to continue it for longer than
women using other methods.

Possible decreased bone density
While the implant may decrease bone density, there is no evidence that it
causes osteoporosis or bone fractures.

No estrogen
Since the implant does not contain estrogen, it can be used by women who

cannot use estrogen due to their migraines, high blood pressure, diabetes,
or history of clots, for example.

Other possible side effects
Women using the implant have reported headache, mood swings,
depression, acne, gastrointestinal upset, breast pain, and vaginal
discharge. It is unknown if these side effects are actually from the
implant.

No monthly cost
While the implant and insertion can be costly, these costs are generally
covered by insurance, and using the implant eliminates the monthly
copay that many women encounter with other contraceptives.

No protection from sexually transmitted infections (STIs)
Unlike condoms, the implant does not protect against sexually transmitted
infections.

Adapted from the following sources:

ACOG. ACOG Committee Opinion no. 450: Increasing use of contraceptive implants and intrauterine devices to reduce unintended pregnancy.
American College of Obstetricians and Gynecologists, Committee on Gynecologic Practice, and Long-Acting Reversible Contraception Working
Group. Obstetrics and gynecology. 2009;114(6):1434–8.

Centers for Disease Control and Prevention. U.S. Medical Eligibility Criteria for Contraceptive Use,

2010. Adapted from the World Health Organization Medical Eligibility Criteria for Contraceptive Use, 4th edition.

Morbidity and Mortality Weekly Reports. 2010;59:1-84.

Darney P, Patel A, Rosen K, Shapiro LS, Kaunitz AM. Safety and efficacy of a single-rod etonogestrel implant (Implanon): results from 11 international
clinical trials. Fertility and sterility. 2009;91(5):1646–53.

Diedrich JT, Desai S, Zhao Q, Secura G, Madden T, Peipert JF. Association of short-term bleeding and cramping patterns with long-acting reversible
contraceptive method satisfaction. Am J Obstet Gynecol. 2015;212(1):50.e1-8.

Hatcher, R.A., Trussell, J., Nelson, A.L., Cates, W., Stewart, F., Contraceptive Technology. 19th ed. ed. 2008, New York: Ardent Media.

Nexplanon [prescribing information], revised 7/2014, Merck Pharmaceuticals: Whitehouse Station, NJ.
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& Fully or almost fully breastfeeding, amenorrheic, and<
6 months postpartum

Patient Information after Insertion or Removal

Patients should be advised that soreness in the arm may last a
few days, and swelling and bruising can persist for up to 1–
2 weeks. After insertion, patients should use backup contra-
ception for 7 days unless the implant is inserted within 5 days
of the last menstrual period [40]. After removal, fertility can
resume immediately, so patients should use a method of con-
traception if trying to avoid pregnancy.

Although follow-up is not required after either procedure,
providers should advise patients to return at any time to dis-
cuss side effects or other concerns, if they want to change to a
different contraceptive, or when it is time to remove or replace
the implant [40]. While symptoms may be managed with
medication or reassurance, patients should also be advised that
the implant may be removed at any time if desired.

Non-Contraceptive Benefits

Menstrual-Related Symptoms

In addition to preventing pregnancy, the contraceptive implant
provides non-contraceptive benefits [43]. While frequent or
prolonged bleeding is a common side effect and the most
common reason for dissatisfaction with the implant [44, 45],
most implant users actually experience bleeding that is similar
or decreased compared to their regular periods [37, 44]. The
implant is an effective treatment for dysmenorrhea—one
study found that the implant resolved dysmenorrhea in more
than three quarters of patients [44]. Because most women
experience decreased bleeding or amenorrhea with the im-
plant, it may be an effective treatment for women with men-
orrhagia. The implant has been shown to reduce pain due to
endometriosis [46, 47], as well as pain due to pelvic conges-
tion syndrome [48].

Cancer Risk

The relationship between the etonogestrel implant and cancer
risk is unknown. However, given that other progestin methods
have been shown to decrease endometrial cancer risk, it is
possible that the implant also reduces this risk [43]. Also,
given that combined hormonal contraceptives have been
shown to decrease ovarian cancer risk, presumably from their
anovulatory effect, it is plausible that the implant may reduce
this risk as well [43].

Side Effects and Complications

Effect on Bleeding

While most women experience the same or decreased
bleeding with the contraceptive implant [37, 44, 15,
49], bleeding changes are the most commonly reported
side effect and the most common reason for follow-up
or implant discontinuation [44, 45, 50]. While 20–40 %
of implant users report frequent or prolonged bleeding,
the implant can also cause amenorrhea (10–30 %) or
infrequent bleeding (30–50 %); about 40–60 % of wom-
en report lighter bleeding volume and 10–15 % report
heavier bleeding volume [44, 37, 15]. Bleeding in the
first 3 months after insertion is predictive of future
bleeding with the implant: most women with favorable
bleeding patterns continue to have favorable bleeding
patterns, and only half of women with unfavorable
bleeding who continue the implant experience an im-
provement [44]. Obese women are more likely than
overweight or normal weight women to have the im-
plant removed for bleeding [51].

