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Longer Acting Reversible 
Contraception (LARC)
DR DEIRDRE LUNDY, WOMEN’S HEALTH PROGRAMME,  
IRISH COLLEGE OF GENERAL PRACTITIONERS

Introduction
Health providers have traditionally tended to favour certain 
forms of contraception based on the age of the patient. For 
example young women are typically offered options like the 
combined pills, patch or ring, the sub dermal Implanon NXT and 
the IM progestagen injection, Depo-Provera. The 2010 study, Irish 
Contraception and Crisis Pregnancy Study 2010 (ICCP-2010) A Survey 
of the General Population highlighted many young women do not 
use prescription contraceptives and prefer to use condoms alone. 
For women who are spacing their children we frequently recom-
mend options like intrauterine devices such as the copper coil 
or the Mirena IUS. With older women, or couples whose family is 
finished, we might suggest sterilisation or just carrying on with 
intra uterine contraception. Frighteningly many women over 
45 wrongly believe their fertility is so low that they no longer 
need to use contraception of any kind. The spike in unplanned 
pregnancy rates among this age group confirms how wrong 
that belief may be. In recent times we are being urged to think 
outside the traditional options.

Contraception and younger patients
Younger women are much more likely to experience failures with 
the combined oral contraceptive pill, or a condom, because they 
require so much compliance. One forgotten pill; particularly near 
the pill – free interval, may result in an unintended pregnancy. 
This is demonstrated by the reliability data tables. The pill has a 
failure rate of less than one pregnancy per hundred women for 
each year of use when used perfectly, but the real failure rate 
could be closer to eight pregnancies per hundred women per 
year of use when lack of compliance is considered. Additionally, 
we know not using a condom or putting it on incorrectly is more 
common in young or recently sexually active couples.

For these reasons GPs and nurses are being encouraged to 
mention longer acting reversible contraceptive methods or 
‘LARC’ to the younger, more vulnerable patients. LARCs prevent 
pregnancies and they do this very well as they do not require 
the user to do anything. The medication or product is in place 
keeping them safe by default. If a young woman is informed 
about the LARC options we may be able to help reduce her 
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potential for an unplanned pregnancy.
Remember though, concordance is key for compliance and 

continuation – so it is up to us to be knowledgeable so that we 
can clearly explain the details of all the LARC options and then 
support the patient’s choice.

What are the LARC options?
LARC products include: Depo-Provera intramuscular injections, 
copper intrauterine devices, the Mirena and Jaydess intrauterine 
devices and the Implanon NXT implant.

Depo-Provera, which is the three month IM depot progestagen 
contraceptive injection, conveys almost fool proof contraception 
and is suitable for women of any age. True, it can be associated 
with transient loss of bone mineral density but this recovers 
very quickly after discontinuation and has never been shown to 
increase the risk of fractures in current users nor does it increase 
their risk of fracture in later life. Having said that, potential users 

should be screened for other major osteoporotic risk factors such 
as: long term use of steroids, heavy smoking, anorexia, etc, but if 
all else is well, Depo-Provera is a perfectly safe and reliable LARC 
for use in both younger and older women. It is classified as UK 
Medical Eligibility Criteria Category 2 (benefits outweigh risks) for 
girls under 18 and women over 45, but from 18-45 years of age it 
is UKMEC Category 1 (unrestricted use). 

The Implanon NXT subdermal implant delivers three years of 
a mild progestagen hormone (etonorgestrel) which suppresses 
ovulation so effectively that is now known to be one of the most 
reliable forms of contraception in the world, surpassing even 
sterilisation in its effectiveness. The implant releases slow but 
steady levels of etonorgestrel which pose no threat to bone 
mineral density and can be used without reservation in women 
who smoke or are overweight. The device needs to be removed 
from the arm with a small incision but once that is done the 
return to background fertility is almost immediate and Implanon 
NXT does not interfere with ongoing ovulation once removed.

Intrauterine Contraceptive Devices or ‘IUDs’ protect against 
pregnancy from within. The plastic “T” shaped frame houses a 
reservoir of either the progestagen hormone “levonorgestrel” 
(as with Mirena and Jaydess) or 380mm² of copper element. All 
IUDs provide pre-conceptual protection as they kill sperm and 
disrupt egg movement within the fallopian tube. They also create 
an unfavourable environment at the endometrium to further 
protect against unintended pregnancy. They offer protection for 
3, 5 or in some cases 12+ years and can be removed at any stage 
before this time if a pregnancy is desired. There is no delay in the 
return to background fertility once removed.

