CONTRACEPTIVE CONUNDRUMS FOR THE GENERAL OBGYN

Case Q: How can | best remove
my patient’s difficult-to-find implant?

Plus: The supporting evidence for same-day insertion of the LNG-IUD
for emergency contraception

Marci Messerle-Forbes, RN, MSN, ND, FNP; Rachel Shin, MD, MPH;
Julia Tasset, MD, MPH; Alison Edelman, MD, MPH

IN THIS
ARTICLE
How to locate
a nonpalpable

implant
page 35

Removal
procedure for
an embedded
implant

page 36

Evidence
for the
LNG-IUD
as EC

page 37

ndividuals spend close to half of their lives
preventing, or planning for, pregnancy.
As such, contraception plays a major role
in patient-provider interactions. Contracep-
tion counseling and management is a com-
mon scenario encountered in the general
gynecologist’s practice. Luckily, we have
2 evidence-based guidelines developed by
the US Centers for Disease Control and Pre-
vention (CDC) that support the provision of
contraceptive care:
1.US Medical Eligibility for Contraceptive
Use (US-MEC),! which provides guidance
on which patients can safely use a method
2.US Selected Practice Recommendations
for Contraceptive Use (US-SPR),?> which
provides method-specific guidance on
how to use a method (including how to:
initiate or start a method; manage adher-
ence issues, such as a missed pill, etc;
and manage common issues like break-
through bleeding).
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Both of these guidelines are updated
routinely and are publicly available online or
for free, through smartphone applications.

While most contraceptive care is straight-
forward, there are circumstances that require
additional consideration. In the concluding
part of this series on contraceptive conun-
drums, we review 2 clinical cases, existing
evidence to guide management decisions,
and our recommendations.

CASE 1 Patient presents with hard-to-
remove implant
A 44-year-old patient (G2P2) with a new
diagnosis of estrogen and progesterone-
receptor—positive breast cancer is undergoing
her evaluation with her oncologist who recom-
mends removal of her contraceptive implant,
which has been in place for 2 years. She pres-
ents to your office for removal; however, the
device is no longer palpable.

What are your next steps?

Conundrum 1. Should you
attempt to remove it?

No, never attempt implant removal if you
cannot palpate or localize it. Localization
of the implant needs to occur prior to any
attempt. However, we recommend check-
ing the contra-lateral arm before sending the
patient to obtain imaging, especially if you
have no formal documentation regarding in
which arm the implant was placed. The next
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step is identifying what type of implant the
patient likely has so you can correctly inter-
pret imaging studies.

Conundrum 2. What type of
subdermal contraceptive
device is it likely to be?

Currently, the only subdermal contraceptive

device available for placement in the United

States is the 68-mg etonogestrel implant, mar-

keted with the brand name Nexplanon. This

device was initially approved by the US Food
and Drug Administration in 2001 and mea-
sures 4 cm in length by 2 mm in diameter.

It is placed in the medial upper arm, about

8 cm proximal to the medial epicondyle and

3 cm posterior to the sulcus between the

biceps and triceps muscles. (The implant

should no longer be placed over the bicipi-
tal groove.) The implant is impregnated with

15 mg of barium sulfate, making it radiopaque

and able to be seen on imaging modalities

such as ultrasonography (10-18 mHz high fre-
quency transducer) and x-ray (arm anteropos-
terior and lateral) for localization in cases in
which the device becomes nonpalpable.?
Clinicians also may encounter devices
which are no longer marketed in the United

States, or which are only available in other

countries, and thus should be aware of the

appearance and imaging characteristics. It
is important to let your imaging team know
these characteristics as well:

o From 2006-2010, a 68-mg etonogestrel
implant marketed under the name Impla-
non was available in the United States.*
It has the same dimensions and general
placement recommendations as the Nex-
planon etonogestrel device but is not able
to be seen via imaging.

o A2-arm, 75-mglevonorgestrel (LNG) device
known as Jadelle (or, Norplant II; FIGURE 1)
received FDA approval in 1996 and is cur-
rently only available overseas.® It is also
placed in the upper, inner arm in a V-shape
using a single incision, and has dimensions
similar to the etonogestrel implants.

o From 1990- 2002, the 6-rod device known
as Norplant was available in the United
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States. Each rod measured 3.4 cm in length
and contained 36 mg of LNG (FIGURE 2).

