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Renewed Interest in Intrauterine Contraception in the United States:
Evidence and Explanation
Introduction

For nearly 50 years, American women have used the intrauterine device (IUD) for contraception
[1, 2]. Many products of different shapes and materials have come and gone [3, 4]. Today, U.S.
women can use the Copper T380A (CuT380A) IUD, approved by the U.S. Food and Drug
Administration in 1984 and first marketed in 1988, and a levonorgestrel-releasing intrauterine
system (LNG IUS) that was approved in December 2000 and first marketed in 2001. Both
products are safe and easy to use, and provide highly effective, reversible contraception
approved for five years (LNG IUS) or 10 years (copper IUD) of continuous protection from
pregnancy.

New findings from the 2006–08 National Survey of Family Growth (NSFG) show that
approximately 2.1 million American women use an IUD [5], which is the highest level of use
since the early 1980s. Use reached a low point in 1995, when only 1.3% of women using
contraception were using an IUD. Since then, prevalence has increased consistently, to 2.0% in
2002 and 5.5% in 2006–08. The rise and fall in IUD use in the United States in the late 20th
century (Figure 1) reflects a complex series of well-documented events [6]; here we focus on the
IUD renaissance over the past 15 years.
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Who Uses IUDs and Changes Over Time

The prevalence of IUD use in different subgroups of women has changed considerably over the
last 15 years (Table 1). In the youngest age group (15–19), IUD use as a percentage of total
contraceptive use increased from virtually nil in 1995 and 2002 to 3.6% in 2006–08. In the 20–
24 age group, use in 2006–08 was almost 6%, which is similar to older age groups. These use
patterns suggest that an entire generation of women did not consider the IUD for their
contraceptive needs. Today, however, younger women appear more likely to give the method
due consideration.

Parity continues to account for major differences in IUD use. In the 2006–08 NSFG, 11% of
women with two children are using an IUD, whereas prevalence is lower among women with
three or more children, likely due to use of sterilization (data not shown). Women who want
more children in the future use IUDs at rates similar to women who do not want more children.
In 2002, lower-income women used IUDs at a higher rate than higher-income women; the latest
NSFG shows that this difference has disappeared. Women of Hispanic origin continue to have
the highest level of IUD use in the United States.
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Important Events Since 1995

Since 1995, many events and factors may have contributed to the rise in use of IUDs in the
United States. Below we list several.

Product-related factors



The FDA approved the LNG IUS in 2000, and marketing began in 2001.



The FDA approved a CuT380A label change in 2005, removing a section titled
“recommended patient profile” and deleting language that stated, “T380A is
recommended for women who have had at least one child…”



New medical research has demonstrated higher safety with today’s modern devices [711].



Unlike events in the 1970s [12], no widespread medico-legal controversies or negative
media attention have affected these methods.

Provider-related factors



A greater number of clinicians are trained and competent in insertion and removal.



U.S. providers have become more aware of the higher level of IUD use in other countries
[13-15].
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More U.S. providers recognize the noncontraceptive benefits of IUDs, such as the LNG
IUS’s role in treating heavy menstrual bleeding and as an alternative to hysterectomy
[16-19].



Evidence and expert opinion suggest that increased voluntary uptake of intrauterine
contraception, which is highly efficacious and requires minimal user involvement, may
help alleviate the national problem of unintended pregnancy and high rates of abortion
[20, 21].



U.S.-based organizations (e.g., the Association of Reproductive Health Professionals and
the Society of Family Planning) have assisted in the dissemination of evidence-based
information on the safety and efficacy of IUDs.

Patient-related factors



Direct-to-consumer marketing of both the LNG IUS and the CuT380A has likely
increased demand.



In-migration from Mexico, where use and acceptability of the IUD is high, has created
additional demand.



The ARCH Foundation (Access and Resources in Contraceptive Health) provides
financial assistance to low-income women who want to use the LNG IUS (this not-forprofit foundation is funded by the manufacturer of the LNG IUS).



As the number of users has increased, positive word of mouth may play an increasing
role in women’s receptivity to the method.

4

In addition, several developments have affected the environment for family planning and
contraception in general.



Ob/gyn and family medicine residencies (i.e., the Ryan residency program) have
increased interest and training in family planning.



Family planning fellowships for post-residency training have also been established at
many universities.



Many states have passed contraceptive equity laws that require insurance plans to cover
contraceptive methods, including intrauterine contraception [22]. Equity laws are
particularly relevant for IUDs because the products have high initial costs.



Many states have Medicaid family planning expansion programs (“waivers”) that
increase the income cutoff below which women can receive benefits, including access to
all FDA-approved contraceptives [23].

