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Pain relief for IUD insertion

The experience of pain during IUD insertion can be highly variable. Many people tolerate insertion of an IUD well, and the routine recommended analgesia is NSAIDs taken before the procedure to reduce cramping after the procedure. Recent social media attention in Aotearoa and overseas has highlighted experiences of severe pain and inadequate provision of pain relief and this coverage may present barriers to IUD uptake, and increase anxiety and anticipation of pain amongst people undergoing IUD placement or removal (Bayer et al 2025, Caddy et al 2025, Women’s Health Action 2024).

It is critical that if a person asks you to stop at any point you recognise that consent has been withdrawn and you stop the procedure.
We recommend that you:
· refresh your knowledge of trauma-informed care
· A webinar by Dr Bronwyn Moore (September 2025) is available here 
· use slow movements when placing a tenaculum
· consider how you communicate with the person during the procedure (vocal local/ verbal analgesia)
· calming, comforting and distracting slow speech during the procedure using a soft, low-pitched voice
· use of words to describe the procedure; for example ‘pinch’, ‘pain’ and ‘sore’ may heighten the pain experience, while ‘uncomfortable’ and ‘less comfortable’ may have a more positive effect

A number of studies (see reviews by Bayer et al 2025 and Sheffield et al 2025) have shown that people experience less pain with additional analgesia. In primary care this will add an additional cost that will need to be considered and discussed before the procedure. Pain relief options in addition to NSAIDs include:
· Lidocaine 2% gel is available on PSO. Placing it into the vagina before the speculum may help overall in the experience for the person but it will not impact the IUD insertion related pain
· Local anaesthetic creams/gels EMLA (Eutectic Mixture of Local Anaesthetics: lidocaine and prilocaine) and Ametop (4% tetracaine) applied topically to the cervix have been shown to reduce pain with tenaculum placement and IUD insertion. However, the cream needs to be on the cervix for 7 minutes to take effect and is not funded for this purpose.
· Lidocaine spray (as used for the back of the throat for endoscopy) has been shown to reduce pain at insertion of IUD. Note that it is not funded in the community and there are issues with the sterility of repeated uses requiring multiple glove changes.
· Intracervical 1% lignocaine 2mls injected at the site of tenaculum reduces pain associated with tenaculum placement.
· A paracervical block has been shown to reduce pain with IUD insertion
· This video explains how to do a paracervical block 
· Misoprostol is only indicated when there has been a prior failure to insert an IUD.
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Above: Recommendations for training, service philosophy, counselling, and language for IUD placement. Reproduced from Bayer et al 2025. ∗If not same-day insertion. ∗∗Discuss backup contraception. IUD, intrauterine device; NSAID, nonsteroidal anti-inflammatory drug; OR, operating room.
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ecommendations to optimize IUD placement comfort
Overarching principles

* Respect, empowerment, informed consent, and choice: The individual is informed and in charge

+ Shared decision-making: Decisions about clinical care are made in equal partnership

i n: The clinician checks in with the individual periodically; the individual can stop the procedure at any time

* Personalized care: An individualized approach based on prior experiences, needs, and preferences

+ Eliciting and valuing each individual's experiences: Care is based on what works and does not work for the individual
+ Therapeutic alliance and team approach: Requires a trained and competent team from first to last contact

+ Trauma-informed care: Consider past trauma; avoid triggering language; manage own body language and behaviors

Staff training and service philosophy

Administrative staff (scheduling, reception) are trained to provide Clinical support staff:
accurate information (also see Table 1): - Trained in the use of therapeutic language and their role as

+ In most cases, IUD_c_ounseIing. consent, and placement can be supporter at the patient's head
TS M EDUIE " * Preparation of equipment
« Schedule insertion anytime during menstrual cycle - Monitoring and ordering supplies
« Schedule sufficient time for counseling and the procedure « Facilitating a smooth process
+ Advise patient to eat and drink beforehand « Providing support during the procedure
+ Encourage appropriate clothing and premedications (see Figure 2) » Being aware of impending vasovagal episode and how to respond

« Provide pre-visit patientresources
« Utilize empowering, therapeutic language

Person-centered counseling

Approach: Information:

« Control: The patient is in control at all times; they can pause or « Describe procedure using layperson terms, including each step
stop the procedure at any time, for any reason from start to finish and how long it lasts

+ Body language and positioning: Clinician lower than patient; « There are three steps during the procedure when discomfort may
elevate exam table so patient can see clinician at all times; be experienced: placement of cervix holder (tenaculum),
open body language; confident, approachable measuring the uterus (sounding), and gently placing the IUD

+ Expectations: Set personalized realistic expectations + Compare discomfort to something patients are familiar with

*  ASA (Affirm, Share, Ask) approach: Affirm the individual's (e.g., menstrual cramps); may use a scale of 0-10
query, share information, ask a follow-up question using «  Explain that patients might feel nothing or other sensations
active listening techniques (pressure, pulling, nausea, cramping)

« Teach re-focusing techniques: Notice support of exam table, + Show: Instruments and devices (as appropriate)
crinkling of clean white paper; slow, gentle breathing; breathe + Analgesic options including NSAIDs, local anesthetics,
in comfort and exhale discomfort and tension paracervical block for office-based placement, moderate

+ Clothing advice: Individual is dressed during counseling and sedation, or deep sedation in OR (if available; see Figure 2)
consent process; wears comfortable clothing with the ability to + Anxiolytic options: benzodiazepines require informed consent
remove bottoms and keep top intact for IUD placement before drug administration and someone to

take them home
+ Aftercare and management post-procedure
«  Written patient instructions at the time of counseling*

Therapeutic language and verbal analgesia

+ Expectations: “This procedure shouldn’t cause you any harm. Patients may have discomfort, but everyone'’s experience is different, and we
have ways to help make this more comfortable. We want this go to well for you. If you need a different plan to help with any discomfort, let
me know right away. There are three steps where you might have sensation/possible discomfort; we will pause after each step until you let
us know that you are ready to continue.”

+ Control: Ask permission to start. “You are in control. We can stop at any time. We can reschedule if now is not good for you.” **

« Word choice: "Gentle placement” (not insertion); “cervix holder” (not tenaculum); “measuring your uterus” (not “uterine sound/dilator”);
“exam table” (not bed); “check/examine” (not inspect/look at/touch); “you may feel a sensation” (not stick/burn/prick).

Example sentences: “It's a natural reaction to lift up; see if you can let your hips be heavy on the table"; *I am going to place the speculum’.
+ Trauma-informed: Awareness; use patient-centered language and avoid triggering language, e.g., “let your knees fall out towards the walls”
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