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TO THE EDITOR: The authors of this article rec-
ommend waiting three months after resolu-
tion of a known sexually transmitted 
infection (STI) before inserting an intrauter-
ine device (IUD). In my opinion, there is no 
evidence to support this restriction. The 
American College of Obstetricians and 
Gynecologists recognizes that there is no 
known optimal time for IUD insertion after 
the diagnosis of an STI.1 The Centers for 
Disease Control and Prevention’s U.S. 
Selected Practice Recommendations and 
U.S. Medical Eligibility Criteria do not men-
tion any specific amount of time to delay 
IUD insertion after an STI is diagnosed.2 For 
women at high risk of becoming pregnant, 
placing an IUD three to four weeks after 
treatment would be reasonable. The best 
approach will depend on the individual 
patient’s circumstances. 
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IN REPLY: We thank Dr. Peña-Robles for the 
comments regarding our article. Although 
the American College of Obstetricians and 

Gynecologists and the Centers for Disease 
Control and Prevention do not specify an 
optimal time for IUD insertion after diag-
nosis and treatment of an STI, that lack of 
specificity does not provide useful guidance 
to readers of American Family Physician. On 
the other hand, the Planned Parenthood Fed-
eration recommends against IUD insertion 
within three months of the diagnosis and 
treatment of an STI.1 Because this is the only 
published recommendation on the issue, it 
seemed most useful to provide readers with 
that information. Dr. Peña-Robles’ sugges-
tion that IUDs be placed three to four weeks 
after STI treatment might be equally safe, but 
there are no published guidelines or studies 
supporting a shorter time interval.
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TO THE EDITOR: The authors mention that visu-
alizing intrauterine gestational structures 
effectively rules out an ectopic pregnancy 
given the rarity of heterotopic pregnancy. 
However, it has been estimated that up to 1% 
of pregnancies conceived with assisted repro-
ductive technologies are heterotopic,1 and 
with patients increasingly using such tech-
nologies, family physicians should maintain 
a high index of suspicion. 
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Also, one modality not discussed in the article is dilation and 
curettage, which can be performed in cases of assured nonviable 
pregnancy of unknown location. If there is an absence of chorionic 
villi in the pathologic specimen, then one can reasonably diagnose 
an ectopic pregnancy in the presence of other indicators, such as 
decreasing or inappropriately increasing quantitative human cho-
rionic gonadotropin levels, even in the absence of diagnostic ultra-
sonographic findings. This approach can often save a woman from 
undergoing an invasive exploratory laparoscopic procedure. 
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IN REPLY: Assisted reproductive technologies increase the risk of hetero-
topic pregnancy, although likely less than the 1% rate observed in a 
1993 Danish survey.1 A more recent analysis of all registered assisted 
reproductive technology pregnancies in the United States from 1999 
to 2002 reported an incidence of heterotopic pregnancy of 1.5 per 
1,000 assisted reproductive technology pregnancies, or 0.15%.2 Never-
theless, we agree that clinicians must be aware of this possibility when 
treating a patient with a pregnancy of unknown location. 

Although dilation and curettage has been advocated by some 
experts as a tool to assist in the diagnosis of a pregnancy of unknown 
location, this procedure risks disrupting a viable pregnancy. Further-
more, the absence of chorionic villi does not confirm an ectopic preg-
nancy because false-negative results are common; chorionic villi are 
not detected by histopathology in up to 20% of curettage specimens 
from elective termination of pregnancy.3 

Finally, with the advent of methotrexate as a treatment option for 
suspected ectopic pregnancy, women can now routinely avoid the 
possibility of undergoing an invasive exploratory laparoscopic proce-
dure, or even a less invasive curettage.
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