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Abstract: Long-acting reversible contraception (LARC) methods, including levonorgestrel and copper intrauterine devices (IUDs) 
and the subdermal contraceptive implant, are the most effective reversible forms of contraception and thus are an important aspect of 
adolescent pregnancy prevention. While LARC efficacy, safety, and appropriateness are supported by major medical organizations and 
usage rates are increasing, overall LARC uptake among United States (US) adolescents remains lower than uptake of short-acting 
contraceptive methods. A better understanding of the barriers affecting adolescent LARC uptake and reasons for discontinuation could 
help facilitate effective communication. For example, learning how to improve adolescent-centered communication, shared decision- 
making, and motivational counseling strategies may be the first step to improving utilization rates. This narrative review includes three 
sections. First, this review will describe the history, mechanisms of action, and epidemiology of adolescent LARC use in the US and 
globally. Next, this review will describe key factors influencing adolescent LARC uptake, reasons for discontinuation, and multilevel 
barriers specific to adolescent LARC use. Finally, this review will characterize communication techniques and LARC counseling 
strategies for adolescents in the context of a reproductive justice approach set in the health belief model framework. The distinction 
between moving away from a presumptive counseling approach towards an adolescent-centered, shared decision-making approach to 
encourage parent-adolescent sexual health communication to lay the foundation of empowering adolescent reproductive autonomy 
should be the underpinning of all effective reproductive communication strategies. 
Keywords: long-acting reversible contraception, LARC, Contraception, adolescent, pregnancy prevention, birth control, 
communication, contraception counseling

Introduction
Long-acting reversible contraception (LARC) methods, including levonorgestrel (LNG) and copper (Cu) intrauterine 
devices (IUDs) and subdermal contraceptive implants (containing etonogestrel or levonorgestrel), are the most effective 
reversible forms of contraception. In addition to high pregnancy prevention efficacy, the safety and appropriateness of 
LARC use among adolescents are supported by all major medical societies, including the American College of 
Obstetricians and Gynecologists (ACOG) and the American Academy of Pediatrics (AAP).1,2

Decreases in adolescent sexual activity and increases in effective contraception use, including major shifts in the rates 
of adolescent LARC use, have contributed to significant declines in US adolescent pregnancy rates in recent decades.3 

Nevertheless, despite increasing LARC use among adolescents, overall uptake is still low compared to short-acting 
contraceptive methods.4 LARC uptake among adolescents has also been disproportionate across racial and ethnic groups 
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and ages and continues to face many practical constraints.5,6 Although LARC devices are highly effective contraception 
options for adolescents, historical misperceptions about safety and appropriateness in adolescents may hamper ongoing 
clinical LARC counseling and provisions. A better understanding of the history of LARC, its mechanism of action, and 
current adolescent usage patterns in the US and globally may empower healthcare professionals to provide meaningful 
anticipatory guidance, address concerns, and ultimately support successful contraception initiation according to the 
preferences and values of adolescents and their families.

Compared to adult women, adolescents have specific and unique concerns about initiating and continuing LARC 
devices. Understanding the many factors that may affect adolescent LARC uptake, including LARC characteristics, 
acceptability, the anticipation of discomfort, common myths, and nuanced cultural and psychosocial factors, is necessary 
to effectively support adolescent contraception decision-making.7 By identifying the specific barriers affecting adoles-
cents, including healthcare provider misconceptions, legal, administrative, and practical constraints, cost, access, and 
confidentiality, this review will serve to better inform effective LARC communication strategies.8

Lastly, the benefits of LARCs must always be balanced with the role of empowering autonomy and using an 
adolescent-centered, shared decision-making communication approach. Provider communication should encourage 
ongoing parent-adolescent sexual health communication at home following the visit. While “LARC-first” counseling 
may lead to higher uptake rates, the potential for this directive, presumptive approach to overemphasize LARCs over all 
other methods risks coercion and possible implicit perpetuation of historic reproductive injustices.8 The principles of 
reproductive justice support more than just empowering adolescent women to access LARC but also to choose non- 
LARC methods or no method at all, as well as the freedom to have LARC methods removed at will.8 Thus, evidence- 
based communication strategies for LARC counseling through a reproductive justice framework and health belief model 
will be reviewed with practical clinical guidance for common counseling pitfalls and best-practice examples of LARC 
communication strategies.

This narrative review aims to help clinicians develop practices to improve LARC communication, counseling, and 
adherence by providing an overview and context behind factors that influence adolescent LARC use. First, we provide an 
overview of the history of LARC, its mechanism of action, and usage trends in the US and globally for adolescents. Next, 
we describe the factors affecting adolescent LARC uptake, continuation, and barriers to use. Finally, we conclude by 
characterizing communication practices to support adolescent-centered, shared decision-making to encourage parent- 
adolescent dyad sexual health communication and empower adolescent LARC uptake, continuation, and adherence for 
adolescents who desire this method.

Overview of LARC History, Mechanism of Action, and Adolescent Usage 
Patterns in the United States and Globally
Intrauterine Device History and Current Models
Public perception of IUD safety and appropriateness in the United States (US) has shifted significantly in recent decades. 
The first generation of copper (Cu) and levonorgestrel (LNG) IUDs were released in the US in 1968. In the 1970s, the 
public trust in IUDs was tarnished by poor outcomes associated with the Dalkon Shield, an IUD with a multifilament, 
braided string that rendered it prone to ascending infections.9 This led to the device’s subsequent withdrawal from the US 
market in 1974 and left a looming effect on the public perception, acceptability, and usage patterns of IUDs in the US.10 

By 1995, IUD usage rates among reproductive-aged US women had declined to between 1–2% in non-Hispanic White 
women and nearly 0% in non-Hispanic Black women.10,11

