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Q.  Can you place an IUD after a term delivery or abortion (SAB or induced)?
A. Yes, but there are special precautions you should take

#1 Insertion after abortion
#2 Insertion postpartum
Resources

Sample guidelines
#1
Insertion after abortion — IUD insertion is safe immediately after spontaneous or induced abortion and is not associated with an increased risk of perforation or infection. There are higher rates of expulsion of the IUD if inserted immediately after second trimester abortion. If a woman desires an IUD immediately after an abortion and is unlikely to return for insertion, postabortion insertion is a reasonable option. Either the TCu380A or LNg 20-IUD may be used.
If the IUD is not inserted immediately after a spontaneous, or other evacuation of the uterus, then the clinical scenario becomes more complex. Let’s review a little bit.
One can insert an IUD anytime in the cycle, as long as provider is confident the woman is not pregnant.  
In the case of spontaneous or induced AB the safest approach is to wait till the HCG declines to zero. On the other hand, waiting ~30 days is not in the best overall interest for all patients, so it may not be necessary to require that HCG's become zero.  See section 4 of sample guidelines below.  
Another approach 
After an AB (spontaneous or induced), if there is:

Sonographic confirmation* of no products of conception in the uterus
or 
Products of conception appear complete upon examination immediately after the procedure 
and 
Patient is within 2 weeks of the procedure 
and 
Patient either has been abstinent or is reliably using another contraceptive, 
Then 
One should be able to insert the IUD.  
Re: Sonographic confirmation of no products of conception in the uterus and complete products of conception is sometimes difficult because post abortal uterus may have inconsequential clots and debris in it. The person doing the US needs to have experience with how the uterus looks after an abortion---after medical AB there is normal blood and clots that sometimes fools people into thinking the procedure is not complete.   See (CAPS below)

If the US is not definitive, then the AB provider may be willing to send a statement to you saying something like "based upon my examination of tissue evacuated, (and/or based upon my follow-up exam/evaluation), the AB appears complete.
#2

Insertion postpartum — The TCu380A is the only IUD currently recommended for postpartum insertion. A Cochrane review showed that compared to interval insertion, postpartum insertion appeared to have a higher rate of expulsion, but no increase in perforation or infection. Expulsion is less likely when insertion is performed within 10 minutes of delivery of the placenta compared to one to two days postpartum. If immediate postpartum insertion is not done, then waiting four to six weeks is advisable.

Breastfeeding women can safely use the TCu380A IUD. The levonorgestrel-releasing IUD can be inserted at the 6 week postpartum visit in breastfeeding women.
Resources:
The intrauterine contraceptive device, UpToDate
http://www.uptodateonline.com/application/topic.asp?file=gen_gyne/15313&type=A&selectedTitle=1~22
Grimes D; Schulz K; Stanwood N  Immediate post-abortal insertion of intrauterine devices. Cochrane Database Syst Rev 2000;(2):CD001777.
http://www.update-software.com/cochrane/abstract.htm
REVIEWER'S CONCLUSIONS: Insertion of an IUD immediately after abortion is both safe and practical. This was true for both induced and reported "spontaneous" abortions, many of which may have been induced under clandestine circumstances. IUD expulsion rates were higher after second-trimester abortions than after earlier abortions, so delaying insertion may be advisable after later abortions. Although Copper 7 devices inserted unrelated to pregnancy may perform better than those inserted after abortion, many women who express interest in intrauterine contraception do not return for the scheduled insertion. These women may remain unprotected against unintended pregnancy. However, evidence is inadequate to compare the safety and efficacy of IUD insertion immediately after abortion vs. insertion some weeks later.
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=pubmed&dopt=Abstract&list_uids=12137634&query_hl
Grimes D; Schulz K; van Vliet H; Stanwood N Immediate post-partum insertion of intrauterine devices: a Cochrane review.Hum Reprod 2002 Mar;17(3):549-54.
http://www.update-software.com/cochrane/abstract.htm
CONCLUSIONS: Immediate post-partum insertion of IUDs appeared safe and effective, though direct comparisons with other insertion times were lacking. Advantages of immediate post-partum insertion include high motivation, assurance that the woman is not pregnant, and convenience. However, expulsion rates appear to be higher than with interval insertion. The popularity of immediate post-partum IUD insertion in countries as diverse as China, Mexico and Egypt support the feasibility of this approach. Early follow-up may be important in identifying spontaneous IUD expulsions.
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=pubmed&dopt=Abstract&list_uids=12535449&query_hl
Chi IC; Farr G. Postpartum IUD contraception--a review of an international experience. Adv Contracept 1989 Sep;5(3):127-46.
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=pubmed&dopt=Abstract&list_uids=2699148&query_hl
Comparative multicentre trial of three IUDs inserted immediately following delivery of the placenta. Contraception 1980 Jul;22(1):9-18.

