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ABSTRACT 

Background: In 2011, 45% of the 6.1 million pregnancies in the United States were unintended. 

Of the unintended pregnancies, 50% were attributed to contraceptive failure or method non-

adherence. Long-acting reversible contraceptives (LARCs) are birth control methods consisting 

of intrauterine devices (IUDs) and the birth control implants that are the most effective forms of 

reversible contraceptives. LARCs are 20 times more effective than other birth control methods; 

yet only 5.6% of women are choosing LARCs. Despite multiple pharmacological and non-

pharmacological interventions prior to the procedure, 35% of women reported having moderate 

pain and 42% of women had severe pain associated during the IUD placement  

Purpose: The purpose of this quality improvement project was to identify health care providers’ 

knowledge and practice of pain management methods for IUD insertion in nulliparous women at 

a military medical treatment facility (MTF).  

Methods: This DNP quality improvement (QI) project used a quantitative descriptive 

methodology with a pretest-posttest design and educational intervention to identify the current 

practice and knowledge primary care providers have regarding appropriate pain management for 

nulliparous women when placing an IUD. 

Results: The providers’ responses reflect a self-efficacy represented by a knowledge increase in 

the areas of the limited benefit of premedication with either oral analgesics or cervical softening 

agents, placing an IUD based on the patient’s menstrual cycle, incorporating the use of a local 

analgesic, and the connection between counseling and patient satisfaction. Limited provider 

knowledge can be suggested by the varied responses regarding the topic of a CPG. Self-efficacy 
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stayed stable for the areas of post-procedural NSAID use and having the time for counseling 

regarding expected pain during the procedure.  

Conclusion: Improving provider knowledge, skill, and counseling techniques can help decrease 

the expected and perceived pain for nulliparous women having an IUD placed leading to an 

increase of women having IUDs placed. An ultimate goal is to increase IUD use and retention, 

leading to decreased unintended pregnancy rates, lower maternal and newborn mortality, and 

improving patient satisfaction when having an IUD placed. 
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INTRODUCTION 

In 2011, 45% of the 6.1 million pregnancies in the United States were unintended 

(Guttmacher Institute, 2016). Of the unintended pregnancies, 50% were attributed to 

contraceptive failure or non-adherence with the medication method (Buhling et al., 2014). 

According to Guttmacher Institute (2017), women with an unmet need for modern contraception 

account for 84% of all unintended pregnancies in developed areas of the world. Where as, 

women using no contraceptive method account for 74% of unintended pregnancies (Guttmacher 

Institute, 2017). If the need for modern contraception was satisfied in developed regions, there 

would be approximately a three-quarters decline in unintended pregnancies, from the current 89 

million to 22 million per year (Guttmacher Institute, 2017). Improving modern contraception 

would lead to a decline from 30 million to 7 million per year of unplanned births (Guttmacher 

Institute, 2017). Finally, induced abortions would decrease from 48 million to 13 million per 

year (Guttmacher Institute, 2017). 

Unintended pregnancies can be associated with an increase in negative maternal and 

infant health outcomes (Guttmacher Institute, 2016). In 2017, an estimated 308,000 women in 

developed countries died from an intended or an unintended pregnancy-related cause 

(Guttmacher Institute, 2017). The majority of these deaths could be prevented with full access to 

contraceptive care to help women avoid unintended pregnancies, and by improving access to 

maternal and newborn health care throughout a pregnancy and delivery (Guttmacher Institute, 

2017). Other potential adverse outcomes from unintended pregnancies are delayed prenatal care, 

premature birth, and negative physical and mental health effects for children (Guttmacher 
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Institute, 2016). An unintended pregnancy can negatively impact the mother’s physical, 

emotional, and economic well-being (Guttmacher Institute, 2016). 

Current maternal and newborn care is estimated at $25.5 billion annually, of which $8.3 

billion is spent on care related to unintended pregnancies (Guttmacher Institute, 2017). 

Reduction of the unintended pregnancy rate is a national public health goal established by the 

U.S. Department of Health and Human Services’ Healthy People 2020 campaign (Healthy 

People 2020, 2014). 

In the United States, there are 61 million women in their childbearing years (15-44 years 

old) and nearly 70% are at risk of unintended pregnancies (Guttmacher Institute, 2016). Nearly 

62% of all women of reproductive age are currently using a contraceptive method (Guttmacher 

Institute, 2016). Long-acting reversible contraceptives (LARCs) are birth control methods 

consisting of intrauterine devices (IUDs) and the birth control implant that are the most effective 

forms of reversible contraceptives (American Congress of Obstetrics [ACOG], 2016b). LARCs 

are 20 times more effective than birth control pills, the patch, or vaginal rings (ACOG, 2016b). 

Benefits of an IUD include only having to place the device once, it does not interfere with daily 

activities or intercourse, the hormonal IUD decreases menstrual pain and bleeding, and almost all 

women are able to use an IUD (ACOG, 2016b). 

In 2005, the Food and Drug Administration expanded the list of approved users of an 

IUD (ACOG, 2015). The U.S. Medical Eligibility Criteria for Contraceptive Use has classified 

IUDs for nulliparous women as being Category 2, meaning findings suggest that advantages 

generally outweigh the theoretical risks associated with the method of contraception (ACOG, 

2015). ACOG (2015) reports that IUDs have a higher satisfaction and continuation rates in 
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nulliparous women when compared to oral contraceptive methods. Although IUDs have a high 

satisfaction and effectiveness rate, only 5.6% of women using contraceptives are choosing to use 

IUDs (Hall & Kutler, 2016). The low rate of IUD use in the United States is likely related to a 

variety of factors that include lack of provider knowledge, patient preference, high-up front cost, 

and widespread misconceptions that can be displayed on social media (Anderson et al., 2014). 

Kass-Wolff and Fischer (2014) identified a primary concern and barrier for women is the 

perception and experience of pain before, during, and after an IUD placement.  

Background Information 

Health care providers in primary care, women’s health, pediatrics, or emergency 

medicine settings can place IUDs. ACOG (2015) does not have a clinical practice guideline 

about the IUD placement and removal training but does encourage family planning clinicians to 

participate in some type of hands-on training. The National Clinical Training Center for Family 

Planning (NCTFP) (2017) is a national training center funded by the Office of Population Affairs 

that provides the most up-to-date and latest evidence-based, quality training nationwide for 

family planning clinicians. Training for providers placing IUDs includes live hands-on-training 

sessions and e-learning sessions provided by NCTFP (2017). However, across primary care, 

providers are not offering IUD placement and patients are being referred to providers in 

women’s health due to a lack of provider training (Pace et al., 2016). As preventative health care 

services improves for women, having providers that are skilled in the placement and removal of 

IUDs in primary care is of importance in helping reducing unintended pregnancies for 

childbearing-aged women (Pace et al., 2016).  
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Satisfactory pain control for nulliparous women undergoing IUD placement is crucial 

for procedure success, patient safety, and continuation rates (Ireland & Allen, 2016). Few studies 

in the scientific literature have been able to provide clear direction of the prevention or 

management of pain associated with IUD placement (Bahamodnes et al., 2014). Those that have 

been published have studied a small group of women and fail to provide definitive conclusions 

(Bahamodnes et al., 2014). Currently, there is no clinical practice guideline about the most 

successful method to decrease pain experienced during an IUD placement. However, a 

significant amount of research has been conducted around improving the experience of IUD 

insertion for women (Ireland & Allen, 2016). 

Even with increasing research around pain control, there are many methods that health 

care providers prefer to use to improve comfort level for their patients. However, many women 

are deterred from this method out of fear of perceived pain associated with the insertion process 

(Ireland & Allen, 2016). Furthermore, Ireland and Allen (2016) identified those women who are 

nulliparous, remote from last delivery, or older than 30 years may experience more pain than 

their younger, parous counterparts during an IUD placement. Additionally Gemzell-Danielsson, 

Mansour, Fiala, Kaunitz, and Bahamondes (2013) noted that primary care providers may have 

fears of painful or difficult placements that may lead to recommending or counseling women on 

other, less effective contraceptive methods. 

Ireland and Allen (2016) have associated lower pain scores with shortened procedure 

time due to the skill of the provider and women having undergone thorough procedural 

counseling. Pharmacological pain control methods for IUD insertions include oral and 

intramuscular analgesics, local anesthetics, and pre-procedure prostaglandins (Ireland & Allen, 
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2016). Non-pharmacological considerations include comprehensive pre-procedural counseling, 

maintaining a calm clinical setting, skill of the health care provider, and the woman’s overall 

anxiety towards the procedure (Gemzell-Danielsson et al., 2013). 

Pharmacological strategies used by some health care providers include pre-procedure 

treatment (cervical ripening, oral analgesic, or local anesthesia), during the procedure (local 

anesthesia given reactively), and after the procedure (non-steroidal anti-inflammatory drugs 

[NSAIDs] and opioid analgesia) (Bahamodnes et al., 2014). Hall and Kutler (2016) surveyed 109 

nulliparous women following the insertion of an IUD. The clinic’s protocol for pain management 

consisted of taking 800 mg ibuprofen an hour prior to the procedure, 200 mcg misoprostol orally 

the night before and the morning of the procedure, and a topical anesthetic used prior to the 

tenaculum placement (Hall & Kutler, 2016). The use of pre-procedural misoprostol for cervical 

softening, prophylactic ibuprofen for cramping, and lidocaine gel applied to the cervix prior to 

the tenaculum placement did not show any improvement of pain during the procedure according 

to Ireland and Allen (2016). 

Despite multiple interventions prior to the procedure, 35% of women reported having 

moderate pain and 42% of women had severe pain associated during the IUD placement (Hall & 

Kutler, 2016). Of the preventative interventions evaluated, none have shown clear evidence that 

pain is significantly reduced during or after routine IUD placement (Bahamodnes et al., 2014). 

