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Abstract
Objective—We assessed barriers and facilitators to uptake of the intrauterine device (IUD)
among primiparous African American adolescent mothers.

Study Design—Twenty participants who expressed IUD desire completed 4–5 qualitative
interviews during the first postpartum year as part of a larger longitudinal study. Transcripts were
analyzed for salient themes using a grounded theory approach to content analysis.

Results—Twelve participants did not obtain IUDs and instead used condoms, used no method,
or intermittently used hormonal methods, resulting in 3 repeat pregnancies. Outdated IUD
eligibility requirements, long wait times, lack of insurance coverage and fear of IUD-related side
effects precluded or delayed uptake. Facilitators to IUD uptake included strong recommendations
from providers or family members, planning for IUD during pregnancy, and perceived
reproductive autonomy.

Conclusions—Postpartum adolescents may reduce their risk of rapid repeat pregnancy by using
IUDs. Providers and members of adolescents’ support networks can be instrumental in method
adoption.
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BACKGROUND AND OBJECTIVES
The United States has the highest adolescent birth rate in the developed world.1 Rapid repeat
pregnancy (RRP), occurring within 24 months of the previous birth, is experienced by 20–
66% of adolescent mothers, and increases the risk of poor maternal and fetal outcomes,
unemployment and poverty.2–5 National birth data indicate higher rates of RRP among
African American adolescents (23%) compared to White adolescents (17%).6 Reducing the
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proportion of rapid repeat pregnancies among women in the United States, including
adolescents, is a Healthy People 2020 objective.7

Interventions to reduce RRP among adolescents have featured home visiting, motivational
counseling, mentoring, and monetary incentives. While some recent achievements have been
noted,8, 9 these programs have not demonstrated consistent success and some researchers
have called for the promotion of long-acting contraception methods for at-risk
adolescents.5, 10–12 Indeed, studies have shown that adolescent mothers who initiate longer-
acting, reversible contraceptive methods (i.e., depot medroxyprogesterone acetate [DMPA]
or progestin-only implants) immediately after delivery have a lower risk of RRP and higher
method continuation rate at 12 months compared to those who adopt shorter-acting methods
like oral contraceptive pills or the contraceptive patch.13–16

The intrauterine device (IUD) is an ideal postpartum method because it does not interfere
with lactation, facilitates adequate birth spacing and does not require repeat health care visits
for contraceptive refills. A recent committee opinion by the American College of
Obstetricians and Gynecologists (ACOG) recommends the IUD as a first-line choice for
adolescents.17 Despite its potential benefits, the IUD remains underused in the United States
by women of all age groups18 and research has demonstrated barriers for postpartum and
adolescent populations. A retrospective study found that only 60% of postpartum women
who requested an IUD obtained the device, waiting an average of 60.5 days post-delivery
for insertion.19 Providers may limit IUD use among adolescents by citing concerns about
infection, expulsion, and infertility.20, 21

The purpose of this research is to better understand barriers to IUD uptake by postpartum
adolescents. Through longitudinal qualitative interviews, we identify factors that prevent,
delay or support uptake of the IUD among postpartum adolescents who expressed desire to
obtain the IUD. We focus exclusively on African Americans to provide rich information on
a subset of the adolescent postpartum population at high risk for RRP.

MATERIALS AND METHODS
This analysis uses data from the Postpartum Adolescent Birth Control Study (Postpartum
ABCs), a longitudinal study of first-time African American adolescent mothers. Participants
were recruited through referral from physicians, social workers, labor and delivery nurses,
housing programs, community-based programs, and schools in the Chicago area serving
pregnant adolescents. Toward the end of the study we used snowball sampling to recruit
participants in order to accelerate progress toward enrollment targets; four participants
enrolled in the study through this mechanism. Eligible participants were 14–18 years old at
childbirth, primiparous, African American, ≤9 weeks postpartum, and living in Chicago.
Following enrollment, we conducted qualitative, semi-structured interviews at 4–9 weeks
(baseline), 3 months, 6 months, 9 months and 12 months postpartum. Eligibility criteria
were relaxed for four participants who enrolled later in the postpartum period (i.e., 11–13
weeks) and thus completed a combined baseline/3-month interview, for a total of 4 total
interviews. Forty participants enrolled in the study and completed a baseline interview.
Interview completion rates at each study visit were 100%, 90%, 85%, 85%, and 80%,
respectively, with 31 (78%) participants completing all study visits. Participants received
$20 for each completed interview. We obtained written informed consent from all
participants and parental consent for those younger than 18 years old. The Institutional
Review Board at The University of Chicago approved the research protocol.