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=pubmed&dopt=Abstract&list_uids=7418410&query_hl
CAPS, the consortium of Planned Parenthood health care providers, has developed US training and is working on a CD -Rom Course that will be available through this site

http://www.plannedparenthood.com/pp2/portal/
Here are some sample guidelines to consider. See especially Section IV

INTRAUTERINE DEVICES (IUDs)

I. General Information


FDA-approved IUDs currently available in the U.S

1. Copper T-380A (ParaGard)

2. Levonorgestrel-Releasing IUS (Mirena)


Personnel

Each affiliate must create a system for granting clinical privileges to clinicians (APN, PA, physician) who will insert and/or remove IUDs.  

1. The system must include a proctoring program in which there is direct observation of the insertion and removal of IUDs.  

2. Clinicians (APN, PA, physician) must demonstrate skill in successful IUD insertion and removal prior to being granted clinical privileges. 

3. Only the affiliate medical director or physician designee may grant privileges.

II.  Client Selection


Indications

1. An IUD may be provided to clients who do not have any contraindications as listed below.  

2. The Mirena may be considered for a woman who has moderate or severe dysmenorrhea, menorrhagia or anemia.


Contraindications

1. current known or suspected untreated endocervical gonorrhea, chlamydia, mucopurulent cervicitis, or PID (WHO, 4)

2. post-abortal or postpartum endometritis or septic abortion in the past three months (WHO, 4)

3. undiagnosed abnormal vaginal bleeding (WHO, 4)

4. pregnancy or suspicion of pregnancy (WHO, 4)

5. small uterine cavity with sounding less than 6.0 cm

6. suspected or known uterine perforation occurring with the placement of a uterine sound during the current insertion procedure

7. history of symptomatic pelvic actinomycosis confirmed by a culture (not asymptomatic colonization, see below)

8. known cervical cancer that has yet to be treated (WHO, 4)

9. known endometrial cancer (WHO, 4)

10. known pelvic tuberculosis (WHO, 3/4)

11. known or suspected allergy to copper or history of Wilson's Disease (for copper IUD only)

12. acute liver disease or liver tumor — benign or malignant (Mirena only) (WHO, 3)

13. known or suspected breast cancer (Mirena only) (WHO, 4)


Special Conditions Requiring Further Evaluation

Decisions regarding individualized management, follow-up intervals, the need for additional testing or referral must be based on protocols approved by the Medical Director or in consultation with the Medical Director or affiliate physician. The client must be given the PPFA Client Information for Informed Consent, IUD for Women with Special Conditions, Section IV-A-2.

1. pelvic inflammatory disease within the past 12 months or recurrent PID (more than one episode in the past two years) (WHO, 2)

2. presence of risk factors for pelvic inflammatory disease or STIs (WHO 2/3)

· client or her partner has other sexual partners

· history of past episodes of gonorrhea, chlamydia or mucopurulent cervicitis

· impaired immunologic response to infections — such conditions include, but are not limited to, HIV infection, diabetes, those requiring chronic corticosteroid therapy 

3. history of impaired fertility in a woman who desires future pregnancy

4. unresolved or untreated acute cervicitis or vaginitis, including bacterial vaginosis (WHO, 2)

5. hematocrit < 30% (an issue for ParaGard only; may be an indication for Mirena) (WHO, 2)

6. abnormalities of the uterus resulting in distortion of the uterine cavity (WHO, 4)

· severe uterine anteflexion or retroflexion

· large or obstructive myomata 

· congenital uterine anomalies (bicornuate, septate, etc.)

