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Abstract: Background: Misplacement is one of the complications reported with intrauterine contraceptive devices (IUCDs)
as a form of contraception. Objective: To study the methods of diagnosis and the mode of management of misplaced IUCDs at
the Federal Teaching Hospital, Ido-Ekiti. Methods: This was a retrospective review of records of all clients who presented with
complaints of missing IUCD over a 5 year period, from 1st January 2011 to 31% December 2015. Results: A total of 527 clients
were seen at the family planning unit within the period under review. Three hundred and one (301) clients used IUCD, giving a
prevalence of 57.1% of total contraceptive use. Of these, 12 IUCDs were reported misplaced, giving the incidence of
misplaced IUCDs as 4%. The peak age of the clients reporting misplaced [IUCD was 31-40 years. IUCDs insertion during
puerperium was seen in 33.4% while most (41.6%) had their [IUCD insertion more than 12 months following last childbirth.
When considering IUCD insertion in relation to abortion and menses, most (50%) had insertion during menstrual period, 25%
had insertion just before the onset of the next menses, postabortal insertion was seen in 16.7% while one (8.3%) could not
ascertained the event that preceded the insertion of IUCD. Inability to feel the thread was the commonest presenting complaint
in 6 (50%). Most of the clients with misplaced IUCD had the device inserted at the primary health centre (41.6%) and private
hospitals (33.4%). Pelvic examination with uterine sound and abdominal ultrasound were the diagnostic methods commonly
used. Most clients (83.3%) missed their [UCDs within the first twelve months of use. Retrieval hook was used for removal in
91.7% of the cases. One (8.3%) had exploratory laparotomy to recover the missing IUCD. Conclusion: Intrauterine devices
should be inserted after proper case selection by properly trained medical personnel in both primary and tertiary centres in
order to reduce reported cases of missing I[UCDs.
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effective and relatively safe method of contraception with an
estimated 127 million users of I[UCDs worldwide. The use of
IUCDs is disproportionally higher in developing countries
(14.5%) compared to developed countries (7.9%). [1, 2]

1. Introduction

Intrauterine contraceptive device is a long acting reversible
contraceptive. It is an acceptable, common convenient,
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Altogether, 13.6% of couples around the world have selected
IUCDs for birth control. [2] In Nigeria, the level of
acceptance ranges from 39.7%- 64% [3] with a failure rate of
1-2% each year has been reported worldwide. [2, 4] The
IUCDs produce both morphological and biochemical changes
in the reproductive tract by inducing inflammatory response
in the endometrium, with associated increase in the levels of
macrophages, and other inflammatory agents in the uterine
and the tubal fluids. [5, 6]. The major risks reported in
association with use of TUCDs include ectopic pregnancy,
spontaneous abortion, uterine perforation and expulsion. [2, 5]
Missing or misplaced IUCD is one of the setbacks associated
with the use of the device. [7] Adewale et al reported an
incidence of 1.4% of missing [UCD in Bida . [8] It should be
noted that a missing TUCD string does not necessarily
indicate perforation since it may occur when the device has
been expelled unnoticed, rotation of the device within the
uterine cavity, separation of the tail from the device, or
rotation of string into cervical canal. [9] It has also been
suggested that complete extrusion of IUCD through the
myometrium may be assisted by spontaneous uterine
contraction and hydrostatic negative pressure differences
between the low intraperitoneal pressure and relatively
higher intrauterine pressure. [10] The extruded TUCD may
further migrate into the peritoneal cavity. Bowel and bladder
perforations have been reported following uterine perforation
due to misplaced IUCDs. [11] The risk factors for misplaced
IUCD include the time of insertion, type, size and
configuration of IUCD wused as well as the skill and
experience of inserter. [12] Proper insertion of an IUCD is
important since it can affect effectiveness and acceptability
of the method. [13] Expulsion rate are highest in the first year
especially the first three months after insertion. [11] The
expulsion is also increased after early postpartum period or
following caesarean section but not after first trimester
abortion. [14] The different diagnostic methods used in
detecting missing IUCDs include pelvic examination with
uterine sound, abdomino-pelvic ultrasound alone, abdomino-
pelvic ultrasound complimented with hysterosalpingography
(HSG), plain abdominal x-ray, HSG, laparoscopy, mini-
laparotomy and laparotomy. [15] In some cases, there will be
no associated symptoms and suspicion is made when the
string cannot be identified. [7] This study was designed to
document the prevalence, method of diagnosis, and
management of misplaced IUCD at our centre.

2. Materials and Methods

The study was carried out at the Family Planning Unit of
the Federal Teaching Hospital, Ido-Ekiti over a 5 year period
(1* January 2011 to 31st December 2015). Family planning
nurse practitioners were the main IUCD providers under the
supervision of a Gynaecologist. The medical records of all
clients who presented with misplaced ITUCDs were reviewed
using data extraction forms. The socio-demographic data,
complaints at the time of presentation, type of previous
contraception, timing of insertion, method of diagnosis, mode

of retrieval and type of TUCD removed were extracted. The
data were analyzed using tabulations and simple percentages.