The IUD models available in the US include a copper IUD, ParaGard, introduced in 1988 and approved for 10 years 
of contraception, as well as four hormonal IUDs. The oldest hormonal IUD model, Mirena (introduced in 2001), contains 
52 mg of LNG, releasing approximately 20 mcg every 24 hours.12 While approved initially for five years, its duration of 
effectiveness has been progressively extended by the FDA with access to longer follow-up data, most recently in 2022 to 
8 years when used for pregnancy prevention.13 Three newer LNG-IUDs emerged between 2013–2016 of varying doses 
and durations of efficacy; Skyla (3 years, 13.5 mg LNG), Kyleena (5 years, 19.5 mg LNG), and Liletta (8 years, 52 mg 
LNG).14 Each of these new IUDs was studied and approved for both nulliparous and parous women, unlike Mirena, 
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which was initially approved by the FDA based on data from women who had previously been pregnant (although 
extended follow-up of Mirena efficacy has included a greater proportion of nulliparous women).12,14 FDA approval 
studies for the Liletta IUD were notable for including adolescents aged 16 and 17, whereas other IUD approval trials 
have included only women aged 18 and older.15 Two hormonal IUDs, Skyla and Kyleena, feature a slightly narrower 
insertion device with a diameter of 3.8mm (slightly smaller than Mirena’s diameter of 4.4mm and Paragard and Liletta’s 
diameter of 4.75mm). Regardless of these slight millimeter differences, all devices can be safely inserted in nulliparous 
women, including adolescents.16

While hormonal IUDs and a range of Cu-IUD models are available internationally, accessibility and price vary 
widely.17 Some countries provide IUDs and implants at no cost, whereas patients may face costs equivalent to hundreds 
of US dollars in others.17 International initiatives to address LARC access and affordability in low- and middle-income 
countries (LMICs) have included public-private partnerships to facilitate manufacturer donation of unbranded LARC 
devices as well as the non-profit pharmaceutical development of a lower-cost hormonal IUD, Avibela, available in select 
LMICs.18

Subdermal Implant History and Current Models
The first subdermal implant available in the US, Norplant, was approved in 1991. Despite initially high popularity, the 
device fell out of favor due to unanticipated side-effects and difficulty removing its multiple rods. Sales stopped in the 
US in 2002.10 Furthermore, the device was implicated in several examples of reproductive rights coercion that targeted 
poor, minority, and imprisoned women, including legislation introduced in some states to financially incentivize or 
compel Norplant use among women receiving public assistance or those convicted of crimes.10,19 This history may have 
particular relevance for populations that have experienced past or ongoing reproductive coercion, such as forced 
sterilization of racial and ethnic minority women in the US.10 Reproductive freedom and autonomy should be central 
in all discussions about choosing when to initiate or discontinue a contraceptive method to avoid perpetuating historical 
reproductive wrongs.20

The currently available subdermal implant in the US is the single-rod Nexplanon, first introduced in 2010. This device 
made improvements over the previous single-rod subdermal model (Implanon, introduced in 1998) with the additional 
benefits of an improved insertion device and radio-opacity.14 Although its initial approval was for three years, subsequent 
research has supported ongoing efficacy for four years or more.13

Two LNG-releasing subdermal implants are available internationally, each with two rods containing 75 mg of LNG 
(150 mg total).21 Research suggests differential rates of LNG release between the two devices, supporting 
a recommended maximum duration of 5 years for Jadelle (manufactured in Finland) and 3 years for Sino-implant (II) 
(manufactured in China and distributed globally as Levoplant).21

LARC Mechanism of Action and Medical Benefits
With estimated failure rates of less than 1%, LARC methods are the most effective forms of reversible contraception.22 

The mechanism of action of LNG-IUDs works by thickening cervical mucus, impairing the mobility of sperm, and 
creating changes to the uterine environment that reduce gamete viability and decrease the likelihood of fertilization.23 

The Cu-IUD works by creating inflammatory and biochemical challenges to sperm mobility, gamete viability, and 
fertilization in the uterine environment.23 Ovulation is not affected by the Cu-IUD, whereas some LNG-IUD users may 
experience anovulation.24 Conversely, the mechanism of action of the etonogestrel subdermal implant suppresses 
ovulation.1 LARC methods do not function by preventing the implantation of fertilized embryos.23

LARC may pose additional medical benefits aside from contraception. While all IUDs are effective for contraception, 
the 52 mg LNG-IUD (initially releasing approximately 20mcg/day) more reliably reduces or suppresses menstrual 
bleeding. In contrast, regular menses more often persist among lower-dose LNG-IUD users (such as Skyla, containing 
13.5 mg, releasing approximately 14 mcg/day). Progestin-containing LARC typically improves dysmenorrhea.25 Among 
hormonal contraceptive options, the LNG-IUD has relatively lower potential for drug interactions due to limited systemic 
hormone exposure.25 For women who have contraindications to using hormone-containing methods, the Cu-IUD has the 
advantage of providing highly effective nonhormonal contraception, although it conversely tends to worsen both bleeding 
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and cramping.25 Finally, the low risk of medication interactions and lack of evidence for adverse mood effects in both the 
Cu-IUD and progesterone-containing LARCs make them particularly useful options for women with mood disorders 
such as depression and anxiety, who are at increased risk for non-adherence to short-term contraception.26

LARC Insertion Timing
For optimal minimization of pregnancy risk from unprotected intercourse, providers should consider a “quick start” 
LARC insertion when feasible and clinically appropriate.27 Any LARC may be inserted same-day if the patient’s last 
menstrual period was less than seven days ago or if the patient has a negative urine pregnancy test and has not had any 
unprotected intercourse since the last menses. Furthermore, a Cu-IUD or 52 mg LNG-IUD may still be inserted after this 
seven-day interval without waiting for the next menses if the patient has a negative pregnancy test and has only had 
unprotected intercourse within the past five days.27 Although no LARC is FDA-approved for emergency contraception, 
research demonstrates that the Cu-IUD is the most effective emergency contraceptive when inserted within five days 
following intercourse.28 Recent research suggests that the 52 mg LNG-IUD may provide comparable efficacy as 
emergency contraception during the same time frame.29

Assessing Safety and Medical Appropriateness
Deciding whether a patient’s medical condition permits safe LARC initiation arises across many clinical settings. The US 
Center for Disease Control and Prevention describes recommendations for contraception safety based on specific medical 
conditions and related comorbidities in its Medical Eligibility Criteria for Contraceptive Use.30 Both initiation and 
continuation of LARC are described as either category 1 (without restriction) or category 2 (advantages outweigh risks) 
for nearly all medical conditions affecting adolescents, with a few notable exceptions. For instance, current and recent 
breast cancer prohibits progestin-containing LARC (category 4, unacceptable risk), whereas systemic lupus with positive 
antiphospholipid antibodies and liver tumors disfavor LARC yet still permit use (category 3, risks outweigh benefits).30 

While many of the above scenarios uncommonly affect typical adolescents, understanding how to confidently provide 
LARC safety guidance applicable to specific medical conditions and concerns is essential to inform and reassure 
adolescent patients and their families.