7. impaired blood coagulation response, including use of anticoagulant medications


8. known or suspected ovarian cancer (WHO, 3)

9. current DVT/PE (Mirena only) (WHO, 3)


Other Circumstances for Consideration


The following factors should be considered in the risk/benefit evaluation:

1. moderate or severe dysmenorrhea; menorrhagia (ParaGard only)

2. previous IUD intolerance, expulsion or failure

3. history of vaso-vagal reaction

4. risk factors for bacterial endocarditis (BE) — Clinicians providing IUDs must be familiar with the most current recommendations of The American Heart Association (AHA).  

· For insertion, women with low-risk heart lesions receiving an IUD do not require prophylactic antibiotics. (AHA)  However, in light of the minimal risk related to the use of BE prophylaxis, some providers choose to offer BE prophylaxis for low-risk women.

· For removal of an infected IUD, bacteremia would seem possible and should warrant prophylaxis. (AHA)
III.
Client Education and Informed Consent — must include:


Education regarding all contraceptive options available (see section I-B-1)


Information specific to available IUDs including:
1. mechanism of action

2. effectiveness

3. insertion and removal procedures

4. risks, benefits, adverse effects

5. advantages and disadvantages of this method vs. other methods

Information regarding sexually transmitted infections (STIs), including counseling that: 

1. The IUD provides no protection against STIs.

2. Either partner having sexual intercourse outside of a mutually monogamous relationship increases the woman's risk of acquiring pelvic inflammatory disease and subsequent tubal infertility.

Signing of the following – The signed sheets must be placed in the client’s medical record and a copy must be offered to the client.

1. PPFA Request for Surgery or Special Procedure (Section I-B-2) each time an IUD is inserted or removed.  

2. PPFA Client Information for Informed Consent: Intrauterine device (IUD) (Section IV-A-2)

Provision of the company-provided client information brochure and consent sheet accompanying each IUD 

1. The client must read the brochure and sign the consent sheet prior to the insertion of the IUD.

2. The clinician who inserts the IUD must sign the consent sheet. 

3. The consent sheet must be kept in the client's medical record after it is signed, and a copy must be offered to the client. 


Other written materials 

1. about care after insertion of an IUD, signs to report to the affiliate, and emergency contact information

2. that contain date of insertion, recommended date of removal, and lot number

IV.  Medical Screening and Evaluation

History — Targeted medical and sexual history must be completed within the past year and annually thereafter.  It must include, but is not limited to: 

1. contraindications, special conditions, and other circumstances for consideration (as listed above)

2. history and risk of sexually transmitted infections

· There must be no history of known exposure to a sexual partner with gonorrhea or chlamydia within 60 days prior to insertion date.

3. possible pregnancy

4. post delivery and lactational (Mirena) status

Physical exam requirements immediately prior to insertion — must be completed within the past year and annually thereafter. It includes: 
1. abdominal

2. pelvic, including speculum and bimanual exams to determine uterine size, position, and degree of uterine flexion


Laboratory tests that must be performed, if indicated, are:

1. hematocrit

2. tests for cervical infection — gonorrhea and chlamydia

3. wet prep and tests for other sexually transmitted infections

V.  IUD Insertion, Follow-Up, and Removal


General Guidelines for Insertion

1. Timing of Insertion — The table below should be followed when inserting an IUD.  Alternative timings must be individualized to ensure adequate contraceptive protection and client safety.

	Current Method
	IUD Insertion
	Discontinuation of Other Method

	All hormonal methods (when used reliably)
	· Any time in the cycle
	· Continue OC, ring, and patch until current cycle is complete

	Non-hormonal methods
	· Within 12 days of onset of a normal period

· At any other time in the cycle if pregnancy is reliably excluded prior to insertion (See Section III-A-1 FYI — How can a provider be reasonably certain a woman is not pregnant?)

	Post First Trimester Surgical Abortion
	· Immediately

· Or any time thereafter in appropriate candidates

	Post Mid-Trimester Abortion
	· Immediately, by an experienced, specially-trained clinician only.  The client must be informed of the increased risk of expulsion.

· Or wait at least four weeks

	Post Medication Abortion
	· At the earliest, once the ultrasound confirms the client is no longer pregnant 
· At any other time in the cycle if pregnancy is reliably excluded prior to insertion (See Section III-A-1 FYI — How can a provider be reasonably certain a woman is not pregnant?)