Overall, the published evidence indicated the need for effective pain relief for women 

undergoing IUD placement, but offer limited guidance for health care providers (Bahamodnes et 

al., 2014). Given these statistics of pain experienced during IUD insertion it is vital to understand 

how and the methodology providers use to choose their method of pain control for women.  
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Problem 

The number of women of childbearing age in the military, which includes active duty 

service members and veterans of the United States military has increased dramatically over the 

last four decades (Goyal, Borrero & Schwarz, 2012). Currently, women make up 15% of active 

duty service members compared to the 2% in 1973 (Goyal et al., 2012). Of the newly recruited 

members to active duty services, 75% are under 22 years old and 42% of veterans are within 

childbearing age (Goyal et al., 2012). Goyal et al. (2012) has identified that prevention of 

unintended pregnancies is a particularly important health issue for this population. Pregnancy in 

the military can effect deployment status, job capabilities, and change a unit’s readiness status 

(Goyal et al., 2012). 

According to the Centers for Disease Control and Prevention (CDC) (2016), the national 

average for all childbearing women using a LARC contraceptive method is 8.0%. A small 

percentage (15.9%) of women are using oral contraception pills and 14.3% are choosing female 

sterilization (CDC, 2016). Among servicewomen, unintended pregnancies are directly related to 

either no contraceptive use or using less effective methods (Goyal et al., 2012). Goyal et al. 

(2012) identified that 50% to 62% of servicewomen presented with an unintended pregnancy 

having not used any contraceptive method. 30% of sexually active servicewomen reported using 

condoms, but not consistently, 40% of females used oral contraceptive pills, 15% of females 

used an injection method, and less than 15% used a LARC method or female sterilization (Goyal 

et al., 2012). 

Low rates of contraceptive use among servicewomen can be related to their knowledge of 

family planning and reproductive health prior to joining the service (Goyal et al., 2012). Goyal et 
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al. (2012) and Crabb (2015) emphasize the importance of contraceptive counseling for each 

woman during her annual physical. IUD counseling can directly affect a women’s contraceptive 

choice (Dehlendorf et al., 2014). Dehlendorf et al. (2014) identified providers’ misconceptions 

regarding fertility and infection, as well as anticipatory counseling about potential side effects as 

barriers for women having IUDs placed. A key component of anticipatory counseling involves 

describing the insertion process and expected pain the patient may experience (Hillard, 2013). 

Nulliparous women have described the IUD insertion process as ranging from “period 

pain” for 62% to “severe abdominal pain” in 14% (Hillard, 2013). Another study mentioned in 

Hillard (2013), reported that 13.8% of young nulliparous women (less than 25 years old) 

reported no pain, 65.9% reported mild to moderate pain, and 21.3% noted severe pain. Fear of 

pain and provider underestimating pain with insertion has been cited as significant barriers for 

IUD use (Hillard, 2013). IUDs can provide effective and easy contraception for nulliparous 

women, particularly those serving in the armed forces, and should be considered as first-line 

contraceptive options for young women (Hillard, 2013). In the health care setting, it is vital to 

determine methods that best manage pain during the insertion process for nulliparous women 

increasing the use IUDs.  

Purpose 

The purpose of this quality improvement project was to identify health care providers’ 

knowledge and practice of pain management methods for IUD insertion in nulliparous women at 

a military medical treatment facility (MTF). The first aim of this project was to identify what 

providers at a MTF family health and women’s health clinic are using for pharmacological and 

non-pharmacological pain management techniques for IUD insertions. The second aim was to 
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determine their likelihood of changing their current pain management practices. The third aim 

was to introduce new literature to providers about methods to decrease pain for nulliparous 

women during an IUD placement. 

Primary stakeholders for this quality improvement project with a pretest and post-test 

education intervention are the health care providers placing IUDs. The health care providers are 

responsible for ensuring patients have a successful and safe procedure. Having providers identify 

if there is a gap in pain control when placing IUDs can help eliminate barriers for nulliparous 

women using an effective contraceptive method. Increasing the use of IUDs in nulliparous 

women would decrease the unintended pregnancy rate improving overall quality of life for these 

women. Additional stakeholders include the patients that would be able to experience a less 

painful procedure and improve their quality of life by decreasing the risk of an unintended 

pregnancy. 

Study Question 

What knowledge do health care providers have about choosing an appropriate pain 

control intervention for nulliparous women undergoing an IUD insertion?  

FRAMEWORK AND SYNTHESIS OF EVIDENCE 

Theoretical Framework 

Social cognitive theory (SCT) is an interpersonal level theory developed by Albert 

Bandura that emphasizes the dynamic interaction between people or their personal factors, their 

behavior, and their environment (Bandura, 2004). Social cognitive theory synthesizes concepts 

and processes from cognitive, behavior, and emotional models of behavior change, so it can be 

applied to interventions for disease and health care management (Bandura, 2004). A basic 
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premise of SCT is that individuals learn not only through their own experience, but also by 

observing the actions of others and the results of those actions (Bandura, 2004). SCT is 

comprised of personal factors, environmental factors, and behavior that continually interact 

through influencing and being influenced by each other (Bandura, 2004). This project will apply 

Bandura’s SCT to providers’ behaviors related to pain control during IUD insertions for 

nulliparous women.  

 

FIGURE 1. Social Cognitive Theory Framework Model from Bandura (2004) 

Social influence and the impact of external and internal social reinforcement is a main 

feature of SCT (LaMorte, 2016). The theory takes into account a person’s past experiences, 

which factor into whether a certain behavioral action will occur (LaMorte, 2016). These past 

experiences influence how a person will engage in a specific behavior and the reasons why a 

person engages in that behavior (LaMorte, 2016). 

The goal of SCT is to explain how people regulate their behavior through control and 

reinforcement to achieve goal-directed behavior that can be maintained over time. There are six 
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constructs that were developed as part of SCT (LaMorte, 2016). First, reciprocal determinism is 

a concept of SCT that refers to the dynamic and reciprocal interaction of a person, their 

environment, and behavior (LaMorte, 2016). Behavioral capability is a person’s actual ability to 

perform a behavior through essential knowledge and skills (LaMorte, 2016). Observational 

learning can assert that people can witness and observer behavior conducted by others, and then 

reproduce or model the same behavior (LaMorte, 2016). 

Reinforcements are the internal or external responses to a person’s behavior that affect 

the likelihood of continuing or discontinuing behavior (LaMorte, 2016). Reinforcements can be 

self-initiated or in the environment, and positive or negative (LaMorte, 2016). Expectations are 

the anticipated consequences of a person’s behavior (LaMorte, 2016). Finally, self-efficacy, 

which is the primary concept that aligns with this project, is the level of confidence in his or her 

ability to successfully perform a behavior (LaMorte, 2016). Self-efficacy is influenced by a 

person’s specific capabilities and other individual factors, such as environmental barriers and 

facilitators (LaMorte, 2016).  

Concepts 

SCT identifies a core set of determinants, mechanisms in which they work, and the 

optimal way of translating the information into knowledge and effective health care practices 

(Bandura, 2004). The core determinants that are applied to this QI project include knowledge, 

self-efficacy, outcome expectations, goals, and perceived facilitators (Bandura, 2004). 

Knowledge of the health risks and benefits creates an environment accepting of change 

based on evidence (Bandura, 2004). Having primary care providers identify if there is an 

inconsistent method towards pain control in nulliparous women during IUD insertion 
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acknowledges a need to improve patient care and satisfaction. Additionally, it is important to 

evaluate what pharmacological and non-pharmacological knowledge providers are currently 

applying in their practice to decrease pain before, during, and after an IUD placement for 

nulliparous women. 

Outcome expectations are used to determine what results will come from health changes 

(Bandura, 2004). Providers should have an expectation that all their nulliparous patients having 

an IUD placed will experience an acceptable amount of pain during the procedure. If providers 

recognize that their patient’s pain expectation is not being met then their outcome expectation is 

not achieved. Not accomplishing an expected outcome can affect a provider’s self-efficacy when 

placing IUDs in the future. 

Health goals or incentive motivators are expectations set by individuals regarding their 

personal health (Bandura, 2004). For this project, health goal expectations are set determined by 

providers inquiring about patient’s pain expectations during this procedure. Patients may have a 

preconceived idea of the type of pain elicited during an IUD placement; however, thorough pre-

procedure counseling can create an environment where providers explain the procedure, patients 

ask questions, and ascertain their individual pain threshold. 

Perceived facilitators are social and structural reinforcements that promote incentives 

towards health change (Bandura, 2004). Improving patient satisfaction with the procedure is a 

main facilitator for providers to better understand the reason for inconsistent pain management. 

Utilizing Bandura’s social cognitive theory supports the need to identify primary health care 

provider’s current pharmacological and non-pharmacological pain interventions, why that pain 
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intervention is used, and what factors are causing an inconsistent pain management plan among 

providers during IUD placements in nulliparous women. 

Self-efficacy is the central belief that instills personal motivation and willingness to 

change (Bandura, 2004). Self-efficacy is task-specific meaning that self-efficacy can increase or 

decrease based on the specific task at hand, even in related areas (Bandura, 2004). Providers 

must believe that their actions can produce desired effects creating incentive to change one’s 

habits (Bandura, 2004). To use self-efficacy, behavior change is broken down into small 

measureable steps, which allow participants to recognize small changes along the path to large 

behavior changes (Bandura, 2004). Self-efficacy is a key component of a care provider 

recognizing their role in decreasing pain before, during, and after IUD insertions for nulliparous 

women.  

Synthesis of Evidence 

To gain perspective about providers’ viewpoints about current pain management methods 

during IUD placement, several literature searches were completed using PubMed and CINHAL. 