Female research staff conducted 45 to 90-minute interviews in a private space in the
participants’ homes. All interviews were recorded and transcribed verbatim by study staff or
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a professional service. The interview guide was derived through formative research
consisting of two focus groups with young African American women who had given birth as
adolescents. Based on findings from these sessions, the longitudinal interviews explored the
following topics: contraceptive use and attitudes; postpartum physical changes; relationship
dynamics with parents, peers, and partners; educational and vocational goals; and
neighborhood safety.

This analysis focuses on the section of the interview in which participants were asked about
their use of contraception. From the larger study sample of 40 participants, we restricted the
analysis cohort to participants who expressed both desire for and intention to obtain the IUD
in at least one interview. Those missing more than three interviews (n=2) were excluded
from this analysis, given its focus on longitudinal outcomes. This resulted in 20 participants:
19 who completed all study visits and one who missed only her 3-month visit. We used
ATLAS.ti 5.0 (Scientific Software Development, GmbH, Berlin, Germany), a qualitative
data analysis software program, to code and assist in data analysis. Research staff developed
an initial code dictionary of concepts pertaining to contraceptive use and postpartum well-
being using the interview guide. At least two researchers coded each transcript, adding new
codes for emerging concepts based on a grounded theory approach.22 Rare coding
discrepancies were resolved through discussion. We then constructed matrices based on
salient themes – those appearing in multiple interviews – to facilitate in-depth analysis and
synthesis.23

RESULTS
The participants were 18 (n=8), 17 (n=6), 16 (n=5) or 15 (n=1) years old. Most (n=12)
identified as Baptist and as being “somewhat religious” (n=15). Half reported that their
mothers first became pregnant when they were 18 or younger.

Contraceptive and pregnancy outcomes of the 20 participants are in Figure 1. Almost all
participants expressed their IUD desire early in the postpartum period, at the baseline or 3-
month interview. The 8 participants who successfully received an IUD obtained it within 6
weeks (n=3), 3–4 months (n=2) and 5–6 months (n=3) postpartum. All were using the
levonorgestrel-releasing intrauterine system. One participant had her IUD removed due to
pain. Another participant had her device removed after downward displacement into the
cervical canal. She obtained her second IUD a month later and used the vaginal ring in the
interim. Twelve did not receive an IUD within the 12-month study period; three of these
adolescents experienced a repeat pregnancy. Most used condoms or withdrawal in the
interim and struggled with adherence to these and other methods, including oral
contraceptive pills and the vaginal ring.

Our qualitative data revealed a number of barriers and facilitators to IUD uptake among
postpartum adolescents. Barriers fell within three major domains: service-level obstacles
(insurance, clinic access and providers); fears and concerns (including those influenced by
peers, families, and partners); and shifting birth control preferences. Facilitators to IUD use
reflected similar domains including helpful clinic procedures and providers; the influence of
family, friends and partners; and failed attempts at using other contraceptive methods.
Findings are described below and summarized in Tables 1–3, where we provide
representative participant quotations for each theme along with contraceptive and pregnancy
outcomes for quoted participants.

Service-level obstacles
For many, the health care system posed obstacles to IUD uptake (Table 1). Barriers included
lack of insurance coverage, difficulty scheduling appointments, limited clinic hours, referral
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requirements, long wait times, clinic closings, and lack of provider training. One participant
lacked Medicaid coverage at her 6-week postpartum visit and used condoms instead; she
experienced a repeat pregnancy. Several participants struggled with scheduling and
attending appointments, often related to juggling multiple responsibilities as new parents.
Despite being dissatisfied with DMPA side effects, two participants remained on the method
because their providers were not trained to insert IUDs.

Participants were informed of eligibility requirements that precluded them from obtaining an
IUD. One was incorrectly told by a provider that she had to be 18 years old or have parental
consent. Another was denied an IUD because she had a sexually transmitted infection at her
6-week postpartum visit; she experienced a repeat pregnancy and obtained an abortion.
When she requested an IUD post-abortion she was told that she “had to leave with the birth
control shot (DMPA).”

Fears and concerns
Participants voiced multiple concerns about IUD-related side effects, risks, and procedures
(Table 2). Family members and friends were very influential, with older family members
being particularly persuasive. Their comments centered on infection, infertility, hair loss,
and the insertion process.

