
Strategies to Increase LARC Usage 

Raegan McDonald-Mosley, MD, MPH 
Medical Director- Planned Parenthood of Maryland 

 
Reproductive Health Update Conference 

April 25th, 2014 



Objectives 

• Review recent literature regarding population-
based and individual effects of increasing 
LARC uptake 

 

• Discuss creating a LARC friendly health center 
environment 

 

• Review the management of common side 
effects and complications  

 



Background 

• Unintended pregnancy in the US: 

– 6.7 million pregnancies in US in 2010 

• 52% unintended 
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How can we decrease unintended 
pregnancy? 

• Increase access to the most effective methods 

• Offer LARC methods as first-line methods to 
all eligible women 

• Increase immediate postpartum and 
postabortal insertion of LARC devices 

• Address provider-level barriers 

• Educate patients about safety and efficacy 
regarding LARC 

• Address system-level barriers: 

 ACOG Committee Opinion Number 450- Increasing Use of Contraceptive Implants and Intrauterine 
Devices to Reduce Unintended Pregnancy 



Current Method Mix 

 

National Survey of Family Growth – Division of Vital Statistics; Centers for 
Disease Control and Prevention 



Contraceptive Choice Project 

 



 



 



 



 



 



 



 



 



 



 



Main Findings from CHOICE 

• Women overwhelmingly choose LARC 

• LARC methods are associated with higher 
continuation & satisfaction than shorter-
acting methods 

– Regardless of age 

• LARC methods are associated with lower rates 
of unintended pregnancy 

• Increasing LARC use can decrease unintended 
pregnancy in the population 



 



• Open the Dialogue Video: 

 
– http://www.youtube.com/watch?v=VAsdg7f7M7w 



CHOICE Website 

• http://www.choiceproject.wustl.edu/#CHOICE 

http://www.choiceproject.wustl.edu/


LARC FIRST WEBSITE 

www.larcfirst.com 



PPM- Baltimore LARC Initiative 

• Create a LARC-friendly culture 

 

• RLP-focused counseling 

 

• Client-centered interviewing; 
– GATHER method 

 

• Review of the funding sources for LARC: 
– Insurance 

– FP Medicaid 

– Grant funding 

 



Marketing 



GATHER 

• Greet the patient politely and warmly 

• Ask the patient about her family planning 
needs 

• Tell the patient about all the options  

• Help the patient make the decision that is best 
for her 

• Explain how to use the approved method 

• Return visits and follow-up should be 
discussed 



Essential Counseling Techniques 

• Qualities of a good counselor: 

– Empathetic 

– Respectful 

– Warm 

– Discreet 

– Honest 

– Attentive or listening 

– Unbiased 

– Understandable and clear 

– Unhurried 



Essential Counseling Techniques 

• Effective questioning 
 

• Active listening 
 

• Paraphrase, summarize and clarify 
 

• Reflect and validate feelings 
 

• Give clear information 
 

• Arrive at agreement 



• What method is right for you? 

 

– http://www.youtube.com/watch?v=u9SHoy1C3tU 



Baltimore City 12 Month Data 

LARC DEVICE 

Family Planning Service 

LNG-IUD 230 

Copper IUD 101 

Contraceptive Implant 241 

TOTAL 572 

• 2012 FP- 412 LARC 
devices: 

– 39% increase 



Challenges to Increasing LARC Provision 

• Scheduling: 
– Making appointments 
– Accommodating procedures in the health center flow 
– Converting EC patients into CU-IUD users 

 

• Timing of insertion: How sure is sure enough? 
 

• Patient misconceptions, beliefs and past experiences 
 

• Cost: 
– Grant funding is great, but is it sustainable? 

 

• Training and staff turnover 
 

• Provider/staff  frustration re: removals 
 
 



Practical Guidance 

 



Same Day Insertion 

• How to be reasonably certain that a woman is 
not pregnant? 
– She has no symptoms or signs of pregnancy and 

meets any one of the following criteria: 
• Is ≤ 7 days after the start of normal menses 

• Has not had sexual intercourse since the start of last 
normal menses 

• Has been correctly and consistently using a reliable 
method of contraception 

• Is ≤ 7 days after spontaneous or induced abortion 

• Is within 4 weeks postpartum 

• Is fully or nearly fully breastfeeding, amenorrheic and < 6 
months postpartum 

 CDC Selective Practice Recommendations Box 1. 



Initiation of Cu-IUDs 

• The Cu-IUD can be inserted any time it is 
reasonably certain the woman is not pregnant 

• Within 5 days of the first act of unprotected 
sexual intercourse as EC 

– Within 12 days after LMP 

• No need for back-up 

• Switching from another method: 

– Insert immediately, no need to wait for menses 

• If you cannot insert same-day, provide another 
method until pregnancy can be ruled out 



Initiation of LNG-IUDs 

• The LNG-IUD can be inserted any time it is reasonably 
certain the woman is not pregnant 

• Need for back-up:  
– If inserted within 7 days since LMP, no back-up method is 

needed 

– If > 7 days from LMP, back-up should be used for 7 days 

• Switching from another method: 
– Insert immediately, no need to wait for menses 

– Switching from Cu-IUD: 
• + unprotected intercourse, & > 5 days since LMP there is a 

theoretical risk of residual sperm.  Consider providing EC with IUD 
insertion. 