Search terms included: nulliparous, intrauterine devices, IUD and pain control. Other inclusion 

criteria included: articles published within the last five years and available in English. A total of 

20 articles were found with the given search items, and 11 were found to be pertinent to the 

research topic. The following 11 articles discussing pain management techniques for nulliparous 

women undergoing an IUD insertion and the proposed study question are summarized in 

Appendix A. 

Pain rates with IUD insertion tend to be higher for nulliparous women compared to 

parous women (Bednarek et al., 2015). Barriers nulliparous women encounter when deciding to 
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have an IUD placed include concerns about pelvic inflammatory disease, insertion process, and 

pain (Buhling et al., 2016). Traditional pain management techniques include oral non-steroidal 

anti-inflammatory drugs (NSAIDs), cervical ripening prostaglandins, topical cervical lidocaine, 

intracervical lidocaine injection, nitrous oxide gas, and providing counseling (Bednarek et al., 

2015; Hall & Kutler, 2016; Ireland & Allen, 2016; Singh et al., 2016). Median pain scores do not 

differ by age, IUD-type, or history of dysmenorrheal when comparing women that received an 

oral NSAID versus a placebo prior to starting the procedure (Bednarek et al., 2015; Hall & 

Kutler, 2016; Ireland & Allen, 2016). Pain scores tended to peak during the tenaculum placement 

(Goldthwaite et al., 2014; Rapkin et al., 2016). Women had the most pain relief with 

intracervical or topical lidocaine injections prior to the start of the procedure (Goldthwaite et al., 

2014; Rapkin et al., 2016; Tornblom-Paulander et al., 2015). With appropriate contraceptive 

education and improved pain control women were overall ‘very happy’ with the procedure and 

would recommend IUDs (Hall & Kulter, 2016; Sridhar et al., 2016). 

While research identifies pain as a major barrier to women deciding to use this choice of 

contraceptive, methods of pain control are tested against placebos, and acknowledging that the 

most painful part of the procedure is not the actual insertion but placing the tenaculum on the 

cervix (Goldthwaite et al., 2014; Rapkin et al., 2016). This evidence is weakened by studies 

including a sample population containing both nulliparous and parous women. Parous women 

tend to have lower pain scores compared to nulliparous women during an IUD procedure 

(Bednarek et al., 2015). Data from studies where both populations are surveyed and analyzed can 

lead to a misconception about only nulliparous pain tolerance during an IUD placement. 

Researchers also found that there is not one technique that has been successful consistently (Hall 
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& Kulter, 2016). ACOG (2016a) recognizes that more research is needed to identify effective 

options to reduce pain for IUD insertions; however, they conclude that a lidocaine paracervical 

block does reduce pain scores associated with tenaculum placement and IUD insertion. A main 

gap in the evidence is the lack of providers’ training and knowledge on appropriate methods for 

nulliparous women having an IUD place. 

METHODS 

Study Design 

This DNP quality improvement (QI) project used a quantitative descriptive methodology 

with a pretest-posttest design and educational intervention to identify the current practice and 

knowledge primary care providers have regarding appropriate pain management for nulliparous 

women. The purpose of quality improvement projects is to identify improvement activities rather 

than research directed at generating new knowledge (Portela et al., 2015). QI projects are 

focused on well-defined problems, are oriented towards a focused aim, and are highly practical 

(Portela et al., 2015). 

Before this data collection began, Institutional Board Review (IRB) approval from the 

College of Nursing and The University of Arizona (Appendix B), the MTF commander, and the 

Air Force IRB (Appendix H) were obtained. IRB approval ensures all appropriate steps and 

measures are in place to protect participants, safeguard privacy, and minimize risks by ensuring 

reliability and validity within the study design (Polit & Beck, 2012).  
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Ethical Considerations 

Beneficence 

The benefits of this study provided primary care providers with information about 

pharmacological and non-pharmacological methods to improve the pain management techniques 

when placing IUDs in nulliparous women. Participants in this study had the right to be protected 

from exploitation and biases (Polit & Beck, 2012). Participants in this study were protected from 

potential exploitation by keeping the questionnaire responses anonymous. The questionnaire data 

was kept secure within a database system with availability only to the student and her project 

committee. Participants were not placed at a disadvantage or exposed to damages due to their 

involvement the study (Polit & Beck, 2012).  

Respect for Persons 

Potential participants have the right to ask questions, to refuse to provide information, or 

withdraw from the study. Participants were free from coercion or threats of penalty from failing 

to participate in the study (Polit & Beck, 2012). The clinic administrative staff had no knowledge 

of who participated in the study, eliminating the potential for participants to feel pressured into 

the study. 

This study provided a clearly stated full disclosure (Appendix B), free of biases, to the 

potential participants prior to the start of the survey providing a description of the project, 

potential benefits and risks, and an opportunity to withdraw from the study. The disclosure 

maximized the participants’ autonomy, privacy, and agreement to participate. Fully informed 

agreement involves communicating the following pieces of information to participants: 

participation status, study goals, type of data, procedures, nature of the commitment, 
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sponsorship, participant selection, potential risks, potential benefits, alternatives, confidentiality 

pledge, voluntary participation right to withdraw and withhold information, and the student’s 

contact information (Polit & Beck, 2012). 

Justice 

Participant selection was based on study requirements and not a population’s 

vulnerability. This study targeted primary care and women’s health providers that routinely place 

IUDs in nulliparous women and had no interest in the socioeconomic or ethnic background of 

the women. Ultimately, nulliparous women in this clinic having an IUD placed will benefit from 

this project because providers have current information about methods to decrease pain 

experienced during this procedure. 

Compliance with the Health Insurance Portability and Accountability Act of 1996 

(HIPAA) protects participants’ privacy (Polit & Beck, 2012). This study maintained privacy by 

emailing a secure link with the online survey to all potential participants. The survey will not 

mandate the participant to include their name and contact information, but collected 

unidentifiable demographic information. Compliance with HIPAA will ensure the privacy of the 

participants is protected.  

Setting 

The setting for this study was a women’s health clinic and a family health clinic located 

in a MTF in Anchorage, Alaska. The clinics were chosen because of the patient population and 

experience of providers.  
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Participants 

Providers comprised of physicians (MD and DO), nurse practitioners (NP), certified 

midwives (CNM), and physician assistants (PA) were invited from the two clinics. Criteria for 

inclusion in the study were: (1) participants must be a primary care or women’s health provider 

(MD, DO, NP, CNM, or PA) and (2) place IUDs in nulliparous women. 

Convenience sample entails using the most conveniently available people as participants 

(Polit & Becker, 2011). Convenience sampling is a form of nonprobability sampling and is less 

likely to produce representative sampling (Polit & Beck, 2011). This type of sampling is 

frequently used in nursing studies; however, it can be subjected to bias due to the potential of 

individuals volunteering to respond to posted notices (Polit & Beck, 2011). Bias was deterred in 

this QI project by addressing all of the participants within the two clinics that placed IUDs. After 

the data analysis, aggregated results from the anonymous survey were shared with the local QI 

team and then with all clinic staff by the clinical managers.  

Data Collection 

Potential participants were e-mailed individually by this author to keep their participation 

anonymous from other clinic staff. The e-mail contained the disclosure (Appendix C) for 

participants, the approval letter from hospital commander (Appendix H), a link to the pretest 

survey (Appendix E), and the educational PowerPoint (Appendix G). The post-test survey 

(Appendix F) was embedded within the educational PowerPoint. Participants had one week to 

complete the survey. A reminder e-mail (Appendix D) was sent out two days before the deadline. 

Data collection for this project included demographic information collected at the 

beginning of the pretest survey. Participants’ demographics that were asked included type of 
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provider, years in practice, an average number of IUDs placed in nulliparous women per month, 

type of pre-procedural counseling done, type of pain management technique used, knowledge-

based questions about available pain relief, and perception of their patients’ overall satisfaction 

with the placement procedure (Appendix E & F). 

The pre-test and post-test surveys consisted of both open-ended and close-ended 

questions. Open-ended questions allow people to respond in their own words (University of 

Wisconsin, 2010). Closed-ended questions offer response options, from which the respondents 

must choose the one answer that most closely matches the appropriate response (University of 

Wisconsin, 2010). The educational intervention for the health care providers was a PowerPoint 

with information regarding methods to decrease pain for nulliparous women having an IUD 

placed. 

Pre-test/post-test designs are widely used in behavioral research, primarily for the 

purpose of measuring change results from an intervention (Polit & Beck, 2012). The purpose of 

pretesting is to identify what methods providers are already incorporating into their practice and 

what their knowledge is about available research regarding pain relief. 

Well-constructed closed-ended questions may be difficult to articulate, but are easy to 

administer and analyze (University of Wisconsin, 2010). Open-ended questions offer a richer and 

fuller perspective on the subject (University of Wisconsin, 2010). Analysis of open-ended 

questions was completed using content analysis, which determines the presence of certain words 

or concepts within text (University of Wisconsin, 2010). Incorporating a mix of open- and 

closed-ended questions was used to offset the strengths and weaknesses of each (Polit & Beck, 

2012; University of Wisconsin, 2010). 
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The pre-test and post-test contained the same questions, except for the demographic 

information. Categories of questions consisted of if providers use pre-procedure pain 

management or cervical softening agents, placing IUDs based on menstrual cycle, the use of 

regional or local anesthetics, and their belief of pre-procedural counseling as a method to 

decrease pain during an IUD insertion. The response options were based on a Likert-type scale 

with an opportunity for participants to elaborate on various questions based on responses. 

After participants took the pretest, an educational PowerPoint was available for review 

(Appendix G). Material included in the educational intervention was the importance of 

implementing IUDs, barriers that women face when choosing this contraceptive method, and 

pharmacological and non-pharmacological interventions to decrease pain for nulliparous women. 

The pain interventions are all methods that are within the scope of practice for primary providers 

and can be adjusted to fit their practice. Once providers reviewed the educational PowerPoint, 

they were prompted to complete the posttest. The posttest measured the effectiveness of the 

intervention and sought to determine the likelihood that providers would change their current 

pain management methods. 

