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Long‐AcƟng Reversible ContracepƟves (LARCs) are contracepƟve methods used by women to prevent pregnancy  
from three to twelve years depending on the method. There are two main types of LARCs: hormonal implants and 
intra‐uterine contracepƟon.1 

The American College of Obstetricians and Gynecologists (ACOG) recommends long‐acƟng reversible contracepƟves 
as safe and appropriate methods for most women and adolescents. They are effecƟve with pregnancy rates of less 
than 1% per year with typical use and have the highest rates of saƟsfacƟon and conƟnuaƟon of all reversible contra‐
cepƟve methods. 2 

In the United States, 42% of adolescents aged 15‐19 years have had sexual intercourse. Almost all sexually acƟve ado‐
lescents report having used some form of contracepƟon during their lifeƟme, but they rarely choose the most effec‐
Ɵve methods. Adolescents commonly use contracepƟve methods associated with relaƟvely high failure rates such as 
oral contracepƟves, condoms, and withdrawal. These methods have lower conƟnuaƟon and higher pregnancy rates 
than LARC methods.2  

  

Hormonal Implants3 

Hormonal Implants are thin plasƟc rods that contain         
progesƟns, hormones related to progesterone oŌen found in 
birth control pills. The rod is placed under the skin of the 
upper arm by a health care provider. A steady amount of 
progesƟn is slowly released over Ɵme, prevenƟng pregnancy 
by keeping the ovaries from releasing an egg and by thicken‐
ing cervical mucus, which keeps sperm from meeƟng with an 
egg and ferƟlizing it. InserƟon is done in the health care pro‐
vider’s  office and only takes a few minutes. The implant will 
work to prevent pregnancy for three years. A health care 
provider can remove the implant at any Ɵme should the 
woman decide she wants to become pregnant, to implant 
another rod, or to allow the woman to use another form of 
contracepƟon. FerƟlity will return to normal aŌer removal of 
the implant. 
 

The advantages of an implant are: 
1) It is 99% effecƟve in prevenƟng pregnancy; 
2) Its use does not require the consent of a partner; 
3) It is safe and effecƟve in prevenƟng pregnancy; 
4) It works for three years; and 

5) If a woman wants to get pregnant, the implant can be 
removed very easily by a health care provider. 

The disadvantages of an implant are: 

1) The implantaƟon and removal requires a visit to a 
health care provider;  

2) It provides no protecƟon against sexually transmiƩed 
infecƟons (STIs); and 

3) It may cause bleeding or changes in a woman’s      
period,  and some women gain weight, get stomach 
aches or headaches.  

Intrauterine ContracepƟon4 

Intrauterine ContracepƟon (IUC), or intrauterine device (IUD), is a 
small t‐shaped device made of soŌ, flexible plasƟc. There are two 
types in the United States:                                                                          
1. An Intrauterine Copper ContracepƟve, also known as the      
Copper T IUD, prevents pregnancy by inhibiƟng sperm moƟlity3 
and blocking sperm from meeƟng and ferƟlizing an egg.                                
2. Intrauterine System (IUS), also known as LNG‐IUS, prevents 
pregnancy by releasing a small amount of the hormone progesƟn 
over Ɵme that prevents the ovaries from releasing an egg. 

Intrauterine contracepƟve devices are inserted into the uterus by 
a trained medical provider. InserƟon can be done in the provider’s 
office or a clinic. Medical providers can remove the device at any 
Ɵme. FerƟlity will return to normal aŌer the device is removed.  
 

The advantages of Intrauterine ContracepƟon are: 
1) It is 99% effecƟve at prevenƟng pregnancy; 
2) It does not require the consent of the female’s partner; 
3) It is safe and effecƟve in prevenƟng pregnancy; 

4) The copper IUD can also be used as emergency contracep‐
Ɵon to prevent pregnancy if inserted within five days 
aŌer unprotected sex; and 

5) An IUD works for 5‐10 years, depending on method. 
The disadvantages of Intrauterine ContracepƟon are: 

1) It requires a visit to a medical provider for inserƟon; 

2) It provides no protecƟon against sexually transmiƩed infec‐
Ɵons, (STIs); 

3) It may cause side effects like cramping and bleeding; 

4) While uncommon, pelvic infecƟons may occur, most oŌen 
within three weeks aŌer inserƟon; and 

5) In less than one per 1,000 inserƟons,  IUDs may perforate 
the uterus.1 

 



           Source: Maryland Title X Family Planning Annual Report, 2012  

           *  Reliance on Male Method includes Vasectomy and Male Condoms  ***Other/Unknown include Cervical Cap, ContracepƟve Sponge,  

         ** No Method includes Pregnant or Seeking Pregnancy, or Other Reasons        Female Condom, Spermicide (alone), and FerƟlity Awareness  

  

LARC methods are becoming more popular, with usage among all U.S. women using contracepƟon increasing from 
2.4% in 2002 to 8.5% in 2009.  In the United States, approximately 4.5% of women 15 – 19 years of age are currently 
using a LARC method, with most using an IUD.2 In Maryland, between 2006 and 2012 there has been no substanƟal 
change in LARC method use  (Figures 2. and 3.).  Figures 4 and 5 show the greatest LARC method use was in the 20‐29 
year old age group in 2012.   

