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The evidence is in. Why are 1UDs still out?
Family physicians' perceptions of risk and indications
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ABSTRACT

OBJECTIVE Intrauterine devices (IUDs) for contraception are used infrequently in Canada despite their well-
studied safety and efficacy. The purpose of this study was to investigate FPs’ perceptions of the risks of and
indications for using IUDs, as these perceptions might be a key factor in why IUDs are underused.

DESIGN Mailed survey.
SETTING Kingston, a midsized city in Ontario.
PARTICIPANTS All FPs practising in Kingston.

MAIN OUTCOME MEASURES The primary outcome was the proportion of FPs who ranked the importance
of risks of and contraindications to using IUDs in keeping with rankings in established clinical guidelines.
Secondary outcomes were FP IUD prescription and insertion patterns, their perceptions of patients’ access to
physicians who insert IUDs, and their interest in a course on IUD insertion.

RESULTS Response rate was 81%. Contrary to the evidence, more than 60% of FPs thought pelvic inflammatory
disease and ectopic pregnancy were major risks, and nearly half thought failure of IUDs was a major risk. Fewer
than one-third would recommend IUDs as an option for nulliparous women, for postcoital contraception, for
women with moderate-sized fibroids, or for women with pelvic inflammatory disease during the last year,
though none of these are contraindications according to established clinical guidelines. About 82% of FPs
prescribed IUDs, and 41% inserted them. Newer graduates were more likely than older graduates to prescribe
only levonorgestrel IUDs (36% vs 8%). About 93% of survey respondents reported that patients’ access to
physicians who insert IUDs was not a factor in recommending IUDs to them.

CONCLUSION A substantial proportion of surveyed FPs believed that the side effects of [UDs were more severe
than is supported by clinical guidelines and were misinformed about the range of women who could benefit

from IUDs. These misconceptions likely contribute to
the low rate of IUD use in Canada. . . .

» Despite their well-accepted safety and efficacy,
intrauterine devices (IUDs) are used by fewer than
1% of women in North America. An American survey
found that only 17% of physicians, mostly gyne-
cologists, were inserting copper IUDs and that 40%
of physicians did not recommend IUDs to patients.

» This study presents the perceptions of FPs in one
Canadian city regarding the risks of and contrain-
dications to use of IUDs, and looks at whether these
perceptions are in keeping with clinical guidelines.

* Results of the study showed that 82% of respon-
dents prescribed IUDs, and 41% inserted them. They
also showed the gap between FPs' perceptions of
the risks of and indications for IUDs, and actual risks
and indications as described in established clinical
guidelines. Despite guidelines describing the safety
of 1UDs, pelvic inflammatory disease and ectopic
pregnancy were incorrectly ranked as major risks by

This article has been peer reviewed. more than 60% of surveyed physicians.
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Les preuves sont la: pourquoi
le stérilet demeure-il sous-utilise€?
Perceptions des médecins de famille sur les risque et indications

Esther Stubbs mp Adrianna Schamp mp

RESUME

OBJECTIF Au Canada, le stérilet est peu souvent utilisé pour la contraception malgré les études démontrant
clairement son efficacité et sa sécurité. Cette étude voulait connaitre les perceptions qu’ont les MF des risques
et indications du stérilet, puisque cela pourrait étre un facteur clé expliquant sa sous-utilisation.

TYPE D'ETUDE Enquéte postale.
CONTEXTE Kingston, une ville de moyenne dimension en Ontario.
PARTICIPANTS Tous les MF pratiquant a Kingston.

PRINCIPAUX PARAMETRES A L'ETUDE Le principal parametre étudié était la proportion des MF qui évaluaient
I'importance des risques et contre-indications du stérilet conformément a ce qu'indiquent les directives
cliniques reconnues. Les paramétres secondaires étaient les modeles de prescription et d'installation du stérilet
par les MF, leur perceptions concernant I'accessibilité des patients aux médecins qui les installent et leur intérét
pour un cours sur l'installation des stérilets.