Data from the participants was collected from electronic self-reported surveys developed 

in Qualtrics. Qualtrics is a web-based survey tool used to conduct survey research, evaluations, 

and other data collection activities (California State University Long Beach, 2015). An 

advantage of survey research is the flexibility and broad scope, application to many populations, 

and focus on a wide range of topics (Polit & Beck, 2012). A disadvantage of surveys is the 

superficial and limited information can be obtained (Polit & Beck, 2012; University of 

Wisconsin, 2010). Methods to minimize the disadvantages of using surveys include questions 
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that have clear and specific wording (University of Wisconsin, 2010). Data collected from the 

surveys can be used to recognize the need for practice change, if applicable, to the providers and 

clinical setting. 

Data Analysis 

Descriptive analysis is appropriate for QI programs that involve systematic activities 

organized and implemented by an organization to monitor, assess, and improve its quality of 

health care (U.S Department of Health and Human Services [HRSA], 2011). Using the FADE 

model the data was systematical processed and presented to the QI team (HRSA, 2011). 

There are four broad steps to the FADE QI model. Focus or defining the process to be 

improved is the first step (HRSA, 2011). In this QI project, it was identified that pain 

management is one barrier for nulliparous women having an IUD placed. This barrier can be 

lessened with improving provider education regarding new effective approaches for pain 

management in this population. Analyze is when the data is collected and analyzed (HRSA, 

2011). The analyze step was completed by sending participants the Qualtrics pretest survey, 

educational intervention, and posttest survey followed by data analysis. Data collected in 

Qualtrics was exported to Excel for refinement of the displays. The analysis of project data 

provided the findings of the descriptive study (Polit & Beck, 2012). 

The third and final steps are to Develop action plans for improvement and Execute or 

implement the action plans. After data were analyzed, findings were shared and discussed within 

the QI team. Members of the QI team included this author, the hospital commander, and the 

flight commanders of both the Family Health Clinic and Women’s Health Clinic. 



 
 
 

31

RESULTS 

Findings 

The survey response findings indicated that seven out of the 14 family and women’s 

health care provider participants that received the survey submitted the survey within the seven-

day period. Of the seven participants that responded only six participants completed the posttest 

survey. As illustrated on Table 1, there were two male participants (N=2, 29%) and five female 

(N=5, 71%). Four providers (N=4, 57%) were MDs and three providers (N=3, 43%) were 

APRNs or CNMs. The age of six participants (N=6, 86%) ranged from 20 to 39 years old, while 

one participant (N=1, 14%) selected greater than 40 years old. Four providers (N=4, 57%) had 

practiced up to five years, two providers (N=2, 29%) had practiced between six and 15 years, 

while one provider (N=1, 14%) practiced longer than 15 years. One participant (N=1, 14%) was 

from the Family Health Clinic and the remaining six (N=6, 86%) were from the Women’s Health 

Clinic. All seven (N=7, 100%) place IUDs in nulliparous women. Five providers (N=5, 71%) 

place up to five IUDs per month, one provider (N=1, 14%) places between six and 10 IUDs, and 

one provider (N=1, 14%) places more than 10 IUDs per month.  
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TABLE 1. Participant Demographics 

Gender Female Male 
Participants (N=7) 71% (N=5) 29% (N=2) 

 
Provider Type MD APRN/CNM 
Participant 57% (N=4) 43% (N=3) 
 

 
Age Range 20-39 years old > 40 years old 
Participants (N=7) 86% (N=6) 14% (N=1) 
 

 
Years of Practice 0-5 years 6-15 years >15 years 
Participants (N=7) 57% (N=4) 29% (N=2) 14% (N=1) 
 

 
Provider Role MD/DO APRN/CNM 
Participants (N=7) 57% (N=4) 43% (N=3) 

 
 Work Environment Family Health Women’s Health 
 Participants (N=7) 14% (N=1) 86% (N=6) 

 
 Nulliparous IUD Placement Yes No 
 Participants (N=7) 100% (N=7) 0% (N=0) 

 
 Monthly IUDs Placed 0-5 IUDs 6-10 IUDs >10 IUDs 
 Participants (N=7) 71% (N=5) 14% (N=1) 14% (N=1)  

 
  

Following the survey layout, the next question discussed the providers’ current methods 

for pain relief. Figure 2 represents the various methods of pain intervention providers were 

providing prior to the educational intervention. All the providers (N=7, 100%) used counseling 

and NSAIDs as methods to decrease pain pre-procedurally. Three providers (N=3, 43%) used a 

cervical softening agent. Three providers (N=3, 43%) responded with ‘other,’ which their 

responses can be found in Table 2.  
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FIGURE 2. Type of Pre-Procedural Interventions Used When Placing IUDs 

TABLE 2. ‘Other’ Responses for Pre-Procedural Interventions 

‘Other’ Responses for Pre-Procedural Interventions 
Valium pre and post procedural 

Benzodiazapines as needed for patients with difficult exams 

Heating pads recommended post-procedural 

The next 12 questions of the survey (Appendix D & E) discussed the self-efficacy of 

participants regarding their knowledge about pain interventions for IUD placement. Illustrated in 

Figure 3, is the comparison from the pretest and posttest intervention of providers’ responses 

regarding the benefits of using oral analgesics or cervical softening agents before an IUD 

placement. Prior to the intervention, five providers (N=5, 71%) agreed, no providers (N=0, 0%) 

agreed or disagreed, and two providers (N=2, 29%) disagreed that it was beneficial to provide 

either oral analgesics or cervical softening agents prior to an IUD insertion. Following the 

intervention, one provider (N=1, 17%) agreed, one provider (N=1, 17%) neither agreed nor 

disagreed, and four providers (N=4, 67%) disagreed that it was beneficial for pre-procedural 

analgesics or cervical softening agents to decrease pain experienced.  
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FIGURE 3. Benefits of Using Oral Analgesics and Cervical Softening Agents 

The providers were asked in an open-ended question to elaborate on what medication, 

dosage, route, and timing of oral analgesics or cervical softening agents they recommend if 

applicable. Table 3 lists the providers’ responses prior to the intervention. All of the responses 

(N=6, 100%) recommend a NSAID with the dosage being 800 mg but with a variation in timing. 

Three providers (N=3, 50%) prescribe a cervical softening agent but vary with which 

medication, route, and timing.  

TABLE 3. Provider’s Oral Analgesics and Cervical Softening Recommendations 

Provider's Oral Analgesics or Cervical Softening Recommendations for an IUD Placement 

Motrin and cervidil 

Ibuprofen 800mg PO the day prior and within 1 hour of the procedure 

Ibuprofen 800mg PO prior to placement and TID as needed following procedure 

Motrin 800 mg, cytotec 200 mg the night before, 200 mg 2h before apt 

NSAIDs usually 800mg motrin 1hr prior and Tylenol 1g 1hr prior, may use cytotec 200mg vaginally the 
night before and another dose 1hr prior to apt 

Ibuprofen 800mg po 30 min prior to procedure 

Figure 4 addresses if providers agree or disagree that placing an IUD based on menstrual 

cycles can impact the pain experienced. Prior to the intervention, four providers (N=4, 58%) 
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agreed, two providers (N=2, 29%) neither agreed nor disagreed, and one provider (N=1, 14%) 

disagreed that it causes less pain for an IUD to be placed based on a women’s menstrual cycle. 

Following the intervention, five providers (N=5, 83%) agreed, one provider (N=1, 17%) neither 

agreed nor disagreed, and no providers disagreed (N=0, 0%) that menstrual cycles can be a factor 

in pain management.  

 

FIGURE 4. Decreased Pain Based on Menstrual Cycles 

The next set of questions in the survey addressed the use of local or regional anesthesia 

during an IUD placement for nulliparous patients. The providers were asked if they strongly 

agree, agree, somewhat agree, neither agree nor disagree, and somewhat disagree on if using 

either type of anesthesia is beneficial for this patient population. This question had different 

response options due to incorrectly categorizing responses in Qualtrics. Figure 5 compares the 

results pre and post intervention and Table 4 are free text responses practitioners provided to 

describe the type of anesthesia use or have used. Prior to the intervention, no providers (N=0, 

0%) strongly agreed or agreed that it was beneficial for a local or regional anesthetic to be used. 
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One provider (N=1, 14%) somewhat agreed, five providers (N=5, 71%) neither agreed nor 

disagreed, and one provider (N=1, 14%) somewhat disagreed about the benefits of local or 

regional anesthesia. Following the intervention, one provider (N=1, 17%) strongly agreed, one 

provider (N=1, 17%) agreed, two providers (N=2, 33%) somewhat agreed, two providers (N-2, 

33%) neither agreed nor disagreed, and no providers (N=0, 0%) somewhat disagreed about the 

benefits of using local or regional anesthesia during an IUD placement. Providers that use or 

have used a local or regional anesthetic reported utilizing a topical spray in both free text 

responses.  

 

FIGURE 5. Benefits of Using Local or Regional Anesthesia 

TABLE 4. Methods of Local or Regional Anesthesia Used By Providers 

Methods of Local or Regional Anesthesia Used By Providers 

Would use Hurricaine spray if was available in my clinic. 

I currently do not use local at my current practice location due to no being available to me, but in 
graduate school I used topical spray lidocaine and it seemed to help patients. 

Providers were asked what type of pain intervention do they recommend or provider 

following an IUD placement, which is illustrated in Figure 6. Survey options included no 
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intervention, NSAIDs, oral narcotics, or ‘other’ with an opportunity to explain further. Prior to 

the intervention, zero providers (N=0, 0%) recommended no pain intervention, six providers 

(N=6, 86%) suggested NSAIDs, zero providers (N=0, 0%) prescribed oral narcotics, and one 

provider (N=1, 14%) selected ‘other.’ The explanation for ‘other’ was recommending the 

addition of heat. Following the intervention, six providers (N=6, 100%) would recommend 

NSAIDs for managing pain after an IUD placement.  