“Because, my mom was telling me how they put it in and everything… she worked
there before and it was really rough.” (Age 17)

Another participant initially became interested in the IUD after hearing positive things from
her sister (“she like it, like she was telling me about it, like she hadn’t bled for so long and
like it’s, it’s cool.”), but eventually continued using DMPA after hearing about side effects
that her cousin attributed to the IUD.

Some participants echoed provider warnings about future fertility and were frightened by the
possibility of rare complications found in the packet insert. Others feared the IUD insertion
process, likening it to other painful procedures that they had experienced. Additional
concerns included having a foreign object inside of one’s body (“something inside [me] that
doesn’t belong for 5 years”) and the string check requirement (“I don’t think I could do that.
Like go up there, like every...[period].”).

Although the majority of participants either received active support or ambivalence from
their partners about choosing the IUD, some faced strong opposition due to their partner’s
attitude toward future childbearing and concerns about the device. Nearly all of the
participants who reported partner opposition were unsuccessful in obtaining the device.
Participants who believed their partners wanted another child sooner than 5 years or disliked
the idea of a long-acting method grew ambivalent about the IUD.

He say he want another baby. But I’m, I’m not ready. I don’t want one… Like he
got mad at me because I wanted to get on the 5 year thing. (Age 18)

Another participant who failed to get her IUD reported that her partner “don’t want anything
inside of me for 5 years” and “strongly disagree[d] with the IUD.” She added:

… he didn’t want me to get it… my doctor said [my boyfriend is] scared of the
thing if we was to have sex, something inside me for 5 years. (Age 18)

Shifting birth control preferences
Some participants decided against the IUD, ultimately determining that other contraceptive
methods would work better for them. At times, the contraceptive gap between delivery and
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insertion led to a change in method choice. One participant opted for DMPA despite having
ordered an IUD during pregnancy:

Just because they was offering it to me when I was leaving the hospital, and I just
wanted to be, you know, safe, after it. (Age 18)

Other participants ultimately chose a method other than the IUD because their perceptions of
the device’s efficacy changed upon reading educational materials and/or talking to other
people, including physicians, following their delivery.

Yeah IUD, but they was like, once they put it in you, sometimes it comes out or
something like that I was like, uh, I want a steady method. So I just started taking
the pill. (Age 17)

A few participants expressed mistrust of all contraceptives, including the IUD, and opted for
abstinence instead. This concern was particularly noted among participants who perceived
themselves to be especially fertile. One participant recalled a conversation with her doctor:

I mean, I’m gonna get pregnant if I have sex. That’s what I tell myself, so. I just
said, I’m just gonna stop all together. I have to. It’s gonna be hard, but, yeah. I got
pregnant with my son on the pill. (Age 16)

However, at subsequent interviews she described an inability to remain abstinent, missed her
DMPA appointments, and experienced a repeat pregnancy.

Facilitators of IUD Uptake
Among the eight participants who received the IUD by the end of the postpartum year,
emergent themes reflected influence from providers, family members, and partners as well
as participants’ own experiences with birth control (Table 3). While all participants reported
learning about the IUD from a variety of sources including advertisements, friends and
family, those who were successful in obtaining the device often reported that their doctor
recommended – and even insisted on – the IUD. Three of the four participants who
successfully obtained an IUD at their six week postpartum visit solidified their IUD decision
during a prenatal visit with their doctor, who made sure the IUD was in stock for their
postpartum check-up. Most of the participants who were successful in obtaining an IUD also
had friends or relatives (predominantly mothers) who were supportive of the method. They
also reported limited partner influence regarding their IUD decision, using phrases like “my
body” or “my decision” in their responses. One participant, however, had a partner who was
very supportive of the IUD and even initiated the conversation about postpartum birth
control. Lastly, struggling with adherence and the side effect profile of other postpartum
methods, in particular oral contraceptive pills, prompted some participants to choose the
IUD.

COMMENT
This qualitative research provides new insights as to why adolescents at high risk of rapid
repeat pregnancy who desire the IUD may or may not initiate the method. Repeated
longitudinal interviews enabled us to determine time to insertion, adolescent views on why
insertion did not occur, and the contraceptive outcomes of nonuse. Here, we found that 40%
of requesters ultimately received an IUD. The three rapid repeat pregnancies were associated
with non-use or irregular use of hormonal contraception. Successful IUD users indicated
some facilitators; however, barriers were dominant among participant responses.