How do you approach removal
of a deep contraceptive implant?
Clinicians who are not trained in deep or dif-
ficult implant removal should refer patients
to a trained provider (eg, a complex family
planning subspecialist), or if not available,
partner with a health care practitioner that
has expertise in the anatomy of the upper arm
(eg, vascular surgery, orthopedics, or inter-
ventional radiology). A resource for finding a
nearby trained provider is the Organon Infor-
mation Center (1-877-467-5266). However,
when these services are not readily available,
consider the following 3-step approach to
complex implant removal.
1.Be familiar with the anatomy of the
upper arm (FIGURE 3). Nonpalpable
implants may be close to or under the
biceps or triceps fascia or be near criti-
cally important and fragile structures
like the neurovascular bundle of the
upper arm. Prior to attempting a difficult
implant removal, ensure that you are well
acquainted with critical structures in the
upper arm.
2.Locate the device. Prior to attempt-
ing removal, localize the device using
either x-ray or ultrasonography, depend-
ing on local availability. Ultrasound offers
the advantage of mapping the location
in 3 dimensions, with the ability to map
the device with skin markings immedi-
ately prior to removal. Typically, a high-
frequency transducer (15- or 18-MHz) is
used, such as for breast imaging, either in
a clinician’s office or in coordination with
radiology. If device removal is attempted
the same day, the proximal, midportion,
and distal aspects of the device should be
marked with a skin pen, and it should be
noted what position the arm is in when the
device is marked (eg, arm flexed at elbow
and externally rotated so that the wrist is
parallel to the ear).
Rarely, if a device is not seen in the
expected extremity, imaging of the contralat-
eral arm or a chest x-ray can be undertaken
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Case Q: How can | best remove my patient’s difficult-to-find implant?

Quick takes: 4 contraceptive pointers
for removing implants

1. Do not attempt removal of a nonpalpable implant without prior
localization via imaging

2. Ultrasound-guided removal procedures using a “U” technique are
successful for many deep implant removals but require specialized
equipment and training

3. Referral to a complex family planning specialist or other special-
ist is highly recommended for implants located below the triceps
fascia or close to the nerves and vessels of the upper arm

4. Never attempt to remove a nonpalpable implant prior to

determining its location via imaging
I ———

FAST
TRACK

Consider
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guidance, for
nonpalpable
implants

to rule out mis-documented laterality or a
migrated device. Lastly, if no device is seen,
and the patient has no memory of device
removal, you can obtain the patient’s etono-
gestrel levels. (Resource: Merck National Ser-
vice Center, 1-877-888-4231.)

Removal procedure. For nonpalpable
implants, strong consideration should be
given to performing the procedure with ultra-
sonography guidance. Rarely, fluoroscopic
guidance may be useful for orientation in
challenging cases, which may require coordi-
nation with other services, such as interven-
tional radiology.

Cleaning and anesthetizing the site
is similar to routine removal of a palpable
implant. A 2- to 3-mm skin incision is made,
either at the distal end of the implant (if one
end is amenable to traditional pop-out tech-
nique) or over the midportion of the device
(if a clinician has experience using the “U”
technique).® The incision should be parallel
to the long axis of the implant and not per-
pendicular, to facilitate extension of the inci-
sionif needed during the procedure. Straight
or curved hemostat clamps can then be used
for blunt dissection of the subcutaneous
tissues and to grasp the end of the device.
Experienced clinicians may have access to a
modified vasectomy clamp (with a 2.2-mm
aperture) to grasp around the device in the
midportion (the “U” technique). Blunt and
careful sharp dissection may be needed to
free the implant from the surrounding fibrin
sheath or if under the muscle fascia. At the
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conclusion, the device should be measured
to ensure that it was completely removed
(4 cm).