RESULTATS Le taux de réponse était de 81%. Contrairement aux données probantes, plus de 60% des MF
pensaient que les maladies inflammatoires pelviennes et les grossesses ectopiques constituaient des risques
majeurs, et prés de la moitié pensaient que son inefficacité était un risque important. Moins d'un tiers
recommanderaient le stérilet pour les nullipares, pour la contraception postcoitale, pour celles qui ont des
fibromes de dimension moyenne ou qui ont présenté

une maladie inflammatoire pelvienne durant I'année POINTS DE REPERE DU REDACTEUR

précédente, méme si aucune de ces situations ne * Méme si les stérilets sont reconnus sécuritaires et
constitue une contre-indication d'apres les directives de efficaces, moins de 1% des femmes les utilisent en
pratique reconnues. Environ 82% des MF prescrivaient Amérique du Nord. Une enquéte américaine a révélé
des stérilets et 41% les installaient. Les nouveaux que seulement 17% des médecins, principalement
diplomés étaient plus susceptibles que les autres de des gynécologues, installaient des stérilets de cuivre
prescrire uniquement des stérilets au levonorgestrel et que 40% des médecins ne conseillaient pas le sté-
(36% vs 8%). Environ 93% des répondants déclaraient rilet a leurs patientes.

que l'acceés des patientes a un médecin qui installait « Cette étude présente I'opinion de MF d'une ville
des stérilets n'intervenait pas dans la décision de canadienne sur les risques et contre-indications du
recommander le stérilet. stérilet, et évalue si ces perceptions sont conformes

aux directives cliniques.

 Les résultats de cette étude montrent que 82% des
répondants prescrivaient des stérilets et que 41% les
installaient. lls illustrent aussi la disparité qui existe
entre la perception qu'ont les MF des risques et indi-
cations des stérilets et les véritables risques et indi-
cations décrits dans les directives de pratique recon-
nues. Méme si les directives confirment la sécurité
du stérilet, plus de 60% des répondants estimaient
a tort que les maladies inflammatoires pelviennes et
les grossesses ectopiques constituaient des risques

Cet article a fait I'objet d'une révision par des pairs. majeurs.

Can Fam Physician 2008;54:560-566

CONCLUSION Une importante proportion des
répondants jugeaient les effets indésirables du stérilet
plus séveres que ce que les directives de pratique
indiquent et étaient mal renseignés sur le type de
patientes susceptibles de profiter du stérilet. Ces fausses
perceptions contribuent vraisemblablement au faible
taux d'utilisation du stérilet au Canada.

VOL 54: APRIL * AVRIL 2008 Canadian Family Physician - Le Médecin de famille canadien 561




Research | The evidence is in. Why are 1UDs still out?

reversible method of contraception supported by a

growing body of evidence.! They have been used by
more than 100 million women worldwide.? Two types
of IUDs are available in Canada: copper IUDs (Nova-T
and Flexi-T 300), and the levonorgestrel-releasing system
(LNG-IUS), Mirena. Both have failure rates comparable
to those of tubal ligation, and women return to normal
fertility immediately after removal.® Intrauterine devices
do not increase risk of ectopic pregnancy (they primar-
ily prevent fertilization) or pelvic inflammatory disease
(PID) (rates of both of these are similar to rates in the
general population), so are safe even for young, nullipa-
rous women.? They do not interfere with breastfeeding
and can be inserted immediately after abortion or vagi-
nal delivery, though risk of expulsion and perforation is
lower if insertion is delayed by 4 weeks.? Moderate-sized
fibroids do not interfere with the efficacy of IUDs. Copper
IUDs are effective as postcoital contraception for up to 7
days after intercourse.? Copper IUDs might increase men-
strual bleeding and cramping,*®* and the LNG-IUS often
causes oligomenorrhea®'© and is increasingly being used
instead of surgery for women with menorrhagia''-' (Table
1). Intrauterine devices are effective for 5 years, and at
$80 and $360, respectively, over time are the cheapest
medical contraceptives except for surgery.®

Despite their well-accepted safety and efficacy, in North
America, fewer than 1% of women use IUDs.2 The history of
1UDs likely plays a role in their low use. They became pop-
ular in the 1960s and were used by up to 11% of American
women using contraception. In the 1970s, however, reports
of septic abortions and PID with the Dalkon Shield led to
a class action suit, and all but 1 IUD were withdrawn from
the market.! (Studies have shown that the problems with
the Dalkon Shield were unique to its design.'®) Despite the
safety of modern IUDs, a 2002 study looking at information
in current medical textbooks found that the advantages of
IUDs were under-represented and disadvantages exag-
gerated. For example, 9 of 13 American textbooks studied
reported that using IUDs led to increased risk of PID, and
6 reported that use of IUDs led to increased risk of ectopic
pregnancy. Most textbooks implied that use of IUDs should
be a last resort.'