Epidemiology of Adolescent LARC Use: US Epidemiology
Adolescent LARC use in the US has risen significantly in recent decades, playing a role in recent reductions in 
adolescent pregnancy rates to a low of 15.4 births per 1000 US adolescents aged 15–19 in 2020.3,31 Nevertheless, 
significant unmet contraception needs and disparities continue among adolescents. More than one in five (22%) females 
who began having sexual intercourse before age 20 did not use any form of contraception (including condoms) at first 
sexual intercourse, pointing to the need for earlier education and proactive discussion about contraception with youth 
prior to sexual activity.4 While US adolescent LARC use rates have undoubtedly increased in past decades, data differ on 
the exact degree. The National Survey of Family Growth (NSFG), an interview-based survey of unmarried and married 
US men and women aged 15–49, observed an increase in LARC use at last intercourse among never-married adolescents 
aged 15–19 years from 3% in 2006–2010 to 15% in 2015–2019.32 Stratified by individual method, 5% of adolescents 
used an IUD while 10% used an implant.32 Furthermore, 20% of adolescents reported ever using a LARC method, 
implying that approximately a quarter of adolescents initiating LARC may seek device removal.4 By comparison, 12.7– 
13.7% of US women between ages 20–39 were current LARC users in 2017–2019.33 The National Youth Risk Behavior 
Survey (YRBS), a biennial survey of US high-school students, observed a smaller increase in current IUD and implant 
use among adolescents aged 15–19 than the NSFG, from 1.6% in 2013 to 4.8% in 2019.5 The discrepancy between these 
national datasets may have been due to differences in rates of sexual activity between cohorts, question wording, or in 
disclosure of sexual activity between paper survey and individual interview mediums.34 Nevertheless, both data sources 
support substantial recent increases in adolescent LARC use.

Racial disparities persist in US adolescent LARC uptake, with higher usage among non-Hispanic White (6.7%) than 
non-Hispanic Black (2.0%) or Hispanic (1.6%) adolescents aged 15–19.5 This is particularly significant in the setting of 
racial and ethnic pregnancy rate disparities among non-Hispanic Black and Hispanic adolescents, who experience 
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pregnancy rates over twice as high as non-Hispanic White adolescents.35 By contrast, overall LARC use among adult US 
women does not differ between Hispanic, non-Hispanic White, or non-Hispanic Black individuals.33 Further work 
remains in addressing the complex, systemic factors underlying these discrepancies.

Global Epidemiology
Adolescents in LMICs face particular hurdles to obtaining and using contraception, including barriers to uptake and 
continuation.36 Of the 16 million adolescents 15–19 who give birth each year worldwide, 95% live in LMICs, incurring 
increased complication rates and associated health risks.36 Estimates of unmet contraceptive needs vary globally, ranging 
from 34–67% among unmarried adolescents ages 15–19 and 7–62% among married adolescents.36 Adolescent-specific 
estimates of LARC use are challenging to obtain in many regions, particularly countries that refrain from asking 
unmarried women about contraceptive use.37 Among all women aged 15–49 worldwide, LARC use has increased over 
the past 25 years, with total IUD users increasing from 133 to 159 million (8.4% of women aged 15–49) and implant 
users increasing from 2 million to 23 million (1.2% of women aged 15–49).37 Rates of IUD use are lower among women 
living in low-income (3.0%) and low-middle-income (3.6%) countries than among women in upper-middle-income 
(16.3%) and high-income (6.5%) countries.37 Geographically, IUD use is highest among women aged 15–49 in Eastern 
and South-Eastern Asia (18.6%) and lowest in the regions of Sub-Saharan Africa (0.7%) and Oceania (0.3%).37 

Conversely, women in low-income countries are more likely to use the implant (3.7%) than other regions (0.6– 
1.2%).37 The Sub-Saharan Africa region has the highest rates of implant use worldwide (4.5%); this rate has increased 
substantially from 1.1% since 2011 in the context of public health initiatives to improve implant affordability, access, and 
delivery practices in this region.37,38

LARC Uptake, Continuation, and Barriers to Use
Many factors affect how adolescents perceive the role of LARC in pregnancy prevention and decide whether or not to use 
one.39 The Health Belief Model (HBM) is a health promotion framework that incorporates individual assessment of the 
perceived threat of a health problem (including susceptibility and severity), the expected benefits and barriers involved in 
taking action to avoid the problem, and factors that influence decisions to act or not act.40 Interventions to facilitate 
contraception use in adolescents and young adults often incorporate HBM constructs in modeling patient contraception 
decision-making and as predictors of behaviors.41 In Figure 1, we apply the constructs of the HBM to contextualize and 
summarize the factors affecting LARC use in adolescents discussed in this review. For the purposes of this review, we will 
focus primarily on factors affecting adolescents in the US. The multifaceted experiences and attitudes about LARC use 
among adolescents in different regions worldwide deserve specific attention and further investigation.42–46

Factors Affecting Adolescent LARC Uptake
The factors impacting adolescent LARC decision-making involve a delicate balance between contraception character-
istics and preferences, acceptability, anticipation of discomfort during insertion, health myths, and the role of shared 
cultural and interpersonal stories.47 Many factors affecting adolescent LARC uptake discussed below mirror those 
affecting adults, except for romantic partners playing a smaller role in adolescent contraception decisions compared to 
adult women.39