Indications for referral. Typically, refer-
ral to a complex family planning specialist
or vascular surgeon is required for cases that
involve dissection of the muscular fascia or
where dissection would be in close proximity
to critical neurologic or vascular structures.

CASE 1 Conclusion

Ultrasonography of the patient’s extremity
demonstrated a 4-cm radiopaque implant in
the deep subcutaneous tissues of the upper
arm, above the fascia and overlying the tri-
ceps muscle. The patient was counseled
on the risks, benefits, and alternatives to an
ultrasound-guided removal, and she desired
to move forward with a procedure under
sedation. She was able to schedule this con-
currently with her chest port placement with
interventional radiology. The device was again
mapped using high frequency ultrasound. Her
arm was then prepped, anesthetized, and a
3-mm linear incision was made over the most
superficial portion, the distal 1/3 of the length
of the device. The subcutaneous tissues were
dissected using a curved Hemostat, and the
implant was grasped with the modified vasec-
tomy clamp. Blunt and sharp dissection were
then used to free the device from the surround-
ing capsule of scar tissue, and the device was
removed intact.

CASE 2 Patient enquires about immediate
IUD insertion

A 28-year-old patient (G1P0) arrives at your
clinic for a contraceptive consultation. They
report a condom break during intercourse
4 days ago. Prior to that they used condoms
consistently with each act of intercourse. They
have used combined hormonal contraceptive
pills in the past but had difficulty remember-
ing to take them consistently. The patient and
their partner have been mutually monogamous
for 6 months and have no plans for pregnancy.
Last menstrual period was 12 days ago. Their
cycles are regular but heavy and painful. They
are interested in using a hormonal IUD for con-
traception and would love to get it today.

mdedge.com/obgyn



ILLUSTRATION: IMARY ELLEN NIATAS FOR OBG MANAGEMNT

Is same-day IUD an option?

Yes. This patient needs EC given the recent
condom break, but they are still eligible for
having an IUD placed today if their preg-
nancy test is negative and after counseling
of the potential risks and benefits. Accord-
ing to the US-SPR it is reasonable to insert
an IUD at any time during the cycle as long
as you are reasonably certain the patient is
not pregnant.’

Options for EC are:

e 1.5-mgoral LNG pill

e 30-mg oral UPA pill

o copper IUD (cu-IUD).

If they are interested in the cu-IUD for long-
term contraception, by having a cu-IUD
placed they can get both their needs met—EC
and an ongoing method of contraception.
Any patient receiving EC, whether a pill or an
IUD, should be counseled to repeat a home
urine pregnancy test in 2 to 4 weeks.

Given the favorable non-contraceptive
benefits associated with 52-mg LNG-IUDs,
many clinicians and patients have advocated
for additional evidence regarding the use of
hormonal IUDs alone for EC.

What is the evidence
concerning LNG-IUD
placement as EC?

The 52-mg LNG-IUD has not been mecha-
nistically proven to work as an EC, but grow-
ing evidence exists showing that it is safe
for same-day or “quick start” placement
even in a population seeking EC—if their
pregnancy test result is negative at the time
of presentation.

