_\epress

A minimalist technique
for insertion of intrauterine
devices

Norman David Goldstuck

Department of Obstetrics and
Gynaecology, Faculty of Medicine and
Health sciences, Stellenbosch University
and Tygerberg Hospital, Cape Town,
South Africa

Abstract

The world’s population is approaching 7 bil-
lion. As a general rule, the countries with the
highest population have the least available
healthcare resources, the most notable excep-
tion being the United States of America (USA).
Most of these countries have an urgent need to
reduce their populations. The intrauterine
device (IUD) is used by the largest number of
contraceptives world-wide and it has a proven
record in reducing unwanted pregnancies. Its
efficacy rate as a long-acting reversible contra-
ceptive is matched only by subdermal implants
which are not as cost effective. Although the
rates of pelvic infection are elevated in many
countries with low-resource health care sys-
tems, we now know that pelvic infection rates
are independent of IUD usage. This is there-
fore no longer a contraindication for using
IUDs on a large scale in family planning pro-
grams. The technique of IUD insertion as
described in most textbooks and journals is
unnecessarily complex and based on ritual
rather than good clinical evidence. This is par-
ticularly interesting in that at a time where we
prefer evidence based medicine there are still
so many clinical practice sacred cows. This
article advocates a simplification of the tech-
nique for inserting IUDs. The scientific ration-
ale for simplifying the technique is presented,
as well as evidence that it is as safe if not safer
than the currently suggested methods, if used
for the correct type of IUD acceptors.

Introduction

The instruments which are used for insert-
ing IUDs are historically those used for gynae-
cological procedures. During these procedures
the subject is usually anaesthetised or provid-
ed with analgesia. This is not usually the case
with IUD insertion, especially in low resource
settings. Thus, an Allis forceps* may be
preferable to using a sharp toothed tenaculum
as it prevents the IUD provider from attempt-
ing the insertion too forcefully as it will lose
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grip if more than 6 N of force are applied while
it is attached to the cervix.’ It thus acts as a
safety-valve to the use of excessive force, and
causes less pain than a conventional single
toothed tenaculum. The correct time for insert-
ing an IUD is there and then. There is no time
during the menstrual cycle that an IUD cannot
be placed in a suitable candidate, and some
compelling reasons why insertions at times
other than during the menstrual period may be
preferable.

Technical Note

Other than the IUD itself, the minimalist
technique requires only 3 pieces of equipment:
i) a sterilised or disposable speculum, ii) an
Allis forceps (preferably) or a sharp toothed
tenaculum, also sterilised and iii) a scissors
(preferably long and curved in that it does not
come into contact with body tissue at any stage
so that it only needs to be surgically clean).
Additionally, some disinfectant solution, e.g.
povidone-iodine and cotton ball swabs are
required. These are shown in Figure 1.

Discussion

This technique is designed to ensure the
fastest, most comfortable, and quickest way to
ensure an intrauterine device is placed. It is
assumed that at least a perfunctory history has
been taken this may take only 2-3 minutes. A
detailed pelvic examination for screening for
general gynaecological examination is not per-
formed. The assumption is made that it has
either recently been completed or that
resources are so limited that the necessary
testing, e.g. pap smears, bacteriology efc. is not
available and only resources for family plan-
ning are.

This technique is applicable for interval
insertion (insertion at least 8 weeks post-par-
tum or post-abortion only). It should be used
with great caution in women who are lactating
or have been on injectable contraception for
over 12 months since these women are known
to be more susceptible to uterine perforation.”

The only equipment which is needed is
shown in Figure 1. Either a disposable or a
sterilised speculum can be used, as well as the
remainder of the instruments as previously
described. A rapid pelvic examination will
exclude pelvic infection, gross uterine or
adnexal abnormalities and give an indication
of the position of the uterus. The next steps
are as follows. First, insert the speculum and
view the cervix. The position of the cervix will
very often confirm if the uterus is anteverted
or retroverted. Second, using the Allis forceps
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hold the back of a cotton-ball swab and dip it
into a povidine-iodine disinfectant solution, or
equivalent. Swab the cervix. Third, withdraw
the marker on the IUD stem (the one that is
usually set to uterine length) and insert the
IUD until the fundus is felt, in the same way
one would do when using a uterine sound.
Release the device into the cavity using the
mechanism appropriate for the device. Fourth,
cut the threads to the appropriate length and
remove the speculum.

This technique omits the sounding of the
uterus which is considered a quintessential
procedure before IUD insertion for which
there is no one established piece of evidence.
There are no controlled studies with or without
the use of a uterine sound before IUD inser-
tion. Here are some reasons why sounding is
not advisable. First, it is possible to perforate
the uterus in vitro with a metal sound with 20
N of force. Second, it is not possible to perfo-
rate the uterus in vitro with most types of IUD
as they will bow.? The degree of bowing is how-
ever unknown for the Mirena®. Third, uterine
sounding for establishing total uterine axial
length is an inherently geometrically useless
operation.’ It is the attempt to make a one
dimensional assessment of a three dimension-
al organ (the uterus), before inserting a two
dimensional product (the IUD). Fourth, a sim-
ple understanding of geometry and topology
will make obvious that in this situation, uter-
ine sounding is more a ritual than a scientific
procedure. Uterine sounding may however be
of some limited value prior to insertion of the
Gyne Fix IUD, because it is a one dimensional
device. Sounding with metal sounds has been
shown to be inaccurate.’ This inaccuracy may
lead to an inaccurate placement of the IUD so
that it is not placed at the uterine fundus
which makes it more likely that the device will
be expelled, or if its position in the uterine cre-
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Technical Note

Figure 1. Layout of all the instruments and appliances needed for minimalist intrauter-

ine device insertion.

ates sufficient asymmetrical uterine muscle
forces than embedment, partial or complete
perforation may be the result.”

Conclusions

This technique can be used by all IUD
providers with confidence in women who have
had children. While the intrauterine device
has been shown to be appropriate for nulli-
parous women, this technique should only be
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used by very experienced providers in the nul-
liparous group. By using this method and
inserting IUDs with lifetimes of 10 years and
more large numbers of women in low resource
countries could receive adequate contracep-
tion at minimal cost as it is possible to get the
TCu 380A from some manufacturers for as lit-
tle as $10 for bulk purchases. A minimal
amount of mainly re-useable instruments has
only ongoing costs related to re-processing.
There is a minimal cost of consumables.
Finally, the ability to perform insertions this
way very rapidly produces staff cost savings.
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