Acceptability
Adolescents are more likely to use less effective contraception methods than adult women. Many complex reasons 
underlie this discrepancy, often centering on perceived device acceptability. Overall, fewer adolescents have heard of 
IUDs (77.3%) and implants (78.6%) compared to short-acting methods such as oral contraceptive pills (97.2%) and 
Depo-Provera (DMPA) injections (82.1%).48 While LARC acceptability tends to be relatively similar for IUDs (37%) 
and implants (43%) among adolescents and young adults, the distribution may be polarized, with some adolescents either 
highly interested or highly disinterested.48 This suggests that while a lack of awareness of LARC methods among 
adolescents may contribute to low overall acceptability, awareness-building may be a powerful tool to boost adolescent 
knowledge and interest. Conversely, other adolescents view the implant and IUD as entirely unacceptable (24.4% and 
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18.5%, respectively), emphasizing the importance of maintaining an individualized adolescent-centered focus in contra-
ceptive counseling.48

Contraception Characteristics and Preferences
Efficacy is critically important to most adolescents choosing a contraception method. Individual endorsement of LARC 
efficacy is associated with a higher likelihood of LARC uptake, as is personal acceptance of method-specific factors, 
including convenience and duration of LARC devices.49 However, other important considerations impact adolescent 
contraceptive choices, including non-contraceptive benefits, anticipated side-effects, and changes to menstruation, with 
some preferring regular menses and others amenorrhea.47 All LARC methods typically involve an adjustment period of 
irregular uterine bleeding after insertion, which may last weeks or months. Nearly all LARC methods affect cycle 
regularity; Mirena is the most likely to promote amenorrhea, whereas low-dose IUDs and the Cu-IUD are more likely to 
preserve monthly cycles. Nexplanon often leads to breakthrough bleeding that can last weeks or months; while this 
typically self-resolves by six months, some adolescents continue to have unwanted bleeding beyond this timeframe. 
Given these possibilities, for some individuals, the high efficacy of LARC may not outweigh the benefits of user- 
controlled contraception that satisfy other valued criteria, such as more predictable, lighter, or suppressed menstruation.

Age may impact which specific LARC device is preferred. In the Contraceptive CHOICE project, a multilevel 
prospective intervention conducted in St. Louis between 2008 and 2013, more than 70% of adolescents initiated a LARC 
method.50 This intervention was notable for using a “LARC-first” counseling protocol, providing same-day insertion, and 
guaranteeing no patient cost-sharing for any contraception method. Among LARC adopters, adolescents ages 14–17 most 
often chose a subdermal implant (63%), whereas adolescents ages 18–19 more often chose a hormonal IUD (71%).51 The 
perceived invasiveness of a pelvic exam and anticipated discomfort may underlie the preference of younger adolescents 
for the subdermal implant over the IUD.

Anticipation of Discomfort with Insertion
Insertion of a LARC device entails some degree of discomfort or pain for most patients.52 Anxiety, fear of pain, and 
concerns about the procedural experience are widespread, even among adolescents who elect to obtain LARC.52 Insertion 

Motivation to 
Use LARC

Perceived Threat of Pregnancy

Perceived Susceptibility
Likelihood of pregnancy (either 
when using no contraception or 

when using less effective 
contraception)

Perceived Severity
Positive or negative impact of 

becoming pregnant
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Perceived benefits
Knowledge of efficacy
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Costs (monetary, time)
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Patient-centered contraceptive counseling
Trust in the patient-provider relationship
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Figure 1 Application of the Health Belief Model Constructs to LARC Use in Adolescents.
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of the subdermal implant typically entails minimal discomfort, involving a brief stinging sensation from an injection of 
a local anesthetic. The remaining insertion procedure is experienced as a dull pressure without acute discomfort and is 
typically completed within one minute. The healing process often involves a mild bruise at the procedure site that may 
last several days.

Conversely, inserting an IUD requires approximately five minutes of discomfort to accommodate speculum insertion, 
application of the tenaculum to the cervix, sounding of the uterus depth, and finally, the insertion of the IUD itself.52 The 
procedure may be further prolonged by complex anatomy or stenosis of the internal cervical os. While providers may 
attempt to minimize this challenge by timing placement during menses when the cervix is naturally dilated, research does 
not suggest that this practice improves outcomes.53 Importantly, nulliparity is not a risk factor for failed IUD insertion.54 

Patient experiences of discomfort or pain vary wildly from minimal to severe.55 There are few reliable indicators of 
which patients will experience severe IUD insertion pain; a history of dysmenorrhea, nulliparity or low parity, and high 
anticipated pain may serve as predictors.52,56 Research into pain reduction interventions for IUD insertion has so far not 
established an optimal evidence-based analgesia approach.57 Nevertheless, fear of the potential for significant discomfort 
or pain is real and often amplified on social media platforms, stoking adolescents’ anxiety surrounding the procedure, 
despite the vast majority of adolescents reporting satisfaction after LARC insertion.58

LARC Health Myths
Misconceptions and fears often dissuade adolescents from choosing a LARC method.47 Both adolescents and their 
parents often have significant concerns about the health effects, safety, and efficacy of LARC.48 Common myths include 
fears of infertility, cancer, ectopic pregnancy, and risk of damage to the pelvic organs.9 Furthermore, despite failure rates 
of <0.5%, a survey of over one-thousand urban adolescents and young adults found that 11.5% reported knowing 
someone else who got pregnant on the IUD.48 Internet-based LARC information is of variable quality and may contribute 
to knowledge gaps and inaccurate perceptions of risk.59 Concerns about hormonal side-effects persist for both the implant 
and hormonal IUDs, despite relatively lower systemic absorption from the IUD compared to other progestin-only 
methods.47 Table 1 discusses communication approaches to the specific myths described in this section, including 
guidance on addressing LARC misconceptions and accessibility barriers.

