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ABSTRACT

Objective: To compare intra caesarian placement of intrauterine contraceptive device with interval placement at 6
weeks in terms of device expulsion and continued use at 6 months postpartum.

Study Design: Quasi experimental study.

Place and Duration of Study: Obstetrics and Gynecology department, Combined Military Hospital Jhelum, from
Oct 2017 to Oct 2018.

Methodology: One hundred and four pregnant women aged 20 to 40 years old, planned for an elective caesarian
delivery and who opted for an intrauterine contraceptive device were included. They were randomly divided
into two equal groups using lottery method. Women were told about their assigned timing of device placement
well before their surgery. Group A had device placed during caesarian section while group B (serving as controls)
had insertion after 6 weeks. Copper T 380 A was provided free of charge to all participants. Women were seen
after 6 weeks, 3 months and 6 months. Both groups were analyzed and compared in terms of device expulsion
and continued use at 6 months postpartum.

Results: The device was placed successfully in 48 women in group A and 35 women in group B (p 0.001).
There was no statistically significant difference in device expulsion rates between the two groups (p 0.37). After
6 months significantly higher proportion of women in the intracaesarian group were continuing to use the
intrauterine contraceptive device as compared to the interval group (p<0.05).

Conclusion: Intracaesarian placement of intrauterine contraceptive device leads to statistically significant higher
continuation rates as compared to conventional interval placement with no statistically significant difference in
expulsion rates.
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INTRODUCTION contraceptive advice while recovering from deli-
The time period immediately after child  Very and caring for the newborn2. The traditional

birth is ideal to discuss and start contraception. ~ Practice of delaying the initiation of contraception
The intrauterine contraceptive device (IUCD) can tiu 6 weeks not only causes an excellent opportu-
be conveniently placed in the post-partum period ~ MLty to be missed but also leads to waning moti-
and have minimal negative effects on lactation. ~ Vation on part of the Wf)men?’. In those women
Immediate post placental insertion of IUCD, that who are not breast feeding, almost half start to
is, insertion performed within 10 minutes after ovulate by about 6 weeks after delivery 4, thus
placental delivery, has been in practice for more Fimely use of an effective form of contraception
than 40 years and quite good results have been 18 of utmost importance to prevent unplanned

reported including low rates of expulsion. pregnancies®.

Effective contraception should ideally be Recently there has been ri‘sing advocacy ‘for
started immediately after delivery as fertility can the use of long-acting reversible contraception

resume soon after delivery and also women may (LARQ which incl.udes the long. lasting and
find it difficult to return for a separate visit for ~ reversible methods like IUCDs and implants. The

LARC methods nearly eliminate the risk of fail-
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safe, easily reversible and associated with a very
low failure rate’. When a pregnant woman opts
for a LARC method after delivery, initiation
immediate post-partum should be discussed as
they are a secure and efficacious option for these
women associated with very low failure rates?.

The purpose of this study was to compare
intra-caesarian IUCD placement with conven-
tional interval placement at 6 weeks in terms of
expulsion and continued use of the IUCD at 6
months postpartum.

METHODOLOGY

This quasi experimental study was carried
out at the Gynae/Obs department of Combined
Military Hospital Jhelum, from Jun 2017 to Oct
2018. Approval was taken from the hospital’s
ethics review committee. Pregnant women 20 to
40 years of age who were planned for an elective
caesarian section at term and wanted to have an
IUCD placed were enrolled. Women with history
of pelvic inflammatory disease, known uterine
anomaly distorting the uterine cavity e.g fibroid
were excluded.

Sample size was calculated using WHO sam-
ple size calculator. We expected that 65% women
in the interval group and 85% in the intra-cae-
sarian group would be using the IUCD at the
final 6 months follow up visit'é. Hypothesis test
for two population proportions (2 sided test) was
used with level of significance (a) of 5% and
power of 90%. Non probability consecutive sam-
pling technique was used. Written and informed
consent was taken from all women. After enroll-
ment women were randomized to intra-caesarian
placement of IUCD (group A) or interval place-
ment after 6 weeks (group B), using lottery met-
hod. Women were told about their assigned
allocation of the timing of IUCD placement well
before their caesarian section. Women in both
groups were placed a Cu-T 380 A which was pro-
vided free of charge. All women received routine
antenatal care. Additional exclusion criteria that
were assessed at the time of delivery for post
enrollment ineligibility were chorioamnionitis
or ruptured membranes for more than 24 hours
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before delivery, preterm delivery <37 weeks,
post-partum hemorrhage (as defined by the need
for transfusion, estimated blood loss of more than
1000 ml, requirement for uterotonic medications
in addition to the routine prophylactic use of
Oxytocin during third stage) or participants decli-
ning an IUD placement.

All women had caesarian section at term
(after completion of 37 weeks). In group A,
women had the TUCD placed during the caesa-
rian section after the baby and placenta were deli-
vered. The IUCD was inserted through the caesa-
rian incision, placed into the uterine fundus and
strings were directed into the cervix using a for-
ceps. All women received broad spectrum anti-
biotic cover and adequate analgesia. The women
were discharged from the hospital on the second
post-operative day.

