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ABSTRACT
Background There is a lack of consensus and very
little published guidance on the management of a
low-lying or malpositioned intrauterine
contraceptive device (IUD) or system (IUS).
Methods and results A short e-mail
questionnaire sent to senior medical staff working
in contraceptive services confirmed the variation in
views and management of this clinical area. Almost
all respondents would replace an IUD/IUS lying
either totally or partially in the cervical canal. The
nearer the device was to the fundus the more likely
respondents were to leave it in situ and there was
less concern if the device was an IUS, presumably in
view of the hormonal action. In the presence of
abnormal bleeding or pain, most respondents
would look for other causes rather than assume
that the low-lying device was to blame.
Respondents expressed uncertainty as to whether
low-lying devices were more likely to fail or not and
around half the respondents felt that low-lying
devices could migrate upwards within the cavity.
Conclusion This survey highlighted the need for
accurate evidence-based guidance to assist in this
area of clinical contraceptive practice.

BACKGROUND
Intrauterine devices (IUDs) or levonor-
gestrel (LNG)-releasing systems (IUSs) are
easily identified on pelvic ultrasound
examination and occasionally during such
scans are found to be low-lying or malpo-
sitioned within the uterus. This presents
the clinician with several questions: is the
device still effective, could it be causing
symptoms and, of course, what should
we do about it?
There is no formal published guidance

on this matter and we were interested to
find out what views senior specialists held
and what current practice was. We designed
a short survey to explore this question, the
results of which are reported here.

METHODS
A short questionnaire was designed to
survey the current practice of respondents

with regard to low-lying IUDs/IUSs. Using
the questionnaire, an informal survey of
senior medical colleagues of the authors
in two major centres for contraception
(Edinburgh, UK and Melbourne,
Australia) was performed. Respondents
were approached individually by e-mail,
10 in Edinburgh and 10 in Melbourne.
The response rate was 100%. The follow-
ing questions were asked and the response
options were Yes, No or Uncertain:
1 Would you replace a low-lying IUD found

incidentally on scan if it was:
(i) Totally in the cervical canal?
(ii) Partially in the cervical canal?
(iii) More than 2 cm below the fundus?
(iv) 1–2 cm below the fundus?

2 Would you replace a low-lying IUS found
incidentally on scan if it was:
(i) Totally in the cervical canal?
(ii) Partially in the cervical canal?
(iii) More than 2 cm below the fundus?
(iv) 1–2 cm below the fundus?

3 If a woman has some abnormal bleeding
and/or pain and a scan identifies a low-
lying IUD or IUS would you:
(i) Replace the device?
(ii) Change to another contraceptive

method?
(iii) Look for other causes?

Key message points

▸ There is no clinical consensus in how
to manage a low-lying intrauterine
contraceptive device (IUD) or system
(IUS).

▸ The majority of clinicians would replace
an IUD or IUS lying partially or totally
within the cervical canal.

▸ In general, clinicians are less concerned
about a low-lying IUS than an IUD,
presumably because of the local hor-
monal effects.

ARTICLE

Golightly E, et al. J Fam Plann Reprod Health Care 2014;40:113–116. doi:10.1136/jfprhc-2012-100384 113

copyright.
 on A

pril 9, 2024 by guest. P
rotected by

http://jfprhc.bm
j.com

/
J F

am
 P

lann R
eprod H

ealth C
are: first published as 10.1136/jfprhc-2012-100384 on 6 January 2014. D

ow
nloaded from

 

http://dx.doi.org/10.1136/jfprhc-2013-100684
http://dx.doi.org/10.1136/jfprhc-2013-100684
http://jfprhc.bmj.com/


4 Do you agree with the following statements:
(i) A higher proportion of women with a low-lying

copper IUD will present with bleeding or pain com-
pared to those with a normally situated IUD.

(ii) A higher proportion of women with a low-lying
levonorgestrel-releasing (LNG) IUS will present with
bleeding or pain compared to those with a normally
situated LNG IUS.

(iii) Women who become pregnant with a copper IUD
are more likely to have a low-lying copper IUD.

(iv) A low-lying T-shaped device can migrate upwards in
the uterine cavity into a normal position.

(v) Postpartum insertion is more likely to result in a
low-lying position.

