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Learning Objectives
Following completion of this chapter, you should be able to:

	1.	 Discuss the history of intrauterine devices (IUDs) in the USA
	2.	 Explain the history and commonly held misconceptions about adolescent 

IUD use.
	3.	 Describe the history of reproductive coercion and injustice involving the 

IUD in the USA
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�Introduction

The modern IUD has existed in some shape or form since the beginning of the twen-
tieth century [1]. Despite advances in this form of long-acting reversible contracep-
tion (LARC) and their demonstrated safety and efficacy for use in adolescents [2], 
there remain misconceptions among patients and providers regarding IUD safety 
and indications for use [3]. As adolescent and young adults (AYAs) are at especially 
high risk of unintended pregnancy, it is imperative that they are aware of all avail-
able forms of contraception, including IUDs, in order to make informed decisions 
that best fit their individual reproductive goals [4]. Approaches that support each 
patient and help them to choose a method that best meets their current and antici-
pated needs will be discussed in more detail in Chap. 5 [5].

Case

Callie is a 15-year-old cisgender female presenting for contraception options coun-
seling with her mother. She was previously started on oral contraceptive pills for 
dysmenorrhea. However, despite many efforts to remember, she often forgets her 
pills. Her mother complains that her cramps have been worse recently because 
she is not consistent with her pills, and she has been missing more school. In pri-
vate, Callie tells you that she is not currently having sex, but has a boyfriend of 
6 months and they are talking about having sex soon. She has heard about IUDs 
from a friend and thinks that she would like to get one. With her mother back in 
the room, Callie voices interest in the hormonal IUD to help with her cramps. Her 
mother raises concerns that the IUD is too “new” and has not had enough time to 
be “proven safe.”

�IUD History

Reviewing the history of the IUD can help us to better understand some of the 
lingering misconceptions regarding current IUDs [1]. First-generation IUDs were 
made in Germany and consisted of silkworm gut, and later hard rubber or various 
metals [1, 6]. England and British overseas territories later adopted the “Gräfenberg 
Ring” a spirally coiled metal ring composed of copper, nickel, and zinc created by 
Ernest Gräfenberg of Berlin, in the mid-1900s [1]. Second-generation devices con-
taining plastic components later emerged and included the Maizlin Spring, Incon 
Ring, and the Dalkon Shield [1]. The Dalkon Shield, produced by the A.H. Robins 
pharmaceutical company, was made available for use in the USA in 1971; approxi-
mately 3.6 million were sold worldwide. The Dalkon Shield IUD was a plastic, 
irregular oval shape device with “foot-like” projections to prevent expulsion, and 
was attached to a porous multifilament string. See Fig. 1.1 below.
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Concerns regarding IUD safety came to the forefront in 1968 with a published 
report documenting critical IUD-associated complications and death [7]. Reports 
of septic abortions among Dalkon shield users prompted the Centers for Disease 
Control and Prevention (CDC) to conduct a physician survey in 1973 regarding 
patients who had been hospitalized with or had died from complications related 
to the use of an IUD in the previous 6 months [8]. This study estimated a device-
related hospitalization rate of 5 per 1000 IUD users. Five device-related fatalities 
were noted, with four due to severe infection. There were additional reports around 
that time of maternal morbidity and mortality associated with pregnancy and the 
Dalkon shield in situ [9]. Use of the Dalkon shield was subsequently noted to be 
associated with higher pregnancy rates than expected, and higher risk of compli-
cated pregnancies including spontaneous and septic abortions [10]. Distribution 
of the Dalkon Shield was halted after USA Food and Drug Administration (FDA) 
hearings in 1974 [9]. More than 400,000 lawsuits were filed against A.H. Robins 
and, in 1985, the company filed for bankruptcy.

There has been considerable controversy over the last several decades about IUD 
use and the risk of pelvic inflammatory disease (PID), infection, and infertility, as 
well as the role of the Dalkon Shield’s multifilament tailstring in upper genital tract 
infection among its users. While earlier retrospective case–control studies impli-

Fig. 1.1  A number of 
IUDs throughout history. 
(Presented with permission 
from the Dittrick Medical 
History Center at Case 
Western Reserve 
University)
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cated IUDs, and the Dalkon Shield in particular, with PID and tubal infertility [10, 
11], researchers since have identified bias and methodologic flaws in these earlier 
studies [8, 12]. These included use of inappropriate comparison groups, ascertain-
ment bias (over-diagnosing salpingitis among IUD users), and not controlling for 
confounding factors, such as number of sexual partners. When these biases were 
subsequently accounted for, the attributed increase in infection risk related to IUD 
use was greatly diminished [13]. However, some disagreement persists regarding 
the Dalkon Shield’s multifilament tail strings and their possible role in ascending 
infection [14, 15].

