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ABSTRACT

OBJECTIVE: To determine the Presentation, Diagnosis and Management of Misplaced Intrauterine
Contraceptive Device (IUCD).

METHEDOLOGY: It was an observational retrospective study carried out in the obstetrics and
gynecology Unit Il, Liaquat University of Medical and Health Sciences Jamshoro from January 2016 to
December 2017. Twenty patients enrolled were presented / referred with missing IUCD thread or
misplaced IUCD . Performa was designed which contained age, parity, whom inserted , place and
duration of IUCD insertion and clinical presentation. Other parameters of Performa contained diagnostic
tools for localization of IUCD, and procedure for retrieval of IUCD.

RESULTS: During study period 391 patients were gynae admissions out of them 20 had misplaced IUCD
so frequency of misplaced IUCD was 5.11%. 13(65%) patients were grand multipara, 12(60%) were 26-40
years of age, 11(55%) of women presented with complain of loss string of IUCD, lower abdominal pain in
3(15%), menstrual problem in 5(25%), and pregnancy with IUCD in 1(5%). In 8(40%) women IUCD was
removed with curettage and retrieval forceps, 5(25%) of patients IUCD was removed directly from
cervical canal. In 7(35%) laparotomy was performed for IUCD removal.

CONCLUSION: IUCD is mostly inserted by lady health workers and family planning staff without prior
assessment and training. Therefore proper training program should be arrange for community health
care professionals to provide better, safe and effective family planning services for community and

reduce the occurance of misplaced IUCD or perforation of uterus and it sequel.
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INTRODUCTION

Intrauterine Contraceptive Device (IUCD) is most
common, reversible method of contraception widely
used among married women of reproductive age.
World wide 128 millions of women have IUCD'as
method of choice for contraception. Copper releasing
IUCD are commonly used. They are highly effective
method with failure rate of less than 1/1000 women
per year and IUCDS may be misplaced in as many in
5% of cases®.

IUCD are considered as safe cheap and effective
method of contraception. It has no effect on sexual
activity and is also acceptable by lactating mother
because it has no effect on breast milk quality and
composition® and not interfere with breast feeding,
although it is not acceptable by some women because
of its side effects and complications such as
menorrhagia, dysmenorrhea, pain, infection, expulsion
and perforation of uterine wall.

It is commonly inserted by paramedical staff, lady
health worker, family planning clinic, so inadequate
pelvic assessment prior to insertion and inexperience
person result in misplaced IUCD or perforation of

uterus and its sequel®.

Once inserted its presence is monitored by feeling of
string of device. On monitoring when if string is not felt
possibilities includes expulsion of device, curling of
thread into cervical canal, broken thread, withdrawal
of device into uterus, uterine perforation and
translocation of IUCD®. Rarely IUCD was presented
with pregnancy and some women remain
asymptomatic for longer time®.

Localization of IUCD in situ could be confirmed by
careful speculum examination. Ultrasound
examination, x-ray and sometimes with non contrast
computed tomography (NCCT)” of pelvis and
abdomen.

When IUCD is in peritoneal cavity, results increase
risk of adhesion formation and damage to the
surrounding viscera such as intestine and urinary
bladder®, so it should be removed by laparotomy.
Depending upon its location and facilities available
retrieval of IUCD needs uterine exploration with
hysteroscope, D&C, laparoscopy or laparotomy

METHODOLOGY
This observational retrospective study was conducted
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in Department of Obstetrics & Gynaecology Unit Il,
Liaquat University of Medical and Health Sciences
Jamshoro from January 2016 to December 2017.
Data was collected from hospital records so
departmental approval was obtained. Inclusion criteria
were all women whose IUCD string could not be
visualized on examination at the external cervical os
but Ultrasound and X-Rays findings confirms its
presence.

Exclusion criteria includes the women in whom there
is no Ultrasound or X-Ray evidence of IUCD. All
patients were presented or referred with history of lost
string of device or misplaced IUCD were enrolled in
this study. Performa was designed contain information
regarding patients age, parity, when and where IUCD
was inserted, duration of its insertion, presentation or
complaints, Ultrasound findings, location and mode of
IUCD retrieval. All the statistical analysis were
performed by using SPSS version 16.

RESULTS

Total 2412 patients were admitted in Gynae Unit I,
Liaquat University of Medical and Health Sciences
during study period, amongst them 391 were Gynae
patients and 20 patients had displaced IUCD. Twelve
12(60%) of women belonged to the age group of
26-40 years and 13(65%) were multiparous (Table I).
Among 20 women, 55% had lost string of IUCD, lower
abdominal pain in 15%, heavy and irregular menses in
25% and 5% of them presented with pregnancy with
IUCD (Table IlI).

