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Introduction
Unintended	pregnancy	is	a	public	health	challenge	that	is	both	persistent	and	pervasive	worldwide.	The	rate	of	unintended	pregnancy	in	the	United	States	is	approximately	50%;	however,	among	adolescent	and	young	women,

this	number	is	much	higher	at	82%.1	Moreover,	women	younger	than	25	years	have	higher	rates	of	contraception	failure	and	pregnancy-related	morbidity	compared	with	women	older	than	25	years.2

Long-acting	 reversible	 contraceptive	 (LARC)	 methods,	 such	 as	 the	 intrauterine	 device	 (IUD)	 and	 implant,	 are	 highly	 reliable	 contraceptive	 resources	 that	 effectively	 address	 the	 unintended	 pregnancy	 rate.	 An	 IUD,	 also

referred	 to	as	 intrauterine	contraception	 (IUC),	 is	a	contraceptive	method	placed	 in	 the	uterus	during	an	 in-office	procedure	 that	remains	effective	 for	between	3	and	10	years,	depending	on	 the	 type	of	device.3	The	 implant	 is	a

contraceptive	 rod	 placed	 just	 under	 the	 skin	 of	 the	 upper	 portion	 of	 the	 nondominant	 arm	 that	 is	 effective	 for	 up	 to	 3	 years.3	 LARC	 methods	 are	 20	 times	 more	 effective	 than	 other	 types	 of	 birth	 control	 method	 such	 as	 oral

contraceptives.	3

Even	though	the	failure	rates	of	LARC	methods	are	less	than	1%,	they	remain	an	underused	method,	especially	for	adolescent	and	young	adult	populations.4,5	Health	care	providers	themselves	are	a	large	barrier	to	IUD	use

given	that	not	all	providers	adhere	to	current	IUD	best	practices.6

Background	and	Significance
The	underuse	of	the	IUD	largely	results	from	the	lack	of	knowledge	and	misconceptions	of	both	health	care	providers	and	the	public	regarding	the	IUD.7,8	Several	reasons	why	health	care	providers	are	reluctant	to	use	the	IUD

have	been	 cited,	 such	as	 the	 fear	 of	 complications,	 namely	pelvic	 inflammatory	disease,	 ectopic	pregnancy,	 infertility,	 sepsis,	 and	death,	 all	 of	which	may	 lead	 to	 legal	 ramifications.9	Despite	 the	 current,	 safe	 IUD	options,	 some

providers	recall	past	issues	from	nearly	50	years	ago	when	IUDs,	like	the	Dalkon	Shield	in	the	1970s,	were	linked	to	these	complications.10

Research	on	 the	newer	and	current	generation	of	 IUDs	has	dispelled	 these	 correlations	and	 shown	 that	 the	 IUD	 is	 in	 fact	 a	 safe	 contraceptive	 choice.10	 Nevertheless,	 provider	 bias	 against	 the	 IUD	 restricts	 its	 use.	 The

Contraceptive	CHOICE	Project,	 and	other	 studies,	 found	 that	barriers	 cited	by	women	who	desire	and	 seek	out	 a	 reliable	birth	 control	method	 include	 the	 lack	of	 information	and	access	 to	 appropriate	methods,	 specifically	 the

IUD.8,11,12	In	the	US,	only	11.8%	of	women	currently	use	an	IUD.13

Past	research	has	demonstrated	that	health	care	providers’	lack	of	knowledge	regarding	IUD	use	leads	to	decreased	access	to	this	form	of	contraception.7	In	a	seminal	study	in	California,	Harper	et	al10	examined	the	knowledge

and	practice	patterns	of	816	practitioners	on	the	use	of	IUDs	and	found	that	the	lack	of	accurate	practitioner	beliefs	led	to	less	access	and	use	of	IUDs	for	patients.	The	providers’	beliefs	negatively	affected	the	recommendation	and

insertion	rates	of	 IUDs	to	otherwise	appropriate	women	for	this	method.	Harper	et	al10	 reported	 that	although	94%	of	providers	agreed	 the	 IUD	was	safe,	40%	of	providers	did	not	offer	 the	 IUD	as	a	choice	during	contraceptive
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counseling,	and	only	46%	considered	nulliparous	women	(one	that	has	never	given	birth)	as	candidates	for	the	IUD.