 

FIGURE 6. Post-Procedural Pain Intervention 
(Note. ‘Other’ intervention that was indicated was the use of heat or heating pads.) 

The next question addressed providers’ knowledge on a clinical practice guideline (CPG) 

regarding pain interventions for this population. Figure 7 shows the difference between the pre-

test and post-test survey answers. Prior to the intervention, one provider (N=1, 14%) responded 

that using a NSAIDs was the CPG. Six providers (N=6, 86%) responded that is currently no 

CPG available for appropriate IUD pain management techniques. There were no responses (N=0, 

0%) for cervical softening agents, topical analgesics, and local anesthesia respectfully. Following 
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the intervention, three providers (N=3, 50%) responded with NSAIDs being the CPG. Three 

providers (N=3, 50%) recognized that there is no current CPG. The other options had no 

responses.  

 

FIGURE 7. Current Clinical Practice Guideline 

The next three questions address the impact of counseling patients on patient satisfaction. 

Providers were first asked about if they have time to counsel patients on pain expectations or 

concerns. The pre-test and post-test results were the same, all providers (N=7, 100%) agreed that 

they had enough time for proper counseling. Results are illustrated in Figure 8. Providers were 

then asked if pain counseling could improve patient satisfaction with an IUD placement. Prior to 

the intervention, six providers (N=6, 86%) strongly agreed while one provider (N=1, 14%) 

somewhat agreed that counseling can improve patient satisfaction. Following the intervention, all 

of the providers (N=6, 100%), strongly agreed that counseling can impact a patient’s pain 

experience. Figure 9 illustrates these findings. Results from the survey indicate that participants 
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believe utilizing pharmacological and non-pharmacological methods will increase patient 

satisfaction and decrease pain when having an IUD placed.  

 

FIGURE 8. Provider Time for Counseling 

 

FIGURE 9. Counseling and Patient Satisfaction 

The final open-ended question asked providers to describe potential barriers associated 

with pain management during IUD insertion for this population. Table 5 outlines barriers 

identified prior to and following the intervention. Common themes identified include patient 
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compliance, limited education and skills with local blocks for anesthesia, and not having a CPG 

for this topic. 

TABLE 5. Provider Identified Barriers for Pain Management Interventions 

Barriers Prior to Intervention 

Patient compliance to counseling 
Lack of education and clinical skill with cervical blocks 
Visit time limitations for placing paracervical blocks 

Barriers After the Intervention 

A patient pre-existing expectation of what they are likely to experience. 
Knowledge barriers, no clinical practice guidelines. 

The providers’ responses reflected self-efficacy represented by a knowledge increase in 

the areas of the limited benefit of premedication with either oral analgesics or cervical softening 

agents, placing an IUD based on the patient’s menstrual cycle, incorporating the use of a local 

analgesic, and the connection between counseling and patient satisfaction. Limited provider 

knowledge can be suggested by the varied responses regarding the topic of a CPG. Self-efficacy 

was maintained for the areas of post-procedural NSAID use and having time for counseling 

regarding expected pain during the procedure. Taking into account the findings from the survey, 

the implementation for future recommendation for quality improvement within the two clinics 

were discussed. Overall, the educational intervention had a positive increase in knowledge in all 

items but the CPG item.  

DISCUSSION 

Implementation Recommendation  

The QI team, consisting of the student, the clinic manager for the women’s health clinic, 

the clinic manager for the family health clinic, and the hospital commander, reviewed and 

discussed the findings after the survey period. The student presented the findings within a 

PowerPoint document (Appendix I) and electronically sent the findings the other members. The 
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need for additional training, education material for patients, and the possibility of adding 

supplies (i.e., lidocaine spray) in the clinic were possible strategies mentioned to improve 

provider knowledge for methods to decrease pain during IUD placement for this population. The 

QI team, led by the student, discussed these findings and potential changes in clinic practice. 

Collaboration within the QI team correlates with the Doctorate of Nursing Practice Essential IV, 

which is the ability to work in an interprofessional team in order to improve patient health 

outcome (American Association of Colleges of Nursing, 2006). As previously discussed, the 

theoretical framework of social cognitive theory highlights the concept of self-efficacy explains 

that people will engage in behaviors they feel knowledgeable in, for example asking the patient 

their pain expectations and offering them a tailored or individualized pain management regimen. 

Self-efficacy creates the basis for creating, improving, or driving a behavioral change.  

When discussing the results among the QI team, it was determined that there are many 

options that can be used to decrease pain, as well as opinions to what method has the most 

benefit. Pain management techniques can be based on provider experience, practice setting, and 

population, which could lead to varied results. It was determined among the team that more data 

would need to be collected in order to tailor the practice change they want to test in their clinical 

setting and specialty.  

The final step of the HRSA FADE method is to Execute or implement a developed action 

plan (HRSA, 2011). However, the QI team felt there was not enough data to create a practice 

change within the two clinics. The education participants received during the survey provided 

new ideas and methods for them to implement in their own practice, if they choose. The flight 

commander from the Women’s Health Clinic did show an interest in completing a joint clinic 
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education session where the information from the PowerPoint would be discussed with the 

opportunity for hands-on training sessions. Finally, the flight commanders have reached out to 

pharmacy and have been able to have lidocaine spray placed in all the exam rooms as an option 

for providers to use during IUD placements.  

As previously stated, the purpose of this quality improvement project was to determine 

what knowledge primary care providers have when choosing an appropriate pain control 

intervention for nulliparous women undergoing an IUD insertion. The first aim of this project 

was to identify what health care providers at a MTF family health clinic and women’s health 

clinic were using for pharmacological and non-pharmacological pain management techniques for 

IUD insertions. The second aim was to determine their likelihood of changing their current pain 

management practices. The third aim was to introduce new literature to providers about methods 

to decrease pain for nulliparous women during an IUD placement. From the survey findings, the 

providers are all using different methods of pre and post-procedural pain control but all are 

consistently recommending the use of NSAIDs to their patients. Additionally, the findings show 

a trend in the willingness to add new methods of pain control, such as topical lidocaine. New 

literature and pilot studies were introduced to the providers when they reviewed the educational 

PowerPoint. 

There are some limitations that apply to this QI project and should be included in the 

overall discussion. First, the number of participants that were emailed initially could have been 

larger to account for the number of participants that did not respond. In this QI project 14 

providers were emailed the survey with a 50% return. If more providers were emailed the initial 

survey, it is possible that there would have been a greater return rate, which would have supplied 
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more data to review with more defined results. The sample size could have been greater if the 

survey timeframe was extended for two weeks or longer compared to one week. Finally, only 

participants that placed IUDs were asked to complete the survey, which from the Family Health 

Clinic totaled three providers and out of the three only one responded.  

Conclusion 

An effort to decrease pain experienced by nulliparous women when having an IUD 

placed is grounded in a provider’s knowledge, skill, and communication with the patient 

regarding a variety of pain control methods. Utilizing social cognitive theory and self-efficacy, 

the findings of this survey identified what knowledge primary care providers possess with pain 

control options and current methods, the lack of a clinical practice guideline, and the role of 

patient counseling when placing IUDs in nulliparous women. With the education from the 

intervention PowerPoint, participants gained knowledge regarding the effectiveness of their 

preferred pain control technique and elaborated on pharmacological and non-pharmacological 

methods showing an increase in patient satisfaction. Improving a realistic pain goal through pre-

procedural counseling and pharmaceutical interventions can eliminate a barrier for nulliparous 

women choosing an IUD for their long-term birth control option. Increasing the number IUDs 

placed and retained can decrease the rate of unintended pregnancies for nulliparous women, 

reduce negative maternal and newborn outcomes, and improve provider self-efficacy when 

placing IUDs in the nulliparous population. 
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APPENDIX A: 

SYNTHESIS OF EVIDENCE 
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Author Research 

Question and 

Hypothesis 

Study Design Sample and 

Setting 

Method of 

Data 

Collection 

and Data 

Analysis 

Findings 

Akintomide, H., Sewell, R. D. E., & Stephenson, J. M. 
(2013). The use of local anesthesia for intrauterine device 
insertion by health professionals in the UK. Journal of 

Family Planning and Reproductive Health Care, 39(4), 
276-280. doi:10.1136/jfprhc-2012-100486 
 

The purpose of 
this study was to 
determine the 
prevalence of and 
reason for and 
against the use of 
local anesthesia 
(LA) for IUD 
insertion 
 

Quantitative 
Statistical 
Analysis 

Sample: 

n=129 Health 
professionals 
working in a 
contraceptive 
service  
 

Setting: 

Current Choices 
Conference in 
London, UK 

Data Collection: 

Self-administered 
semi-structured 
questionnaires 
with seven item 
responses were 
collected; used 
Google Docs 
Spreadsheet 
 

Data Analysis: 

Values for p were 
calculated using 
Fisher Exact tests 
and contingency 
tables 

75% use LA for 
IUD insertion 
 
28% Always use 
LA 
 
47% Sometimes 
use LA 
 
Topical LA 
(60%, n=52) was 
the most 
common type of 
LA used 
 
Most common 
reason for not 
using LA was 
that using LA 
may prolong the 
procedure and 
cause more pain 
 

Aksoy, H., Aksoy, U., Ozyurt, S., Acmaz, G., & 
Babayigit, M. (2016). Lidocaine 10% spray to the cervix 
reduces pain during intrauterine device insertion: a 
double-blind randomised controlled trial. J Fam Plann 

Reprod Health Care, 42(2), 83-87. doi:10.1136/jfprhc-
2014-100917 

To determine the 
effectiveness of 
topical 10% 
lidocaine spray 
for pain control 
during IUD 
insertion.  

