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Abstract

Background: Little is known regarding clinicians' attitudes about or the extent to which the recommendation to offer same-day insertions for
long-acting reversible contraception (LARC) is applied in practice.
Study Design: Since 2006, 47 family planning agencies in Colorado and Iowa participated in two initiatives to reduce unintended pregnancy
by increasing LARC provision. Clinic directors (n=45) and clinicians (n=114) participating in these initiatives were interviewed and
surveyed regarding their LARC provision practices and attitudes.
Results: Agencies required fewer visits for the contraceptive implant than for the intrauterine device (IUD). Only 18% of agencies typically
offered an IUD, and 36% typically offered an implant in one visit. Years of experience and professional title significantly predicted attitudes
about the number of visits required to get LARC.
Discussion: Barriers must be overcome for full implementation of professional LARC guidelines and for more women to receive chosen
methods without the extra burden of multiple visits.
© 2013 Elsevier Inc. All rights reserved.
Keywords: Women; Low income; Long-acting reversible contraception; Iowa; Colorado; Family planning; Professional guidelines; Barriers to care
1. Introduction

Long-acting reversible contraception (LARC), which in-
cludes the intrauterine contraception device (IUD), specifi-
cally, hormonal (Mirena®) and copper T (ParaGard®) IUDs,
and single rod, contraceptive implants (Implanon® and
Nexplanon®), are highly effective because they do not require
periodic user initiative, they provide continuous, long-term
protectionranging from3 to10yearsandarecoitus independent
[1]. Increasingly, LARCmethods are being recommended as a
first-line contraceptive option for themajority ofwomen [1–4].
The American College of Obstetricians and Gynecologists
(ACOG) has noted the few contraindications, many benefits
and suitability of these methods for nearly all women [5–7]. In
2009, ACOG issued a recommendation to adopt same-day
LARC insertion protocols, with the aim of reducing barriers
and increasing LARCuse [6]. The clinical recommendations
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specifically state that LARCcan be inserted at any time during
the menstrual cycle as long as pregnancy is reasonably
excluded and that routine sexually transmitted infection (STI)
screening isnot requiredunless the client is at high riskofSTIs,
in which case screening and insertion can occur on the same
day or when the test results are available. In addition, ACOG
recommends LARC insertion immediately following miscar-
riage, abortion and vaginal or cesarean delivery [5,6,8].

The proportion of reproductive-aged (ages 15–44)
women using LARC methods in the US has increased in
recent years from 2.4% in 2002 to 8.5% in 2009 [9]. This
increase can partly be attributed to the expansion of women
deemed suitable for LARC, changing demographics, direct
to consumer marketing and increases in the number of pro-
viders trained in insertion and removal [10,11]. The Centers
for Disease Control and Prevention Medical Eligibility
Criteria gives IUDs and implants a classification1 of 1 or 2
for women with a history of pelvic inflammatory disease,
ectopic pregnancy, teenagers, nulliparous women, smokers,
1 Categories: 1 = a condition for which there is no restriction for the use
of the contraceptive method, 2 = a condition for which the advantages of
using the method generally outweigh the theoretical or proven risks.
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women with a history of hypertension, HIV-positive women
and diabetic and obese women [12]. While implant use in the
US is higher than in other countries, IUD use continues to be
substantially lower [13].

An important barrier to LARC provision may exist when
clinic protocols do not allowwomen to receive a LARCmethod
the same day she requests it, resulting in many women being
lost to follow-up and placed at risk of an unintended pregnancy
[14,15]. A recent (2012) study of postpartum adolescents in
Colorado found that delaying the insertion procedure by just a
few weeks resulted in a decreased likelihood of women
receiving the LARC method that they intended to use [16].
Similarly, protocols that place IUDs immediately following an
abortion have been shown to increase the rate of IUD use and to
reduce repeat unintended pregnancies; failure to return for the
visit was themost common reason for not getting a postabortion
IUD [17,18]. Recent reports from family planning directors and
staff have described the challenges that clients face due to
outdated facility policies requiring multiple appointments to
obtain LARC and to complete requisite consultations and
screening tests before LARC insertions [19]. Additional
barriers to LARC provision and use include cost barriers,
negative attitudes and misconceptions about their safety and
clinicians' lack of experience or comfort with insertion and
removal [8,20–25].