Harper	et	al10	concluded	that	the	failure	to	translate	evidence-based	research	into	clinical	practice	was	fueled	by	provider	misconceptions,	fears,	and	biases.	Overall,	providers	with	evidence-based	views	regarding	the	IUD	and

candidate	appropriateness	for	this	method	offered	more	IUD	counseling	and	provision	to	their	patients.10	Providers	need	training	and	updated	information	on	IUD	guidelines,	including	education	on	eligibility	criteria	for	using	the	IUD

and	on	IUD	adverse	effects	to	become	more	proficient	in	the	use	of	the	IUD.10	These	findings	are	consistent	with	the	current	literature	affirming	the	need	for	provider	training	and	updated	knowledge	of	IUDs.6,14

Health	care	providers’	biases	and	long-held	misconceptions	on	the	safety	of	the	IUD	exist	in	practice	currently.7	Kohn	et	al7	examined	the	likelihood	of	providers	to	recommend	the	IUD	to	patient	groups	and	reported	that	only

58%	of	providers	would	recommend	the	IUD	to	nulliparous	women	and	that	only	55%	would	recommend	the	IUD	to	women	younger	than	20	years.	Further,	approximately	70%	of	providers	would	not	recommend	the	IUD	to	a	woman

with	a	past	or	recent	history	of	a	sexually	transmitted	disease,	pelvic	inflammatory	disease	(PID),	ectopic	pregnancy,	or	if	they	were	nonmonogamous.7	Kohn	et	al7	reported	that	25%	of	the	providers	were	unlikely	to	recommend	the

IUD	to	nulliparous	women	even	though	86%	knew	that	the	IUD	was	safe	as	a	contraceptive	option	for	this	population.

Similarly,	Biggs	et	al14	reported	that	of	 the	587	surveyed	providers	caring	for	women	in	California,	20%	would	not	recommend	the	IUD	to	any	woman	who	was	adolescent	or	nulliparous	or	to	women	who	have	had	a	past

sexually	transmitted	infection,	PID,	or	ectopic	pregnancy.14	They	concluded	that	providers	are	not	practicing	congruent	with	professional	IUD	guidelines	and	reinforced	the	continued	need	to	inform	providers	on	IUD	best	practices.14

Evidence-based	practice	supports	that	adolescent	and	nulliparous	women,	women	who	have	been	treated	for	a	past	sexually	transmitted	infection	or	have	had	a	history	of	ectopic	pregnancy	or	PID	are	in	fact	candidates	for	an	IUD	with

the	appropriate	screening	and	counseling.14	Ongoing	provider	training	has	been	found	to	increase	IUD	best	practices	and	use.15

Purpose
This	current	study	evaluated	women’s	health	care	providers’	utilization	rates	of	IUDs,	beliefs	that	favor	IUD	provision,	and	barriers	and	facilitators	to	IUD	best	practice.	Data	were	collected	before	and	after	an	educational

intervention	and	IUD	policy	presentation.

Methods
This	quasi-experimental	study	 took	place	 in	6	different	women’s	health	offices	 in	Connecticut	 from	2017	 through	2018.	The	study	 included	an	educational	 intervention	 for	women’s	health	providers	on	 IUD	best	practices

delivered	by	the	first	author.	The	intervention	incorporated	the	presentation	of	an	IUD	policy,	adapted	from	the	publicly	available	Reproductive	Health	Access	Project.16

The	Fairfield	University	Institutional	Review	Board	approved	the	study.	A	convenience	sample	was	obtained	through	a	network	of	women’s	health	practices	in	Connecticut.	Snowball	sampling	was	also	used.	Licensed,	board-

certified	women’s	health	providers	were	emailed	to	invite	them	to	participate	in	the	IUD	educational	sessions.	Once	a	date	was	confirmed	between	the	first	author	and	the	providers,	follow-up	email	reminders	were	sent	1	month	before

the	study	occurred	and	again	1	day	before	each	educational	session.	The	inclusion	criteria	for	participation	in	the	study	was	being	an	English-speaking	board-certified	women’s	health	provider,	such	as	an	advanced	practice	nurse,

certified	nurse	midwife,	physician	assistant,	or	physician,	with	at	least	1	year	of	practice	experience.	The	study	excluded	office	staff	and	medical	assistants.