Randomized, 
double-blind, 
placebo-
controlled trial 

Sample: 

n=200 parous 
women, older 
than 18 years old, 
accepting IUD as 
contraceptive 
method, no 
previous allergies 
to lidocaine, no 

Data Collection: 

Patients rated 
their pain level on 
a standard 
continuous 10-cm 
VAS to quantify 
pain from 0 (no 
pain) to 10 (the 
worst pain ever). 

Patients in the 
control group 
experienced 
greater pain than 
those in the 
treatment group 
(mean scores 
3.23+/-1.60 vs 
1.01+/-1.20, 
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Author Research 

Question and 

Hypothesis 
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history of pelvic 
disease and no 
specific request 
for anesthesia  
 

Setting: 
Tertiary Centre’s 
Family Planning 
Center 
(December 2013-
January 2014) 

Pain scoring 
occurred 
immediately 
before the 
speculum 
placement and 
again 
immediately 
following the 
insertion. 
 

Data Anaylsis:  

Normality was 
tested using 
Shapiro-Wilk 
test. Variance 
homogeneity was 
tested using 
Levene’s test. 
Parametric 
comparison was 
done using t-test, 
non-parametric 
comparison was 
done using the 
Mann-Whitney 
U-test 
 

p<0.001). 
 
A significantly 
lower score for 
overall pain 
during the 
procedure was 
founding the 
treatment group 
compared to 
controls.  
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Bednarek, P. H., Creinin, M. D., Reeves, M. F., Cwiak, 
C., Espey, E., & Jensen, J. T. (2015). Prophylactic 
ibuprofen does not improve pain with IUD insertion: a 
randomized trial. Contraception, 91(3), 193-197. 
doi:http://dx.doi.org/10.1016/j.contraception.2014.11.012 

To evaluate if 800 
mg ibuprofen 
reduces pain with 
IUD insertion 
among U.S. 
women 
 
Estimated sample 
size of n=266 
women would 
provide 80% 
power at an alpha 
of 0.05 to identify 
a 7-mm 
difference on a 
100-mm VAS 
assuming a 
standard 
deviation of 20 
mm.  

Randomized, 
double-blind, 
placebo-
controlled trial 

Sample: 
n=202 
nulliparous and 
parous women 18 
years old or older 
requesting a first-
trimester uterine 
aspiration for 
induced or 
spontaneous 
abortion who 
also desired an 
IUD  
 
101 women were 
randomized to 
each group 
(ibuprofen or 
placebo) 
 
Setting: subjects 
were enrolled 
from June 2007 
to February 2009 
at four U.S. 
academic 
medical centers: 
Oregon Health 
and Science 
University, the 
University of 
Pittsburgh, 

Intervention:  
Intervention 
group: received 
ibuprofen 800 mg 
30-45 minutes 
prior to IUD 
insertion 
 
Control group: 
received placebo 
30-45 minutes 
prior to IUD 
insertion.  
 
IUDs were placed 
by an experienced 
study investigator 
using the standard 
manufacturer 
approval 
technique 
 

Main Outcome 

Measured: 

Subjects rated 
their pain using a 
100-mm visual 
analog scale 
(VAS) (anchors: 
0=no pain, 
100=worst 
imaginable) at the 

Median pain 
score with IUD 
insertion was 
41.5 mm in the 
placebo group 
and 38.0 in the 
ibuprofen group 
(p=0.50) 
 
Mean and 
median pain 
scores did not 
differ between 
placebo and 
ibuprofen when 
nulliparous and 
parous women 
were analyzed 
independently 
 
Median pain 
scores were 17.5 
mm higher in 
nulliparous 
women than 
parous women 
(p=0.04) 
 
Median pain 
scores did not 
differ by age, 
IUD-type, history 
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Emory 
University, and 
the University of 
New Mexico 

time of speculum 
insertion and 
immediately 
following 
deployment of 
IUD (prior to 
cutting the 
threads) 
 

of dysmenorrheal 
or time since 
aspiration  

Bahamondes, L., Mansour, D., Fiala, C., Kaunitz, A. M., 
& Gemzell-Danielsson, K. (2014). Practical advice for 
avoidance of pain associated with insertion of 
intrauterine contraceptives. The Journal of Family 

Planning and Reproductive Health Care, 40(1), 54–60. 
http://doi.org/10.1136/jfprhc-2013-100636 
 

Literature review 
of 
recommendations 
of primarily non-
pharmacological 
and 
pharmacological 
considerations, 
practical 
recommendations 
managing pain 
during IUD 
insertions 

Literature 
Review 

5 authors 
attended a 1 day 
meeting to share 
their experiences 
with placing 
IUDs. The 
participants 
reviewed 
published 
evidence, shared 
personal 
experiences, and 
produced 
consensus 
recommendations 
for pain 
management in 
IUD placements 
 
A total of 17 
studies, including 
12 RCTs were 
reviewed  

Authors reviewed 
17 total studies 
 
The scope of 
discussion 
expanded from 
pharmacological 
to non-
pharmacological 
non-evidence 
based strategies 
used in the 
clinical setting 

The articles 
reviewed 
provided no 
conclusive 
evidence that any 
prophylactic 
pharmacological 
intervention 
reduces pain with 
IUD insertion 
 
One review 
reported that 
NSAIDs may be 
effective in 
treating post-
insertion pain 
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Buhling, K. J., Hauck, B., Dermout, S., Ardaens, K., & 
Marions, L. (2014). Understanding the barriers and 
myths limiting the use of intrauterine contraception in 
nulliparous women: results of a survey of 
European/Canadian healthcare providers. European 

Journal of Obstetrics & Gynecology and Reproductive 

Biology, 183, 146-154. 
 

To evaluate 
healthcare 
providers’ 
knowledge, 
attitude and 
beliefs regarding 
intrauterine 
contraception 
(IUC) 
 
To gain a greater 
understanding of 
the various 
barrier, especially 
use in nulliparous 
women and to 
identify initiatives 
that improve 
providers’ 
knowledge of 
IUC leading to 
improved 
contraceptive 
counseling  

Descriptive 
Qualitative  

Sample:  

n=1103 
Healthcare 
providers 
663 obstetrician-
gynecologist 
335 general 
practitioners  
135 family 
planning 
clinicians  
 
Providers must 
have seen at least 
20 women per 
month for 
contraception 
 
Providers were 
identified from 
existing nursing 
and medical 
market research 
panels of 
healthcare 
professionals 
who had 
expressed an 
interest in 
participating in 
research  
 

Data Collection: 
Online survey 
translated to each 
language by 
native speakers 
and sent to 
participants 
 
The questionnaire 
was developed by 
the INTRA 
(Intrauterine 
Contraception for 
Nulliparous 
Women: 
Translating 
Research into 
Action) 
 

Data Analysis: 

Structured 
questionnaires 
were sent  
 
Respondents were 
asked to identify 
their three main 
barriers to 
considering IUC 
for women in 
general 
 

Main Barriers 
Identified in their 
country: 
-Nulliparity and 
concerns about 
pelvic 
inflammatory 
disease (PID) in 
Canada, France, 
Russia and 
Turkey 
-Disruption of 
normal 
menstruation and 
concerns about 
insertion-related 
pain in Sweden 
-Nulliparity and 
financial cost in 
Germany 
-Concerns about 
insertion 
difficulty and 
nulliparity in the 
UK and Ireland  
-Concerns about 
insertion-related 
pain and 
nulliparity in The 
Netherlands  
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Individuals were 
then selected by 
random sampling 
 
Individuals were 
excluded if there 
was any 
connection to a 
pharmaceutical 
company 
 

Setting: 

Providers in 
eight European 
countries (France 
21%, Germany 
19%, Ireland 
15%, The 
Netherlands 
13%, Russia 
28%, Sweden 
15%, Turkey 
20%, and the UK 
29%) and Canada 
15%  
 

Data logistics and 
analysis was 
undertaken by 
GfK, a global 
marketing 
research 
organization 

Goldthwaite, L. M., Baldwin, M. K., Page, J., Micks, E. 
A., Nichols, M. D., Edelman, A. B., & Bednarek, P. H. 
(2014). Comparison of interventions for pain control 
with tenaculum placement: a randomized clinical trial. 
Contraception, 89(3), 229-233. 
doi:http://dx.doi.org/10.1016/j.contraception.2013.11.018 

The objective of 
this study was to 
compare the 
mean pain score 
with tenaculum 
placement after 

Randomized, 
single-blinded 
clinical trial 

Sample: n=74  
Women were 18 
years or older 
scheduled to 
undergo IUD 
placement or 

Intervention: 
Group 1: received 
a 2 mL injection 
of 1% lidocaine 
using a 22 gauge 
spinal needle 

Mean pain with 
tenaculum 
placement is 
lower after 
receiving a 
lidocaine 
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an intracervical 
lidocaine 
injection or 
topical lidocaine 
gel 

endocervical 
biopsy 
 
Exclusion 
criteria: allergy 
to lidocaine or 
other local 
anesthetics, 
pregnancy, 
patients that pre-
medicated with 
misoprostol, and 
patients with a 
chronic pain 
condition for 
which they are 
taking a daily 
pain medication 
 
Setting: Center 
for Women’s 
Health at Oregon 
Health and 
Science 
University 
(Portland, 
Oregon, USA) 

placed 
superficially into 
the 12 o’clock 
position in the 
mucosa of the 
anterior cervical 
lip 
 
Group 2: received 
1 mL of 2% 
lidocaine gel 
applied to the 
anterior cervical 
lip by a cotton 
swab 
 
Lidocaine gel was 
specifically 
measured  
 
The provider 
recited the same 
script for each 
patient  
 

Main Outcomes 

Measured:  
-Pain at the time 
of the tenaculum 
placement 
-Pain with the 
intervention and 

injection than 
after receiving a 
topical lidocaine 
gel 
 
Women who 
received the 
lidocaine 
injection had a 
mean pain level 
of 12.3 mm 
compared to 
lidocaine gel 
mean pain level 
of 36.6 mm 
(p<0.001) 
 
Higher mean 
pain level with 
lidocaine 
injection 
application prior 
to tenaculum 
placement of 
20.4 mm 
compared to gel 
application of 5.9 
mm (p<0.001) 
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satisfaction with 
tenaculum 
placement  
 
Subjects rated 
their pain just 
prior to an during 
the tenaculum 
placement 
procedure using a 
100 mm VAS 
(anchors: 0 
mm=none, 100 
mm=worst 
imaginable) with 
paper and pen on 
a clipboard  
 
Time points for 
pain included: 
anticipatory pain, 
baseline pain, 
pain with 
speculum 
insertion, pain 
with application 
of the randomized 
intervention, and 
pain with the 
tenaculum 
placement  
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Hall, A. M., & Kutler, B. A. (2016). Intrauterine 
contraception in nulliparous women: a prospective 
survey. Journal of Family Planning and Reproductive 

Health Care, 42(1), 36-42. doi:10.1136/jfprhc-2014-
101046 
 

The aim of this 
study was to 
follow 
nulliparous 
college students 
who chose IUDs 
as a contraceptive 
method and 
measure 
continuation 
rates, satisfaction 
and subjective 
experiences of 
both insertion and 
ongoing use, with 
the goal of further 
educating both 
providers and 
patients on the 
expected outcome 
in this population.  

