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Abstract 
 

Intrauterine contraceptive device (IUCD) is among the commonly used contraceptive methods in the world including sub-Saharan 

Africa but have been associated with a number of complications that although rare, can occur. Uterine perforation is the most 

serious complication of the IUCD. Surgical management is required in cases with complete uterine perforation, in which the IUCD 

is partially or completely within the peritoneal cavity. We present a case of a 27year old para 2 woman reporting with mild lower 

abdominal pains and the absence of IUCD string in the vagina after its insertion following evacuation of the uterus 2 years prior to 

this study. With the utilization of multiple imaging modalities, an exploratory laparotomy was done to remove the migrated IUCD 

and repair of the perforated bowel and urinary bladder. (Afr J Reprod Health 2020; 24[4]: 213-217). 
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Résumé 

 

Le dispositif contraceptif intra-utérin (IUCD) fait partie des méthodes contraceptives couramment utilisées dans le monde, y 

compris en Afrique subsaharienne, mais a été associé à un certain nombre de complications qui, bien que rares, peuvent survenir. 

La perforation utérine est la complication la plus grave de l'IUCD. Une prise en charge chirurgicale est nécessaire dans les cas de 

perforation utérine complète, dans laquelle l'IUCD est partiellement ou complètement dans la cavité péritonéale. Nous présentons 

le cas d'une femme Para 2 de 27 ans qui a rapporté avec des légères douleurs abdominales basses et l'absence de fil du dispositif 

contraceptif intra-utérin dans le vagin après son insertion suite à l'évacuation de l'utérus 2 ans avant cette étude. L'utilisation des 

multiples modalités d'imagerie , une laparotomie exploratoire a été réalisée pour retirer l'IUCD migré et réparer l'intestin et la vessie 

perforés. (Afr J Reprod Health 2020; 24[4]: 213-217). 

 

Mots-clés: IUCD migré, perforation uterine, échographie, radiographie, Tomodensitométrie 

 

Introduction 
 

Intrauterine contraceptive device (IUCD) is among 

the commonly used  contraceptive methods in the 

world including sub-Saharan Africa1. It is 

associated with several complications even though 

rare.  These complications  include infection, 

uterine bleeding, ectopic pregnancy, and uterine 

perforation2. Perforation by IUCD can involve 

several neighboring organs such as the urinary 

bladder and rectosigmoid3. Uterine perforation is 

the most serious complication of the IUCD, 

occurring in 1.6 per 1000 insertions4. Surgical 

management is required in cases with complete 

uterine perforation, in which the IUCD is partially 

or completely within the peritoneal cavity3,5. The 

radiologist plays an important role in the diagnosis 

of IUCD migration using multiple imaging 

modalities, for careful assessment of 

intraabdominal complications, since emergency 

intervention maybe warranted5. Due to the 

increased risk of complications that could arrive 

from sporadic exploratory surgeries, adequate 

planning before surgeries is essential to reduce 

duration of surgery as well as surgical 

complications. We therefore present a case of how 

a combination of multiple radiological imaging 

modalities aided in accurate mapping of the 

location of IUCD and associated regional 

perforation. 
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Case Presentation 
 

A 27year old Para 2 woman reported with mild 

lower abdominal pains and the absence of IUCD 

string in the vagina after its insertion 2years ago 

following evacuation of the uterus.  

An initial pelvic x – ray showed the presence of the 

IUCD in the pelvis but deviated to the right (Figure 

1). A pelvic ultrasound was subsequently 

performed using both transabdominal and 

transvaginal approach. This revealed an empty 

uterus and a linear echogenic structure in the right 

adnexa, lateral to the urinary bladder with 

surrounding bowel loops (figures 2.0 and 3.0) 

which was believed to be the IUCD. A 

complimentary computed tomography (CT) 

revealed simultaneous bowel and urinary bladder 

wall perforation by the migrated IUCD with no 

pelvic abscess (Figure 4.0).  

An exploratory laparotomy performed 

revealed a 3mm perforation of the ileum in the anti-

mesenteric border about 17cm from the ileocecal 

junction. The horizontal arm of the IUCD was 

completely buried within the bowel lumen while 

the vertical arm was buried within the serosa of the 

urinary bladder with the string buried within the 

serosa of the bowel. A 1mm size dimple was found 

at the anterior wall of the uterus about 3cm from the 

fundus. The fallopian tubes and ovaries appeared 

normal. The IUCD was removed and the bowel and 

serosa of the urinary bladder were repaired. 
 