Intervention
The	first	author,	a	board-certified,	licensed	nurse	midwife,	conducted	12	educational	sessions.	Each	provider	attended	1	session	and	completed	a	pretest	and	posttest	to	assess	beliefs	that	favor	IUD	provision	before	and	after

the	education.	All	sessions	contained	the	same	content,	which	included	the	appropriate	candidates	and	indications	for	an	IUD.	The	content	incorporated	IUD	use	in	regards	to	PID,	sexually	transmitted	infections,	and	history	of	ectopic

pregnancy,	common	topics	subject	to	misconceptions.	Research	has	demonstrated	that	regardless	of	the	timing	of	Neisseria	gonorrhoeae	(NG)/Chlamydia	trachomatis	(CT)	screening,	a	woman’s	risk	of	PID	is	less	than	1%	and	that	PID	is

caused	by	NG	or	CT,	not	the	IUD.17	Women	with	a	history	of	ectopic	pregnancy	are	still	eligible	for	an	IUD	should	they	make	an	informed	choice	for	this	method,	and	this	content	was	taught	to	providers	as	well	during	the	educational

sessions.

The	IUD	educational	session	content	included	the	2012	American	College	of	Obstetrics	and	Gynecology’s	(ACOG)	LARC	Program	Slide	Set	that	has	since	been	updated	to	a	video	series.3	Given	this	update,	the	IUD	slide	set

used	for	our	educational	intervention	is	no	longer	publicly	available.	However,	the	LARC	Program	Video	Series,	which	is	free	and	publicly	available	for	viewing,	is	consistent	with	the	LARC	Slide	Set	we	used	for	this	intervention.3	The

IUD	policy,	adapted	from	the	publicly	available	Reproductive	Health	Access	Project,16	was	presented	in	the	educational	sessions	as	well.	This	policy	detailed	the	procedure	for	outpatient	placement	of	an	IUD.	The	IUD	education	was

offered	in	an	objective,	noncoercive	manner	presenting	factual	IUD	best	practices.

The	educational	sessions	were	held	in	the	provider	break/lunch	rooms	of	health	care	offices	and	scheduled	according	to	the	providers’	preference.	The	convenience	sample	included	36	providers	from	6	different	practices.	The

largest	session	included	6	providers	and	the	smallest	included	1	provider.	Each	session	lasted	approximately	1	hour,	including	the	provision	of	informed	consent,	completion	of	a	demographic	sheet,	educational	program,	and	a	pretest



and	posttest,	The	Beliefs	That	Favor	IUD	Provision	Scale.14

The	Beliefs	That	Favor	IUD	Provision	Scale,	used	with	permission	from	the	author,	has	a	Cronbach	α	of	0.73	and	consists	of	a	9-item	Likert	scale.14	The	scale’s	author	recommended	that	the	option	“No	Opinion,”	be	modified	to

“Neither	Agree	or	Disagree”;	this	change	was	made	before	implementation	of	the	study.	This	scale	has	6	negative	items	that	are	reverse-coded	and	added	to	3	positive	items,	which	calculate	a	mean	total	score	from	0	to	4.14	Higher

total	scores	indicate	a	greater	likelihood	for	favoring	and	using	the	IUD	in	clinical	practice.	Two	examples	of	the	negative	items	on	the	scale	are:	(1)	IUC/IUDs	increase	the	risk	of	pelvic	inflammatory	disease	(PID)	and	(2)	An	IUC/IUD

patient	diagnosed	with	PID	should	have	her	IUC/IUD	removed	in	order	to	treat	her	PID.	14	Two	examples	of	the	positive	items	on	the	scale	are:	(1)	The	IUC/IUD	is	safe,	and	(2)	An	IUC/IUD	can	be	inserted	immediately	after	a	woman

has	an	abortion.