Family, Cultural, and Shared Interpersonal Experiences
Interpersonal, cultural, and historical factors influence how individuals and their communities value LARC character-
istics and personally assess the acceptability and desirability of LARC.47,60 In particular, social context and shared 
experiences of friends and family can either positively or negatively influence LARC choice.47,61 Ongoing mispercep-
tions shared among adolescents and their parents include the idea that nulliparous women cannot use IUDs or that 
insertion must occur during menstruation.9 Research demonstrates greater maternal acceptance of short-acting contra-
ception than LARC.62 The misperceptions relayed by stories from family and friends, who serve as important sources of 
medical information for adolescents, may dissuade adolescents from LARC use, as adolescents with low interest in 
uptake more often have a friend or family member who disliked a given LARC method.48

Furthermore, racial and ethnic communities that have experienced historic reproductive coercion may have specific 
concerns about LARC.10 Qualitative research has found that the history of prior reproductive injustice impacted patient 
concerns about being steered towards LARC based on race, ethnicity, socioeconomic status, and educational background.63 

In particular, Hispanic and non-Hispanic Black women described experiences of feeling steered to choose to begin LARC 
and pressured to continue LARC, with some observing providers resisting requests for device removal.63 Awareness of 
potential coercion and reproductive autonomy concerns is crucial to adolescent-centered contraceptive care.

Factors Affecting Adolescent LARC Continuation and Discontinuation
Many factors influence LARC continuation and discontinuation rates, including considerations for specific populations, 
medical comorbidities, drawbacks leading to early removal, and IUD expulsion.
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Continuation and Discontinuation Rates
While the adolescent continuation of LARC is higher than non-LARC methods, adolescents may have higher 
discontinuation rates than adult women. In the CHOICE project, adolescent continuation rates of the copper IUD 
(75.6%), LNG-IUD (80.6%), and implant (82.2%) were lower than continuation rates among women over age 26 
(between 84–86% for each LARC method).64 Nevertheless, adolescents are much more likely to continue LARC than 
short-acting contraception methods. Reviews have demonstrated adolescent 12-month LARC continuation rates (86.4% 
for IUDs and 85.3% for implants) significantly higher than the 39.8% continuation rate of oral contraception, the most 
common form of short-acting contraception.65 Similarly, adolescents may be more likely to discontinue short-term 
methods than adults, as demonstrated in lower 12-month oral contraceptive continuation among adolescents compared 
to adults 26 and older (44% vs. 53%).64 Overall, most adolescents have high LARC satisfaction rates and intentions to 
continue LARC one year after insertion.64 Nevertheless, adolescent satisfaction rates may be lower than those of 

Table 1 How to Address LARC Myths and Barriers with Adolescents and Rationale for Response

LARC Myth How to Address Myth Rationale for Response

LARC methods can decrease my ability 
to get pregnant in the future (or 

reduce my future fertility).

The ability of the implant and IUD to prevent 
pregnancy is reversed as soon as the device is 

removed. There is no long-term reduction in your 

ability to get pregnant.

Many adolescents are concerned about returning 
to fertility after discontinuing a contraceptive 

method. The depot medroxyprogesterone acetate 

injection (Depo-Provera) is the only method 
associated with some delay in return to fertility; 

even this effect is not universal.

It is unsafe to skip or have no period, 

and I am worried that if LARC stops 

my periods, it could cause problems.

LARC methods stop the uterus lining from 

building up, so your period can be lighter or may 

stop altogether because there may not be much 
uterine lining to shed each month.

Setting expectations regarding changes to the 

menstrual cycle before initiating a LARC method 

will improve satisfaction and continuation. This is 
especially important for those whose goals include 

improving menstrual bleeding and decreased 

cramping.

LARC stops pregnancies by causing 
abortions.

Implantation of a fertilized egg is the definition of 
pregnancy. LARC prevents pregnancy before 

fertilization occurs, so no abortion is involved.

Implants and IUDs do not function by terminating 
pregnancies. Instead, they work to prevent 

ovulation (implant) or fertilization (IUD).

Having a device inserted increases my 

risk of infection (such as getting an STI 

or infection at the insertion site)

Increased infection risk is only present around the 

time of placement. Afterward, your chance of any 

infection is the same as anyone else.

While using a LARC does not make adolescents 

more likely to get an STI, providers should counsel 

that LARC does not prevent them from getting an 
STI either.

After the LARC device is placed, 
I cannot get it removed until a certain 

number of months or years have 

passed.

All LARCs can be removed at any time and do not 
have to stay in place for the entire duration of 

efficacy. The ability to get pregnant returns almost 

as soon as you get the device removed.

Adolescents have the right to refuse or 
discontinue a LARC method at any time. An 

adolescent-centered approach to counseling 

should include options for managing side effects 
and removal.

LARC methods are too expensive for 
me to afford.

Your health insurance should usually cover all 
contraceptive options at no cost.

Under the Affordable Care Act, insurance 
providers are required to cover all FDA-approved 

contraceptives, including LARCs. In certain states, 

state funds cannot be used to provide minors with 
confidential contraceptive services.

I need my parents’ permission and 
consent to get a LARC method.

In many states in the US, you can legally get 
a LARC without your parents’ consent or 

permission.

In many states in the US, adolescents can legally 
obtain contraception without parental consent or 

notification. Information regarding laws and 

restrictions in specific states is available at: www. 
guttmacher.org/statecenter/spibs/spib_MACS.pdf
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adults. In the CHOICE project, 75% of adolescents aged 14–19 were very satisfied with LARC, compared to 83% of 
adults 26 and older.64

Postpartum and Postabortion LARC Placement
Postpartum LARC placement is associated with reduced repeat pregnancy and is recommended as a best practice by 
ACOG.1 Adolescents who received the LNG-IUD postpartum reported 100% satisfaction at 12 months and had much 
higher 12-month continuation rates (77%) than postpartum adolescents receiving Depo-Provera (43%).66 Although post-
partum IUD insertion is associated with a slightly elevated rate of expulsion (10.2% for immediate post-placental placement 
and 13.2% for placement within 72 hours), this practice provides a powerful tool to meet the needs of the 40–70% of 
postpartum women who initially intend to obtain an IUD that do not ultimately obtain one.67,68 Postpartum implant 
placement additionally leads to higher initiation rates than delayed insertion.69 Adolescents receiving the implant post-
partum have higher initiation rates than those receiving placement at 6 weeks and were more likely to have the device in 
place at 3 months.70