Practice Guidelines

The American College of Obstetricians and Gynecologists (ACOG) has published IUD practice
guidelines since 1968. These guidelines have national stature, are consulted frequently by
providers, and are a bellwether of opinion and practice. The 1987 and 1992 bulletins [24] clearly
reflect the nadir of popularity of the IUD; their language reflects negative attitudes about and low
usage of IUDs characteristic of those decades. Both bulletins begin with a statement about
product liability and its impact on the IUD. In addition, the bulletins use restrictive language to
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describe the ideal candidate for an IUD. The method is described as “especially suited” for
older, parous, monogamous women who are not ready for sterilization, have no history of PID or
ectopic pregnancy and are not candidates for the “slightly more effective” oral contraceptive pill.

In contrast, the 2005 bulletin [25] was written during the time of resurgence of positive attitudes
about IUDs and increasing recognition of their safety and efficacy. A growing focus on the
public health aspects of family planning emphasizes critical determinants of true contraceptive
efficacy: the difference between perfect use and typical use of methods and the importance of
continuation rates. For IUDs, there is little difference between perfect and typical use, and the
method can be used for an extended period of time.

Instead of negative language of earlier practice guidelines, the 2005 ACOG bulletin begins with
the statement, “Intrauterine devices (IUDs) offer safe, effective, long-term contraception and
should be considered for all women who seek a reliable, reversible contraception that is effective
before coitus.” With this bulletin, ACOG endorsed less restrictive criteria for defining
appropriate IUD candidates. In addition, ACOG published a Committee Opinion in 2007,
entitled “Intrauterine Device and Adolescents,” that suggests IUDs may be an appropriate
method in selected nulliparous and multiparous adolescents [26].

The above opinions are echoed by both the World Health Organization’s and the U.S. Centers
for Disease Control and Prevention’s contraceptive use eligibility criteria, which support the use
of IUDs among broad populations, including women who are under 18 or nulliparous [27, 28].
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Conclusions

In recent years, intrauterine contraception has become an increasingly important option for
pregnancy prevention in the United States; today, more than two million women use it. Many
factors have contributed to renewed interest in intrauterine contraception, including
modernization of products and improved attitudes, training, access, and awareness.

In comparison to the U.S. prevalence of 5.5%, many regions of the world rely more heavily on
intrauterine contraception, including Western Europe (15%), Southern Europe (9%) and
Northern Europe (12%) [29]. In contrast, American women rely more heavily on sterilization
than European women. While patterns of contraceptive use vary across the globe, no single
pattern is optimal. However, the lesson from Europe is that intrauterine contraception can play
an important role in reproductive health due to its broad appeal, acceptability and recognized
high safety/benefit profile.

Unintended pregnancy in the United States is a stubborn problem. Approximately 48% of
women experiencing unintended pregnancies report that they used contraception in the month
that the pregnancy occurred [30]. The decision to use any method is a personal one, and depends
on many factors. However, intrauterine contraception is in the top tier of contraceptive
effectiveness [31] and provides better protection from unintended pregnancy than many
alternatives. In the United States, where most men and women initiate sexual activity in their
teens and do not plan to have children until their mid- to late twenties, the fertile period before
childbearing can be as long as that after childbearing. In this context, universal access to the full
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range of options and a true choice of family planning methods, including intrauterine
contraception, is critical to reducing unintended pregnancy and improving reproductive health in
the U.S.
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Table 1
Percent of U.S. women in each subgroup using an IUD, among current users of contraception in that
subgroup, by year of survey*
Characteristic

1995

2002

2006–08

All contraceptive users

0.8

2.0

5.5

Age
15–19
20–24
25–29
30–34
35–39
40–44

0.0
0.3
0.8
0.9
0.9
1.3

0.3
1.8
3.7
3.1
1.5
1.1

3.6
5.9
6.2
6.6
5.8
4.2

Education
Less than a high school diploma
High school diploma
Some college, no degree
College degree or higher

0.6
0.6
0.7
1.4

1.9
2.3
1.9
2.0

4.6
5.1
6.1
5.7

Parity
0
1
2
3+

0.4
1.2
1.2
0.5

0.5
2.4
3.3
2.3

0.3
8.4
10.9
4.2

Want more children
Yes
No

0.2
0.8

2.0
2.1

5.7
5.0

Religion*
Protestant
Catholic

0.6
0.7

1.6
2.9

4.7
5.9

Income as % of poverty level
<=149%
150-299%
>=300%

0.9
0.8
0.8

3.1
2.0
1.4

5.8
5.0
5.6

Race
Hispanic
Non-Hispanic white
Non-Hispanic black

1.5
0.7
0.8

5.3
1.5
1.4

8.3
5.1
5.1

Marital status
Married
Cohabiting
Never married
Formerly married

0.9
0.9
0.5
0.8

2.6
1.7
0.5
2.9

6.7
6.6
2.7
3.5

* Data are from three rounds of the National Survey of Family Growth
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