Participants	were	additionally	asked	to	answer	3	open-ended	questions	at	the	conclusion	of	the	intervention	to	assess	the	facilitators	and	barriers	to	implementation	of	IUD	best	practices	and	the	IUD	policy	presented.	The	IUD

utilization	rates	of	each	provider	were	collected	using	a	medical	record	review	in	which	billing	codes	for	IUD	insertions	2	months	before	and	2	months	after	the	education	intervention	were	analyzed.

Quantitative	Data	Analysis
The	data	obtained	from	the	demographic	sheets,	The	Belief	That	Favor	IUD	Provision	scores,	and	the	IUD	insertion	rates	before	and	after	the	 intervention	were	entered	in	SPSS	21	software	(2012;	IBM,	Armonk,	NY)	and

reviewed	for	accuracy.	Statistical	analysis	included	matched	paired	t	tests	on	each	participant	for	their	beliefs	that	favor	IUD	provision	scores	and	their	IUD	insertion	rates	before	and	after	the	intervention.

A	sample	size	of	34	was	needed	to	detect	a	change	in	provider	beliefs	that	favor	IUD	provision	and	use	of	the	IUD	with	a	2-sided	5%	significance	level	and	a	power	of	80%.16	18	Parametric	analysis	was	performed	to	assess	the

effect	of	the	educational	intervention	on	participant’s	(N	=	36)	beliefs	that	favor	IUD	provision	and	IUD	use	before	and	after	the	educational	intervention.	A	matched	paired	t	test	was	conducted	on	data	for	the	sample	(N	=	36)	 to

determine	whether	provider	IUD	beliefs	varied	as	a	function	of	the	educational	intervention.	In	addition,	a	matched	paired	t	test	was	conducted	on	data	for	34	of	the	participants	(data	for	2	participants	were	not	available)	to	determine

whether	provider	IUD	use	varied	as	a	function	of	the	educational	intervention.

Qualitative	Data	Analysis
For	the	qualitative	data	analysis,	field	notes	and	content	analysis	of	the	3	open-ended	questions	provided	insight	into	the	provider’s	perception	of	facilitators	and	barriers	of	the	use	of	IUD	best	practices.19	We	anticipated	that

short	written	 responses	 rather	 than	 robust	ones	might	be	given	by	 the	providers;	 therefore,	 the	 first	 author	 took	 field	notes	while	 listening	 to	 the	providers’	 conversations	 surrounding	 these	questions	and	used	 them	during	 the

qualitative	data	analysis.

The	Krippendorff	method	of	clustering	the	participants’	responses	that	shared	qualities	and	could	be	grouped	together	was	followed.19	Using	the	Krippendorff	method,	we	decided	to	report	thematic	units	given	the	richness	of

describing	the	data	in	this	way.19	We	undertook	a	qualitative	analysis	individually	and	kept	an	audit	trail	of	the	process.	The	same	3	themes	were	reached	by	both	of	us,	thereby	increasing	the	rigor	of	the	analysis.

Results
Quantitative

A	convenience	sample	of	36	women’s	health	care	providers	participated	in	this	study.	The	sample	consisted	of	largely	female	(75%),	white	(83%)	providers	older	than	34	years	(89%).	Eighty-nine	percent	(n	=	32)	of	the	sample

had	at	least	5	years	of	health	care	experience,	with	53%	of	the	participants	(n	=	19)	having	more	than	20	years	of	experience.	The	sample	consisted	of	24	physicians,	11	certified	nurse	midwives	(CNMs),	and	1	advanced	practice

registered	nurse	(APRN),	a	women’s	health	nurse	practitioner	(WHNP).	All	of	the	CNMs	held	a	Master	of	Science,	and	2	CNMs	held	both	CNM	and	WHNP	credentials.	The	Table	contains	further	demographic	information	of	the	sample.