	Post Delivery
	· Up to 48 hours after delivery by a specially trained clinician only

· Or wait at least four weeks

· For Mirena, wait four weeks prior to use in nursing mothers


2. Pre-insertion prophylactic antibiotics (See item II – Client Selection, Other Circumstances for Consideration.)

3. IUD insertion as emergency contraception 

· A copper IUD may be effective in preventing pregnancy when inserted within five days following a single act of unprotected, mid‑cycle coitus.

· If not otherwise con​tra​in​dicated, a copper IUD may be inserted for the purpose of both emer​gency and long-term contraception.

· Education for a woman seeking emergency contraception must: 

· include information about the benefits and risks associated with each available approach: emergency hormonal contraception, inser​tion of a copper IUD, or "wait and see" 

· include information that this is an off-label use of the product 

· be documented on the chart


Insertion Procedure

1. Sterile technique must be practiced while loading the IUD into the barrel of the inserter and during the placement of the IUD.

2. The use of cervical local anesthetic block at the time of IUD insertion may be beneficial for a woman:

· who has not had a term pregnancy

· with a history of vaso-vagal reaction

· with a history of severe discomfort with cervical instrumentation

3. The insertion technique described in the IUD package should be followed.

4. Once the IUD has been inserted, the client should be:

· shown a segment of the trimmed IUD string

· instructed in the technique of checking for the IUD string at her cervix 

5. Lot numbers

· A mechanism must be in place to maintain a record of IUD lot numbers.

· The IUD lot number must be recorded in the client’s medical record and in written materials given to the client.

6. Systems and protocols must be in place for the management of vaso-vagal fainting episodes.

7. Systems and protocols must be in place for the management of perforation.  Protocols for the following must be included:

· observation and monitoring

· indications for transfer

· localization of the device

· client instructions

	FYI — Uterine Perforation

· Uterine perforations are rare but will occur more often at insertion than any other time.

· Risk factors for perforation include an immobile or extremely verted uterus and an inexperienced inserter. 

· Lactation does not increase the risk of perforation.

· Signs and symptoms of perforation include:

· sudden loss of resistance to upward pressure

· uterine depth greater than anticipated by bimanual or as measured by initial sounding

· unexplained client pain

· If perforation is suspected, the following are recommended:

· Remove device, if possible.

· Monitor client.

· Transfer for possible surgery if:

· The device cannot be removed.

· The client continues to experience pain or hemorrhage.

· There is possible bowel damage.

· In general, partial perforation of the uterine fundus heals quickly and no treatment is required.





Follow-up

1. The IUD user must be advised to return to the affiliate

· One month post-insertion for the client whose IUD was inserted immediately post-partum or post-mid trimester abortion; two to three months post-insertion for all others.

· If any problem is suspected, or if any of the following occur:

· very heavy vaginal bleeding, or bleeding that lasts longer than 14 days

· continuous lower abdominal or pelvic pain, especially if associated with fever

· delayed or absent menstrual period after a long interval of regular cycles

· concern regarding possible pregnancy

· suspected/detected full or partial expulsion of the IUD or failure to feel the string at the cervix

· the client decides that she wants the IUD removed

· If any of the following occur for the first time in Mirena users — the condition should be evaluated and removal considered.

· migraine with aura (see FYI Box in Section III-A-1, Combined Oral Contraceptives for definition of migraine with aura) (WHO, 3)

· exceptionally severe headache

· jaundice 

· marked increase of blood pressure (WHO, 2)

· severe arterial disease such as stroke or myocardial infarction (WHO, 2/3)

· DVT or PE 

2. The IUD user must be advised to return for an annual visit thereafter at which time a hematocrit must be performed, if indicated.

Removal

1. Duration of use

· Replacement requirements

· The ParaGard IUD may be left in place for 12 years.

· For all other IUDs, FDA recommendations should be followed.

· A client who refuses to have her IUD removed or replaced beyond the specified interval must:

· Be given the PPFA Client Information for Informed Consent: Continued Use for an IUD Past Expiration Date (Section IV-A-2)

· Sign the PPFA Release When Tests/Services/ Consultation for Medical Follow-Up Will Not be Obtained as Advised (Section I-B-2)

2. Removal Procedure

· Follow the removal guidelines in the product literature.

· Systems and protocols must be in place in the advent of an embedded IUD and/or difficult removal.