All the women were called for follow up
after 6 weeks. Women in group B had the IUCD
placed at this time under aseptic conditions. A
bimanual examination was performed, size of
the uterine cavity was assessed and then the
device was carefully placed. Women in group A
who had their IUCD already in place were asked
about history of expulsion. A speculum exami-
nation was done to visualize the threads of IUCD
and if they could not be seen then an ultrasound
was done to localize the IUCD.

The next follow-up visit of all the women
was at 3 months and then at 6 months. Women
were inquired about the primary method of con-
traception being used, history of expulsion and
whether any of the participants had their device
removed electively. A pelvic examination was
carried out, followed by an ultrasound if threads
could not be seen.

Primary outcomes were device expulsion
and continued use of the device at 6 months in
both groups. Expulsion was defined as IUCD not
in the uterine cavity, when either the patient gave
a clear history of expulsion or failure to visualize
the IUCD on speculum examination and ultra-
sound. Continued use was defined as the number
of study participants still using the IUCD as a
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method of contraception on the 6 months follow-
up visit. Secondary outcome included successful
device placement in both groups.

The data was analyzed using SPSS 21. Mean
+ SD were calculated for quantitative variables.
Ratios and percentages were calculated for
qualitative variables. Proportions were compared
using chi square test (p<0.05 was considered
significant).
RESULTS

One hundred and fifteen women were
enrolled, out of whom 104 were found to be eligi-
ble and were randomized into two equal groups
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ficant (p 0.001) which proves that in our setting
many women fail to start effective contraception
if this is delayed till their postpartum visit.

The device was found to be expelled in 5
out of the 48 women of group A and in 6 out of
35 women of group B. The difference was not
statistically significant (p 0.37).

The continued use of the IUCD at 6 months
postpartum was shown in table-II. Five women
in group A and 9 women in group B were lost to
follow up by the end of the follow up period (p
0.25). If lost to follow up were excluded from the
analysis, the continued use in group A was 38

Enrolled (n=115)

Randomized to intra caesarian
insertion (N=57)

. 2

Post randomization exclusion (n=5})

¢ Fuptured membranes for =24 hrs (1)

¢ Em LSS at 32 weeks due to AFPH (1)

# Declined TUCD and requested
alternate method of contraception (2)

¢ Postpartum hemorrhage (1}

. 4

Eligible (n=52), Group A

¥

Received TUCD 48/52 (929%)

Did not receive IUCD (n=4)

s IUCD placed but accidentally removed
in OT immediately after surgery (1)

+ Women came in emergency before the
date of planned L5CS so the surgical
team did not know /fremember (3)

>

Randomized to interval insertion
(n=58)

>~ <

Post randomization exclusion (h=6)
* Declined TUCD and requested
alternate method of contraception (6)

Eligible (n=52), Group B

Received IUCD 35/52 (67%)

Did not receive TUCD (n=17)

¢ TUCD could not be placed due to
narrow cervical canal(4)

* Did not report for placement (13}

Figure-1: Study flow diagram.

as shown in fig-1. Baseline characteristics of both
groups were shown in table-1.

As shown in fig-1 the device was placed
successfully in 48 out of 52 women in group A. In
group B 35 out of 52 women had a successful
interval insertion of the IUCD. The difference
between the two groups was statistically signi-

out of 47 (81%) compared with 20 out of 43 (47%)
in group B (p 0.0002). If lost to follow up were
counted as failures, then the continued use was
38 out of 52 (73%) in group A and 20 out of 52
(38%) in group B (p 0.0003). If we presume that
those lost to follow up were continuing to use
the IUCD, then the continuation in group A was
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43/52 (83%) and in group B it was 29/52 (56%) (p
0.0029). Thus in all the scenarios (i.e whether lost
to follow up were excluded from analysis, coun-
ted as failures or counted as continued use) the
continuation of IUCD in the intracaesarian group

Table-I:  Baseline characteristics of study
participants.
Baseline Characteristics G(rI?:SI;)A G(;o:sg)B
Age (Mean £ SD) (year) 325+43 | 324+41
Parity
1 2 (3.8%) 3 (5.7%)
2 11(21.1%) | 6 (11.5%)
>2 39 (75%) | 43 (82.6%)
Previous use of
intrauterine 18 (34.6%) | 15 (28.8%)
contraceptive device

was significantly higher as compared to the inter-
val group (p-value 0.0002, 0.0003 and 0.0029
respectively) as shown in table-II.
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Several studies have been done to compare
immediate post placental and interval insertion of
IUCD but our study was specifically aimed to see
whether placement of an IUCD during the caesa-
rian section was associated with higher contin-
uation rates as compared to interval placement at
6 weeks and also to compare intra-caesarian and
interval placement in terms of device expulsion.