Table	Women’s	Health	Provider	Characteristics

Demographic	information No.	(%)

(N	=	3536)

Sex

 Male 9	(25)

 Female 27	(75)

Age,	y n	=	35



 25-35 4	(11)

 35-45 8	(23)

 45-55 8	(23)

 55-65 10	(29)

 ≥65 5	(14)

Race/ethnicity n=35

 African	American 0

 Asian 3	(1)

 White 29	(83)

 Hispanic 0

 Asian/African	American 1	(.03)

 Other 2	(.06)

Education

 Masters 10	(28)

 Doctorate 22	(61)

 Other 4	(11)

Years	of	experience

 1-5 4	(11)

 5-10 4	(11)

 10-20 9	(25)

 >20 19	(53)

Degree	type	(all	that	apply)

 DO/MD 24	(67)

 CNM 9	(25)

 APRN 3	(1)

 DNP 0

 PhD 0

 PA 0

Provider	beliefs	that	favored	IUD	provision	were	significantly	higher	on	the	postsurvey,	(mean,	3.1;	standard	deviation	[SD],	0.40)	than	the	presurvey	(mean,	2.8;	SD,	0.41;	t35=,	P	<	.001;	Figure	1).	An	electronic	medical	record

query	used	billing	codes	 to	assess	 the	number	of	 IUD	 insertions	by	each	provider	 in	 the	2	months	preceding	and	again	 in	 the	2	months	after	 the	 intervention.	 IUD	use	data	 for	2	participants	were	unavailable;	 therefore,	 these	2

physicians	were	not	included	in	this	portion	of	the	study.	Provider	IUD	use	did	significantly	increase	after	the	educational	intervention	(mean,	7.0;	SD,	4.7)	compared	with	IUD	use	before	the	intervention	(mean,	5.3;	SD,	4.2;	t33	,=	-2.38,

P	=	.023;	Figures	2	and	3).



Qualitative
Approximately	 half	 of	 the	 participants	 (n	 =	 20)	 answered	 some	 or	 all	 of	 the	 qualitative	 questions.	 Content	 analysis	 revealed	 3	 themes.19	 The	 unit	 of	 analysis	 was	 discussion	 of	 barriers	 and	 facilitators	 to	 IUD	 use.	 We

independently	clustered	the	data,	forming	3	themes	each,	and	had	consensus	on	the	themes.

Theme	1	“Already	doing	it.”	Providers	felt	that	they	were,	“already	doing	it”	and	would	keep	using	the	IUD,	and	this	theme	represents	a	facilitator	to	IUD	use.

Of	the	20	providers,	13	felt	they	were	already	adhering	to	the	IUD	guidelines	and	evidence-based	practice	and	would	continue	to	do	so.	Additional	facilitators	providers	identified	were	having	IUD	models	and	handouts	in	both

the	examination	rooms	and	waiting	rooms	of	their	offices.	They	also	identified	that	educating	their	support	staff	(medical	and	clinical	assistants)	to	help	provide	accurate	support	and	information	to	patients	at	the	start	of	visits	is	a

facilitator	to	IUD	use.

Figure	1	Presurvey	and	postsurvey	scores.	P	<	.001.

Figure	2	Individual	provider	intrauterine	device	(IUD)	insertion	rates	before	and	after	the	intervention.

Figure	3	Aggregate	intrauterine	device	(IUD)	insertion	rates	before	and	after	the	intervention.	P	=	.023.



Theme	2	“Patient	resistance/Internet	horror	stories”	This	 theme	relates	 to	 the	barriers	of	 IUD	use	 that	providers	discussed.	Providers	 identified	 that	patient	resistance	occurs	 largely	due	 to	“Internet	horror	stories”	 that	 their

patient	has	read	online.

Despite	providing	accurate	evidence-based	information	on	the	IUD	to	the	patient,	several	providers	said	the	Internet	and	social	media	stories	the	patient	has	read	prevail,	and	the	patient	does	not	want	to	consider	an	IUD	when

seeking	contraceptive	options.	Several	providers	verbalized	that	younger	patients,	their	mothers,	or	both,	were	hesitant	to	try	the	IUD	due	to	a	lack	of	accurate	information	and	beliefs	they	personally	held	about	the	IUD.

Theme	3	“Concrete	ways	my	practice	will	change.”	Providers	offered	ways	in	which	the	IUD	education	they	received	would	impact	their	practice.	Specifically,	2	providers	reported	they	would	incorporate	the	IUD	policy	in	their

office,	2	providers	stated	they	would	offer	the	IUD	to	all	appropriate	patients,	and	2	providers	identified	they	now	understand	they	have	the	ability	to	perform	an	endometrial	biopsy	with	an	IUD	in	place	or	to	place	an	IUD	immediately

after	delivery	or	after	termination	of	pregnancy.	They	had	learned	of	new	categories	of	women	who	are	eligible	for	this	contraceptive	method	from	the	education	intervention.