Prospective 
Observational 
Study 

Sample:  
n=109 
Nulliparous 
women aged 18-
30 who either 
had the Paragard 
Copper T 380A 
or the Mirena 
levonorgestreal 
intrauterine 
system (LNG-
IUS) 

 

Setting: IUD 
placed at the 
student health 
clinic of Cornell 
University in 
Ithaca, New 
York, USA 

Data Collection: 

Online surveys 
using Qualtrics 
software was sent 
to participants at 
1, 6, 12, and 18 
months after IUD 
placement 

 

Data Analysis: 

Microsoft Excel 
and GraphPad 
software were 
used. For 
categorical data, 
Fisher’s exact test 
was performed 
using a p<0.05 to 
determine 
significance. 

Overall 
satisfaction was 
high, at follow-
up 83% of 100 
women were 
‘happy’ or ‘very 
happy’ with their 
IUD 
 
75% of women 
stated the 
insertion went 
‘very well’ 
considering 78% 
rated the 
insertion as 
moderate to 
severe pain 
 
46% of women 
experienced 
vasovagal 
symptoms  
 
12 month 
continuation rate 
of 89% 
 

Rapkin, R. B., Achilles, S. L., Schwarz, E. B., Meyn, L., 
Cremer, M., Boraas, C. M., & Chen, B. A. (2016). Self-
Administered Lidocaine Gel for Intrauterine Device 
Insertion in Nulliparous Women: A Randomized 

To evaluate self-
administration of 
vaginal lidocaine 
gel to decrease 

Randomized, 
double-blind, 
placebo-
controlled trial 

Sample: n=59 
women ages 14-
50 that were 
requesting an 

Intervention: 
Intervention 
group: women 
self-administered 

Self-
administration of 
vaginal lidocaine 
gel does not 
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Controlled Trial. Obstet Gynecol, 128(3), 621-628. 
doi:10.1097/aog.0000000000001596 

pain with IUD 
insertion in 
nulliparous 
women 

IUD  
 
Nulliparity was 
defined as no 
history of 
pregnancy 24 
weeks gestation 
or greater 
 
Ineligible if there 
was a known 
allergy or 
hypersensitivity 
to lidocaine, 
pregnancy in the 
previous six 
weeks, prior IUD 
use or failed IUD 
insertion, use of 
narcotics or 
benzodiazepine 
medication 
within the 
previous 24 
hours 
Setting: three 
faculty and 
resident clinics at 
the University of 
Pittsburg 
Medical Center, 
which is part of 

2% lidocaine 
vaginal gel five 
minutes before 
IUD insertion 
 
Control group: 
women self-
administered 
placebo vaginal 
gel five minute 
before IUD 
insertion 
 

Main Outcomes 

Measured: 
Measure if there 
is a change in 
pain from 
baseline to IUD 
insertion on a 
100-mm visual 
analog scale 
 
Pain was assessed 
after speculum 
insertion, 
tenaculum 
placement, 
uterine sounding, 
and five minutes 
after IUD 
insertion 

reduce pain with 
IUD insertion (61 
mm compared to 
placebo 69 mm, 
p=0.06)  
 
Pain is decreased 
with tenaculum 
placement (32 
mm compared to 
placebo 56 mm, 
p=0.02) 
 
76% of women 
were satisfied 
with their IUD 
insertion  
 
86% would 
probably or 
definitely 
recommend an 
IUD  
 
34% of women 
required pain 
medication for at 
least three days 
after IUD 
insertion 
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an urban 
academic 
institute 

Secondary 
outcomes 
included patient 
acceptability, ease 
of IUD insertion, 
and need for pain 
medication for up 
to seven days 
 

Singh, R. H., Thaxton, L., Carr, S., Leeman, L., 
Schneider, E., & Espey, E. (2016). A randomized 
controlled trial of nitrous oxide for intrauterine device 
insertion in nulliparous women. Int J Gynaecol Obstet, 

135(2), 145-148. doi:10.1016/j.ijgo.2016.04.014 

To evaluate the 
effectiveness of 
inhaled nitrous 
oxide (N2O/O2) 
for pain 
management 
among 
nulliparous 
women 
undergoing IUD 
insertion 

Double-blinded, 
randomized 
controlled trial 

Sample: n=80 
women ages 13-
45, English-
speaking with no 
history of 
pregnancy or had 
not carried a 
pregnancy 
beyond 19 weeks 
and 6 days, were 
at least 4 weeks 
from the end of a 
pregnancy, and 
had a negative 
urine pregnancy 
test 
 
Subjects under 
18 were eligible 
if accompanied 
by a parent or 
legal guardian 
who signed the 

Intervention: 

Intervention 
group: 
participants 
inhaled a mixture 
of 50% nitrous 
oxide and 50% 
oxygen (N2O/O2) 
through a nasal 
mask for two 
minutes before 
insertion 
 
Control group: 
participants 
inhaled oxygen 
(O2) through a 
nasal mask for 
two minutes 
before insertion 
 

Main Outcomes 

Measured:  

Mean maximum 
pain score at the 
time of insertion 
was 54.3+/-24.8 
mm for the 
N2O/O2  
 
Mean maximum 
pain score at the 
time of insertion 
was 55.3+/-20.9 
mm for O2 group 
(p=0.86) 
N2O/O2 did not 
reduce the pain 
of IUD insertion 
among 
nulliparous 
women 
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informed consent 
 
Subjects were 
ineligible if they 
were actively 
taking opioids, 
benzodiazepines 
or illicit drugs, or 
had 
contraindications 
to IUD insertion 
or N2O/O2 
administrations  
 
Setting: Center 
for Reproductive 
Health clinic at 
the University of 
New Mexico, 
Albuquerque, 
NM, USA 
 

Primary outcome 
was maximum 
pain assessed two 
minutes after 
insertion via a 
100-mm visual 
analog scale  

Sridhar, A., Chen, A., Forbes, E. R., & Glik, D. (2015). 
Mobile application for information on reversible 
contraception: a randomized controlled trial. American 

Journal of Obstetrics and Gynecology, 212(6), 774.e771-
774.e777. 
doi:http://dx.doi.org/10.1016/j.ajog.2015.01.011 

Design a 
comprehensive 
and medically 
accurate 
contraception 
counseling 
application and 
evaluate the 
effects of this 
contraception 

Randomized 
Control Trial 

Sample: 
n=120 
participants ages 
18-45 years of 
age, literate in 
English, not at 
the time using a 
contraceptive 
method or 
willing to switch 

Intervention: 
Intervention 
group: 
Contraceptive 
counseling via 
tablet  
 
Control group: 
Contraceptive 
counseling via 

65 participants 
chose long-acting 
reversible 
methods (34 
received health 
educator 
counseling and 
31 received 
mobile 
application 
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counseling 
application on the 
contraceptive 
methods that 
patients selected 
and their 
knowledge of that 
method 

to a new 
reversible 
contraceptive 
method, currently 
sexually active 
with a male 
partner, and 
intending to 
avoid pregnancy 
for at least one 
year 
 

Setting: 
University 
California at Los 
Angeles 
Obstetrics and 
Gynecology 
clinic 

health educator  
 

Main Outcomes 

Measured: 

Primary outcome 
was the 
effectiveness of 
contraceptive 
method chosen by 
participants, 
which was 
divided into 3 
groups: very 
effective (cooper 
or hormonal 
intrauterine 
devices or 
contraceptive 
implant), 
effective methods 
(birth control 
shot, pills, patch, 
or ring), and less 
effect (condoms 
or diaphragm) 
 
Secondary 
outcomes include 
knowledge of 
chosen method 
and patient 
satisfaction with 

counseling) 
 
Knowledge of 
long-acting 
methods did not 
differ 
significantly 
between the 
groups (p=0.30) 
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counseling 
 

Tornblom-Paulander, S., Tingåker, B. K., Werner, A., 
Liliecreutz, C., Conner, P., Wessel, H., & Ekman-
Ordeberg, G. (2015). Novel topical formulation of 
lidocaine provides significant pain relief for intrauterine 
device insertion: pharmacokinetic evaluation and 
randomized placebo-controlled trial. Fertility and 

Sterility, 103(2), 422-427. 
doi:http://dx.doi.org/10.1016/j.fertnstert.2014.10.026 

To investigate the 
pharmacokinetics, 
safety, and 
analgesic efficacy 
of a novel topical 
formulation of 
lidocaine at 
insertion of an 
IUD 