Turok and colleagues performed a non-
inferiority trial comparing 1-month preg-
nancy rates after placement of either an
LNG-IUD or a cu-IUD for EC.? This study con-
cluded that the LNG-IUD (which resulted in 1
pregnancy in 317 users; pregnancy rate, 0.3%;
95% confidence interval [CI], 0.01-1.70) is
noninferior to cu-IUD (0 pregnancies in 321
users; pregnancy rate, 0%; 95% CI, 0.0-1.1)
for EC. Although encouraging, only a small
percentage of the study population seeking
ECwho received an IUD were actually at high
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ricure 1 Placement scheme
for the 75-mg, two-rod
levonorgestrel implant

risk of pregnancy (eg, they were not mid-
cycle or were recently using contraception),
which is why it is difficult to determine if the
LNG-IUD actually works mechanistically as
an EC. More likely, the LNG-IUD helps pre-
vent pregnancy due to its ongoing contra-
ceptive effect.” Ongoing acts of intercourse
post-oral EC initiation without starting a
method of contraception is one of the main
reasons for EC failure, which is why starting

ricure 2 Placement of Norplant
6-rod levonorgestrel system

Open-access source: Norplant System Levonorgestral Implants,
Resource Center educational materials. American History website.
Accessed November 6, 2023.

https://americanhistory.si.edu/collections/search/object
/nmah_688314
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Case Q: How can | best remove my patient’s difficult-to-find implant?

ricure 3 Upper arm anatomy?

Brachial artery

after insertion

Median nerve —
Biceps muscle
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Area of . Humerus
sulcus -
e

Ulnar nerve —/ .

Triceps muscle
Implant

Cross-sectional anatomy of the upper arm with relation to typical placement of

the contraceptive implant
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a method immediately is so effective at pre-

venting pregnancy.'’

A systematic review conducted by
Ramanadhan and colleagues concluded that
Turok’s 2021 trial is the only relevant study
specific to 52-mg LNG-IUD use as EC, but
they also mention that its results are limited
in the strength of its conclusions due to biases
in randomization, including:

o the study groups were not balanced in that
there was a 10% difference in reported use
of contraception at last intercourse, which
means that the LNG-IUD group had alower
baseline risk of pregnancy

o and arare primary outcome (ie, pregnancy,
which requires a larger sample size to know
if the method works as an EC).

The review authors concluded that more stud-

ies are needed to further validate the effec-

tiveness of using the 52-mg LNG-IUD as EC.

Thus, for those at highest risk of pregnancy

from recent unprotected sex and desiring

a 52-mg IUD, it is probably best to continue

combining oral EC with a 52-mg LNG-IUD

and utilizing the LNG-IUD only as EC on a

limited, case-by-case basis.
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What we recommend

For anyone with a negative pregnancy test
on the day of presentation, the studies
mentioned further support the practice of
same-day placement of a 52-mg LNG-IUD.
However, those seeking EC who are at high-
est risk for an unplanned pregnancy (ie, the
unprotected sex was mid-cycle), we recom-
mend co-administering the LNG-IUD with
oral LNG for EC.

CASE 2 Conclusion

After a conversation with the patient about all
contraceptive options, through shared decision
making the patient decided to take 1.5 mg of
oral LNG and have a 52-mg LNG-IUD placed in
the office today. They do not wish to be preg-
nant at this time and would choose termina-
tion if they became pregnant. They understood
their pregnancy risk and opted to plan a urine
pregnancy test at home in 2 weeks with a clear
understanding that they should return to clinic
immediately if the test is positive. ®

Quick takes: 5 pointers
for using an IUD as an
emergency contraceptive

1. A copper IUD is the most effective method
of emergency contraception (EC).

2. 52-mg LNG-IUDs are an emerging consid-
eration for EC, but evidence is still lacking
that they work as EC (or whether they just
prevent pregnancy after placement for
subsequent acts of intercourse). Clinicians
should utilize shared decision making and
advise patients to repeat a pregnancy test
at home in 2 to 4 weeks

3. Any patient receiving EC, whether a pill or
an IUD, should be counseled to repeat a
home urine pregnancy test in 2 to 4 weeks

4. Any type of IUD can be placed same
day if the clinician is reasonably sure the
patient is not pregnant

5. It appears safe to co-administer the
52-mg LNG-IUD with oral EC for those
seeking emergency contraception but also
want to use an LNG-IUD for contraception

going forward
.|
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