In another study of barriers to IUD use among postpartum women, including adolescents, a
significant portion (35%) of women did not return for their scheduled postpartum visit and
IUD insertion.19 Our study provides insight into missed visits, as participants juggled
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medical appointments among many other responsibilities, including parenting and school
attendance. Insurance status may also preclude IUD uptake; despite Medicaid coverage of
IUDs in most states, postpartum insurance coverage is more restricted than insurance during
pregnancy and may end altogether by 8–10 weeks postpartum.

Our study notes that healthcare providers strongly influence IUD decision-making,
sometimes preventing and at other times facilitating device uptake. Clinician-related barriers
and facilitators are important as these are potentially modifiable. Other studies have
demonstrated provider reluctance to use certain contraceptive methods among urban
adolescents at risk of sexually transmitted infections.24 A recent survey among adolescents
and young women with no history of IUD use demonstrated that provider counseling was
associated with desire to use an IUD.25

Fears and concerns about perforation, insertion and infertility have also been found in
studies of non-postpartum women.26 Studies of pregnant adolescents show a lack of
knowledge of the safety and efficacy of the IUD compared to other methods.27 The
significance of fears and misconceptions should not be underestimated, as they prompted
many of our participants to choose less effective methods. Our findings suggest that
discussing contraception with teens may not be enough. Family members, peers, and even
patient education materials can cause youth to focus on rare, serious side effects. Attempts
by male partners to control a woman’s fertility through coercion and/or violence have been
well-documented in the literature.28 Our study provides insight to this phenomenon that is
specific to adolescents and IUD use.

Our study revealed several facilitators to IUD use; in particular it shows how peers, partners
and family members can facilitate IUD adoption. In an older prospective study of adolescent
Norplant users, almost half of the participants reported that their mothers significantly
influenced their decision to initiate the method.29 While the literature on condom
negotiation among adolescent dyads is robust, there is a scarcity of published data regarding
partner influence on hormonal birth control use, especially long-acting reversible
contraceptives. However, one recent survey reveals perceived partner support to be an
important predictor in consistent hormonal method use among adolescent girls.30

Because our study involved in-depth, qualitative interviews with a small sample of
adolescents, it is hypothesis-generating rather than confirmatory in nature. A larger
quantitative study is needed to better understand the frequency of unfulfilled IUD requests.
Our findings, based on a population of urban African American postpartum adolescents,
may provide insight for other adolescent populations but further research is needed. By
using a semi-structured interview guide that allowed for unscripted follow-up questions, the
wording of questions varied between visits and across participants. Similarly, participant
responses varied in amount of detail they provided regarding contraception.

Our study has a number of implications for clinical practice and future research. There is a
clear need for additional training and education among clinicians as some may adhere to
incorrect eligibility requirements (e.g. current STI infection, age), lack experience with IUD
insertion, and be unaware of the benefits of IUDs for adolescents. Similarly, providers
should conduct more thorough counseling and education on the safety and health benefits of
the IUD with their adolescent patients. Specific areas for counseling might include the
insertion procedure, pain control, string checks, and the remoteness of complication risks.
Our study also suggests that in some instances partners may benefit from being included in
the counseling process. Similarly, educational campaigns and interventions targeting
postpartum adolescents’ network of influential people (e.g., family members, partners, and
peers) may be needed to shift general attitudes and knowledge of IUDs. Future research
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should identify the most effective messages and best channels to deliver clear and balanced
information about the IUD.

Our study also suggests that interval placement of the IUD (i.e., during or after the 6-week
postpartum visit) may pose logistic and financial barriers for adolescent mothers. Post-
placental insertion at the time of cesarean or vaginal delivery is being studied31, 32 and
might benefit adolescent mothers. For now, providers should remove unnecessary barriers to
interval IUD insertions and improve coordination of reproductive care for adolescent
mothers. Such approaches might include: ordering the device in advance of the postpartum
visit, educating adolescents on how to maintain their public insurance, removing
unnecessary documentation and eligibility requirements, and expanding hours to evening or
weekends. Long-acting, reversible methods of contraception have shown to be effective in
preventing repeat pregnancy for adolescent mothers. While some adolescents may change
their minds about choice of contraceptive method, here we demonstrate the role – both
positive and negative – that health care providers and the health care system have in
enabling youth to access their desired contraceptive method.
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Figure 1.
Contraceptive and reproductive outcomes of the study cohort over 12 months
aParticipants who predominantly used hormonal contraception during 12-month follow-up;
includes 5 DMPA users and one DMPA/ring user.
bParticipants who predominantly used condoms and/or withdrawal during 12-month follow-
up; includes 2 short-term users of oral contraceptive pills.
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