RESULTS
The questionnaire responses were collated. Almost all
the respondents (90%) stated that they would replace
an IUD that was lying either totally or partially in the
cervical canal, but fewer would do so if the IUD was
low-lying but intrauterine (Figure 1). A similar trend
was seen for the IUS, although all numbers were

lower, with only one respondent stating they would
remove an IUS that was 1–2 cm from the fundus
(Figure 2). This may suggest that the majority of
respondents were concerned that a malpositioned
IUD or IUS would not provide acceptable contracep-
tive function and that the further away it was from its
optimum position, the more concerning this was.
Fewer respondents were concerned when the device
was an IUS, presumably because amenorrhoea is
reported in some cases even when the IUS is located
outside the uterus in the pelvis.1 Interestingly, 10% of
respondents would not replace an IUD/IUS that was
lying within the cervix. There has been a study dem-
onstrating no difference in efficacy of a LNG-releasing
intracervical device when it was placed within the
cervix compared to intrauterine placement,2 and pre-
sumably respondents were reassured by this.
However, the cautious approach of most respondents
in wishing to replace an imperfectly sited IUD or IUS
reflected the importance of effective contraception
and a general ‘better safe than sorry’ attitude.
When it came to considering symptoms of abnor-

mal bleeding or pain, there was mixed opinion
amongst the respondents as to whether a low-lying

Figure 1 Clinicians’ responses to the question: “Would you
replace a low-lying intrauterine device found incidentally on
ultrasound scan if it was …?”

Figure 2 Clinicians’ responses to the question: “Would you
replace a low-lying intrauterine system found incidentally on
ultrasound scan if it was …?”

Figure 3 Clinicians’ responses to the question: “If a woman
has some abnormal bleeding and/or pain and a scan identifies a
low-lying intrauterine device (IUD) or intrauterine system (IUS),
would you in respect of the (A) IUD and (B) IUS…?”.
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device was likely to be responsible. Almost all the
respondents would look for other causes. Opinion
was divided on whether removal would help to
improve symptoms (Figure 3). The responses to this
question reflect the general uncertainty as to the
extent to which IUDs cause symptoms. Irregular
bleeding and pelvic pain are not uncommon symp-
toms and may have many different causes. In general,
the respondents were reluctant to blame the IUD or
IUS without exploring all other options.
Opinion was also divided when respondents were

asked if they agreed if bleeding and pain were more
common in women with a low-lying IUD or IUS
(Figure 4).
Almost half (45%) of the respondents expressed

uncertainty as to whether copper IUD failure was
more common with low-lying IUDs, whilst 40% felt
that this statement was true, and 15% that it was not
true (Figure 4). This wide spread of opinion on the
efficacy of a low-lying IUD reflects the paucity of pub-
lished literature on this subject. Replacement of an
IUD is associated with small risks of complications
such as perforation or infection and can be inconveni-
ent or uncomfortable for the patient, so ideally should
not be done without good reason. Evidence-based
guidance on this issue would clearly be useful.

Some 47% of respondents agreed that a low-lying
T-shaped device could migrate upwards in the uterine
cavity to a normal position, whilst 16% did not agree
with this and 37% were uncertain. One respondent
did not answer this question (Figure 4).
Finally, most respondents did not feel that post-

partum insertion was a specific risk for low-lying posi-
tioning of an IUD (Figure 4). Risk of pregnancy in the
postpartum period is significant, so it is important to
provide effective and convenient contraception at that
time. While the majority of clinicians had overall con-
cerns regarding the efficacy of low-lying devices, they
did not feel that postpartum insertion increased the
risk for devices to be low-lying and would presumably
not limit their use at this time.

DISCUSSION
Our survey of senior doctors working in sexual and
reproductive health demonstrated a lack of consensus
on the clinical relevance of a low-lying IUD/IUS and the
most appropriate way of managing that situation.
Accurate evidence-based guidance would be a useful
tool to guide practice and offer women
safe contraception and appropriate reassurance. We have
now reported on a systematic review of the published
evidence, the results of which are reported separately.3

Figure 4 Clinicians’ responses to the question: “Do you agree with the following statements?”
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Our survey demonstrated that whilst opinion was
mixed about the efficacy of malpositioned IUDs, most
clinicians appear to replace an IUD found at least par-
tially within the cervical canal, with confidence in the
device increasing the closer an IUD is to the fundus or
if the device is an IUS.
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