Transuterine Migration and Bowel Injury as a Complication of

Intrauterine Contraceptive Device
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Intrauterine contraceptive device (IUD) is a widely accepted method of contraception. Although IUD is
one of the most effective contraceptive methods, the migration of itfrom the uterus is a rare but an ext-
remely serious complication. The aim of this report is to emphasize the management and therapy of

this complication.
(Gynecol Obstet Reprod Med 2006; 12:000-000)
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Intrauterine device (IUD) is a widely accepted method of
contraception in Turkey. The most serious complication of
IUD insertion is uterine perforation. The reported incidence
ofp erlﬁ)ration range is fortunately only 0.5-1/1000 per inser-
tions.

Perforations may intrude the neighboring visceral organs,
especially intestinal tract complications; involving the bowel
obstruction, bowel perforation, mesenteric penetration, bo-
wel infarction, rectal strictures, rectouterine fistula, and co-
locolic fistula may occur. Generally uterine perforations can
not be recognized at the time of IUD insertion. The aim of
this report is to emphasize the management and therapy o f
this complication.

Case Report

A 52 year old woman, gravida 2, para 2 was presented to
the gynecology department with lower abdominal pain and
urinary urgency. In the history, she was inserted a Multilo-
ad-Cu 375 -type IUD 50 days ago. Insertion was noted to be
diffi cult and painful. Gynecologic examination showed nor-
mal vagina and cervix, a normal sized, retroverted and mobi-
le uterus without adnexal masses. On speculum examination,
IUD threads were not detected. Transvaginal sonography re-
vealed an empty uterus. An X-ray of the abdomen and the
pelvis showed that IUD is located on the right side of the
pelvis (Figure.1). On laboratory test, urinary infection was
not detected. Hysteroscopy was performed to investigate the
relationship between the uterus and the location ofthe IUD.
We were not able to locate the IUD in the uterine cavity by
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hysteroscopy. Laparoscopy revealed the perforation of the
fundal uterine wall totally and a terminal bowel and bladder
injury. The two flexible plastic arms and the vertical copper-
bearing limb had eroded into the wall ofthe terminal bowel
and bladder. Terminal bowel segment was primarily repaired
success fully by laparos copic intervention. The serosal defect
of the bladder was minimal, so that we didn’t perform any
interventions for it. Patient was discharged without any
complication on the second postoperative day.

Figure 1. X-Ray demonstrating IUD in the pelvis.

Discussion

The frequency ofassociated uterine perforation has been
estimated at 0.5-1/1000 insertions. Perforation ofthe uterus
is fortunately seen rarely but it is one of the most serious
complications of insertions. Perforation is suspected whe-
never the strings are not visible from the cervical os. The
problem may be diagnosed by the patient herself although
only about 2/3 ofwomen who practice sel f-examination are
able to feel their [UD threads. When completely perforated,
IUD can occupy in any part of the peritoneal cavity.

When an IUD can not be found, one has to consider ex-
pulsion, perforation or embedment in the myometrium. Any
suspicion about the perforation of an uterus should follow an
organized and systematic approach utilizing an assortment



of radiologic and operative techniques.2 The diagnosis of
perforation and transuterine migration of the [lUD may be
confirmed with ultrasound, a plain abdominal X-ray, hyste-
roscopy and laparos copy. Pelvic examination and abdomino-
pelvic ultrasound are the diagnostic methods commonly u-
sed.” Ultrasound cannot find a lost TUD without reference to
some structures, especially if the IUD is free-floating. All
IUDs are radio opaque and ifthe IUD is not found in the u-
terus, it can be located in the abdominal cavity by x-ray of
the abdomen, including lateral views. An anterior-posterior
view ofthe pelvis may suggest that the IUD is in the uterus
when it is not. The best way to ensure that the [UD is not in
the uterus is to use hysteroscopy. If the IUD is in the abdo-
minal cavity, the safest and most acceptable way to remove
it is by laparoscopy. Both routes may be helpful ifan IUD is
partially perforated. IUDs in the abdomen, especially copper
IUDs, will develop adhesions any may bear bacteria from
the insertion process. Perforated copper IUDs should be re-
moved as soon as possible.4’ > Ingec et al reported ileal pe-
netration by a copper-bearing IUD is a rare but serious po-
tential complication. The triad ofabdominal pain, fver and
intermittent diarrhea associated with a missing [UD has been
suggested as representing the symptoms and signs ofbowel
injury.6 Recently peritoneal adhesions reported by levonor-
gesterol releasing IUD following uterine perforation. And
this was found similar to that ofthe copper-bearing uD.’

This case presents, sonography should be used to ascerta-
in whether the IUD is in the uterus. Ifnot, abdominal radiog-
raphy should be used to determine whether the device has
been expelled or has migrated. The diagnosis should be con-
firmed by hysteroscopy and laparoscopy.

Conclusion

The most serious potential complication of IUD use is u-
terine perforation and this can cause to severe morbidity.
When an IUD is located in the abdominal cavity, it should
be carefully managed and removed, even in mild symptoma-
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tic patient. When the string is found to be missing, preg-
nancy must be excluded, and the endometrial cavity explo-
red by ultrasonography. Ifthe IUD is not found in the uteri-
ne cavity, abdominal x-ray should be used to determine
whether the device has been expelled or has migrated. Good
selection of women using IUD will result in less reported ca-
ses of missing IUDs.
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