Discussion 
 

Uterine perforation is a known complication after 

insertion of IUCD. Insertion of the device post 

abortion, postpartum during lactation as well as 

retroverted uterus are risk factors for uterine 

perforation6,7. In our case, the IUCD was inserted 

after evacuation of uterus which increased the risk 

of uterine perforation. Perforation usually occurs at 

the time of insertion but the IUCD may be 

embedded in the uterus. Subsequent  uterine 

contractions forces the embedded IUCD through 

the wall into the pelvic or abdominal cavity or into 

adjacent organs such as the rectosigmoid, urinary 

bladder, and even appendix8–10. In our case, the 

migrated IUCD simultaneously perforated the 

ileum and serosa of the urinary bladder. Cervical 

perforations have also been identified where the 

IUCD remains in situ and the IUCD strings 

penetrate the anterior vaginal wall and urinary 

bladder11. 

Most perforations though occur at the time 

of insertion, it may not be recognized until years 

later because they are usually asymptomatic as in 

our case. Although, it has been suggested that 

surgical removal may not be necessary in 

asymptomatic patients12, severe morbidity such as 

bowel obstruction, abscess and fistula may occur 

with intraabdominal   device2. The triad of 

abdominal pain, fever and intermittent diarrhea 

associated with a missing IUCD has been suggested 

as representing the signs and symptoms of bowel 

injury11. In this present case, the patient only 

presented with mild lower abdominal pain despite 

simultaneous perforation of urinary bladder and 

ileum. No sign of peritonitis was evident clinically 

and at surgery. This could be explained as due to 

the small diameter of perforation (1mm). Also, 

since urinary bladder perforation was limited to the 

serosa without intraluminal extension, severe 

symptoms of urinary bladder injury were unlikely. 

If a patient becomes pregnant or the IUCD 

string is not visible at the external os, uterine 

perforation should be suspected; as in this present 

study where the IUCD string was not visible at the 

external os in a non-pregnant woman. Uterine 

perforation post abortion in our case was evident by 

the 1mm dimple seen at the anterior wall of the 

uterus at surgery. 

Vaginal ultrasonography, pelvic 

radiography, hysterography and pelvic Computed 

Tomography (CT) are radiological imaging that can 

be used to accurately determine the location and 

possible complications of a misplaced IUCD. If the 

IUCD is not located within the endometrial cavity, 

plain radiography, hysterography and CT of the 

abdomen and pelvis can be useful for 

diagnosis2,13,14. In the present study, a combination 

of plain radiography, sonography and CT of the 

pelvis helped in carefully mapping the location of 

the misplaced IUCD and surrounding visceral 

perforations. This enabled proper and adequate 

planning for the surgical procedure. 

The normal removal of intrauterine contraceptive 

devices within the uterus is by pulling it out by its  
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Figure 1: Showing right deviation of IUCD (white arrow) in the pelvis on x –ray 
 

   
 

Figure 2.0: Ultrasound shows minimal endometrial collection but with absent IUCD in the cavity 

 

strings, and if the strings are missing, IUCD within 

the uterus may be removed by dilation and 

curettage or hysteroscopy. In cases where the IUCD 

has migrated outside the endometrial cavity or 

intra-abdominally, recommended methods of 

removal of the IUCD from the perforated viscous, 

include cystoscopy, colonoscopy, laparoscopy and 

appendectomy15–18. Currently the accepted 

treatment for removal of a misplaced IUCD is 

surgical removal through laparoscopy or 

laparotomy16. 

In our case report with missing IUCD 

thread in vagina, the combination of multiple 

imaging modalities using pelvic radiography, 

ultrasound, and CT, made it possible for accurate 

mapping of the location of the migrated IUCD. The 

revelation of simultaneous perforation of the 

urinary bladder and the small bowel by the IUCD  
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Figure 3.0: Transvaginal image showing an echogenic linear structure at the right adnexa suspected to be IUCD 

(White arrow) 
 

   
 

Figure 4.0: Showing CT image of simultaneous perforation of small bowel and right lateral urinary bladder wall 

(white arrow) 
 

on imaging influenced the decision to perform 

laparotomy to remove the misplaced IUCD. 
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