Despite the prevalence of bleeding concerns in etonogestrel
implant users, there is minimal data to support the use of
treatment for these symptoms. A pragmatic approach to irreg-
ular bleeding in implant users starts with combined hormonal
contraceptives, such as taking a 30 mcg ethinyl estradiol pill
for 21 days followed by a 7-day break, for up to 3months [52].
This regimen has only limited evidence, but anecdotally ap-
pears to help. Some providers offer patients the option to con-
tinue the combined hormonal contraceptive for the duration of
the use of the implant.

A Cochrane review from 2013 reported on a few
medication regimens that show promise in decreasing
or regulating bleeding [53]. One study demonstrated
that a combination of mifepristone with doxycycline
or ethinyl estradiol was more effective at temporarily
improving bleeding than placebo, but had no long-
term effect; another study demonstrated that mifepris-
tone once monthly was effective to reduce bleeding in
levonorgestrel implant users, but not etonogestrel im-
plant users. Nonsteroidal anti-inflammatory drugs
(NSAIDs) also show variable results, with some effec-
tiveness in small studies. The authors conclude that the
data do not support routine use of any medication for
bleeding with progestin methods. A more recent study
demonstrated that women receiving reassurance and
doxycycline for bleeding with the implant were less
likely to remove the implant than those who received
reassurance alone [54].

While there are no data to support that pre-insertion
counseling improves acceptance and continuation of the
etonogestrel implant, it is good practice to realistically
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inform women of the bleeding patterns they might ex-
pect [55].

Effect on Weight

The effect of the etonogestrel implant on weight gain is not yet
fully known. A systematic review published in 2013 investi-
gated the effect of progestin-only contraceptives on weight,
but did not find any published studies evaluating the
etonogestrel implant [56]. One more recent study demonstrat-
ed weight gain in implant users compared to non-hormonal
contraceptive users (2.1 kg vs. 0.2 kg) at 12 months; however,
this difference was not present after controlling for con-
founders, specifically age and race [57]. Yet, another analysis
of the same data demonstrated that implant users were more
likely to perceive weight gain than non-hormonal IUD users,
and that perception of weight gain correlated well with actual
weight gain [58]. Therefore, the existing data about the effect
on weight from the etonogestrel implant are limited and
inconclusive.

Effect on Mood

Mood changes are commonly reported by implant users,
and 1–10 % of women report discontinuing the implant
for this reason [33, 17, 32, 30]. A recent animal study
investigated the effect of etonogestrel and depot
medroxyprogesterone acetate (DMPA) on serotonin and
gaba-aminobutyric acid (GABA) receptors, finding that
while DMPA appears to decrease serotonin receptors,
etonogestrel does not affect either serotonin or GABA
receptors [59]. As current data are limited, more re-
search is needed to examine the effect of the
etonogestrel implant on mood.

Effect on Breastfeeding

Women can breastfeed successfully with the implant, even
when it is inserted immediately post-partum. There is a theo-
retical concern, based on older animal studies, about the im-
plant adversely impacting breastfeeding success and infant
growth. This concern was addressed in 2010, when a system-
atic review on contraception and breastfeeding found no neg-
ative effect on breastfeeding initiation, continuation, or infant
health; however, only two of the studies included the
etonogestrel implant [60]. Two later studies found no differ-
ences in breastfeeding or infant growth for women starting the
implant 6 weeks postpartum compared to other methods [61],
and no difference in breastfeeding outcomes in women
starting the implant immediately postpartum (1–3 days) com-
pared to 4–8 weeks postpartum [62].As a result, the MEC
2010 considers use of the implant while breastfeeding a
Category 2 (advantages generally outweigh the risks) if it is

less than 1 month postpartum, and a Category 1 (no restric-
tions) if it is at least 1 month postpartum [5].

Effect on Bone Density

Although there is a theoretical concern about the effect of the
implant on bone mineral density (BMD), implants and other
progestin contraceptives have never been associated with in-
creased fracture risk. Of the progestin methods, DMPA has
been shown in numerous studies to reversibly decrease BMD
[63], but studies of the etonogestrel implant have been incon-
sistent. A few studies did demonstrate a decrease of BMD at
the forearm, but not other areas such as the hip or spine, and
these decreases were small, less than one standard deviation
from the mean [64–66]. As a Cochrane review pointed out, no
trials of contraceptives and bone effects included fracture as
an outcome, so there is no evidence to support that decreased
BMD increases fracture risk in progestin contraceptive users
[63].

Cardiovascular and Metabolic Effects

The CDC US MEC considers use of progestin-only contra-
ceptives as a Category 1 (no restriction) or Category 2 (advan-
tages generally outweigh the risk) for conditions which in-
crease a woman’s risk of a cardiovascular event, with addi-
tional restrictions for DMPA [5]. While combined hormonal
contraceptives do show a clear small increased risk of cardio-
vascular disease, particularly venous thromboembolism
(VTE), stroke, or myocardial infarction, studies of progestin-
only contraceptives have been inconsistent, and have not in-
cluded implant users [67–69].

