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Abstract: An intrauterine device, or IUD, is a small device that doctors insert in the uterus as a contraceptive. Many women 

experience IUD side effects, especially in the first few weeks to the several months following insertion. Major concern in disparate age 

of women depends upon various physiological factors. Indubitably uterine perforation, expulsion and bleeding irregularities are the 

common one with an IUD. Sometimes the perforation may be partial or sometimes whole device passes to the peritoneal cavity, 

moreover large randomized trial of parous women aged 18 to 38 observed highest rate of IUD expulsion. Copper containing device 

mostly causes intermenstrual spotting or heavy or prolonged menstrual bleeding and thus it is main reason for the method 

discontinuation. All the risks should be explained to patients and should be prevented, if possible, by taking all measures to insert 

devices safely, and diagnosed and managed appropriately.  
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1. Introduction 
 

Intrauterine devices (IUD) are highly victorious method of 

birth control, and also the reversible contraception. It mostly 

has less than one percent failure rates.1
 
The implementation 

of IUD and implants prevaricate between 2009 and 2012 

from 8.5% to 11.6% among women those using 

contraception.2
 
After the pelvic inspection the physician 

prescribes an IUD and carefully places the IUD through the 

cervix in the uterus. IUD also have an attached string that 

projects through the external cervical. The string can be felt 

after the periods to check if the IUD is in place. The device 

can be inserted at any time, albeit many physicians prefer to 

insert it after cessation of mensuration.3
 
Mostly is used by 

the reproductive aged women worldwide which is 

approximately 14.3%.4
 

There are various provision of 

education and training in concern to IUCDs to healthcare 

providers, which involves nurses and midwives is one 

perspective to control the barriers that may prevent the 

uptake of IUDs. Within the first year of use the effectiveness 

of IUCD as a contraceptive method is approximately 99.2% 

to 99.8%, which is higher than the shorter term reversible 

contraceptive methods, such as oral contraceptive pill, 

within the same time of use.5 

 

1.1 Types of IUDs 

 

Hormonal IUD 

These hormonal IUD includes Mirena, which releases 

levonorgestrel, and is form of hormone progestin. It is more 

effective at preventing pregnancy than the copper IUD. It 

also lasts for at least 5 years.  

 

Copper IUD 

The copper IUD is most commonly used (such as ParaGard). 

In the stem of the T - shaped IUD the copper wire is 

wounded around. These IUD remain in the place for the eons 

of 10 years and is greatly effective form of contraception.6 

 

1.2 History 
 

Dr. Richard Richter in 1909 in Germany published paper on 

actual IUD insertions. The ring of the device was made of 

silkworm gut, with 2 ends which project from the cervical 

and enable the device to check and to remove. Ernest 

Graefenberg in the mid 1920s made the silkworm gut with a 

coiled metal ring which was made up of alloy, copper, nickel 

and zinc. Albeit The ring of Graefenberg was widely used 

but considered a risky method in Europe and in the U. S.7
 

The IUD of Richter was two wound strands of silkworm gut. 

To assist retrieval and x - ray visualization the loose ends 

were copper combined with celluloid to prevent damaging 

the endometrium by combining with thin bronze filament. 

To cover the cervix the Karl Pust in the mid 1920's progress 

and used a silkworm thread with a stiff cervical extension, 

Moreover Ernst Grafenberg also starts working on IUD in 

the early 1920's. He thus designed a silver and copper 

filaments ring, known as the famous Grafenberg ring.8 

 

1.3 Generations of Intra Uterine Devices 

 

First Generation: It includes Lippes loop and Saf - T coil 

which is made up of plastic, the M - device and the Y - 

device made of stainless steel, the Dalkon shield made of 

polyvinyl acetate, the copper 7 (Gravigard) and copper - T 

200.  

 

Second Generation: It includes the medicated IUDs of 

1970s and 1980s consist copper on them. it include deices 

such as Nova - T (Noncard) and multiload 250. the shape 

and the amount of copper is the rudimentary of this copper 

devices.  