While the copper T IUD is considered the most effective
form of emergency contraception [26], it is not widely used
for this purpose [27,28]. The inability of agencies to offer
same-day insertions may prevent providers from offering
this IUD as emergency contraception [29]. Other barriers to
offering the IUD as emergency contraception include
providers' concern that the IUD is appropriate for a limited
range of clients, limited funds to purchase devices and lack
of provider training [27,28].

Few studies have documented how often providers are
able to insert LARC in one visit and the barriers leading to
delay. A 2006 survey of over 1000 family planning providers
in California found that only 7% offered an IUD in one visit
[29]. A national study of US abortion providers in 2009
found that a small proportion offered immediate postabortion
IUD (36%) and contraceptive implant (17%) placement [25].
Some of the barriers to immediate same-day postabortion
LARC insertion included lack of same-day insertion pro-
tocols, lack of on-site Chlamydia testing and lack of time.
Research on clinicians' attitudes about reducing the number
of visits for LARC provision has been limited.
2 There were originally 17 funded family planning agencies in Iowa;
since the Planned Parenthood of the Heartland merger with 2 former
Planned Parenthood affiliates, there are 15.
2. Materials and methods

2.1. The Colorado and Iowa initiatives

From 2006 to 2012, two statewide initiatives in Iowa and
Colorado granted funding to all Title X providers in each
state as well as other non-Title X family planning providers.
The non-Title X family planning providers were selected
because they were key leaders in family planning provision
in the state. A total of 47 family planning service agencies
(15 in Iowa2 and 32 in Colorado) were funded to expand
their scope of services, improve their infrastructure and
market their services — all with the aim of reducing
unintended pregnancies in each state by increasing use of
LARC. Forty-two of these agencies are Title X agencies, and
5 are non-Title X agencies. As part of a mixed-methods
evaluation of these initiatives, data were collected from
clinicians and clinic directors at initiative-funded agencies to
assess their experiences providing LARC services. The
purpose of this study is to assess clinical protocols and
clinician attitudes regarding same-day LARC insertions and
to identify the barriers to immediate LARC provision. This
study is timed only a few years after ACOG's recommen-
dation to providers to adopt same-day LARC insertion
protocols, giving us the unique opportunity to assess whether
and how these recommendations have begun to affect clinic
protocols and clinician attitudes.

2.2. Study design and data collection

In the summer of 2012, clinicians and clinic directors
from the 47 initiative-funded agencies were surveyed re-
garding clinic protocols and practices, including same-day
insertion practices. The clinic directors from these agencies
completed a short, online 30-item survey and participated in
in-depth telephone interviews regarding their clinic protocols
and practices. The clinic director survey included mostly
close-ended questions regarding the demographic character-
istics of the clinic director, agency characteristics, contra-
ceptive offerings within their agency and LARC delivery
strategies and practices being implemented at the agency
level. Upon completion of the online survey, clinic directors
were asked to participate in a telephone interview that
included 18 questions, many of which were open-ended. The
interviews lasted approximately 1 hour and captured views
about the family planning climate in their communities,
collaboration efforts and the reasons behind their LARC
delivery protocols and practices. Clinic directors were asked
to deliver a separate anonymous online survey link to up to
five clinicians in their agency or the maximum number of
clinicians available for sites with fewer than five clinicians.
The clinician survey included 16 questions about clinician
characteristics, experience delivering LARC methods and
LARC attitudes. All research protocols and instruments were
approved by the University of California, Committee on
Human Research.

2.3. Measures

The following domains were included as part of the
survey tools completed by clinic directors and clinicians
participating in the initiative:
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2.3.1. Number of visits typically required to get LARC
Clinic directors were asked, “At your clinics, how many

visits are required and typical for a patient to receive an
IUD?” They were instructed to indicate the number of
“required” and “typical visits” and to answer a similar ques-
tion for the contraceptive implant. Respondents were ins-
tructed to count all visits for counseling, assessment,
laboratory testing and insertion. A dichotomous variable
combining the average response for the required number of
visits for an IUD and implant was created to measure “no
more than one visit required for an IUD and implant in-
sertion” and was included in the multivariable models.