Discussion
Educating	providers	on	IUD	best	practices	increased	their	beliefs	that	favor	IUD	provision	and	their	use	of	the	IUD.	Even	though	women’s	health	care	providers	received	educational	content	on	IUDs	during	their	training,	this

study	highlights	the	importance	of	continuing	education	on	IUD	best	practices	as	a	means	to	increase	women’s	access	to	this	contraceptive	method.

The	 IUD	 is	 an	effective	 contraceptive	method	 that	 is	 currently	underused	by	providers	who	hold	 invalid	beliefs;	 however,	 these	providers’	 can	 enhance	 their	 knowledge	 through	 continuing	 education.6	 This	 current	 study

confirms	the	findings	of	Thompson	et	al15	 that	measured	the	positive	effect	of	provider	LARC	education	and	reinforces	the	need	for	continued	training	to	translate	best	practices	 into	clinical	practice.	Our	educational	 intervention

yielded	an	increase	in	provider	beliefs	that	favor	IUD	provision	and	in	providers’	IUD	use,	echoing	other	research	findings.15	Increasing	provider	knowledge	and	beliefs	that	favor	IUD	provision	can	enhance	provider’s	recommendation

and	use	of	the	IUD,	thereby	decreasing	the	number	of	unintended	pregnancies.

Although	clinical	studies	have	confirmed	the	safety	of	the	IUD,	outdated	providers’	beliefs	create	barriers	for	its	recommendation	and	use.6	Likewise,	women	cite	the	lack	of	information	and	access	to	the	IUD.8,11	Providers

current	on	best	practices	are	able	to	facilitate	IUD	provision	through	patient	education,	dispelling	myths,	and	recommending	the	method.11	Providers	have	a	professional	responsibility	to	present	women	with	comprehensive,	accurate

information	from	which	women	can	make	an	informed	decision	regarding	their	contraception.

The	qualitative	analysis	adds	an	important	element	that	providers	must	work	to	dispel	the	myths	patients	or	their	parents,	or	both,	may	be	finding	on	the	Internet	or	through	social	media	posts.	Having	patient	handouts	that

specifically	address	and	dispel	these	myths	would	be	helpful	in	clinical	practice.	The	qualitative	analysis	further	supports	the	literature	that	providers	who	have	previously	been	trained	in	IUD	best	practice	learned	new	information

from	this	current	study’s	intervention	about	the	eligibility	of	women	for	the	IUD.	These	providers	clearly	stated	that	they	would	put	this	new	information	into	their	own	clinical	practice.

This	current	study	also	supports	the	work	by	Philliber	et	al6	emphasizing	that	the	need	also	persists	for	ongoing	provider	IUD	education	for	both	women’s	health	providers	and	providers	of	various	health	care	disciplines.	The

new	LARC	Program	Video	Series	offered	by	ACOG	is	a	valuable	resource	for	the	ongoing	training	and	updating	on	IUD	best	practices	for	all	disciplines.3	Updating	multidisciplinary	provider	beliefs	to	current	IUD	best	practices	will

afford	all	populations	of	women	access	to	appropriate	contraception	and	decrease	the	rate	of	unintended	pregnancy.

Limitations
Limitations	of	the	study	surround	the	sample	and	scant	qualitative	data.	Fifty-three	percent	of	the	sample	possessed	more	than	20	years	of	experience,	and	29%	were	older	than	54.	It	is	plausible	that	the	sample	reflects	the

target	population	in	need	of	IUD	education,	given	changes	in	IUD	use	over	the	years.	Replication	of	this	study	with	providers	who	are	fewer	than	10	years	into	their	practice	can	clarify	this	potential	limitation.	Further	limitations

include	a	fairly	homogenous	sample	of	women’s	health	care	providers	practicing	in	1	New	England	state.	Most	the	sample	was	white	and	female.