 

Third Generation: It includes copper T380A, 380S, 380Ag, 

multiload 375, copper - safe 300 (Cu - safe 300), copper Fix 

330 or Flexigard 330 and levonorgestrel releasing IUD 

(Levonal) hese are the improved second - generation 

devices, and some are impregnated with progestogen. Upto 5 
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years it provides the contraception thus containing 

levonorgestrel (released at 20 µg/day; Mirena). It is also 

designed to decrease the incidence of pain, spontaneous 

expulsion, and bleeding.9 

 

Timing of Insertion 

Mostly the copper T380A IUD may be placed during the 

menstrual cycle, moreover the patent should not pregnant. 

The LNG - IUDs (14 - 20mcg) should be inserted during the 

first seven days of menstrual cycle. It is also safe to place 

after vaginal or cesarean delivery (within 10 minutes after 

placental separation), albeit there is higher risk of expulsion 

if the insertion is delayed.1
0 

Mostly throughout worldwide 

the physician prefer to insert the IUD during the menstrual 

phase.1
1
 

 

1.4 Societal factors affecting utilization of IUDs 

 

Variations in IUD use in the world 
IUD are used by 14.3% of women of reproductive age, the 

women that are using IUD is around b2% whereas in other 

countries it is N40%. Moreover, the reason is not well 

documented.1
2
For the control of fertility IUDs and condoms 

were the only false method until the 1960s. The insertion of 

an IUD is the second most method of family plaining using 

worldwide 13.6%), after female sterilization (20.5%), among 

women of reproductive age who are married or cohabiting 

(United Nations, 2006). The IUD users are 2 - fold higher in 

the developing world (14.5%) than the developed world 

(7.6%).  

 

Service delivery and policy factors affecting prevalence 

of use 
Sometimes the uptake of IUD id mostly affected by the 

perspective of the clinicians: some of them received the 

proper training while others may lack the skills. Proper 

counseling and the safe use of IUD should be advice to 

women.  

 

Factors that affect IUD use include At the programmed 

level:  

Costs (device cost, its insertion and removal, and the 

management clinic service of possible side effects); quality 

of care; providers training and supervision; the facility of 

access to these services and the geo - graphical dispersal.  

 

Clinical factors affecting utilization of IUDs 
The knowledge of women mainly shaped the attitude 

towards the IUD and her assessment of relative risks and 

benefits associated with its use. With older IUDs 

misinformation dominate, and fueled by complications are 

no longer available.1
3
 

 

1.5 Mechanism of Action 

 

Each type of IUD varies in their potential mechanism of 

action (inert, copper or hormonal).1
4
 In the endometrium 

IUD induces a local inflammatory reaction and the humoral 

components are released into the uterine cavity.1
5
 

 

Copper- IUD: This IUD is spermicidal and thus mechanism 

is the prevention of fertilization through cytotoxic 

inflammatory reaction. These IUD uses, there is the 

concentration of copper in cervical mucus which leads to 

inhibition of sperm motility. There are various endometrial 

changes, sperm migration, quality, and viability at the level 

of the endometrium is hindered. Thus, it is believed to be 

primary mechanism by which the contraception is 

achieved.1
6
 

 

Hormonal- IUD: It contains a progestin called 

levonorgestrel. There is a small amount of progestin which is 

embedded within the vertical arm of the T, is released daily 

into the uterus.  

It helps to prevent pregnancy in three ways:  

 The cervical mucus gets thickened up so that the sperm 

cannot penetrate to fertilize an egg.  

 The normal condition of the fallopian tubes gets change 

so that it gets difficult for an egg to travel to the uterus.  

 If the sperm enters the body who uses a hormonal IUD, 

the sperm development can be negatively affected, the 

they are not able to survive at all.1
7
 

 

2. Risks of Intra Uterine Devices 
 

Sexually transmitted disease is higher in younger women. 

There is a little worry about whether the insertion of IUD 

affects the risk of lower genital tract, leading to pelvic 

inflammatory of disease (PID) and subsequent infertility. 