It is important for women to be well informed of their
contraceptive options. In a Dutch study, women reported
that their FPs were their most important source of infor-
mation when they were making decisions regarding con-
traception.'® A few studies have looked at how many and
to which patients FPs recommend IUDs. A 1990 American

Intrauterine devices (IUDs) are an effective, safe, and
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survey on copper IUDs found that only 17% of physicians,
mostly gynecologists, were inserting IUDs and that 40%
of physicians did not recommend IUDs owing to con-
cerns about liability, safety, expense to patients, or fail-
ure necessitating abortion.'® An Australian study in 1994
found that 29% of physicians only discussed IUDs if spe-
cifically asked about them.!” A recent Dutch survey found
that FPs mostly recommended IUDs to older, married or
cohabiting patients with children. Urban physicians were
more likely than their rural counterparts to recommend
IUDs to young, nulliparous women.'®* Women look to their
FPs for information on contraception, and it would be
unfortunate if FPs’ lack of awareness of the safety of IUDs
is preventing women from knowing that IUDs are a valid
option. We decided to investigate FPs’ misconceptions
about IUDs to provide insight into how large a role they
play in the low rate of IUD use in Canada.

Research objectives

The primary objective of the study was to determine the
current perceptions of FPs in one Canadian city regarding
the risks of and contraindications to using IUDs and how
these perceptions compared with information in estab-
lished clinical guidelines. Secondary objectives were to
determine how many FPs prescribed and inserted IUDs
and which types of IUDs they preferred, FPs’ perceptions
as to whether access to physicians who insert IUDs was

Table 1. Indications for and contraindications to use of
1UDs

INDICATIONS CONTRAINDICATIONS

Multiparous and nulliparous
women seeking reliable,
reversible, coitally independent
contraception

Pregnancy

Current or recent (past 3
mo) pelvic inflammatory
disease or sexually
transmitted infection

Women seeking long-term
contraception or a contraception
method requiring less
compliance

Cervical or endometrial
cancer, malignant
trophoblastic disease

Women with contraindications
or sensitivities to estrogen (eg,
women with thromboembolisms
or migraines)

Severely distorted
uterine cavity

Women who are breastfeeding

Copper IUDs: postcoital
contraception up to 7 days and
women with current breast
cancer or liver disease

Undiagnosed vaginal
bleeding

Copper IUDs: women with
human immunovirus infection

LNG-I1US: women with
menorrhagia, dysmenorrhea, or
bleeding disorders

Allergy to copper

Puerperal or postabortion
sepsis

IUDs—intrauterine devices,

LNG-IUS—levonorgestrel-releasing intrauterine system.

Data from American College of Obstetricians and Gynecologists' and
Black et al.?
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a deterrent to IUD prescription, and FPs’ interest in a
course on IUD insertion.

METHOD

The survey was conducted in Kingston, Ont, a city of
150000. It was approved by the Queen’s University
Research Ethics Board in Kingston. A draft of the survey
was pilot-tested on a group of residents and reviewed by
2 FPs. All FPs in the city were mailed a survey, a cover
letter, and a postage-paid, addressed return envelope.
A second survey was mailed to all nonrespondents 1
month later, then a third 2 months later in spring 2006.
The first 2 mailings included the incentive of a draw for a
gift certificate, and certificates for coffee were sent with
the final mailing. Only physicians who were deceased or
had moved were excluded. Data were compiled using
numerical identifiers to ensure anonymity.

The survey had 3 parts: questions on physicians’ charac-
teristics, questions on their perceptions of the risks associ-
ated with use of IUDs, and questions on indications for use
of IUDs. Information on physicians included demographics:
sex, age, and years in practice. Respondents were asked if
they prescribed or inserted IUDs, and which types. They
were asked whether access to physicians who insert IUDs
affected how often they recommended IUDs to patients
and whether they would attend a course to increase their
skill at insertion, if offered. The effect of sex and years in
practice on prescription and insertion patterns was ana-
lyzed using y? tests with P<.05 considered significant.

In the second part of the survey, FPs were asked to
rank as major, intermediate, minor, or insignificant the
risks associated with both copper IUDs and the LNG-
IUS: irregular menstrual bleeding, increased or painful

Research

menstrual bleeding, amenorrhea, PID or sexually trans-
mitted infections, ectopic pregnancy, failure leading to
pregnancy, and cost. For ease of analysis, responses
were grouped into major (major, intermediate) and minor
(minor, insignificant). Responses were compared with
the ranking of risks reported in recent practice guidelines
from the Canadian and American societies of obstetrics
and gynecology.!? These guidelines considered irregular
and increased or painful bleeding with copper IUDs and
the cost of the LNG-IUS to be major risks. All other risks
were described as minor in both guidelines.