VI.  Management of Side-Effects and Complications


Pregnancy

1. As soon as pregnancy is suspected a highly sensitive pregnancy test and a pelvic exam must be done to confirm an IUP and exclude an ectopic pregnancy.  Ultrasound may be useful in confirming location of IUD and pregnancy.

· Mirena pregnancy failure rates 

· Perfect use in first year — 0.1%

· Typical use in first year — 0.1%

· Cumulative five-year — 0.7%

· ParaGard pregnancy failure rates

· Perfect use in first year — 0.6%

· Typical use in first year — 0.8%

· Cumulative 12-year — 1.9%

· Pregnancy is rare in an IUD-user but when it occurs, it is more likely to be ectopic and should be considered ectopic until proven otherwise.  

· See section VII-B-1 item XIV for further information on ectopic pregnancy.

2. When IUP is confirmed with IUD in situ:

· The device should be removed whether or not the client intends to continue the pregnancy.

· If the string is not visible or IUD cannot be withdrawn easily: 

· Risks of septic abortion, including death, should be explained to the client.

· Termination of pregnancy should be offered.

· If the client elects to continue the pregnancy with the IUD in place, the client must be warned:

· of the increased risk of spontaneous abortion and sepsis

· that she is at risk of premature rupture of membranes, and of premature labor and delivery, and that a premature infant would also be at risk for complications 

· to report immediately any flu-like symptoms, fever, abdominal pain, vaginal bleeding, or leakage of fluid 

· In the event of spontaneous septic abortion, the client must be referred immediately for hospital management. 

· Whether or not the IUD is removed, the PPFA Client Information for Informed Consent, For Any Woman Who May Be Pregnant With an IUD in Place (Section IV‑A‑2), must be given. If the client refuses removal, she must sign the PPFA Release When Test/Service/Consultation Will Not Be Obtained as Advised (Section I-B-2).


Absent IUD String/Undetected Expulsion/Partial or Incipient Expulsion

1. In the event of an absent IUD string, it must be determined whether the IUD:

· is in utero

· has been expelled

· has been translocated into the abdominal cavity

2. Partially expelled IUDs or incipient expulsions should be removed promptly.

	FYI — Expulsions

· Partial expulsions outnumber complete expulsions by more than a factor of 3.

· Most partial expulsions are silent and delayed beyond the first month of use.

· Signs and symptoms include acute onset of bleeding and cramping.

· Confirmation of diagnosis may be made when:

· Strings appear to have greatly lengthened.

· Device is felt in the endocervical canal with a uterine sound.

· Device is visualized in canal with endocervical speculum.

· Plastic tip is palpated by bimanual exam.




3. Pregnancy must be excluded if IUD is partially or completely expelled or translocated.

4. Until the IUD is located, the client must be advised to use a back-up barrier method of contraception.

5. Locating the IUD

· The string may be teased from the endocervical canal (by inserting a cytobrush or similar device into the endocervical canal and withdrawing it slowly), or the string may be found at the os during the next menses. 

· If the string is determined to be absent after the next menses and the client prefers that the IUD be removed, or if the replacement time is approaching, an attempt to extract the IUD from the uterine cavity should be made after pregnancy has been excluded.

· Extraction should be performed with an alligator forceps or a specially designed IUD removal device and must be done by a clinician experienced in intrauterine instrumentation.

· A paracervical block may make intrauterine probing less painful. 

· If the client prefers to keep the IUD in place, pelvic ultra​sono​graphy is used most appropriately for initial diagnosis.  (See Section 1-F-1 for Ultrasound Standards related to IUD localization.)

· If the IUD cannot be located either by ultrasound or by uterine probing, an abdominal x-ray should be per​formed in order to differentiate undetected expulsion from translocation.

· Translocated intraperitoneal devices should be removed by laparoscopy. 


Actinomyces on Pap Test

1. An IUD user with Actinomyces on her Pap test must be examined in order to determine whether there is evidence of pelvic infection. 

2. If symptoms or physical findings suggesting pelvic infection are detected the

· Client must be treated with an appropriate antibiotic treatment followed by IUD removal.

· Treatment plan must be reviewed by an affiliate MD.  

· Client must be advised to use another method of contraception and must not have an IUD reinserted. 