3. RESULTS

The total number of contraceptive users at the family
planning unit during the period under review was 527. The
commonest method of contraception was IUCD which
accounted for 301 (57.1%). Twelve (12) cases of misplaced
IUCDs were diagnosed and managed giving an incidence of
4%. The Socio-demographic characteristics of clients with
missing IUCDs are shown in Table 1. Majority (50%) of the
clients with missing [UCDs were between 31-40 years,
teenager constituted 8.3%. Multiparous women constituted 8
(66.7%) while 11 (91.7%) of the clients were married. Two
(16.7%) of the clients had no form of education, others
(83.3%) have at least primary level of education.

Table 1. Socio-demographic characteristics of clients with missing IUCDs.

Variable Frequency (N =12) Percentage (%)
Age (Years)

<20 1 8.3
21-30 3 25
31-40 6 50
41-50 2 16.7
Parity

0 1 8.3
1 3 25

2 2 16.7
3 4 334
4 1 8.3
>5 1 8.3
Level of Education

None 2 16.7
Primary 3 25
Secondary 5 41.6
Tertiary 2 16.7
Marital Status

Single 1 8.3
Married 11 91.7

Fifty-seven percent (57%) of clients choose intrauterine
contraceptive device as the method of contraception during
the study period. Other common methods are the injectables
(23%) and the subdermal implants (10%). (Table 2).

Table 2. Contraceptive Choice of clients over period of the study.

Type of Contraceptive Frequency  Percentage
Intrauterine Contraceptive devices 301 57.1
Injectables 125 23.7

Oral Contraceptive Pills 27 5.1

Barrier methods 15 2.9
Implants 54 10.3
Bilateral tubal ligation 5 0.9

Total Number of Clients 527 100.0

Three (25%) clients had not used any form of
contraceptive before the IUCDs insertion, while others had
either used withdrawal, injectable, barrier or pill forms of
contraceptive. One (8.3%) had bilateral tubal ligation after
retrieval of the misplaced IUCDs. Commonest place of
insertion of the missing IUCDs was at the primary health
Centre 5 (41.6%). Other places include private hospital 4
(33.4%), general hospital 2 (16.7%) and teaching hospital 1
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(8.3%). (Table 3).

Table 3. Place of Insertion of missing [UCDs.

Place of Insertion Frequency (N=12) Percentage (%)
Primary Health Centre 5 41.6

Private Hospital 4 334

General (secondary) Hospital 2 16.7

Teaching (tertiary) Hospital 1 8.3

Total 12 100.0

Sixty- six percent (66.6%) of the clients with missing
TUCD used IUCD for child spacing, 16.7% used it as long
term contraceptive method and 16.7% did not state the reason
for use as to either for child spacing or long term
contraception as shown in Table 4. While there was no
immediate postpartum insertion, 4 (33.4%) had insertion in
the puerperium while majority 6 (50%) of the clients
presented after 6 months of delivery for insertion. In relation
to menstruation, insertion was commonest during menses
(50%) than other time of the cycle. Two clients (16.7%) had
postabortal insertion. Most (58.3%) missed their [UCDs after
6 to 12 months of use. While most clients reported soon after
missing the IUCDs, 2 clients missed their IUCDs for more
than one year before presentation.

Table 4. Indication for Insertion of IUCDs.

Indication Frequency (N) Percentage (%)
Short time Child spacing 8 66.6

Long term Contraception 2 16.7

Others 2 16.7

Total 12 100.0

The missing IUCDs were still within uterine cavity in 11
(91.7%) of the cases while one client (8.3%) had her IUCD
retrieved from the pouch of Douglas at exploratory
laparotomy. None of the clients had expulsion of the IUCDs.
The commonest presenting complaint was inability to feel the
thread 10 (83.3%) while abdominal pain was the symptom in
2 cases (16.7%), while both symptoms occurred in 1 client.
Pelvic examination with uterine sound following pelvic
ultrasound (83.3%) was the most commonly employed
diagnostic method. Plain abdominal X-ray with tracer [IUCDs
was employed for diagnosis in only 2 (16.7%) clients.

Table 5. Presentation, Diagnosis and management of the missing IlUCDs.

. Frequency  Percentage
Variable (N=12) (%)
Presentation
Inability to feel the thread 10 83.3
Abdominal pain 2 16.7
Inability to feel the thread and abdominal 1 34
pain
Diagnosis
Pelvic Ultrasound 10 83.3
Plain Abdominal X-ray and tracer [UCDs 2 16.7
Treatment modality
Cervical dilatation and Retrieval hook 11 91.7
Laparotomy 1 8.3

In management of missing IUCDs, dilatation and retrieval
hook was successful in 91.7% of cases while 1 (8.3%) client

had exploratory laparotomy. The patient subsequently had
bilateral tubal ligation during the laparotomy. None had
laparoscopic removal of the missing [UCDs.