Albeit it shows that the risk of PID is low among IUD users 

and has not shown that IUDs cause infertility. Also, the 

women who accept the use of IUD for contraception are 

potentially at risk for adverse events such as expulsion and 

perforation, changes in menstrual bleeding pattern related to 

IUD use or its failure. These risks are greater in younger as 

compared to older.1
8
Through device insertion the uterine 

perforation is an uncommon complication, with an incidence 

of one in 1, 000 insertions. There are very less chances that 

the device may perforate into bowel or urinary tract albeit 

through laparoscopy the perforated device can be 

removed.1
9 

Over the past 50 years the relationship between 

use of an intrauterine device (IUD) and pelvic inflammatory 

disease (PID).2
0 
Due to lower complications, discontinuation 

and failure the levonorgestrel - releasing intrauterine system 

may be a better choice than copper IUD.2
1 

Over the first six 

months the new cu IUD users reported decreasing bleeding 

and cramping.2
2 

Upto 15% users remove the device within 

the first year because of the increased bleeding and pain, still 

higher percentage of people tolerate these side effects yet 

retain use of the method.2
3
 

 

3. Perforation  
 

Perforation of the uterus with IUDs was first described in the 

1930s. 
5, 6

 Initially, there was denial that this could happen at 

the time of insertion, and it was postulated that devices were 

always forced through the uterine wall by uterine 

contractions.2
4 

from the intrauterine contraceptive device the 

uterine perforation is the most serious complication. The 

frequency is 0.05 and 13 per 1000 insertions (average, 

1.2/1000) and it depends upon he device placed, the skill of 

the operator, position of the uterus, and intensity of follow 

up. Majority of this occurred at the time of insertion. It may 

be partial, with some potion of the device remaining in the 

endometrial cavity or the device passing wholly into the 
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peritoneal cavity.2
5 

LNG - IUSs suggests serious outcomes 

such as peritonitis which is caused by perforation of the 

uterine wall after insertion are rare.2
6 

Serious problems, 

including pain, abnormal bleeding, bowel or bladder 

perforation, and fistula formation, may cause by uterine 

perforation when there is migration of IUDs into the pelvic 

peritoneal space invading the adjacent organs. In patients 

with uterine perforation the invasion of momentum, pouch 

of Douglas, the serosa of the ileum, the bladder, and the 

rectum has been reported.2
7 

The IUD is usually 

recommended after 6 months of delivery, thus thinning of 

the postpartum uterus wall is the main reason.2
8 

Moreover, 

IUDs may be the cause of dysmenorrhea along with heavy 

bleeding with an IUD in place it also reported the ectopic 

pregnancies.2
9
After the delivery many women request to 

insert IUD during lactation. Through many literatures it was 

found that insertion of IUD in breast - feeding women is 

related with increased of uterine perforation because of 

uterine contractility and involution.3
0
 

 

4. Expulsion  
 

2 - 10% is the rate of expulsion of the IUD which vary by its 

type.20 mcg - releasing levonorgestrel intrauterine system or 

the copper T380Ag IUD assigned to large randomized trial 

of parous women aged 18 to 38 thus observed highest rate of 

expulsion use.3
1 

Intrauterine device can take place at any 

time and thus the expulsion rates depends upon timing of 

placement, type, and mode of delivery.3
2
After insertion if 

there is immediate discontinuation following immediate 

aspiration abortion or early abortion occurs as a result 

ramifications of expulsion of the IUD or removal due to side 

effects.3
3 

After expulsion the reinsertion of device may not 

be feasible for all women owing to cost, insurance coverage. 

The data of expulsion of is essential contributor and thus 

inform of patient data counseling is important.3
4 

Their is 

clear advantage for LNG - IUDs when there is a comparison 

of efficacy rate between different type of IUDs and among 

Cu - IUDs, for those having largest total copper area.3
5 

The 

risk of IUD expulsion is higher after medical abortion 

because of thicker endometria and lower baseline position.3
6
 

It is unknown fact that whether the together use of menstrual 

cups and IUDs decreases the contraceptive 

effectiveness.3
7
IUD expulsion risks may get increased by 

the use of menstrual cup thus research is necessary to find 

out the link between menstrual hygiene product use and IUD 

expulsion.3
8 

There are higher rates of early IUD expulsion in 

those women using menstrual cups or tampons for menstrual 

protection.3
9
 

 

5. Bleeding Irregularities 
 

The copper containing device mostly causes intermenstrual 

spotting or heavy or prolonged menstrual bleeding and thus 

it is main reason for the method discontinuation.4
0 

Uterine 

bleeding includes regular withdrawal bleeding, amenorrhea, 

irregular spotting/bleeding, or heavy, prolonged bleeding 

thus it depends upon bleeding profile of contraceptive. It is 

very important to counsel women regarding their chosen 

contraception.4
1 

22% and 67% of women reported the 

irregular bleeding during the first months after the IUD has 

been placed, which got on reducing by the end of the year. 