IUDs have typically been seen as only appropriate for use in 
women who have given birth but this has changed completely. 
The US and UK colleges of Obstetrics and Gynaecology are 
promoting the use of IUDs in young sexually active girls and 
nulliparous women as well as older, parous women. To encourage 
LARC use in younger women, there have been several initiatives 
internationally; in the UK, Canada, the USA, Australia among 
others. These projects include the offer of intrauterine and sub 
dermal contraceptives to adolescents who are sexually active. 

The UK Medical Eligibility Criteria for Intra Uterine Device 
placement (both Mirena IUS & Copper IUDs) is Category 2 ( 
benefits outweigh risks) for girls from menarche to 20 years of 
age and Category 1 (unrestricted) for women over 20.

Of the copper IUDs typically used in Ireland, the Copper 
T 380 (10 years), the TT380 Slimline (10 years) and its smaller 
sister version, the Mini TT 380 Slimline (5 years) are the most 
popular. They are very inexpensive and can be ordered through 
a local pharmacy although some GPs prefer to buy the devices 
themselves (usually from the UK where they are very popular) 
and keep them in the surgery. They not only provide many years 
of very reliable contraception to a young woman but they can 
also be used as a superior form of emergency or post-coital 
contraception. An IUD inserted within five days of unprotected 
intercourse is virtually 100 per cent effective as a post coital 
contraceptive; superior to both varieties of the oral morning after 
pills. 

There are some barriers to placing IUDs in the younger and/
or nulliparous patient. The process is uncomfortable and some 
patients might be put off at the thought of an internal procedure. 

Concordance is key 
for compliance and 
continuation – so 
it is up to us to be 
knowledgeable so 
that we can clearly 
explain the details of 
all the LARC options 
and then support the 
patient’s choice.
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It can be expensive for patients without a medical card too; 
although most LARCs are highly cost effective over time since 
they last so long. 

The drawback of LARCs
Arguably the biggest drawback of offering IUDs to sexually active 
teenagers, and young women under 25, is that these patients are 
at an age when STI risk is very high. In recent times data has reas-
sured us that the only additional risk of STI to a woman wearing 
an IUD happens at the time of placement. Thereafter her per-
sonal STI risk is the same as any other sexually active woman and 
is not increased in the long-term because of the foreign body 
within her womb (as we once thought). There is a slight increase 
in Pelvic Inflammatory Disease rates for 20 days or so after place-
ment of an IUD – this has been shown in multiple studies. The 
increase appears to result from pre-existing vaginal pathogens 
being introduced into the uterine cavity by the instrumentation 
of the uterus during the IUD fitting procedure. Within 20 days the 
risk of PID returns to the same rate as background. We can say 
with confidence that IUD – wearing women are no more exposed 
to PID than any other woman in that age group after the initial 
three weeks. So if we are vigilant with pre-placement screening 
(we should be doing Chlamydia and Gonorrhoea swabs for all 
IUD candidates under 25) then we can safely offer IUDs to our 
teenage patients. We can also offer IUDs to women who have had 
PID in the past as long as it has been treated and has resolved 
and they have been symptom free for the previous three months. 
Education on preventing STIs and PID in the future is important 
in all contraception consultations of course. All sexually active 
patients should be reminded that STIs are best prevented by the 
use of condoms.

LARC usage and barriers 
An initiative from the US known as The Contraceptive CHOICE 
Project was a prospective cohort study of 10,000 women, aged 
between 14-45 years of age, who wanted to avoid pregnancy 
for at least one year and were initiating a new form of revers-
ible contraception. They were read a script regarding LARC 
to increase awareness of LARC options. The participants were 
offered Mirena, copper coils, implants and Depo-Provera as first 
line options regardless of age. They were then given their chosen 
method free of charge and followed for three years. Results 
showed that 67% of women enrolled chose long-acting methods, 
56% selected intrauterine contraception and 11% selected the 
sub-dermal implant.

They concluded that once financial barriers were removed and 
LARC methods were introduced to all eligible women (including 
young women, nulliparous women, and women with a history of 
an STIs) then two-thirds chose LARC.

On a similar note the American College of Obstetrics and 
Gynaecologists issued a committee opinion paper in 2012 on 
adolescents and LARC (implants and IUDs). It advised that as 
adolescents were at higher risk of unintended pregnancy and so 
would benefit from increased access to LARC methods.

Conclusion
Contraception is only as reliable as the patients’ willingness 
to use it and ability to remember to use it correctly. The more 

convenient a product is to use, the more attractive it is for the 
patient. Healthy women may be offered any reversible method 
of contraception including LARC as long as they don’t have any 
category four (absolutely contraindicated) risk factors.
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