Source: Maryland Family Planning Annual Reports 2006‐2012 Source: Maryland Family Planning Annual Reports 2006‐2012 
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Figure 2. Percentage of Female Family Planning 
Implant Users by AgeGroup, Maryland 2006‐2012 
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Figure 3. Percentage of Female Family Planning 
IUD Users by Age Group, Maryland 2006‐2012
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LARC Use for Adolescents and Young Women 

Oral contracepƟves have been the most frequently used contracepƟve method among sexually acƟve adolescents, 
with approximately 56% of females having used them. Despite their popularity, up to 60% of adolescents disconƟnue 
use of oral contracepƟves within a year of starƟng their use. Even adolescents who conƟnue to use the pill report fre‐
quently missing pills. Adherence to correct, consistent, and conƟnued use of a contracepƟve method impacts its effec‐
Ɵveness. These challenges are reflected in ‘perfect use’ versus ‘typical use’ failure rates for oral contracepƟves. 5  
LARCs are easier to use correctly and consistently, they don’t show differences in ‘perfect use’ and ‘typical use’ failure 
rates,  and they are effecƟve for longer periods of Ɵme. 



Source: Maryland Family Planning Annual Report 2012 Source: Maryland Family Planning Annual Report 2012 

 
Barriers to Use of LARC Methods: 
1)   Lack of Awareness of LARC Methods                                                                                                                                                            
EducaƟon of adolescents and young women is important to make them aware of the safety, ease of use,  and       
effecƟveness of LARC methods. The NaƟonal Campaign to Prevent Teen and Unplanned Pregnancies  has an innova‐
Ɵve website to review contracepƟve methods for 18‐25 year olds (hƩp://www.bedsider.org).  The site has a Method 
Explorer that provides helpful and accurate informaƟon on contracepƟve methods, a Fact or FicƟon secƟon, frequent‐
ly asked quesƟons, informaƟon on where to get contracepƟon, reminders, and more.5  

2)    Cost and ConfidenƟality of LARC Method Use                                                                                                                                           
While the upfront costs of LARC methods may be high, the cost over the period of use is  more affordable than other 
reversible contracepƟon methods. Also, the Affordable Care Act requires the costs of all FDA‐approved contracepƟves 
to be covered. Federal regulaƟons allow teens to obtain contracepƟon from Medicaid and Title X Family Planning pro‐
grams without parental consent.6 

3)    Concerns about Sexually TransmiƩed InfecƟons                                                                                                                    
Current IUDs do not have the type of string used in older IUDs that increased a woman’s risk of pelvic infecƟon.7  To 
reduce the risk of infecƟon, women geƫng IUDs should be tested for STIs and treated aŌer inserƟon if necessary.  
LARC methods do not prevent sexually transmiƩed infecƟons, so women also need to be counseled to use condoms 
consistently.8   

4) Aƫtudes toward LARC Methods:                                                                                                                                                
A barrier to the use of LARC methods can be negaƟve aƫtudes such as the fear of pain on inserƟon and conƟnued use 
of the device. Adolescents using LARC methods should be fully counseled on the process  of inserƟon and given infor‐
maƟon on the pain of inserƟon and conƟnued use. Usually, pain decreases over Ɵme with conƟnued use of the de‐
vice.7  

5)   Myths and MisconcepƟons about LARC Methods                                                                                                                                     
Adolescent women get their informaƟon from a variety of sources, some more accurate than others. Having correct 
informaƟon about LARC methods is very important in the choice and conƟnued use of a contracepƟve method. Coun‐
seling of young women considering the use of LARC methods should address hearsay, inaccurate informaƟon, myths, 
and misconcepƟons they may have about these methods.   

6)    Medical Providers’ Concerns about Safety and Use in Women Who Have Not Had a Child                                                             
Despite improvements in IUDs and hormonal implants, many providers do not consider LARC methods as a first choice  
for young women. In 2007, ACOG published a CommiƩee opinion, reaffirmed in 2011,  that intrauterine devices and 
hormonal implants should be considered as first‐line choices for adolescent women who have had children and those 
who have not.9 

Discussion: 

Repeat pregnancy within two years of a previous birth or aborƟon occurs in approximately 35% of recently pregnant 
female adolescents. The majority of these pregnancies are classified as unintended, with about half resulƟng in births 
and the remainder in aborƟons. Adolescents who do not use a LARC method have up to 35 Ɵmes increased risk of rap‐
id repeat pregnancy compared with their peers using LARC.10 The Centers for Disease Control and PrevenƟon’s Vital 
Signs on Repeat Births Among Teens‐United States, 2007‐2010 states that teen childbearing has potenƟal negaƟve 
health, economic, and social consequences for both mother and child, and repeat childbearing further constrains the 
mother’s educaƟon and employment possibiliƟes.11  To prevent these consequences, ACOG recommends that         
adolescents should be encouraged to consider LARC methods. These methods are the best reversible  methods for 
prevenƟng unintended pregnancy, rapid repeat pregnancy, and aborƟon in young women.2   

LimitaƟons of Data: 

Primary contracepƟve methods data are from clients’ self‐report. 
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Methodology: 

Non‐named client data on client visits seen in Title X funded Maryland Family Planning clinics are submiƩed to the 
Maryland Family Planning Data system on a quarterly basis and are summarized in the Title X Family Planning Annual 
Report.  
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