To avoid “bleeding nuisances” proper counseling by doctors 

regarding the bleeding pattern should be taken. The 

mechanism involved in this irregular pattern are unclear. The 

users of LNG - IUS users faced the local effect on the 

endometrium and reported changes in the endometrial 

vascularization, which is responsible for reducing mean 

vascular density and increase the mean vascular area. This 

increase in sub endometrial vascularization is reported by 

the women complaining of the side effects (dysmenorrhea 

and/or irregular bleeding) also the insertion of copper - 

releasing intrauterine devices (Cu - IUDs).4
2 

Women those 

use progestogen only contraceptive method their 

irregularities in bleeding pattern is due to atrophic, unstable 

endometrium. Thus, the evidence for managing the irregular 

bleeding progestogen - only contraceptive methods are very 

less.4
3 

 

References 
 

[1] Madden T, Cortez S, Kuzemchak M, Kaphingst KA, 

Politi MC. Accuracy of information about the 

intrauterine device on the Internet. Am J Obstet 

Gynecol.2016; 214 (4): 499. e1 - 499. e6. doi: 

10.1016/j. ajog.2015.10.928.  

[2] Nelson A, Massoudi N. New developments in 

intrauterine device use: focus on the US. Open Access 

J Contracept.2016; 7: 127 - 14. https: //doi. 

org/10.2147/OAJC. S85755.  

[3] Jones RE, Lopez KH, in Human Reproductive Biology 

(Fourth Edition) , 2014.  

[4] Howard, B., Grubb, E., Lage, M. J. Trends in use of 

and complications from intrauterine contraceptive 

devices and tubal ligation or occlusion. Reprod Health 

14, 70 (2017). https: //doi. org/10.1186/s12978 - 017 - 

0334 - 1.  

[5] Ouyang M, Peng K, Botfield JR, McGeechan K. 

Intrauterine contraceptive device training and 

outcomes for healthcare providers in developed 

countries: A systematic review. PLoS One.2019; 14 

(7): e0219746. Published 2019 Jul 15. doi: 

10.1371/journal. pone.0219746.  

[6] Komali B. V, Kalyani1M, Babu C. H. A REVIEW ON 

INTRAUTERINE DEVICES. International Journal of 

Research in Pharmaceutical and Nano Sciences.2013; 

2 (5): 554 - 558.  

[7] Margulies L. History of intrauterine devices. Bull N Y 

Acad Med.1975; 51 (5): 662 - 667.  

[8] GoldstuckN. D. Reducing Barriers to the use of the 

Intrauterine Contraceptive Device as a Long Acting 

Reversible Contraceptive. African Journal of 

Reproductive Health December 2014; 18 (4): 15.  

[9] Iklaki CU, Agbakwuru AU, Udo AE, Abeshi SE. Five - 

year review of copper T intrauterine device use at the 

University of Calabar Teaching Hospital, Calabar. 

Open Access J Contracept.2015; 6: 143 - 147. doi: 

10.2147/OAJC. S82176.  

[10] Hardeman J, Weiss BD. Intrauterine devices: an 

update. Am Fam Physician.2014; 89 (6): 445 - 450.  

[11] White MK, Ory HW, Rooks JB, Rochat RW. 

Intrauterine device termination rates and the menstrual 

cycle day of insertion. Obstet Gynecol.1980; 55 (2): 

220 - 224.  

Paper ID: SR211005171511 DOI: 10.21275/SR211005171511 230 

www.ijsr.net
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.2147/OAJC.S85755
https://doi.org/10.2147/OAJC.S85755
https://www.sciencedirect.com/book/9780123821843
https://www.sciencedirect.com/book/9780123821843
https://doi.org/10.1186/s12978-017-0334-1
https://doi.org/10.1186/s12978-017-0334-1


International Journal of Science and Research (IJSR) 
ISSN: 2319-7064 

SJIF (2020): 7.803 

Volume 10 Issue 10, October 2021 

www.ijsr.net 
Licensed Under Creative Commons Attribution CC BY 

[12] BuhlingaK. J, Ziteb N. B, Lotkec P, BlackdK. 

Worldwide use of intrauterine contraception: a review. 

contraception.2014; 89 (3): 162 - 173.  

[13] The ESHRE Capri Workshop Group. Intrauterine 

devices and intrauterine systems. Human Reproduction 

Update.2008; 14 (3): pp.197–208. doi: 

10.1093/humupd/dmn003.  