Immediate post-abortion LARC provision is a safe and effective option for adolescents following a medical or 
surgical abortion to reduce the high risk of repeat pregnancy in this population.1 Immediate postabortion LARC insertion 
is generally acceptable to adolescents and nulliparous women, although rates of LARC uptake in these groups may be 
lower than in parous and adult women.71,72 Importantly, immediate LARC initiation does not increase the risk of 
medication-induced abortion failure.73 Rates of IUD complications and expulsions following first-trimester uterine 
aspiration and medication-induced abortions are low.74 Immediate postabortion IUD insertion is associated with higher 
initiation rates (96%) than interval insertion (23%), primarily due to failure to return for follow-up.75

Disadvantages and Reasons for Early Removal
While relatively few adolescents opt for early IUD removal, many factors underlie these decisions. A systematic review 
on IUD continuation in adolescents and young adults under 25 found that bleeding and pain were the most reported side- 
effects.65 These complications, however, rarely required device removal. Unpredictable post-IUD bleeding was generally 
viewed as acceptable by the vast majority of adolescent IUD users.65,66 Most post-IUD insertion pain was experienced 
shortly after insertion and was responsive to oral analgesics, while IUD-related pain leading to removal mainly occurred 
within the first three months after insertion.65

Bothersome “nuisance” bleeding is the most commonly cited reason for discontinuing the subdermal implant.76 

Proactive anticipatory guidance about possible adverse effects is critical to inform reasonable expectations for post- 
insertion LARC experiences. Users should remain aware of the normalcy of post-insertion abnormal uterine bleeding and 
be reassured that this does not represent a sign of danger or that the LARC is harming their bodies. In particular, offering 
an ameliorating short-term medication course, such as oral contraceptives, may help reduce bleeding and avert 
discontinuation for patients willing to try a temporizing treatment.76

Medical Indications to Discontinue LARC
Most common LARC sequelae, such as irregular bleeding or cramping, do not necessitate LARC removal unless requested 
by the patient. The emergence of any of the rare conditions that generally prohibit progestin-containing LARC, as discussed 
previously, would typically prompt a recommendation for LARC removal.30 Otherwise, continuing a pre-existing LARC is 
generally acceptable in most medical situations, including several notable scenarios where initiation would not be 
recommended, such as active pelvic inflammatory disease, cervical or endometrial cancer, or in the setting of complicated 
solid organ transplantation.30 Counseling on the benefits and risks of continuing LARC in the setting of comorbid medical 
complications should involve an adolescent-centered, shared decision-making approach.

IUD Expulsion in Adolescents
Spontaneous expulsion occurs in a relatively small percentage of IUD recipients, estimated to be between 2–10% in adult 
women.1 Risk factors for adolescents and adults include heavy menstrual bleeding, higher BMI, and postpartum 
insertion.77 Most but not all adolescents recognize IUD expulsion when it happens.65 Although not a contraindication 
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to future IUD use, adolescents should be counseled that it is a risk factor for repeat expulsion. The rate of subsequent 
IUD expulsion rate in adolescents with a history of IUD expulsion is nearly 30%, similar to that of adult women.1,78

While younger age may be a risk factor for IUD expulsion, rates among adolescents are not known to be definitively 
higher than those of adult women.77 Studies in adolescents have observed expulsion rates ranging from as low as 1% to 
approximately 15%.65 Adolescents in the CHOICE project between ages 14–19 did experience expulsion rates of 10.5% at 12 
months and 18.8% at 36 months, approximately twice as high as rates for women over age 20 (5.7% and 9.3%, respectively). 
Importantly, neither nulliparity nor IUD type was a risk factor for expulsion in this study.77 Systematic reviews have observed 
pooled IUD expulsion rates of 8.0% (95% CI 4.0–11.0%); however, studies exhibited significant heterogeneity.79

Barriers to Adolescent LARC Use
Despite recent increases, LARC use rates among adolescents still trail behind those of short-term contraception. The 
multiple barriers to adolescent LARC use involve several overlapping domains of care, including but not limited to 
healthcare provider misconceptions, legal, administrative, practical constraints, and patient concerns about cost, access, 
and confidentiality. Several key successful systems-change interventions have addressed multilevel adolescent LARC 
barriers. Understanding the many hurdles for adolescents deciding to use a LARC method may help explain ongoing 
areas for improvement in provider counseling and the healthcare system.

Healthcare Provider Knowledge Gaps
Healthcare providers may serve as a barrier to adolescent LARC use due to lack of knowledge, comfort, or training in 
LARC provision.6 Deficient LARC education spans both medical school and residency training and continues into 
independent practice.80,81 Adolescents may be intentionally or unintentionally dissuaded from using a LARC based on 
myths and misconceptions propagated by some healthcare providers.60 In particular, until recent recommendations from 
the AAP and ACOG in the past decade, IUDs were perceived by many providers as non-options for nulliparous 
adolescents.2,82

Some providers may not counsel adolescents about or provide LARC options at all.1,19 Limited LARC counseling by 
providers may contribute to relatively low levels of LARC awareness among adolescents, given that nearly three-quarters 
of adolescents view healthcare providers as the primary source of LARC information.83

Legal, Administrative, and Practical Constraints
While practical and economic difficulties may affect any patient, adolescents are particularly vulnerable and require 
additional support to counteract logistic constraints to obtaining a LARC outside their control. Many states or institutions 
require parental consent for any outpatient procedure, overriding adolescents’ unique and compelling needs to access 
LARC.84 Adolescents may not be aware of resources such as Title X-funded clinics to receive free and confidential care 
in most US states.85 Their ability to access services independently may further be hampered by logistics such as the need 
for transportation, geographic proximity to adolescent-friendly clinics, or lack of privacy. Finally, offices often ask 
patients to return for a separate procedure appointment due to scheduling constraints or the need to order the device itself, 
leading nearly half of adult women to fail to return for IUD insertion.86