2.3.2. Agency characteristics
The characteristics of the agencies were taken from the

clinic director survey and interview and included whether the
agency was a Title X provider, had either IUDs or contra-
ceptive implants available on-site, whether the clinic pro-
vides laboratory services and whether the clinic director is
concerned about LARC patients requiring less follow-up
than users of other methods.

2.3.3. Clinicians' beliefs about same-day insertions
Clinicians were asked, “Do you think that the number

of visits required to get an IUD or implant affects how
many women choose these methods?” with a choice of three
answer options: 1) no, not at all, 2) yes, sometimes and 3)
yes, often. Both “yes” responses were collapsed to create one
dichotomous measure. This measure served as the outcome
variable in the multivariable model.

2.3.4. Reasons more than one LARC visit is required
The clinic director interviews included two open-ended

questions regarding the number of visits required for LARC
methods. Clinic directors were asked, “Do you think that
that the number of visits required to get LARC affects how
many women choose these methods?” and “Is there some
way you could reduce the number of visits required at your
clinics?” These responses were analyzed qualitatively to
identify reasons for more than one visit to receive LARC, the
perceived impact of these protocols on LARC uptake among
patients and barriers to reducing the number of visits.

2.4. Data analysis

Multivariable logistic regression analyses using General-
ized Estimating Equations (GEE) to account for clustering
by agency was used to identify significant predictors with
clinicians' attitudes about same-day insertions. GEE are a
population-averaged modeling approach commonly used to
estimate the associations between clustering characteristics
(in this case the agency) and individual-level outcomes (in
this case clinician level outcomes) [30]. Age was excluded
from the model due to its collinearity with years as a licensed
practitioner. Qualitative responses from the clinic director
interviews were typed verbatim and analyzed using a general
inductive approach to triangulate with the quantitative data.
One of the coauthors conducted all of the qualitative
analyses. All quantitative analyses were conducted in
STATA 12.1.
3. Results

3.1. Sample characteristics

Clinic directors from 45 out of the 47 agencies surveyed
completed a phone interview and survey; over 100 (n=114)
clinicians from 44 agencies (an average of 2.5 clinicians per
agency) responded to the online survey; some clinicians may
have been clinic directors and completed the clinic director
survey and interview. The extent to which the same person
may have completed both is unknown, as the clinician
surveys were anonymous. Characteristics of agencies and
clinic directors are presented in Table 1. Most agencies were
located in Colorado (67%), were Title X agencies (91%) and
offered LARC methods on-site (82%). Clinician character-
istics are presented in Table 2. Nearly all clinicians were
female (96%), and the majority were aged 45 and over
(57%). Nearly half (48%) were nurse practitioners and
served as a licensed clinician for 15 years or more (47%).
Over one third (38%) of clinicians responded “not at all”
in response to whether they think the number of visits re-
quired to get LARC affects how many women choose these
methods; 43% responded “yes, sometimes,” and 19%
responded “yes, often” (Table 2).

3.2. Agency capacity to offer same-day LARC

According to clinic directors, approximately half of the
agencies required only one visit to provide an IUD (49%),
and 59% required only one visit to insert a contraceptive
implant. However, in practice, three quarters (76%) of clinic
directors reported that two visits were typical to insert an
IUD and 61% reported that two visits were typical to get an
implant. A small proportion of clinic directors reported that
three visits were typical for patients to have an IUD (5%) or
implant (3%) insertion.

3.3. Multivariable analyses

Three multivariable logistic regression GEE models were
run predicting clinicians' attitudes regarding whether the
number of visits required to get LARC affects whether
women choose these methods. The first model (Table 3)
assessed the clinician-level predictors of believing that the
number of visits required to get an IUD or an implant affects
how many women choose these methods, indicating support
for same-day insertion protocols. Nurse practitioners [odds
ratio (OR) 0.21; 95% confidence interval (CI) 0.06–0.70]
and clinicians with more years of experience as a licensed
practitioner (OR 0.95; 95% CI 0.91–0.99) had significantly
reduced odds of holding this belief.