[14] Stanford J. B, Mikolajczyk R. T. Mechanism of action 

of intrauterine devices: update and estimation of post 

fertilization effect. American journal of obstetric 

gynecology.2002; 186 (6): p - 1699 - 1708.  

[15] Ortiz ME, Croxatto HB, Bardin CW. Mechanisms of 

action of intrauterine devices. 

ObstetGynecolSurv.1996; 51 (12 Suppl): S42 - S51. 

Doi: 10.1097/00006254 - 199612000 - 00014.  

[16] Kaneshiro B, Aeby T. Long - term safety, efficacy, and 

patient acceptability of the intrauterine Copper T - 

380A contraceptive device. Int J Womens Health.2010; 

2: 211 - 220. Published 2010 Aug 9. doi: 10.2147/ijwh. 

s6914.  

[17] Toler S. How do IUDs prevent pregnancy?2019 

[18] Jatlaoui TC, Riley HEM, Curtis KM. The safety of 

intrauterine devices among young women: a 

systematic review. Contraception.2017; 95 (1): 17 - 39. 

doi: 10.1016/j. contraception.  

[19] Rowlands S, Oloto E, Horwell DH. Intrauterine 

devices and risk of uterine perforation: current 

perspectives. Open Access J Contracept.2016; 7: 19 - 

32. doi: 10.2147/OAJC. S85546.  

[20] Hubacher D. Intrauterine devices & infection: review 

of the literature. Indian J Med Res.2014; 140 Suppl 

(Suppl 1): S53 - S57.  

[21] Berenson AB, Tan A, Hirth JM, Wilkinson GS. 

Complications and continuation of intrauterine device 

use among commercially insured teenagers. Obstet 

Gynecol.2013; 121 (5): 951 - 958. doi: 

10.1097/AOG.0b013e31828b63a0.  

[22] Sanders JN, Adkins DE, Kaur S, Storck K, 

GawronLM. Bleeding, cramping, and satisfaction 

among new copper IUD users: A prospective study. 

PLOS ONE.2018; 13 (11): e0199724. https: //doi. 

org/10.1371/journal. pone.0199724.  

[23] Hubacher D, Chen PL, Park S. Side effects from the 

copper IUD: do they decrease over time?. 

Contraception.2009; 79 (5): 356 - 362. doi: 10.1016/j.  

[24] Rowlands S, Oloto E, Horwell DH. Intrauterine 

devices and risk of uterine perforation: current 

perspectives. Open Access J Contracept.2016; 7: 19 - 

32. Published 2016 Mar 16. doi: 10.2147/OAJC. 

S85546.  

[25] Heinberg EM, McCoy TW, Pasic R. The perforated 

intrauterine device: endoscopic retrieval. JSLS.2008; 

12 (1): 97 - 100.  

[26] Heinemann K, Reed S, Moehner S, Minh TD. Risk of 

uterine perforation with levonorgestrel - releasing and 

copper intrauterine devices in the European Active 

Surveillance Study on Intrauterine Devices. 

Contraception.2015; 91 (4): 274 - 279.  

[27] Sun, X., Xue, M., Deng, X. Clinical characteristic and 

intraoperative findings of uterine perforation patients 

in using of intrauterine devices (IUDs). Gynecol 

Surg.2018; 15 (3). https: //doi. org/10.1186/s10397 - 

017 - 1032 - 2.  

[28] Gunday OK. A Very Rare Complication after Removal 

of Intrauterine Device: Multiple Intestinal Rupture. 

World J Surg Surgical Res.2018; 1: 1069.  

[29] Quevedo, M. (2016). Intrauterine Device Perforation. 

Journal of Diagnostic Medical Sonography, 32 (4), 

207–210. https: //doi. org/10.1177/8756479316645538 

[30] Caliskan E, Oztürk N, Dilbaz B, DilbazS. Analysis of 

risk factors associated with uterine perforation by 

intrauterine devices. The European journal of 

contraception & reproductive health care: the official 

journal of the European Society of 

Contraception.2003; 8 (3): 150 - 5.  

[31] Madden T, McNicholas C, Zhao Q, Secura GM, 

Eisenberg DL, Peipert JF. Association of age and parity 

with intrauterine device expulsion. Obstet 

Gynecol.2014; 124 (4): 718 - 726. doi: 

10.1097/AOG.0000000000000475.  