Cost and Access
Another commonly identified barrier is the costs associated with LARCs for both providers and patients. While US 
health insurance companies must pay 100% of LARC device and insertion costs under the Affordable Care Act, 
commercially insured patients often have associated out-of-pocket costs.87 Uninsured youth who are either unable to 
access or unaware of free or low-cost family planning services may be deterred by the prospect of paying hundreds of 
dollars for a LARC device.6,88 Cost is also a factor for providers, including the upfront cost of purchasing LARC devices 
for their office, associated clinical costs with procedural equipment, longer appointment times, and the risk of device 
expiration or non-reimbursement. Failing to stock sufficient devices in clinics impacts adolescents who desire LARC by 
limiting providers’ ability to offer same-day insertion services.86 Dismantling these barriers will help enable adolescents 
who desire LARC to receive a device using evidence-based same-day insertion practices.6,80
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Confidentiality
Confidentiality is an important consideration when discussing contraceptive care for adolescents. Most US states allow 
minors to consent to contraception.85 Title X and Medicaid funding sources typically carry federal protections within the 
Code for Federal Regulation that enable minors to access contraception.85 Despite these protections, state regulations 
may conflict with or fail to provide guidance on protections for confidential adolescent contraception access.85 

Furthermore, adolescents may fear unintentional disclosure of contraceptive services to parents or caregivers from 
insurance benefit explanations, electronic health record releases, or telehealth settings where parents may read or 
overhear.89 Guidance is available to maintain confidentiality with billing in published recommendations by the 
American Academy of Pediatrics and Society for Adolescent Health and Medicine.90

Multilevel Interventions to Address Adolescent LARC Barriers
Research into evidence-based interventions addressing LARC access and uptake is ongoing.91 Several notable multilevel 
interventions have sought to address barriers to adolescent and adult LARC use. The CHOICE project, as mentioned 
previously, utilized “LARC-first” counseling alongside multilevel systemic interventions that led to LARC uptake by 
72% of adolescents, greatly exceeding national adolescent LARC use rates between 5–15%.5,32,51,92 This seminal 
intervention reduced birth rates in adolescents aged 15–19 years to 19.4 per 1000 and abortion rate to 9.7 per 1000 
(vs. 94.0 per 1000 and 41.5 per 1000, respectively, in sexually experienced US adolescents in the year 2008).92 Another 
prominent large-scale intervention is the Colorado Family Planning Initiative, which similarly addressed multilevel 
barriers to adolescent LARC uptake. Following implementation, IUD use among ages 15–19 rose from 1.6% in 2008 to 
9.8% in 2019, whereas hormonal implant use rose from 0.9% in 2008 to 23.1% in 2019.93 This further coincided with 
reductions in birth rate from 39.6 per 1000 to 13.5 per 1000 and abortion rate from 11.2 per 1000 to 3.9 per 1000 among 
cohort adolescents ages 15–19.93 Dozens of other local and state-run initiatives are ongoing, many receiving grants 
through the Teen Pregnancy Prevention Program, established in 2010 and run by the Office of Population Affairs.94

Practices to Support Better Communication, Counseling to Empower 
Uptake, Continuation, and Adherence
Effective contraceptive counseling approaches that promote parent-youth communication and proactively address dis-
continuation may facilitate adolescent LARC uptake, continuation, and adherence. Central goals of effective commu-
nication include developing adolescent-provider relationships, building trust, and supporting shared decision-making.95 

A shift from presumptive counseling to an adolescent-centered, shared decision-making approach while encouraging 
parent-adolescent sexual health communication may empower providers to view contraceptive counseling practices 
through a reproductive justice framework. Table 2 discusses components of the key communication strategies discussed 
below, including clinical guidance about common pitfalls and improved ways to address the factors affecting LARC 
decision-making sensitively and effectively.96

Presumptive Counseling and the Potential for Coercion and Bias
Numerous prominent interventions seeking to increase adolescent LARC uptake have employed a directive “LARC-first” 
counseling approach, which aims to discuss the most effective contraception methods (LARC) before less-effective 
methods in order to maximize patient attention and consideration, presuming that the patient desires the most effective 
method.92,97 In this approach, LARC methods are discussed first for all patients instead of using an individualized, open- 
ended approach. As discussed above, the Contraceptive CHOICE project used a “LARC-first” counseling approach 
alongside no-cost, same-day services, yielding 72% LARC uptake among adolescents aged 15–19 and drastically 
reducing pregnancy rates.50,92

While effective, presumptive “LARC-first” counseling may threaten to prove coercive if providers fail to center adolescent 
autonomy and the possibility of alternative contraceptive priorities that might value characteristics other than efficacy 
“first”.27,98 Furthermore, racial bias may affect how providers recommend specific contraceptive methods. Providers may 
be more likely to recommend LARC to low-income Hispanic and non-Hispanic Black women than low-income White 
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women.99 The benefits of maximizing patient attention and prioritization must be balanced against the potential for uninten-
tional reproductive coercion due to differential LARC recommendation patterns across demographic groups.

Adolescent-Centered, Shared Decision-Making Approach
A patient-centered, or specifically, an adolescent-centered approach seeks to avoid the potential for coercion risked by 
a narrower, directive, or presumptive approach. While providers may take a range of overlapping approaches to 
communicate about LARC benefits and risks, counseling with adolescents must be particularly sensitive to reinforce 
and support autonomy. Healthcare providers often combine the approach of relational communication, involving building 
understanding and trust, alongside task-oriented communication, which seeks to provide practical solutions to help 
patients attain their goals.95

Shared decision-making seeks to provide the best scientific evidence available after identifying the patient’s own 
values and preferences to find the best contraception method for that individual.47,95 Striking this delicate balance 
between adolescent autonomy and ushering youth towards a shared and informed decision involves not imposing the 
healthcare provider’s opinion of what the patient “should” select because the method is most effective. Rather, shared 
decision-making provides the best scientific evidence available within the context of individual and family preferences in 
order to prioritize adolescent autonomy and informed choice of a desired method.95,100 Adolescent-centered, shared 
decision-making contraceptive counseling should further seek to provide unbiased care that acknowledges the history of 
systemic injustice, discrimination, and racial disparities notoriously found in reproductive healthcare.101

Table 2 Communication Strategies When Considering LARC Placement with Adolescents

Areas of Focus Consider Saying: Avoid Saying: Why This Matters

Introduction of 
contraceptive 

options

Long-acting reversible contraception 
(LARC) methods are the most reliable 

and effective methods for preventing 

pregnancy.