The second model predicted clinicians' beliefs about
same-day LARC insertions using agency-level characteris-
tics as predictors (Table 3, Model 2). Significant predictors



Table 1
Agency and clinic director characteristics (N=45)

n %

Agency characteristics according to clinic directors
State of Colorado 30 67
State of Iowa 15 33
Title X agency 41 91
LARC available on-site 37 82

IUD 36 80
Implant 35 90

Laboratory services offered 39 87
Number of visits required to get an IUD
1 20 49
2 19 46
3 2 5
Number of visits typical to get an IUD
1 7 18
2 29 76
3 2 5
Number of visits required to get an implant
1 23 59
2 16 41
Number of visits typical to get an implant
1 13 36
2 22 61
3 1 3

Clinic director characteristics
Female 44 98
Professional background

Not a clinician (health administrator, president, chief
executive officer, etc.)

14 31

Physician 1 2
Physician's assistant 1 2
Nurse Practitioner 10 22
Registered nurse 19 42

Years working at this agency
1–3 8 13
4–9 10 23
10–14 8 18
15–24 11 25
25–42 7 16

Concerned that LARC patients require less follow-up 26 58

able 2
linician characteristics (n=114)

linician characteristics n %

emale 109 96
ge group
25–34 19 17
35–44 30 26
45–54 26 23
55+ 39 34

rofessional title
Physician 21 18
Physician's assistant 10 9
Nurse practitioner 55 48
Registered nurse 11 10
Certified nurse midwife/other 16 14

ears as a licensed practitioner
1–3 15 13
4–9 28 25
10–14 17 15
15–24 29 25
25–42 25 22

hink number of visits required to get LARC affects how
many women choose these methods
Not at all 43 38
Yes, sometimes 49 43
Yes, often 21 19
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included working at a Title X agency (OR, 0.03; CI, 0.00–
0.73), working at an agency that offers laboratory services
(OR, 11.49; CI, 1.06–124.58) and representing an agency
that does not require multiple visits for LARC insertions
(OR, 2.79; CI, 1.06–7.34). The third model predicted
clinicians' belief about same-day LARC insertions using
both clinician-level and agency-level characteristics as
predictors (Table 3, Model 3). Years of experience as a
licensed practitioner was the only variable that remained
significant in Model 3 (OR, 0.95; CI, 0.90–0.99).

3.4. Reasons for multivisit protocols

The 21 clinic directors who reported that multiple visits
are necessary to provide LARC were asked whether they
thought these protocols impacted the number of women
choosing these methods and whether they could reduce the
number of visits required. Over half (n=12) responded that
T
C

C

F
A

P

Y

T

one visit was not adequate time to complete comprehensive
counseling and testing before inserting LARC methods.
Several clinic directors (n=7) responded that their clinical
staff wanted to spend enough time with a patient to go over
her medical history, explain the different available methods,
inform her about potential side effects and ensure that the
method was a good fit for the patient. As one clinic director
stated, clinicians “want to make sure the patient is fully
aware of side effects.” In order to avoid the risk of method
discontinuation, these clinicians wanted to allow their
patients more time to consider their options and commit to
the LARC method before having it inserted.

Several clinic directors (n=5) mentioned the need to test
for pregnancy and STIs prior to inserting LARC methods,
which they believed requires more time than is possible
during one clinic visit, especially for clinics that do not
have on-site laboratories. As one clinic director responded,
“We always want to see if their pap is good.” Six clinic
directors also mentioned the referral process as a reason for
requiring more than one visit. Five of these clinics do not
offer these methods on-site, so patients usually receive
counseling and testing in one visit at the initial clinic site
and then have a second visit at the referral site for their
insertion procedure.