Randomized 
controlled trial; 
phase-I (single-
arm) and phase-
II (randomized) 
studies 

Sample: women 
18 years or old 
who wanted to 
receive an IUD. 
Four women 
were parous in 
phase-I (n=15); 
all in phase-II 
were nulliparous 
(n=218) 
 

Setting: 
University and 
public hospitals 
in Sweden 

Intervention:  
Intervention 
group: received a 
single, 8.5 mL 
dose of lidocaine 
formulation 
(SHACT) was 
administered (to 
the portio, cervix, 
and uterus) with a 
specially 
designed 
applicator 
 

Main Outcomes 

Measured: 
Phase-I: a single-
arm study 
designed for 
pharmacokinetic 
assessment 
Phase-II: 
randomized study 
intended to 
investigate the 
efficacy and 
safety of using 
intracervical 
lidocaine  

Phase-I: mean 
pharmacokinetic 
values were 
-maximum 
plasma 
concentrate 
351+/- 205ng/mL 
-time taken to 
reach maximum 
concentration 
68+/- 41 minutes 
-area under the 
concentration-
time curve from 
0 to 180 minutes 
717+/-421 
ng*h/mL 
 
Phase-II: pain 
relief was 
observed with 
lidocaine vs. 
placebo 
-mean visual 
analog scale 
score for 
maximum pain 
during the first 
10 minutes after 
IUD insertion 
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was 36% lower 
with lidocaine 
than with placebo 
-pain intensity 
was significantly 
lower in the 
lidocaine group 
at 30 minutes  
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APPENDIX C: 

DISCLOSURE 
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My name is Carlyn Pentzien, BSN, RN-BC. I am a graduate student at The University of 
Arizona, in the Doctor of Nursing Practice Family Nurse Practitioner program. I am conducting a 
quality improvement project with a pretest-posttest design with an educational intervention to 
identify the current practices and knowledge that primary health care providers have regarding 
appropriate pain management for nulliparous women when placing an intrauterine device (IUD). 
I am inviting you to participate because you are a primary care provider in a clinical setting that 
places IUDs in nulliparous women.  
 
Participation in this quality improvement project includes an anonymous online survey about 
pain management intervention in your practice, reviewing a PowerPoint presentation, and 
completing a follow up survey. This will take approximately 20 minutes.  
 
For this survey, questions will explore your current practice behaviors and knowledge about pain 
management interventions for nulliparous women having an IUD placed.  
 
This information will be used for study purposes only and all of your responses are anonymous. 
By answering the questions, you are agreeing to let me use this information in the study. There 
are no foreseeable risks associated with participating in this project. If you choose to participate 
in the study, you may discontinue participating at any time without penalty. You must complete 
all questions except demographic information, if you so choose. By participating, you do not 
give up any personal legal rights you may have as a participant in this study.  
 
Survey link: https://uarizona.co1.qualtrics.com/jfe/form/SV_cUP8X10h5BZnUXP 
 
For questions, concerns, or complaints about the quantitative descriptive project, I can be 
reached at cpentzien@email.arizona.edu 
  
Thank you for your time and consideration,  
Carlyn Pentzien, DNP/FNP candidate 
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This is a reminder that if you would like to participate in a quality improvement project on 
interventions to reduce pain in nulliparous women having an intrauterine device (IUD) placed 
please complete the following survey within the next two days. 
 
For this survey, self-efficacy questions are based your current practice behaviors and knowledge 
about pain management interventions for nulliparous women having an IUD placed.  
 
This information will used for study purposes only and all of your responses are anonymous. By 
answering the questions, you are agreeing to let me use this information in the study. 
 
Survey link: https://uarizona.co1.qualtrics.com/jfe/form/SV_cUP8X10h5BZnUXP 
 
For questions, concerns, or complaints about the quantitative descriptive project, I can be 
reached at cpentzien@email.arizona.edu 
 
Thank you for your time and consideration,  
Carlyn Pentzien, DNP/FNP candidate 
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SELF-EFFICACY AND PAIN INTERVENTION PRETEST SURVEY 

1. Gender 
 1=Female 2=Male 3=Other 
 
2. Age 
 1=20-39 2=40-59 3=>60 
 
3. Years of Practice 
 1=0-5 2=6-15  3=>15 
 
4. Type of Provider 
 1=MD/DO 2=APRN/CNM 3=PA 
 
5. Setting I work in. 
 1=Family Health Clinic 2=Women’s Health Clinic   
 
6. Total number of Intrauterine Devices (IUDs) I placed per month. 
 1=0-5 2=6-10  3=>10 
 
7. Do I place IUDs in nulliparous women (women never having had a pregnancy)? 
 1=Yes  2=No 
 
8. In nulliparous women, I provide pre-procedural, procedural, and post-procedural pain 

interventions? 
 1=Yes  2=No 
 
9. What type of pre-procedural intervention do I use? 
 1=Counseling 2=NSAIDs (any route) 3=Cervical Softening agents  
 4=Topical Analgesics 5=Local Anesthesia 6=None 7=Other 
 
10. If other, please explain? 
 
11. It is beneficial for my patients to take oral analgesics or oral cervical softening agents before 

arriving for an IUD placement. 
 1=Strongly agree 2=Somewhat agree 3=Neither agree nor disagree  
 4=Somewhat disagree 5=Strongly disagree 
 
12. If you currently have nulliparous patients take oral analgesics or cervical softening agents 

before an IUD placement, what type and dosage? 
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13. It causes less pain for the women if the IUD is placed based on the woman’s menstrual 
cycle? 

 1=Strongly agree 2=Somewhat agree 3=Neither agree nor disagree  
 4=Somewhat disagree 5=Strongly disagree 
 
14. It is beneficial to offer the use of local or regional anesthesia during an IUD placement in 

nulliparous women? 
 1=Strongly agree 2=Somewhat agree 3=Neither agree nor disagree  
 4=Somewhat disagree 5=Strongly disagree 
 
15. If you use any local or regional anesthesia during an IUD placement, what method are you 

using? 
 
16. I provide this type of pain intervention to the woman after the procedure.  
 1=None 2=NSAIDs (any route) 3=Oral Narcotics 4=Other 
 
17. If other, please explain. 
 
18. What is the current clinical practice guideline (CPG) regarding pain management for IUD 

placement in nulliparous women? 
 1=NSAIDs (any route) 2=Cervical Softening agents 3=Topical Analgesics  
 4=Local Anesthesia    5=No current CPG 
 
19. I have time to listen to my patients about their pain expectations or concerns. 
 1=Strongly agree 2=Somewhat agree 3=Neither agree nor disagree  
 4=Somewhat disagree 5=Strongly disagree 
 
20. I believe pain counseling can improve patient satisfaction with an IUD placement.  
 1=Strongly agree 2=Somewhat agree 3=Neither agree nor disagree  
 4=Somewhat disagree 5=Strongly disagree 
 
21. I believe incorporating non-pharmacological and pharmacological interventions will decrease 

the pain experienced for nulliparous women having an IUD placed. 
 1=Strongly agree 2=Somewhat agree 3=Neither agree nor disagree  
 4=Somewhat disagree 5=Strongly disagree 
 
22. What barriers do you believe there are to decreasing pain associated with an IUD insertion? 
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APPENDIX F: 

SELF-EFFICACY AND PAIN INTERVENTION POST-TEST SURVEY 
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SELF-EFFICACY AND PAIN INTERVENTION POST-TEST SURVEY 

1. It is beneficial for my patients to take oral analgesics or oral cervical softening agents before 
arriving for an IUD placement. 

 1=Strongly agree 2=Somewhat agree 3=Neither agree nor disagree  
 4=Somewhat disagree 5=Strongly disagree 
 
2. If you currently have nulliparous patients take oral analgesics or cervical softening agents 

before an IUD placement, what type and dosage? 
 
3. It causes less pain for the women if the IUD is placed based on the woman’s menstrual 

cycle? 
 1=Strongly agree 2=Somewhat agree 3=Neither agree nor disagree  
 4=Somewhat disagree 5=Strongly disagree 
 
4. It is beneficial to offer the use of local or regional anesthesia during an IUD placement in 

nulliparous women? 
 1=Strongly agree 2=Somewhat agree 3=Neither agree nor disagree  
 4=Somewhat disagree 5=Strongly disagree 
 
5. If you use any local or regional anesthesia during an IUD placement, what method are you 

using? 
 
6. I provide this type of pain intervention to the woman after the procedure.  
 1=None 2=NSAIDs (any route) 3=Oral Narcotics 4=Other 
 
7. If other, please explain. 
 
 
8. What is the current clinical practice guideline (CPG) regarding pain management for IUD 

placement in nulliparous women? 
 1=NSAIDs (any route) 2=Cervical Softening agents 3=Topical Analgesics  
 4=Local Anesthesia    5=No current CPG 
 
9. I have time to listen to my patients about their pain expectations or concerns. 
 1=Strongly agree 2=Somewhat agree 3=Neither agree nor disagree  
 4=Somewhat disagree 5=Strongly disagree 
 
10. I believe pain counseling can improve patient satisfaction with an IUD placement.  
 1=Strongly agree 2=Somewhat agree 3=Neither agree nor disagree  
 4=Somewhat disagree 5=Strongly disagree 
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11. I believe incorporating non-pharmacological and pharmacological interventions will decrease 
the pain experienced for nulliparous women having an IUD placed. 

 1=Strongly agree 2=Somewhat agree 3=Neither agree nor disagree  
 4=Somewhat disagree 5=Strongly disagree 
 
12. What barriers do you believe there are to decreasing pain associated with an IUD insertion? 
 
 
13. Any additional questions, concerns, or feedback? 
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APPENDIX G: 

PAIN INTERVENTION POWERPOINT 
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APPENDIX H: 

SETTING PERMISSION LETTERS 
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APPENDIX I: 

QI TEAM POWERPOINT OF RESULTS 
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