The best options for you are LARC 
methods. I recommend LARC methods 

above all others for all my adolescent 

patients.

Comprehensive contraceptive options 
should be discussed, and providers 

should avoid being coercive or overly 

directive. Providers should not assume 
LARCs are the best options for all their 

patients.

Adolescent- 

centered 

counseling

What is most important to you? (How 

well it prevents pregnancy, or something 

else?) How do you value other aspects 
such as ease of use, avoiding discomfort, 

side effects, or how long a method works?

We do not need to discuss other 

contraceptive options in detail or 

seriously consider them because LARCs 
are the most reliable and effective.

While LARCs offer the highest efficacy 

and reliability, providers should respect 

patients’ autonomy regarding selecting 
a contraceptive method based on 

whatever characteristics are most 

important to them.

Supporting 
autonomy

Contraception is a personal decision. 
The best choice will differ from person 

to person and at different stages in 

one’s life. All LARC methods can be 
stopped when you do not want them 

anymore.

A LARC method is meant to be kept in 
for the entire effective duration. You 

should not get a LARC method if you 

do not plan to keep it in place for the 
intended time.

Adolescents may be discouraged by the 
idea of committing to a method for 

a long duration. Counseling that a LARC 

can be discontinued at any time during 
use may enhance acceptability and 

willingness to initiate a LARC.

Anticipation of 

discomfort with 

LARC placement

Getting a LARC placed can be 

uncomfortable. At the same time, each 

person can have a different placement 
experience. Providers who place LARC 

have special training on how to place it 

and can offer you medications and other 
comfort measures before and after 

placement to make it easier for you.

Getting your LARC placed will not be 

painful. Even if some pain is involved, 

you should remember that any 
discomfort is worth the years of not 

having to think about your birth control.

Most women will experience 

discomfort with LARC placement. 

Providers should acknowledge this and 
recommend methods to help minimize 

it. Underrepresenting the potential for 

pain is dismissive of the patient’s 
concerns and the range of possible 

experiences.
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Encouraging Parent-Adolescent Sexual Health Communication
Empowering providers to engage parents to start conversations about contraception at many time points at home with 
their adolescent is a crucial first step to addressing improved sexual health communication. Parental knowledge, attitudes, 
and beliefs about LARC, as well as their motivations and concerns about adolescent contraception, are key targets for 
counseling. Parent views on LARC strongly influence how adolescents view their acceptability and desirability.102 

Additionally, parent-youth sexual and reproductive health conversations are effective in promoting safer sexual practices 
among adolescents.103 Cultural concerns that discussing contraception could encourage adolescent sexual activity often 
influence parental avoidance of discussing contraception with adolescents, which may lead providers to avoid the 
conversation due to anticipated resistance.104,105

Finally, advance timing is essential. Providers should begin proactively counseling adolescents and families about 
contraception, including LARC, prior to the onset of sexual activity.106 In the context of United States reproductive 
healthcare laws becoming more restrictive following the overturning of Roe v. Wade, communication and counseling 
about contraception is even more critical to support primary pregnancy prevention.107 Given that ongoing legal 
challenges are potentially threatening access to confidential contraception services in many regions of the US, providers 
should treat each communication opportunity with preteen and adolescent-aged patients as a key moment to discuss 
access to essential reproductive healthcare services.108

Using a Reproductive Justice Framework
The foundation of empowering adolescent reproductive autonomy should be the underpinning of all effective reproduc-
tive communication strategies. Providers of reproductive health services should always aim to consider the impact of 
reproductive health advancements with the effects they might have on a structurally disadvantaged population. 
Integrating a reproductive justice approach into a “LARC promotion toolkit” should be the basis for all LARC 
conversations with families and patients.8 First, LARC should not be touted as the singlehanded “solution” to unintended 
pregnancy. Some have incorrectly heralded LARC as a magic bullet to “solve” societal sequelae of adolescent pregnancy, 
such as poverty. Yet, without more extensive consideration of the cultural and structural factors that contribute to 
adolescent pregnancies, LARC cannot alone diminish the inequities that undermine reproductive healthcare access.8,109

Second, a reproductive justice framework focuses on bodily autonomy, affirming that a woman, even an adolescent 
woman, has the right to choose the best method for herself, rather than simply following a directive “first-line” paradigm 
where LARC methods are recommended over all others.110 Providers should celebrate and incorporate all methods, 
including less-effective methods, to match the desires of each woman, including adolescents, and follow the reproductive 
justice framework that rejects efforts to direct patients towards a specific contraceptive method.

Lastly, at its core, a reproductive justice framework recognizes the inadvertent failure to acknowledge prior injustices 
to poor women of color. The Sister Song Women of Color Reproductive Justice Collective and the National Women’s 
Health Network suggest that healthcare providers directly address concerns about reproductive injustice and acknowl-
edge racist and eugenicist legacies that might explain why poor women of color may feel socio-demographically targeted 
when a provider recommends LARC.111 A reproductive justice framework seeks to enable adolescents to access and use 
LARC if they desire and to remove LARC when they desire, while directly acknowledging prior reproductive abuses to 
socially disadvantaged groups.111 The ultimate goal is to enhance the health, social well-being, and bodily autonomy and 
integrity of all individuals, including marginalized women who have been historically oppressed, and to enable 
individuals to feel safe when making the best reproductive decision for their health and circumstances without pressure, 
coercion or judgment from their healthcare provider.

Conclusion
In sum, LARC is an essential tool that should be available to adolescents seeking pregnancy prevention. Deftly 
navigating hurdles to adolescent LARC use, such as myths and access barriers, may help providers facilitate uptake, 
continuation, and adherence. Adolescent-centered, shared decision-making communication strategies within 
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a reproductive justice and health belief model framework can increase LARC awareness and empower uptake while 
fostering adolescent autonomy and incorporating family values in contraceptive method choice.
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United States.
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