Two clinic directors mentioned the significant cost of
LARC methods as a reason to give the patient more time
between counseling and insertion. As one stated, “Because
of the cost of the method, they do not want to insert if the
patient doesn’t seem committed to the method.” Another
explained, “Providers are frugal in the respect that they
don't want to insert a device that costs money and then,
due to patient dissatisfaction, have to remove it. That is



Table 3
Multivariable logistic regression using GEE predicting clinicians' belief that the number of visits required to get an IUD or contraceptive implant affects how
many women choose these methods

Clinician and agency characteristics Model 1 (n=110) Model 2 (n=107) Model 3 (n=106)

OR CI OR CI OR CI

Clinician level characteristics
Professional title

Physician (reference)
Physician's assistant 1.06 [0.17, 6.82] 2.28 [0.24, 21.68]
Nurse practitioner 0.21⁎ [0.06, 0.70] 0.29 [0.07, 1.18]
Certified nurse midwife/other 1.79 [0.26, 12.40] 2.20 [0.28, 17.30]
Registered nurse 0.37 [0.08, 1.79] 0.37 [0.06, 2.30]

Years of experience as a
licensed practitioner

0.95⁎ [0.91, 0.99] 0.95⁎ [0.90, 0.99]

Agency-level characteristics
Title X provider 0.03⁎ [0.00, 0.73] 0.07 [0.00, 2.62]
No more than one visit required for
an IUD and implant insertion

2.79⁎ [1.06, 7.34] 2.40 [0.84, 6.89]

Laboratory services offered 11.49⁎ [1.06,124.58] 8.92 [0.78, 101.37]
LARC methods dispensed on-site 0.89 [0.21, 3.73] 1.41 [0.28, 7.01]
Clinic director concerned about LARC
patients requiring less follow-up than
users of other methods

1.48 [0.58, 3.77] 1.78 [0.63, 4.97]

⁎ pb.05.
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why they [attempt to] make sure the patient is… sure about
her decision.”

Some clinic directors responded that they had tried both
types of protocols — a one-visit protocol and a multivisit
protocol — for patients seeking LARC methods. Two
agencies initially required multiple visits and found that they
preferred to offer same-day LARC, to improve quality of
care and increase the likelihood that the patient receives the
method. “In the past, we had required more than one visit,”
explained one clinic director, “and we found that was a
barrier…. One visit has decreased barriers and increased the
likelihood of the client choosing the IUD.” Another clinic
director stated that they used to require a delay for STI
testing and found that very few patients had positive results,
so “it was better to move forward with the one visit and
not make the woman wait for the results” before insertion.

In contrast, one agency switched from providing same-
day LARC to requiring multiple visits, to give patients more
time to decide on the method and decrease the risk of method
discontinuation over time. “We have done it both ways,” the
clinic director explained, “and we have greater success with
method continuation if they take more time to make the
decision first.”
4. Discussion

The providers surveyed in this study comprise a unique
sample of clinicians working in agencies that have received
dedicated funding aimed at increasing LARC use, including
funding specifically for devices. The proportion of facilities
able to dispense LARCmethods on-site was markedly higher
(over 90%) than that reported among a national sample of
Title X providers (35%–60%) [31], likely improving their
ability to offer same-day LARC care. While other studies
have assessed clinical protocols and barriers to contracep-
tive access from the clinician perspective [32], few have
documented whether clinic protocols offer women same-day
LARC insertion services. About one half of agencies in this
study required no more than one visit for an IUD, a much
higher proportion than that reported elsewhere (7%) [29],
suggesting that changes in professional recommendations
regarding insertion and/or participation in the initiatives
may have influenced the protocols at these sites. New to the
literature is our finding regarding same-day insertion pro-
tocols for the contraceptive implant. Agencies required fewer
visits for the contraceptive implant than for the IUD.

Clinic directors pointed to attitudinal and systemic
barriers preventing many agencies from offering immediate
LARC placement. The primary challenge expressed by clinic
directors was “fitting it all” — pregnancy and STI testing,
cervical cancer screening and contraceptive counseling— in
one visit, particularly for sites that do not have laboratory
services. These barriers are similar to those limiting the
provision of immediate postabortion LARC [25]. These
challenges are inconsistent with ACOG's recommendation
to adopt same-day insertion protocols [6]. For the women
who may require STI screening, the lack of on-site
laboratory services and need to wait for test results was a
barrier to same-day provision. However, some providers
seem to require screening tests for all women, prior to IUD
and implant placement, rather than limiting STI screening to
those at high risk of STIs; STI screening should not be
required prior to implant insertions [33]. While it will be
difficult to overcome the barrier of not having laboratory
services on-site, a better understanding of the circumstances



634 M.A. Biggs et al. / Contraception 88 (2013) 629–635
under which screening tests should be required may facilitate
providers' ability to offer same-day LARC care.