With negative press about the Dalkon Shield and concerns about the safety of 
intrauterine contraception, use of IUDs plummeted in the USA from a peak of 9.6% 
of married women using contraception in 1973 [16] to a nadir of 0.8% of women 
15–44 years of age using contraception in the mid-1990s [17]. Despite declines in 
IUD demand in the USA their use around the world remained strong, and inves-
tigators continued to actively work on IUD design. In 1969 gynecologists at the 
University of Santiago developed a third-generation copper-containing IUD [6]. 
Later, fourth- and fifth-generation IUDs – hormone-releasing devices – were devel-
oped in Finland, and led to the current levonorgestrel (LNG) IUDs [6]. These later-
generation devices have not been associated with the complications of the earlier 
IUDs, resulting in their increased use. Worldwide use of IUDs varies across coun-
tries and regions for a variety of reasons, including geographic differences, govern-
ment policies, and healthcare provider education [18]. The most recent analysis of 
IUD use among married or in-union women ages 15–49 from the United Nations 
found wide variation in IUD use, ranging from around 1% in Oceania to more than 
17% in Asia. Among industrialized countries, IUD use in the USA falls behind 
other countries, with 5% of women married or in-union using an IUD compared to 
11% across Europe [19]. Adolescents in the USA are even less likely to use IUDs 
compared to adult women [20].

�Contemporary IUDs

IUDs have become more accepted in the USA in recent years. Between 2002 and 
2012, the percentage of sexually active women aged 15–44  years using an IUD 
increased more than five-fold to 9.5% [21]. A solid body of evidence demonstrates 
that current FDA-approved IUDs (copper IUD and LNG IUDs) are very safe to 
use, including in AYAs [22]. Complications from IUDs are uncommon, and include 
expulsion, perforation, and infection [22]. Importantly, there is not an increased risk 
of PID or sexually transmitted infections (STIs) in adolescent IUD users compared 
to the general population [23]. As of 2019, there are five IUDs available in the USA 
(described in more detail in Chap. 3). The CuT380A copper IUD was FDA approved 
in 1984. There are four hormonal IUDs, including two LNG 52 mg devices (FDA 
approved in 2000 and 2015), one LNG 19.5 mg device (FDA approved in 2016), and 
one LNG 13.5 mg device (FDA approved in 2013).
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Case

You explain that IUDs are known to be safe for adolescents – even those who have 
never had a baby, and that using an IUD would not affect Callie’s future fertility. 
Her mom seems more comfortable knowing that the IUD would be safe for use in 
her daughter. However, she raises additional concerns. Why has she never heard of 
IUDs being used with adolescents before? What if Callie has it placed, but doesn’t 
like it? Can it be removed early? How effective is this method compared to the pills 
Callie was on previously?

�Adolescents and Reproductive Health

In 2017, an estimated 39.5% of USA high school students reported having had sex-
ual intercourse at least once [24]. As adolescents age, they are more likely to become 
sexually active; in 2017, an estimated 20.4% of ninth graders reported having had 
intercourse and by twelfth grade, an estimated 57.3% reported having had inter-
course [24]. While rates of adolescent sexual activity and pregnancy have declined 
over the past decades, the USA has the highest adolescent pregnancy rate among 
developed countries [25–27], and most adolescent pregnancies are unintended.

Younger adolescents are less likely to use contraception with first intercourse 
compared to older adolescents [28]. In those who use contraception, the most com-
mon methods among USA adolescents are condoms, withdrawal, and oral contra-
ceptive pills [28]. IUDs and contraceptive implants are the least-used method in this 
population, as demonstrated by the 2017 Youth Risk Behavior Surveillance Study 
that found that 5.3% of female high school students in the USA used a form of 
LARC [24]. While rates of IUD use in recent years have increased in most cohorts 
of women of reproductive age, this growth has not been reflected among adoles-
cents [29].

�Provider Misconceptions Around IUDs

Despite established safety and benefits, many healthcare providers continue to have 
concerns about IUDs [3, 30]. For example, a 2015 study assessing IUD-related 
knowledge and experience among family medicine residents found that half of the 
respondents were unwilling to place an IUD in a woman with a history of STIs 
within the previous 6 months and more than a third would not place an IUD if there 
was a history of ectopic pregnancy. Many residents would also not insert an IUD if a 
Pap test had not been completed in the last year, if the patient was not in a monoga-
mous relationship, or if there was a remote history of PID [30]. These misconcep-
tions are not evidence-based and are not consistent with current guidelines [31].
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Additionally, many pediatric providers remain uncomfortable with counsel-
ing on IUDs as an option for contraception. Misinformation, suspicion regarding 
recommendation reversals, and scientifically unsupported beliefs about adolescent 
IUD use are common themes in studies of pediatricians. In a 2013 study, only 11% 
of pediatricians would recommend the IUD as an appropriate form of contraception 
for their patients [32]. Pediatrician knowledge in this study was inconsistent with 
contemporaneous scientific evidence, which showed no increased risk of infections 
or infertility with IUD use. In a later study, primary care pediatricians perceived 
IUDs to pose significant risks for adverse reproductive health outcomes and to be 
poorly tolerated by adolescents [33]. Provider misconceptions regarding safety, 
efficacy and indications for an IUD impede adolescents’ access to a full range of 
contraceptive options.