• If you cannot insert the same-day, provide another 
method until pregnancy can be ruled out 

 



Exam/Tests & Routine Follow-Up 

• Required exam/tests prior to insertion in 
young, healthy women: 
– A bimanual exam and cervical inspection are 

required prior to IUD insertion.   

– STD screening according to CDC guidelines 

 

• Routine Follow-Up: 
– “Advise a woman to return at any time to discuss 

side effects of other problems, if she wants to 
change the method being used, and when it is 
time to remove or replace the contraceptive 
method.  No routine follow-up is required.”  

CDC Selective Practice Recommendations MMWR, June, 2013; p12 



Managing Bleeding Irregularities with  
the CU-IUD 

• Anticipatory guidance prior to insertion 

• If clinically indicated, consider underlying GYN 
problem 

• If no GYN problem found and the woman 
desires treatment: 

– NSAIDS for 5-7 days: 

• Celecoxib (Celebrex) 200 mg QD 

• Mefenamic (Ponstel) acid 500 mg TID  

• Ibuprofen 400- 600 mg q 4-6 hours 



Managing Bleeding Irregularities with  
the LNG-IUD 

• Anticipatory guidance prior to insertion 

• If clinically indicated, consider underlying GYN 
problem 

• If no GYN problem found, and the woman 
finds it unacceptable, counsel her on 
alternative methods and offer another 
method, if desired 

• Amenorrhea: 

– Provide reassurance 

– Rule out pregnancy if indicated 



IUD & PID 

• Treat PID according to CDC guidelines 

• IUD does not need to be removed immediately if 
the woman needs ongoing contraception 

• Reassess the woman in 48-72 hours; if no clinical 
improvement, continue antibiotics and consider 
IUD removal.   

• If the woman wants IUD removal at first 
encounter, start antibiotics prior to IUD removal 

• If IUD is removed, consider EC pills if appropriate 



Missing Strings 

Rule out Pregnancy 

Probe the cervix 

Counsel the patient to 
use another method 

Obtain an ultrasound 

Obtain an abdominal-
pelvic X-ray 



Missing Strings- IUD Imaging  

  



IUD & Pregnancy 

• Evaluate for possible ectopic pregnancy 

• Advise the woman re: risk of spontaneous 
abortion and preterm delivery if the IUD is left 
in situ 

• IUD strings are visible or can be retrieved 
safely from the cervical canal: 

–  remove the IUD 

• IUD strings not visible: 

– Perform or refer for an ultrasound 

– Review warning signs 

 



Difficult IUD Removal 

• No strings, follow algorithm.  If IUD in situ, 
inform patient re: risks of instrumentation and 
removal. 

 

IUD Hook 



Difficult IUD Removal 

• No strings, follow algorithm.  If IUD in situ, 
inform patient re: risks of instrumentation and 
removal. 

 

IUD Hook 

Alligator Forceps Kelly Forceps 



Initiation of Implants 
• The implant can be inserted any time it is reasonably certain 

the woman is not pregnant 
 

• Need for back-up: 
– None if inserted within 5 days from LMP 
– Insertion > 5 days from LMP, abstain or use a back-up method for 7 

days 
 

• Switching from an IUD and recent intercourse: 
– Keep IUD in for 7 days after implant has been inserted 
– Advise the woman to abstain from intercourse or use barrier 

method for 7 days prior to removal 
– Advise the woman to use EC pills at the time of insertion 

 

• If uncertain, the benefits > risks.  Consider inserting the 
implant at any time, with a follow-up pregnancy test in 2-4 
weeks 



Exam/Tests & Routine Follow-Up 

• No examinations or tests are needed before 
insertion of an implant in young, healthy 
women.  

 

• Routine follow-up after insertion is not 
recommended 



Implant & Bleeding Irregularities 

• Prior to insertion, each woman should be 
advised regarding the likelihood of changes in 
bleeding pattern: 

– 22% amenorrhea 

– 34% infrequent spotting 

– 7% frequent bleeding 

– 18% prolonged bleeding 

 

• Consider underlying GYN problem 
Mansour D et al. The effects of Implanon on menstrual bleeding patterns. Eur J Contracept Reprod Health Care 
2008;13:13-28. 



Implant & Bleeding Irregularities 

• No underlying problem and woman wants 
treatment: 

• US SPR: 
– NSAIDs for 5-7 days 

» Celecoxib (Celebrex) 200 mg QD 

» Mefenamic (Ponstel) acid 500 mg TID  

» Ibuprofen 400- 600 mg q 4-6 hours 

– Low dose combined COC for 10-20 days 

– Conjugated Estrogen (Premarin)1.25 mg daily for 10-20 days 

• Other regimens: 
– Doxycycline 100 mg BID x 14 days 

– POPs x 3 months 

– Tranexamic acid 500 mg QD x 5 days 

» Antifibrinolytic agent  

» Prescribe with caution- may increase clotting risk 



Summary 

• Increasing uptake of LARC is associated with 
improved contraceptive effectiveness for 
individual women as well as population-based 
decreases in repeat abortion and teen 
pregnancy. 

 



Summary 

• Creating a LARC-friendly health center takes work 
and dedication (and it is worth it ) 

   

• Focus areas: 

– Evidence-based patient education 

–  Adequate supply of LARC devices 

– Provider training and support 

– Address scheduling and flow issues 

– Focus on EC visits: turn emergency into opportunity 

– Provide adequate support for LARC related problems 

 



QUESTIONS? 

Thank You! 