Out of 20 women, 25 % of women IUCD was found in
cervical canal and was removed directly with retrieval
forceps, in 40% of women IUCD was found in uterus
and removed after dilatation and curettage. In 35% of
patient IUCD was found in peritoneal cavity so
laparotomy was performed (Table ).

IUCD were copper-T in all cases. Seven (7) copper
IUCD were inserted by lady health visitors, 5 by dais
(midwifes), 5 by doctor and 3 in family planning
centre.

TABLE I: AGE AND PARITY OF PATIENTS

pa::::::]:;o) Percentage (%)
Age (Years)
20-25 03 15
26-40 12 60
>40 05 25
Parity
1-3 04 20
4-6 13 65
>6 03 15

TABLE II: CLINICAL PRESENTATION

Symptoms No of women | Percentage
Lost string of IUCD 11 55
Abdominal pain 03 15
Menstrual abnormality
(Heavy or irregular 05 25
vaginal bleeding)
Pregnancy with IUCD 01 05
TABLE lll: PROCEDURE PERFORMED
Surgical Location Number Percentage
Procedure of women
Cervical
dilatation and Cervical canal 05 25
removal of IUCD
Dilatation and
uterine cavity
exploration with | Uterus 08 40
curette or
retrieval hook
IUCD adherent 05 25
to omentum /gut
Laparotomy IUCE.) from tubo 01 05
ovarian mass
IUCD in pouch 01 05
of douglas

DISCUSSION

IUCD is reversible cheap and easily available and
effective method of contraception. Commonly used
IUCD are copper T or multiload. It is inserted in post-
menstrual period or after abortion or immediately after
delivery or in puerperium. Despite its cost effective
and reliability it is non accepted by most of women
because of its complications such as menorrhagia,
pain, infection and perforation of uterus.

Presence of IUCD in situ is monitored by checking its
string by women herself or by health care provider.
Lost string means IUCD in situ with curling up of string
in cervical canal, or expulsion or perforation of uterus*
and migration to adjacent organs. Rare possibilities
includes; fragmentation of IUCD with expulsion of the
fragment containing the string or migration of IUCD
into the uterotubal junction®.

In our study 55% of women were presented with lost
string of IUCD. In Jillani K 2010" and Gupta N 2014*
study presentation of lost string were found in 40.90%
and 37.83% respectively.

Twenty five percent of women in our study were
presented with menstrual abnormality commonly
menorrhagia, while in Jillani K 2010' and Gupta N
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2014* studies it was 9.90% and 24.32% respectively.
Pain in abdomen was found in 15% of women. Its
main presentation in study by Elahi N 2002"" was
42.86%.

In our study 5% of woman were presented with
pregnancy at 9 weeks of gestation with device in
cervical canal so device was removed easily without
any complication. In Jillani K 2010 and Ellahi N
2002"" studies it was 9.90% and 7.71% respectively.
In 8 (40%) of patient [IUCD was in uterine cavity and
its removal needed D&C and was removed with
retrieval hook. According to Jillani K 2010" and
Barsaul M 2003"* and Lawal SO 1993" device was
inside the uterine cavity in 54.54%, 79.79%, 63.48%
patients respectively.

In our study 5(25%) of patient IUCD was in cervical
canal which was removed after dilatation of cervix.

In our study 7(35%) of patient there was complete
uterine perforation and migration of device into
peritoneal cavity and laparotomy was performed, out
of 7 women 5(25%) of patient device were adherent to
gut and omentum and was removed. In 1(5%) of
patient IUCD from tubo ovarian mass was removed. In
1(5%) patient found in pouch of douglas. In Jillani K
2010 & Ellahi N 2002"" migration to peritoneal cavity
was found in 40.90% and 28.5% respectively. In
contrast to our study some unusual cases seen in
which IUCD was found in bladder, partially embedded
in fallopian tube and found near iliac region embedded
in  abdominal wall adherent to omentum
respectively®'*"°.

Removal of IUCD is not always easy it needs
laparotomy if perforate uterus and found in abdominal
cavity after as in our study but if facility and expertise
is available its better to visualize, locate and remove it
by laparoscopically as carried out in Varun N 2017'°
study.

CONCLUSION

To provide better safe and effective family planning
services for community and to reduce the complication
such as misplaced IUCD and perforation of uterus and
its sequele proper training program should be
arranged for community health professionals because
most of the time IUCD is inserted by lady health
workers and family planning staff without proper
assessment.
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