
To the Editor:
We read with interest the analysis of Ozgun et al. [1] on

surgical management of intra-abdominal mislocated intrau-
terine devices (IUDs). We agree that displaced IUD should
always be removed and laparoscopic treatment is
appropriate.

1. Uterine perforation is always initiated at the time of
IUD insertion, and the diagnosis is usually delayed. All
patients in the authors' series had the IUD inserted by a
midwife. We believe that doctors should always
perform IUD insertion and that there should be
stringent rules for the same as careful pelvic examina-
tion for size or position of the uterus is mandatory
before the insertion.

2. The authors suggest that if IUD strings are not visible
during gynecologic examination, attempts should be
made to locate the IUD by transvaginal sonography
(TVS) together with pelvic X-ray. This is not often
practical in rural areas especially in developing
countries, as X-ray and ultrasound are not available in
most of the rural center facilities. Inmost cases, the IUD
is intrauterine and the strings are curled up in the
cervical canal or uterus. Strings can be felt digitally,
particularly if it is curled up in the cervical canal. If
strings are not felt, then uterine sound or long artery
forceps can be used to gently probe the uterus for the
confirmation of intrauterine position. Long artery
forceps can be used to remove IUD with or without
sedation. In the case that even after probing the uterus
the IUD is not felt, the use of X-ray and TVS is justified.

3. IUD insertion traditionally dictates uterine sounding
for assessing the depth and direction of the uterus.
However, assessing the size of the uterus by
sounding is generally not necessary. Sounding can
be used when vaginal examination is inconclusive of

size or position of the uterus, when an IUD with a
long stem does not appear to fit or if a previously
inserted IUD was expelled. A flexible plastic Karman
catheter with a diameter of 4–5 mm can be used for
sounding [2,3]. Sounding exposes the uterus to
instrumentation twice in the form of uterine sounding
followed by IUD insertion, which increases the risk
of perforation compared to IUD insertion without
sounding. The resistance felt by uterine sound at the
level of the uterine fundus to measure the uterine
length is the same as that felt by IUD. Size and
direction of the uterus can be assessed by bimanual
examination.

We invite further discussion and suggestion.
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