3. Discussion

A total of 527 clients were seen at the family planning unit
within the period under review. Three hundred and one
clients used IUCD, giving a prevalence of 57.1% making it
the single most commonly used contraceptive at the study
centre. This is similar to findings in studies by Abasiattai et
al. [3] Ezegwui et al. [7] and Jimoh et al. [13] The incidence
of missing [UCD within period under review was 4% which
is higher than 0.25% reported by Jimoh et al in Ilorin [13]
and 1.4% quoted by Adewale et al et al in Bida. [8] The
higher incidence in this study may be due to the fact that
most of the IUCDs were inserted at primary health centres.
Majority (75%) of clients were in 2™ and 3™ decade of life,
which is similar to findings in Abakaliki. [5] This is not
unexpected as this period represent the peak of their
reproductive life. All the missing IUCDs in this study were
Cu T 380A, an higher rate of expulsion has been reported for
Cu T 380A compared to LNG-IUS IUDs especially when
inserted immediate postpartum. [16] Most (66.7%) of the
clients who presented with missing [IUCDs were multiparous.
This is similar to a study in Ilorin. [17] This is not
unexpected as majority of the client (83%) used the device
either for child spacing or long acting contraceptive method.
Most 11 (91.7%) of the missing IUCDs were married. The
low incidence of contraceptive use in single women may be
due to cultural and religious restrictions on premarital sex
and restriction on prescription of IUCDs for young and
unmarried women. Three (25%) had not used any form of
contraceptive prior to their experience of missing IUCD, this
may constitutes a barrier to the use of [UCDs and possibly
contraception in future. The number of clients in this
category is however unexpectedly lower than the 70%
reported in Enugu, [7]which is more cosmopolitan and urban
compared to the site of this study.

Most 11 (91.7%) insertions were done at Primary and
secondary health institutions, this emphasizes the need for the
training and retraining on modern skills in inserting IUCDs at
all levels of healthcare in order to reduce the incidence of
missing ITUCDs. Majority (41.6%) of the insertions were done
more than 1 year post-partum and usually during menses
(50%). This is in agreement with a previous study. [13] Two
(16.7%) clients had post-abortal and 4 (33.4%) had insertions
during puerperium while immediate postpartum or
postplacental insertion was not reported. Postplacental
insertion is being encouraged as a way of increasing the uptake
of [UCDs as a method of contraception. [16] Majority (58.4%)
of missing [TUCDs were reported less than 12 months after
insertion, this is in agreement with published reports. [11, 13,
14] Inability to feel the thread (50%) was the most common
complaint followed by lower abdominal pain (16.7%), this is
in contrast to report from Ilorin, in which abdominal pain was
the commonest. [11] Occurrence of abdominal pain as
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symptom varied from 9.6% to 44.8% [7]. Within the peritoneal
cavity copper bearing devices may excite tissue reaction which
could cause pain. [18] The triad of abdominal pain, intermittent
diarrhoea and fever associated with missing string may be
indicative of bowel injury. [10] Lower urinary symptoms of
dysuria, frequency and urgency have been reported on
migration of the device into urinary bladder. [11, 19]

In this study, commonest mode of diagnosing missing
TUCD was pelvic examination with uterine sounding following
pelvic ultrasound, this is also the method of diagnosis in
previous studies. [8, 9, 13] Ultrasonography is readily
available, non-invasive with less effort, however, sonogram is
not reliable if the device is surrounded by the omentum and
bowel loops. [1, 21]1t is effective when used early particularly
in high risk patients and when the insertion is associated with
severe pain probably indicating perforation. [22] In other
studies, plain abdominal x-ray with a marker in the uterus was
the main modality of diagnosis. This modality is said to be a
reliable, popular, simple technique which does not require
special skill with reported accuracy of 95.2%. [7, 8] Eleven
(91.7%) of the missing IUCD were found within the uterine
cavity. This was the finding in previous studies [8, 9, 23].

The first line of management was the use of retrieval hook
which was successful in 91.7% of cases. This was higher
than the 62.3% reported from Ilorin [13] and 65% from Bida
[8] One (8.3%) client had laparotomy and subsequent
bilateral tubal ligation, the device was found lying anterior to
the bladder in the peritoneal cavity. This finding was reported
in 15% of clients by Adewale et al. [8] Laparoscopy was not
done for any of the patients, this may be due to the lack of
skill required for the procedure . Laparoscopy is most
preferred, since it is less traumatic and has less postoperative
morbidity. [21, 24]The diagnostic accuracy of laparoscopy
can also be enhanced by fluoroscopic guidance. [24, 25] No
client had pregnancy with missing IUCD and there was no
case of ectopic pregnancy, which are some of the known
complications reported from previous studies. [2, 5, 8]

4. Conclusion

Misplaced IUCD is one of the drawbacks of use of the
device which may constitute barrier to contraceptive use in
future. Proper case selection of client using IUCDs will result
in less reported cases. Adequate counseling will motivate the
IUCDs user to present early when any complication arises.
The devices should be inserted by trained medical
professional as well as retraining of medical personnel on
modern insertion technique.
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