3. If the client is asymptomatic, and a pelvic exam is negative for signs indicating a possible pelvic infection, management includes:    

· The IUD may be removed or left in situ.
· If IUD use is continued, the client must be informed of the possibility of actinomyces and should be given warning signs for pelvic infection.

· The client may be treated with antibiotics.

· A repeat Pap and pelvic exam should be done in three months.
· If a repeat Pap test still shows Actinomyces, and the exam remains negative, a decision must be made regarding continued IUD use if it has not already been removed.

· An affiliate protocol must be developed for the management of clients who have confirmed Actinomyces, an IUD in situ, and a pelvic exam that is negative for pelvic infection.

	FYI — Actinomyces

Actinomyces are anaerobic bacteria capable of causing a rare, but severe, pelvic infection (pelvic actinomycosis) generally occurring in women over 35 years old with long-term IUD use especially if they have been malnourished. A large majority of IUD wearers with Actinomyces on Pap test have asymptomatic colonization (not infection) that does not require antibiotic therapy or IUD removal.

Identification of actinomyces on a Pap test is not diagnostic of any disease and is not predictive of disease.  

Symptoms of actinomycotic PID include intermenstrual bleeding or spotting, pelvic or abdominal pain, or deep-thrust dyspareunia.




Vaginal and Cervical Infections

1. Vulvovaginal Candidiasis and Bacterial Vaginosis should be treated per CDC Guidelines.

2. New onset Trichomonas

· See section IX-E-1, Vaginal Discharge.

· Re-evaluate for appropriateness of continued IUD use. 

3. New onset GC/Chlamydia

· See section IX-D-1, Cervicitis and Urethritis.

· Considerations for removing IUD:

· In most situations, it would be prudent to remove the IUD. 

· Circumstances in which the IUD may be left in place:

· Able to closely follow clinical course

and
· Risk factors for acquisition of STI are no longer present (for example, if STI acquisition resulted from a rape).

· See item II, Other Circumstances for Consideration, 4, above, if client has risk factors for bacterial endocarditis.

· Re-evaluate for appropriateness of continued IUD use.


Acute Pelvic Inflammatory Disease

1. See Section IX-G-1, PID.

2. Considerations for removing an IUD

· In most situations, it would be prudent to remove the IUD. 

· Circumstances in which the IUD may be left in place:

· clear signs of clinical improvement after initiation of treatment 
and

· able to closely follow clinical course 

and
· risk factors for development of PID no longer present.

· Strongly consider removal of IUD if client has not responded to therapy by the time of the follow-up visit.  If removed:

· Contraceptive counseling must be performed.

· See item II, Other Circumstances for Consideration, 4, above, if client has risk factors for bacterial endocarditis.

3. Re-evaluate for appropriateness of continued IUD use.


Irregular Bleeding and Amenorrhea

1. ParaGard

· Bleeding between menstrual periods may occur during the first two to three months post-insertion of an IUD.

· Menstrual periods may be longer and heavier than usual.

· Rule out pregnancy for any missed menses. 

2. Mirena

· There may be an increased number of days of bleeding and spotting, especially during the first three to six months of use. 

· The bleeding pattern usually stabilizes after initial three to six months but may remain irregular.

· Amenorrhea develops in about 20% of Mirena users by one year.

· Rule out pregnancy if menstruation does not occur within six weeks of previous menstruation.

· Once pregnancy has been excluded, repeat pregnancy tests are not necessary in amenorrheic Mirena users unless indicated by clinical signs and/or symptoms.


Dalkon Shield

1. As Dalkon Shield users are identified, arrangements must be made for removal of the device.  Clients with the Dalkon Shield in situ must be advised 

· that they have a significantly greater risk of a serious pelvic infection than women who wear other IUDs

· that pelvic infection associated with the Dalkon Shield IUD can result in abscesses of the fallopian tubes and ovaries which may result in infertility and/or surgical removal of the uterus, tubes and ovaries. The ultimate effect can include sterility or death.

· to have the Dalkon Shield removed as soon as possible, because the risk of harm appears to increase the longer the device remains in the client

2. The client must be given the PPFA Client Information for Continued Use of the  Dalkon Shield (Section IV-A-2),  and all counseling must be documented in the client's record. If the client refuses Dalkon Shield removal, she must sign the PPFA Release When Test/Service/Consultation Will Not Be Obtained as Advised (Section I-B-2).