Attitudes about same-day LARC insertions also played a
role in limiting agencies' ability to offer immediate LARC
placement. Over one third of clinicians did not feel that
requiring multiple visits would deter women from selecting
LARC methods. Furthermore, many clinic directors held the
belief, or reported that clinicians at their agency held the
belief, that delaying the insertion procedure was a means to
improve the quality of care. By offering dedicated contra-
ceptive counseling and testing and allowing more time
between method counseling and LARC insertion, clinic
directors and clinicians hoped to give women more time to
fully understand common side effects and to “commit” to a
long-acting method — all with the hope of reducing the risk
of discontinuation. Providers' desire to offer women the
most comprehensive care must be weighed against the lost
opportunities to deliver effective contraceptives and the
increased risk of an unintended pregnancy that is created by
requiring women to return for a subsequent visit. Multiple
visits place an unnecessary burden on patients and increase
their likelihood of engaging in unprotected intercourse
before returning to the clinic and of not returning for their
required second or third insertion visit.

Clinic directors' mention of cost concerns among
providers is especially interesting in this study, where the
cost of LARC devices was eased by the funder. Even in the
context of subsidized LARC methods, it seems clinicians
still consider these methods expensive and, thus, requiring
serious commitment by the patient. The fact that some
agencies have experimented with various visit protocols for
LARC methods and arrived at different conclusions points to
the diversity of opinions surrounding this topic and the need
for additional provider education and training regarding
professional guidelines. Furthermore, clinicians might ben-
efit from having additional information on patient outcomes,
including level of patient satisfaction with single versus
multiple-visit requirements, as well as the levels of method
continuation stemming from different clinic practices.

Some of the differences in attitudes towards same-day
insertions were explained by provider characteristics.
Provider LARC attitudes were associated with their number
of years of experience as a licensed practitioner and pro-
fessional title, suggesting that younger providers and physi-
cians may be better trained and familiar with the latest
protocols and professional guidelines. Similarly, a study of
health care providers attending meetings of the professio-
nal societies of family medicine and obstetrics and gyne-
cology found that younger providers and obstetrician/
gynecologist providers were more knowledgeable about
IUDs [20]. Our finding that clinicians from Title X providers
held less favorable attitudes about same-day LARC
provision is surprising, as Title X clinics have played a
key role in LARC provision and have been shown to be more
likely to offer LARC methods than non-Title X providers in
other states [34]. This result is probably a reflection of the
unique sample of providers that participated in the initiative.
The non-Title X family planning providers were selected
because they were well known to play a prominent and
leading role in family planning provision in the state, likely
explaining why their LARC attitudes were more favorable.

This study should be interpreted in the context of its
limitations. One obvious limitation is that the data were
based on clinicians' and clinic directors' self-report, which
does not precisely measure the protocols regarding same-day
insertions. In addition, we did not capture the number of
visits it actually takes for a client to have a LARC method
placed. The actual number of visits may be different from
that reported by the clinic director, or may vary widely,
depending on patient and clinician characteristics. Although
the study sample included nearly all Title X providers in the
states of Iowa and Colorado, the sample was relatively small,
limiting the statistical power of our analyses and ability to
detect statistically significant differences among the sample.
In addition, the clinicians' surveys were not randomly
distributed throughout each agency, potentially biasing our
sample of clinicians to those most likely to respond.

The inability to offer same-day LARC insertions affects
providers' ability to offer LARC immediately postpartum,
postabortion and as emergency contraception. This practice
is likely to deter a substantial number of clients from getting
their desired method, missing an important opportunity for
providing women with needed contraceptive care. Clinic
director attitudes about the counseling and time required
for adequate patient decision making, as well as concerns
about method cost and discontinuation rates, may play a
role in preferences for more than one visit prior to insertion.
Concurrently, improving providers' understanding of and
adherence to current professional guidelines, including the
benefits of different kinds of LARCs for a wider array of
clients, will hopefully optimize the mainstreaming of LARC
insertion during the client's first visit.
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