Qualitative	data	were	scant	due	to	more	conversation	among	the	providers	than	written	responses	(which	field	notes	did	help	account	for).	However,	there	were	several	nonresponses	to	the	open-ended	questions,	which	limited

the	depth	of	this	portion	of	this	study.

Lastly,	the	2016	Presidential	election	and	resultant	potential	for	a	repeal	of	the	Affordable	Care	Act,	which	includes	contraceptive	coverage,	occurred	just	before	the	start	of	this	study.	As	a	result,	there	may	have	been	an

upswing	in	the	number	of	women	seeking	IUDs	at	the	time	of	this	study.	Therefore,	a	conceivable	historical	bias	exists	given	the	timing	this	study;	however,	no	recent	studies	are	available	to	confirm	or	refute	this	theoretical	bias.

Implications	for	Clinical	Practice
Applying	evidence-based	IUD	best	practices	to	the	clinical	arena	is	paramount	in	the	provision	of	the	IUD.	Current	guidelines	state	that	the	IUD	may	be	inserted	without	a	known	NG/CT	status	and	remain	in	place	during	the



treatment	of	a	sexually	transmitted	infection	or	PID	as	long	as	the	women	desires	to	continue	use	and	responds	to	treatment.17,21	The	Centers	for	Disease	Control	and	Prevention	reports	that	NG	and	CT	are	the	main	causative	agents

for	PID;	itCT	is	considered	cured	1	week	after	treatment	with	a	1-time	1-g	dose	of	azithromycin.	Screening	for	NG/CT	may	be	done	at	the	same	time	as	the	insertion	for	high-risk	patients.17,21

Most	women	are	candidates	 for	 the	 IUD.21,22	Provider	suggestion	and	appropriation	 is	 supported	 in	 the	 literature	and	corroborated	by	 the	governing	bodies	 for	women’s	health	such	as	the	ACOG.3	Educating	providers	of

adolescent	and	young	women,	particularly	pediatric	and	primary	care	providers,	on	the	use	of	LARCs	as	the	recommended	contraceptive	for	this	population	 is	 imperative.	20	Guzzo	and	Hayford23	 emphasize	 that	 the	 foundation	of

women’s	long-term	contraceptive	decision	making	is	established	in	adolescence,	often	facilitated	by	their	health	care	provider.	Providers	rendering	care	to	women	have	an	obligation	to	stay	current	on	contraceptive	best	practices,

particularly	LARC,	and	educate	and	offer	women	an	appropriate	method	through	shared	decision	making.

Implications	for	Future	Research
Future	research	is	needed	on	IUD	best	practices	for	other	disciplines	providing	care	to	women,	including	pediatric	health	care	and	family	practice	providers.	Replication	of	this	study	is	warranted	in	various	regions	around	the

US	to	compare	trends	and	differences	of	IUD	use.	In	2019,	ACOG	replaced	the	LARC	Slide	Set	with	a	LARC	Video	Series;	this	updated,	free	tool	would	be	used	in	the	replication	of	this	study,	provider	training,	and	dissemination	of	IUD

best	practices.3

Conclusion
Unintended	pregnancy	remains	a	current	public	health	issue	in	the	US.	Although	most	women	are	candidates	for	the	IUD,	they	may	not	be	offered	the	IUD	as	a	contraceptive	option	due	to	the	lack	of	evidence-based	beliefs	of

health	care	providers.11	Continuing	research	on	provider	education	on	the	evidence	for	translation	into	clinical	practice	is	warranted.	Dissemination	and	replication	of	this	study	are	encouraged	to	update	various	disciplines	of	women’s

health	providers,	particularly	providers	of	adolescent	and	young	women,	on	IUD	best	practices.	The	IUD	is	a	safe	and	effective	contraceptive	method,	suitable	for	most	women.21	This	study	demonstrated	that	educating	providers	on

IUD	best	practices	enhanced	the	provision	of	the	IUD,	thereby	decreasing	women’s	unintended	pregnancy	rate.
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Highlights

• The	intrauterine	device	(IUD)	is	a	safe	and	effective	contraceptive	method,	suitable	for	most	women.

• Women's	health	care	providers’	hold	misconceptions	about	the	IUD,	which	can	be	corrected	with	updated	education	on	eligibility	criteria	for	the	IUD.
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