Family physicians were asked whether they would
recommend either type of IUD as an option in 8 sit-
uations: breastfeeding; menorrhagia or dysmenor-
rhea; postcoital contraception; PID during the last year;
young, nulliparous women; immediately after abortion
or vaginal delivery; women hoping to conceive in 2 to 3
years; and women with moderate-sized fibroids. Again,
responses were compared with information in clini-
cal guidelines. Except for recommending copper IUDs
for menorrhagia or dysmenorrhea and the LNG-IUS for
postcoital contraception, all situations were appropriate
for IUD use according to the guidelines (Table 1).

RESULTS

Of 131 surveys mailed, 12 were undeliverable because
FPs had moved or died. A total of 96 active FPs (81%)
responded to the survey. Among these, 56% were
women, and 89% had practised for 10 or more years
(Table 2). About 82% of respondents prescribed IUDs,
and 41% inserted them; 57% prescribed both types of
IUDs, 11% prescribed only the LNG-IUS, and 14% pre-
scribed only copper IUDs. Family physicians in practice

Table 2. Participants’ prescription, insertion, and referral patterns for intrauterine devices (IUDs) in relation to their

sex and number of years in practice: N=96.

YEARS IN PRACTICE SEX
0-9 10-19 20-29 30 OR MORE MALE FEMALE

PATTERNS* N=11 N=38 N=33 N=14 N=42 N=54 TOTAL
Prescribe |UDs

o Yes 10 34 26 9 31 48 79

* No 1 4 7 5 1 6 17
Insert IUDs

o Yes 3 20 1 5 16 23 39

* No 8 18 22 9 26 31 57
Thought that access to physicians who insert IUDs was a problem

o Yes 0 3 2 1 2 4 6

* No 10 26 24 12 32 40 72

» Maybe 0 0 3 0 1 2 3
Interested in a course on IUD insertion

o Yes 4 8 6 0 5 13 18

* No 5 16 17 8 22 24 46

» Maybe 2 10 6 6 12 15 27

*Totals for all patterns do not equal N value in each category owing to lack of response.
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0 to 9 years were more likely than those in practice
longer to prescribe only the LNG-IUS (36% vs 8%,
P=.037) (Figure 1). Women physicians were more likely
than men to prescribe (89% vs 74%) and insert (43% vs
38%) 1UDs, but this difference was not statistically sig-
nificant (P=.06, P=.66). Only 7% of respondents thought
access to physicians who insert IUDs was a consider-
ation for whether they would recommend IUDs. About
50% reported being definitely or possibly interested in a
course on IUD insertion.

More than 60% of respondents ranked ectopic preg-
nancy and PID as major risks of IUDs, and 47% and
38% thought there was major risk of failure with copper
IUDs and the LNG-IUS, respectively (Figure 2). About
45% thought increased or painful bleeding was a major
risk of the LNG-IUS. Only in the 3 categories classified
as major risks—irregular bleeding, increased or painful
bleeding with copper 1UDs, and cost of the LNG-IUS—
were at least two-thirds of respondents in keeping with
clinical guidelines.

With regard to indications for IUDs, most respondents
would not recommend them to nulliparous women (79%
would not recommend copper IUDs, and 71% would not
recommend the LNG-IUS), for postcoital contraception
(67% would not recommend copper IUDs), for patients
with moderate-sized fibroids (87% would not recom-
mend copper 1UDs, and 68% would not recommend
the LNG-IUS), or for patients with PID during the last
year (94% would not recommend copper IUDs, and 90%
would not recommend the LNG-IUS). Immediately after
abortion or vaginal delivery, only 35% and 36% would
recommend copper IUDs and the LNG-IUS, respectively.

In all these conditions, clinical guidelines support the
safety of IUDs (Figure 3).