However, a recent study of etonogestrel implant users
found that when inserted immediately postpartum, the implant
did not have any negative effect on coagulation factors when
compared to postpartum controls [70]. Even though this study
did not seek to capture changes in cardiovascular outcomes, a
lack of change in the coagulation system, particularly in post-
partum women, is reassuring.

Studies of the etonogestrel and levonorgestrel implants do
not demonstrate adverse metabolic effects including carbohy-
drate metabolism, lipids, blood pressure, liver function, or
thyroid function [71–75]. One recent study suggested im-
provements in fasting glucose and lipids among etonogestrel
implant users when compared to baseline [76].

When providing contraception to women at increased
risk for cardiovascular disease, it is important to balance
the potential risks of VTE from hormonal contraception
with the large increased risk of VTE with pregnancy
that could result from the lack of an acceptable contra-
ceptive method [5].
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Other Side Effects

Other commonly reported side effects of the etonogestrel im-
plant include acne, gastrointestinal upset, headache, breast
pain, and vaginitis [17]. However, data is limited regarding
these side effects, and more research is needed to ascertain if
they are related to the use of the implant.

Complications

Serious complications following implant insertion and remov-
al are very rare, occurring in less than 1 % of procedures [42,
4•, 77]. While studies of the levonorgestrel implants report
infection rates of<1 %, the majority of studies of the
etonogestrel implant report zero infections [77], and few cases
of device expulsions associated with infection have been re-
ported [19]. A small number of cases of nerve damage have
been reported secondary to incorrect placement of devices
adjacent to nerves [78, 79]. Fracture of the device is also very
rare [80, 18], although the manufacturer recommends that
when removing devices, they be measured to ensure the entire
device has been removed.

It is rare for the implant removal to be difficult, with
studies reporting difficulty rates ranging from<1–3 %
[81, 26]. Most often the difficulty resulted from deep
insertion of the previous version of the device, not the
one that is now exclusively used in this country. Deep
migration of an appropriately placed device has not
been reported [82]. Prior to removal, the clinician
should palpate the device at the site of insertion, and
not attempt removal of a non-palpable device without
further examinations to confirm the device is present.
High-frequency ultrasound or magnetic resonance imag-
ing (MRI) may be used to localize non-palpable
Implanon® devices [83], while barium-containing
Nexplanon® devices should be localized by X-ray or
computed tomography (CT) [24]. In the rare cases
where the implant cannot be localized, the manufacturer
suggests that providers call for further instructions.

Public Health Implications

The family planning and public health communities are com-
mitted to increasing the use of the implant and the IUDs (to-
gether referred to as LARC, or long-acting reversible contra-
ception). Despite its high efficacy and many other benefits,
implants are used by less than 1 % of women in the U.S. [6], a
result of multiple barriers, including cost, lack of trained pro-
viders, and lack of patient knowledge about the implant
[84–86, 38, 87–89]. Because LARC methods are also more
cost-effective than other contraceptives when used for greater

than 12–18 months [90], it has been posited that increasing
use of LARC would decrease total health care expenditures
[91–94]. Multiple efforts have investigated ways to increase
the use of LARC in multiple settings, including increasing
providers trained in LARC and increasing women’s interest
in the methods [95, 38, 96].

However, while there are many benefits to implants
and IUDs, it is important for providers to keep in mind
that these methods are not acceptable to all women. As
was pointed out in a recent commentary, socioeconomic
disparities cannot be solved solely by increased access
to these highly effective and easy-to-use methods [97•].
It is important to recognize that these are clinician-
dependent methods, and may undermine women’s repro-
ductive autonomy. Historically, sterilization and earlier
implant programs have disproportionately targeted wom-
en of color and of low socioeconomic status [8]. Recent
data demonstrates that providers’ recommendations
about intrauterine contraception are affected by their
perception of a woman’s race/ethnicity and socioeco-
nomic status [98], and that some women seeking to
discontinue their contraceptive implants encountered re-
sistance from their providers [99•].

While LARC methods have many advantages, clini-
cians must use a patient-centered approach to counseling
about all safe and effective contraceptive options, and
support women’s reproductive autonomy. Empowering
women to make choices about their bodies and their
lives is an integral part of providing contraceptive care,
and ultimately the best birth control is the one that a
woman selects for herself.

Conclusions

The implant is a contraceptive option that provides women
with a highly effective method that is easy to use, is well liked
by users, and has a favorable safety profile compared to other
hormonal methods. While the implant is underutilized com-
pared to other methods, it is growing in popularity as family
planning programs seek to decrease barriers to LARC
methods. While these efforts are improving women’s access
to highly effective contraception, providers must respect
women’s decisions to use, not use, or discontinue these
methods.
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