�Adolescent Awareness and Misconceptions Around IUDs

Studies of AYAs have found that many are unfamiliar with IUDs [34, 35]. On a col-
lege campus, less than 25% of young women surveyed had heard of IUDs and most 
reported little or no knowledge of this method [36]. Among AYAs who knew about 
IUDs, the most common reasons for disinterest in the method included the “idea of 
something in my body,” fear of pain with device insertion, and that a healthcare pro-
fessional is required to insert and remove the device [35]. Interviews of female col-
lege students found mostly negative beliefs about IUDs as well, which were related 
to their fear of IUD-related infertility, hormonal side effects, and physical damage 
to their bodies [37]. AYAs may be influenced by friends’ and family members’ unfa-
vorable opinions toward IUDs, as well as myths that IUDs are for women who have 
been pregnant before [37, 38], as further detailed in Chap. 5.

�History of Reproductive Coercion and IUD Use

One cannot examine the history of IUDs in the USA without acknowledging how 
these methods have been used to control the fertility of particular communities over 
the past decades [39]. African American, Latinx, indigenous, and disabled persons in 
particular have experienced reproductive coercion around both LARC device place-
ment and removal. In the 1990s, court judges from several states offered women 
the use of Norplant (a five-rod contraceptive implant) in exchange for lighter sen-
tencing or to avoid federal prison terms [40, 41]. Similarly, during the same time 
period in California, additional financial public benefits were offered to women on 
government assistance if they agreed to have Norplant inserted. Evidence exists 
that healthcare providers are more likely to recommend the IUD to lower socioeco-
nomic status (SES) Latinx and Black patients than to lower SES white patients [42]. 
Additionally, many young Black and Latinx women have reported feeling pres-
sured in their experiences with contraceptive care and discussions with their provid-
ers, including IUDs, implants, and oral contraceptive pills [43]. Clinical practices 
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continue to exist that promote same-day LARC insertion, but require multiple visits 
for LARC removal. It is our duty as healthcare providers to inform all of our patients 
of the full range of contraceptive options available to them, while keeping in line 
with a reproductive justice framework that patients have the ultimate say on whether 
or not to use contraception and on their method of choice. Our ultimate goal is “to 
enhance the health, social well-being, and bodily integrity of all our contraceptive 
clients,” which includes honoring and respecting individuals “decisions not to use 
LARC, their ability to have LARC removed when they wish and their ability to have 
the children they want to have [44].”

�Contemporary IUDs and Adolescents

In the story of IUDs, where are we now? The IUD is currently one of the most cost-
effective methods of contraception in the USA [45, 46], and there has been a steady 
increase in use of IUDs over recent years [47]. Contemporary IUDs are safely used 
by adolescents and adults all over the world, without increased risk of STIs [48, 49]. 
In one large USA study, most adolescent IUD users were satisfied with their IUD, 
and only a minority opted for removal within the first year [50].

Case

Callie and her mother feel much better about an IUD as an acceptable option for Callie. 
Callie voices interest in the IUD because “I don’t have to do anything!” Callie’s only 
concern is that her cousin’s best friend’s sister-in-law posted on her social media account 
that there’s a high infection rate. Is this true? You explain that using the IUD does not 
increase her risk of STIs. Callie and her mom decide that an IUD is the best option for 
her, and Callie is referred to an Adolescent Medicine provider for IUD placement. You 
advise Callie to continue her birth control pills for now, confidentially provide her coun-
seling on condom use, and offer her condoms to take home.

Professional medical groups strongly support healthcare providers in recommending 
intrauterine contraception to adolescents. In 2004, the World Health Organization 
(WHO) released the Medical Eligibility Criteria for Contraceptive Use (MEC), 
which stated that the IUD was an acceptable contraceptive choice for this age 
group. For nulliparous women and women less than 20 years old, the WHO MEC 
indicates the advantages of using intrauterine contraception generally outweigh the 
theoretical or proven risks [51]. In 2007 and again in 2018, the American College of 
Obstetricians and Gynecologists (ACOG) released Committee Opinions supporting 
the use of IUD in nulliparous women and adolescents [23, 52]. Similarly, in 2013, 
the CDC released its Selected Practice Recommendations for Contraceptive Use, 
stating that IUDs can “be used by women of all ages, including adolescents, and 
both parous and nulliparous women” [53]. This statement was reconfirmed in the 
CDC’s 2016 release [54]. The American Academy of Pediatrics (AAP) followed 
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suit when it released a policy statement in 2014 declaring that pediatricians should 
educate adolescent patients about LARC and that LARC methods are “first line” 
contraceptives for adolescents [4]. The Society for Adolescent Health and Medicine 
(SAHM) went further in their 2017 position paper, specifically focused on AYA 
access to LARCs using a reproductive justice framework, in recommending that 
“LARCs are offered and are available as part of essential, comprehensive contra-
ceptive options through education, counseling, and healthcare services [55].” Their 
website provides links to clinical care guidelines by the WHO, ACOG, CDC, and 
AAP to provide clinicians easy access to reproductive health clinical care guidelines 
and resources [56].
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