DISCUSSION

This is the first study to quantify Canadian FPs’ miscon-
ceptions about IUDs. Results of this study show the gap
between FPs’ perceptions of the risks of and indications
for use of IUDs and those described in established clini-
cal guidelines. Despite guidelines describing the safety of
IUDs, PID and ectopic preghancy were ranked as major
risks by more than 60% of surveyed FPs. Even with an
efficacy similar to that of tubal ligation,®> between 38% and
47% of respondents still thought failure was a major risk.
The LNG-IUS is increasingly recommended as a treat-
ment for menorrhagia and dysmenorrhea,!!'? yet 46% of
FPs thought increased or painful bleeding was a major
risk of the device. Though not contraindicated in clini-
cal guidelines, more than two-thirds of respondents said
they would not recommend IUDs to nulliparous women,
women with moderate-sized fibroids, or women with PID
during the last year. Even though postcoital contracep-
tion is listed as an indication for copper IUDs owing to
their low failure rate when used within 7 days of inter-
course,? fewer than two-thirds of respondents would rec-
ommend them. These findings were in keeping with a
2002 study of American medical textbooks, where 9 of 13
textbooks reported that IUDs increase the risk of PID, and
6 of 13 reported that ectopic preghancy was a risk.!
Investigating whether access to physicians will-
ing to insert IUDs was a factor in the low use of IUDs

Figure 1. Effect of FPs’ years in pracice on type of 1UDs prescribed
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[UD— intrauterine devices, LNG-IUS— levonorgestrel-releasing infrauterine system.
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in Canada, we found that 82% of respondents pre-  for comparison. One study in 1990 found that about
scribed 1UDs, and 41% inserted them. Few recent  17% inserted them.!® Despite our findings, only 7% of
studies indicate the number of FPs inserting 1UDs respondents thought that access to physicians willing

Figure 2. Percentage of FPs ranking side effects of IUDs as major or minor in accordance with literature-supported
clinical guidelines: Major risks were imeqular and increased or painful bleeding with copper IUDs and cost with the LNG-IUS.
All other risks were considered minor.
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Figure 3. Percentage of FPs recommending IUDs as a contraceptive option in various situations: In all situations, [UDs were
recommended by guidelines, except copper IUDs were not recommended for bleeding dysfunction (menorrhagia or dysmenorrhea),
and the LNG-IUS was not recommended for postcoital use. Use of IUDs immediately affer delivery was not contraindicated, but there
is a higher rate of expulsion than at 4 weeks after delivery, and the decision to recommend IUDs for postcoital use should take
other factors info account.
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to insert IUDs was a factor in whether they would rec-
ommend IUDs to patients.

There was a significant difference in type of IUD
used by younger and older practitioners. Younger FPs
(in practice 0 to 9 years) preferred the LNG-IUS, with
36% prescribing only this type (versus 8% of older prac-
titioners), and none prescribing only copper IUDs. The
LNG-IUS is the more appropriate IUD in certain situa-
tions as it decreases menstrual cramping and bleeding.
The LNG-IUS is newer (approved in the United States
in 2000), and it is possible that younger FPs were com-
pleting residency while the LNG-IUS was on the mar-
ket. There was some interest in more training in use
of IUDs; 50% of respondents indicated a possible or
definite interest in a course on IUD insertion. This sug-
gested that they knew they needed further training in
insertion, but whether or not they were also aware of
the need for education in the risks of and indications
for use of IUDs was not addressed.

Limitations and strengths

Conducting the study in a single city might have lim-
ited the degree to which findings can be generalized.
A Dutch study, however, found urban physicians were
more likely to prescribe IUDs to young, nulliparous
women than rural ones were,!'® so misconceptions
might be even more widespread in rural Canada. One
survey question asked respondents to rank risks from
major to insignificant, and this might have been inter-
preted either as a measure of severity or as a rate of
incidence. It was analyzed as a combination of the 2
(see Method). The study was strengthened by the high
response rate of 81% of all FPs in the city. This was
likely due to the many mailings, gift certificate incen-
tives, and perhaps because both investigators were
residents of the city asking for FPs’ participation for
educational purposes. The 19% who did not respond
might have been less interested in IUDs and less well
informed, and their responses might have supported
our conclusions. Family physicians’ perceptions were
compared with opinions expressed in 2 well estab-
lished guidelines, which we found to be in keeping
with opinions found in an extensive literature search
on the safety of IUDs. We found no literature question-
ing the validity of the guidelines. Finally, the breadth of
the survey questions allowed a thorough picture of FPs’
perceptions of IUDs to emerge.

Conclusion

Our findings are relevant to FPs, medical educators, and
patients seeking accurate information. The study quanti-
fies FPs’ substantial misconceptions about IUDs, such as
their association with risk of PID and ectopic pregnancy
and their failure rates. Results of this study point to
areas where education is needed, both for FPs in prac-
tice and residents currently in training. Further research

The evidence is in. Why are IUDs still out?

into patients’ perceptions of IUDs and other potential
barriers to use, such as access to physicians willing to
insert IUDs, is needed. %
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