[32] Averbach SH, Ermias Y, Jeng G, Curtis KM, 

Whiteman MK, Bibee EB, Jamieson DJ, Marchbanks 

PA, Tepper NK, JatlaouiTC. Expulsion of intrauterine 

device postpartum placement by timing of placement, 

delivery type and intrauterine device type: a systematic 

review and meta analysis. American journal obstetrics 

gynecology.2020; 223 (2): P177 - 188.  

[33] Wildemeersch D, Goldstuck N. Expulsion and 

continuation rates after postabortion insertion of 

framed IUDs versus frameless IUDs – review of the 

literature. Open Access J Contracept.2015; 6: 87 - 94. 

https: //doi. org/10.2147/OAJC. S87607. c 

[34] Blumenthal PD, Lerma KlairaMPH. Intrauterine 

Device Expulsion After Postpartum Placement: A 

Systematic Review and Meta - Analysis, Obstetrics & 

Gynecology: March 2019; 133 (3): 582. doi: 

10.1097/AOG.0000000000003144.  

[35] Patrick T, Thierry A, Elise de LR, Bernard M. Risk 

factors for IUD failure: results of a large multicentre 

case–control study, Human Reproduction.2006; 21 

(10): 2612 - 2616. https: //doi. 

org/10.1093/humrep/del208.  

[36] Shimoni N, Davis A, WesthoffC. Can ultrasound 

predict IUD expulsion after medical abortion. 

Contraception.2014; 89 (5): 434 - 439.  

[37] Seale R, Powers L, Guiahi M, MinahanKM. 

Unintentional IUD expulsion with concomitant 

menstrual cup use: a case series. contraception.2019; 

100 (1): 85 - 87.  

[38] Schyner AN, Jensen JT, Edelman A, Han L. Do 

menstrual cups increase risk of IUD expulsion? A 

survey of self - reported IUD and menstrual hygiene 

product use in the United States. The European journal 

of contraception and reproductive health care.2019; 24 

(5): 368 - 372.  

[39] Weibe ER, Trouton KJ. Does using tampons or 

menstrual cups increase early IUD expulsion 

rates?Contraception.2012; 86 (2): 119 - 121.  

[40] Godfrey E, Folger S, Jeng G, Jamieson D, Curtis K. 

Treatment of bleeding irregularities in women with 

copper - containing IUDs: A systematic review. 

Contraception.2012; 87 (5).  

[41] Villavicencio J, Allen R. Unscheduled bleeding and 

contraceptive choice: increasing satisfaction and 

continuation rates. Open Access J Contracept.2016; 7: 

43 - 52 https: //doi. org/10.2147/OAJC. S85565.  

Paper ID: SR211005171511 DOI: 10.21275/SR211005171511 231 

www.ijsr.net
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1371/journal.pone.0199724
https://doi.org/10.1371/journal.pone.0199724
https://doi.org/10.1186/s10397-017-1032-2
https://doi.org/10.1186/s10397-017-1032-2
https://doi.org/10.1177/8756479316645538
https://doi.org/10.2147/OAJC.S87607.c
https://doi.org/10.2147/OAJC.S87607.c
https://doi.org/10.1093/humrep/del208
https://doi.org/10.1093/humrep/del208
https://doi.org/10.2147/OAJC.S85565


International Journal of Science and Research (IJSR) 
ISSN: 2319-7064 

SJIF (2020): 7.803 

Volume 10 Issue 10, October 2021 

www.ijsr.net 
Licensed Under Creative Commons Attribution CC BY 

[42] Bastianelli C, Farris M, Rapiti S, Vecchio RB, 

BenagianoG. Different Bleeding Patterns with the Use 

of Levonorgestrel Intrauterine System: Are They 

Associated with Changes in Uterine Artery Blood 

Flow?Biomed research international.2014; 1 - 6. 

Article ID 815127. https: //doi. 

org/10.1155/2014/815127.  

[43] ForanT. The management of irregular bleeding in 

women using contraception. contraception.2017; 46 

(10): 717 - 720.  

Paper ID: SR211005171511 DOI: 10.21275/SR211005171511 232 

www.ijsr.net
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1155/2014/815127
https://doi.org/10.1155/2014/815127



