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ABSTRACT

Intra uterine devices (IUD) are the second most common accepted methods of contraception worldwide after
sterilization. It is a long acting reversible contraceptive (LARC) which is now being promoted as a simpler, safer and
effective method of contraception for those women who do not want a permanent method of contraception. Missing
thread is the most common complaint seen within 6 weeks of insertion and may be the only presentation of misplaced
IUD. Most women who spontaneously expel the IUD are unaware of the situation. We are presenting a case of
misplaced 1UD which was partially expelled and got embedded in the vagina which is a rare site of misplaced 1UD.
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INTRODUCTION

Intrauterine device is a long acting reversible
contraceptive (LARC) which can be used in various
phases of a women’s reproductive life, including post
abortion, post-partum and interval period. Missing thread
is the most common complaint seen within 6 weeks of
insertion and may be the only presentation of misplaced
IUD.

The common sites of misplaced IUD are the lower
uterine segment, the cervix and after perforation of the
uterine wall- the abdominal cavity. No case of vaginal
entrapment of an IUD has been discussed in the literature
so far. We are presenting a case of misplaced IUD which
was partially expelled and got embedded in the vagina
which is a rare site of misplaced IUD.

CASE REPORT
A 28-year-old G3P2L1 presented at 37 weeks 6 days

period of gestation to the labor delivery ward of our
hospital in active labor. During her vaginal examination

an unusual finding was noticed - arms of multiload 375,
an intrauterine copper containing device (IUD) were
found embedded in the posterior vagina on the left side
(Figure 1). On reviewing her history, it was established
that the patient had a previous vaginal delivery 16 months
back during which she had accepted post placental
insertion of IUD (Multiload 375) as a family planning
measure.

The patient did not follow up for checkup at 6 weeks
postpartum as recommended and neither felt for the
threads of the IUD at any time after insertion. She
conceived again during lactation amenorrhea at 7 months
postpartum. Her first obstetric ultrasound performed at 16
weeks did not mention any intrauterine or extra uterine
device. According to the patient she assumed that the
IUD had expelled spontaneously and therefore she had
conceived. She underwent routine regular antenatal
examination from 18 weeks of gestation but no per
vaginal examination was performed at any visit. She gave
no history of any vaginal discomfort, dysparunia,
bleeding or abnormal vaginal discharge during
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pregnancy. Her antenatal period was uneventful and she
went into spontaneous labor at 37 completed weeks.

Figure 1: IUCD Embedded in posterior vagina.

Her labor progressed normally and she delivered a
healthy baby girl of 2.7 kg. Post-delivery an attempt was
made to pull out the ITUD arms from the vagina using an
artery forceps but was not successful. The patient was
then reevaluated under general anesthesia. Per operatively
it was found that the arms of the IUD had pierced the
vaginal mucosa like an earring and their junction with the
stem of the IUD had become adherent to the posterior
vaginal wall. A 1cm incision was given over the vaginal
mucosa overlying the adherent part of the IUD and it was
released. The incision was then closed with polygalactin
2.0 suture and hemostasis was achieved. The post-
operative period was covered with routine antibiotics and
the patient was discharged after 48 hours.

DISCUSSION

Intra uterine contraceptive devices (IUD) are very
effective, long term, reversible methods of contraception
which form the backbone of the family planning services
in developing countries like India. TUD’s have the
advantage of multiple options of insertion such as
immediate postpartum, in the puerperal period, post-
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abortal and post-menstrually. They have a failure rate of
<| per 1000, thus making them as effective as permanent
methods of sterilization.® Insertion and removal of 1UD is
an outpatient procedure and does not demand any special
preparation. The return of fertility after removal of IUD is
immediate. All these factors make it an easily acceptable
female contraceptive. With the revival of IUD as an
efficient postpartum contraceptive by the Government of
India in the family planning program, the number of
postpartum insertions of IUD has drastically increased.?

Misplaced 1UD is defined as non-localization of the tail
of the 1UD at the cervical 0s.2 One of the most common
causes for this is if the threads break or curl up in the
endometrial cavity. Other causes include enlargement of
uterus as a result of pregnancy, IUD embedded in the
endometrium, spontaneous expulsion of the IUD and
rarely if uterine perforation has occurred. The incidence
of missing threads varies between 5% and 25% in various
studies.*7 Postpartum insertions are commonly associated
with curling up of the thread in the enlarged uterine
cavity. These patients should be evaluated with pelvic
ultrasound and if need be on hysteroscopy. In about 95%
of these cases on further evaluation the IUD may be
located within the endometrial cavity or may be displaced
to the endocervical canal.* Expulsion of 1UD is usually
higher in the postpartum period as compared to post
abortion or interval IUD insertion with incidence as high
as 10-27%.% Jatlaoui et al, reviewed various meta-
analysis to conclude that pooled rates of expulsion varied
according to timing of insertion. It ranged from 1.9%
with interval placements, 10% with immediate
placements and 29.7% with early postpartum
placements.® The UN-POPIN (United Nations Population
Information Network) report also concluded a 9%
expulsion rate with immediate postpartum 1UD insertion
as compared to an alarmingly high incidence of 37% with
delayed postpartum insertions.'° Some authors like Gupta
et al and Letti Muller et al, have also reported higher rates
of expulsion post vaginal as compared to post caesarean
delivery.'*'? Studies have also shown that skills,
experience and grade of the service provider is an
important consideration resulting in complications such
as expulsions and perforation.®

Kittur et al and Hooda R et al, highlighted the importance
of follow up after insertion to address to any
complications and for follow up counseling.!4*> Our
patient was a defaulter, who did not have any follow up
after IUD insertion, which led to an unplanned
pregnancy. This reinstates that proper follow up is the
backbone of any contraceptive program. The acceptor
must be counseled for their first follow up visit at 6
weeks or earlier in case of any problem. All health
providers must examine the women by per speculum and
per vaginal examinations even if they do not have a
complaint to pick up any misplaced threads or even
displaced TUD’s which in most cases are asymptomatic
but may be a cause of failure of the device. Kittur et al in
their study even enquired from the women regarding
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complications telephonically and called them back for
evaluation if required.

Of the reported cases of misplaced IUD lying outside the
uterine cavity, the locations usually identified were
within the pelvis or rarely the upper abdomen, but no
case of it being localized in the vaginal fornix has been
reported till now. In an IUD acceptor, the occurrence of
pregnancy demands evaluation to locate the intrauterine
device by examination and pelvic ultrasonography. As in
our case, the patient presented at 18 weeks of gestation
for antenatal check-up. She gave history of previous post-
partum IUD insertion, but her obstetric ultrasound did not
suggest any placental embedded IUD. Therefore, it was
assumed to have been spontaneously expelled. A basic
per vaginal examination at her first antenatal visit may
have been able to locate the IUD. The strange location of
the IUD arms suggests that probably the device was
under the process of spontaneous expulsion.

CONCLUSION

This case highlights the importance of IUD tracking
cards, and regular follow up. The success of any program
resides in its follow up to assess acceptability, identify
and treat complications and generate confidence in the
acceptor’s mind. A complete clinical evaluation including
a speculum evaluation to assess the IUD must be
performed in all patients even if no symptoms are present
at every follow up visit. It also reinstates the importance
of a speculum examination for all women who present to
the gynecological outpatient department and even during
antenatal check-up as an opportunity to detect any
abnormalities of the cervix and vagina.
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