We found that in women who were schedu-
led to undergo a caesarian delivery and wanted
a long term contraception, the time of caesarian
section was a golden opportunity to place an
IUCD because at this time these women were
under the direct care of a health care team. Due to
several domestic and local barriers many of these
women never get an opportunity to return for a
postpartum visit. In a study by Zerden et al the
authors concluded that 65% of women interested
in a post-partum LARC did not receive it, the
most common reason being the need for a sepa-

Table-II: Comparison of intra-caesarian and interval placement of intrauterine contraceptive device.

Group A (Intracaesarian Group B (Interval 1

placement) (n=52) placement) (n=52) p-vatue
Intrauterine contraceptive device placement 48/52(92.3%) 35/52(67.3%) 0.001
Intrauterine contraceptive device expulsion 5/48(10.4%) 6/35(17.1%) 0.37
Lost to follow up at 6 months 5/52(9.6%) 9/52(17.3%) 0.25
Continued Use at 6 months
If lost to follow up excluded from data 38/47(80.8%) 20/43(46.5%) 0.0002
If lost to follow up counted as failures 38/52(73%) 20/52(38.4%) 0.0003
If lost to follow up counted as continued use 43/52(82.6%) 29/52(55.7%) 0.0029

DISCUSSION

IUCDs are a secure and efficacious form of
long term reversible contraception and thereby
help to reduce the rate of unplanned pregnancies.
Immediate post placental insertion of IUCD is
defined as device insertion within 10 minutes of
the delivery of placenta 10 in contrast to interval
insertion which has been traditionally done 6
weeks postpartum!l. When performed by a trai-
ned practitioner, immediate post-placental inser-
tion is associated with fairly low expulsion
rates’2. [UCDs can be safely placed in women
who undergo a caesarian delivery as there is
no evidence that they are affected by caesarian
section nor do they have any negative impact on
lactation’s.

rate post-partum visit. They proposed to elimi-
nate the two visit protocol for post-partum LARC
insertion in order to increase their use!4. In our
study the IUCD was placed in 92% women
during the caesarian section in contrast to 67%
women who were scheduled for interval place-
ment (p 0.001). This highlighted the fact that if the
initiation of contraception is delayed till 6 weeks
than a large proportion of women fail to come
back. Paul ef al also concluded that IUCD place-
ment during caesarian section is an important
intervention that can reduce the rate of unplan-
ned pregnancies by avoiding the need for a
separate postpartum visit!>.

The TUCD continuation rates in our study
were significantly higher for intra-caesarian
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placement versus interval placement (p<0.05).
Similar results have been reported by Levi et al
who found that when IUCD was placed during a
caesarian section, it led to a higher proportion of
women (83%) using the IUCD at 6 months post-
partum as compared to women who planned for
an interval placement of IUCD (64%). Thus they
concluded that this strategy of placing the IUD
during the caesarian section provides the women
with an excellent option without the need for a
separate visit in the postpartum period’. In an-
other study conducted by Chhari et al the authors
found that immediate post placental insertion of
IUCD was not associated with increased rates
of pelvic pain, infection or bleeding. They also
reported nil device expulsion rate in the women
in whom the device was placed during the
caesarian section (p 0.037)1. High fundal place-
ment of the IUCD is recommended to reduce the
device expulsion rates!2 which is particularly easy
to ensure when the device is being placed during
a caesarian section as the obstetrician has clear
access to the uterine cavity at this time. Celen ef al
reported 81.6% continuation rate at 6 months
when IUCD was placed during caesarian section
and at the same time reported no serious
complications?’.

Kapp et al conducted a systematic review of
IUCD insertions in the postpartum period and
concluded that lower expulsion rates are obser-
ved with intra-caesarian placement of IUCD
as compared to immediate insertion following
vaginal delivery without any rise in the postope-
rative complication rate!s. In our study we obser-
ved no significant difference in the expulsion
rates between the two groups (p 0.37). Intra-caes-
arian placement of IUCD was previously dis-
couraged due to fear of expulsion and high rate
of complications but these fears have proved
unfounded. In a study by Khokar et al the authors
concluded that intra-caesarian insertion of IUCD
was a very safe method with low rates of expul-
sion (2.1%), high satisfaction (70%) and high con-
tinuation rates at 6 months follow up?. Similar
results have been observed in our study.
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Contraceptive counselling which is routinely
done postpartum should ideally be done during
the antenatal visits so that women who are
interested in getting postpartum LARCs can be
provided in the immediate postpartum period
both after vaginal delivery and caesarian section.
In our study a large number of women in the
interval insertion did not get the device placed,
which is a limitation of this study. We feel that
one contributory factor could be poor attendance
of our patients at the antenatal clinics due to
which adequate contraceptive counselling fails
to be done. Future research can be aimed at effect
of antenatal counselling on the rate of uptake
of immediate post-partum LARCs, satisfaction,
complications and discontinuation rates of IUCDs
placed during caesarian section.

CONCLUSION

It is therefore concluded that the insertion
of an IUCD during a caesarian section leads to
statistically significant higher continuation rates
at 6 months postpartum as compared to interval
placement. Women who are planned to undergo
a caesarian section and want a long term con-
traception the IUCD can be safely placed at the
time of caesarian surgery without any significant
increase in the device expulsion rates.
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