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INTRODUCTION

The use of an intrauterine contraceptive device
(IUCD) is one of the most prescribed and
accepted methods of birth control worldwide
which have been around for years. IUCDs are safe,
convenient, easily available, painless and these
attributes make it the top choice of contraception
in females.! Over the years, there have been
many design modifications which renders them
even more effective form of long-acting reversible
contraception. Uterine perforation due to IUCD is
a serious complication but it is uncommon and
it can often be asymptomatic so much so that it
can wander around in pelvic or peritoneal cavity
for years. IUCD leading to uterus perforation
has reported incidence of 0.5-1%/1000 IUCD
insertions.2 Usually, IUCD is recovered after 15-
20 years after menopause. We present a case
where a female had an IUCD placed at the age of
35 years and was recovered surgically from the
uterine wall and sigmoid colon.

CASE
A 70-year-old lady presented to our surgical floor

in October 2017 with generalized abdominal pain
and constipation for five days. She did not have
any previous history of constipation, diarrhea,
blood in stools, bleeding per vagina, weight loss
and previous surgery. On examination, she had a
tenser tender abdomen with tenderness more in
the lower abdomen. On DRE she had ballooning
of rectum and finger was fecal stained. USG
abdomen and Xray abdomen did not show any

significant findings.

Figure-1. Preoperative erect chest and abdominal
XRAYS.
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After resuscitation exploratory laparotomy was
performed. There was extensive fibrosis extending
from uterus to sigmoid colon. When adhesiolysis
was done and area palpated, there was a rigid
structure present in such a manner that it’s one
half was in the uterine wall and the other half in
the sigmoid colon wall. It was an IUCD that had
transmigrated from the uterus and was invading
a sigmoid colon. The uterus was repaired and
colostomy of sigmoid colon was made in the left
iliac fossa.

Figure-2. Per operative picture showing retrieval of
IUCD from Uterine and Sigmoid colon’s wall.

The patient was enquired about the device and
she told that she had it placed around 35 years
back but after that forgot about its presence.

DISCUSSION

Uterine perforation and migration of the IUD into
abdominal or pelvic organsis a major complication
of IUD insertion. Most uterine perforations are
asymptomatic and therefore unrecognized that
is why post insertion follow-up and awareness
of complications to assess for when the patient
returns are important.® Our patient did not have
any symptoms for years and the lower abdominal
pain started only 5 days back. She even forgot
about the device that she had placed about 35
years ago.

The risk of perforation appears to depend on the
type of device placed, the skill of the operator,
the position of the uterus, and the intensity of
follow-up. The natural history of IlUD translocation

following any type of uterine perforation is not
well understood and likely depends on a number
of factors, such as the type of IUD, uterine
morphology, anteverted and mid positioned
uterus the site of perforation, the presence and
location of leiomyoma, and the mechanics at the
given insertion event.*

Two mechanisms seem to be relevant in
explaining the pathogenesis of the uterine
perforation caused by IUCD.> The first one
being that perforation at the time of insertion
called misplacement and can be diagnosed by
acute pelvic pain, bleeding, or lost the thread.
Unfortunately, most of these perforations at the
time of insertion can be missed due to a lack of
symptoms if not checked by ultrasonography.
The second mechanism of uterine perforation
may take place slowly and steadily after a variably
longer time of insertion called IUD migration, in
the presence of the risk factors mentioned earlier.
Symptoms may develop early or very late or
even remain asymptomatic. In our patient, a long
gap of 30-35 years is present so we postulate
that this transmigration occurred due to fibrosis
around the device and difference in consistency
of tissues. Thus, patients must be evaluated
for the above-mentioned risk factors by history
and examination and later ultrasonographically
before the IUCD is placed. Then examined again
once it is inserted immediately and periodically
thereafter for the prevention of uterine perforation
and other complications.

Perforation may be complete; it means that
the device passes through all three layers of
the uterus or it may be partial in which it IUCD
only invades myometrium.® In our case, IUCD
perforated all the layers of uterus and invaded the
sigmoid colon in such a way that one half of the
IUCD was in uterus and the other half was in the
sigmoid colon. There was thick fibrosis around
the IUCD and walls of viscera.

Once the IUCD perforates the uterus it can migrate
to the peritoneum, omentum, rectum, sigmoid
colon, appendix, small bowel, colon, adnexa, and
iliac vein, ureter and urinary bladder.”'° This leads
to injury to adjacent viscera like rectal perforation
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leading to pelvic abscess, fistulas, appendicitis,
small bowel perforation and obstruction,
venous emboli, vesicolithiasis, ureteric stones,
and obstruction. The actual incidence of
transmigration is much more than this as most
of the time it goes unnoticed. Although some
patients have signs and symptoms suggestive of
IUD perforation including pelvic pain, bleeding,
and/or infection, many patients seem apparently
asymptomatic."

The cornerstone in diagnosing a uterine perfo-
ration and localization of the IUCD is ultrasound
scanning. Localizing the IUCD becomes more
accurate when transvaginal scanning performed
than with transabdominal scanning. Ultrasound
scanning is a better modality for identifying de-
vices that are intrauterine rather than extrauterine
and the latter are better visualized with the help of
X-ray and CT scan than with USG alone. So the
precise localization is done with the help of a CT
scan or even MRI."2 [UCD has a radiopaque line
over them which makes them demonstrable by
the X-ray. In our patient, [IUCD was neither visual-
ized on USG nor on the X-ray.

It is conventional clinical practice to remove all
devices that have completely perforated the
uterine wall. The precise surgical details of the
removal of IUDs from the abdomen are outside
the scope of this article. Minimally-invasive
laparoscopic removal is to be preferred, but when
the removal is more complicated open laparotomy
may be safer. In certain instances, a combination
of hysteroscopy and laparoscopy and, rarely,
fluoroscopy will be required for localization
and removal of the ectopic IUD. Efforts should
be made to protect and confirm that all vital
structures of the abdomen and pelvis are without
injury following all but the most straightforward
operative IUD retrievals.®

Perforation can be prevented by taking special
care from 48 hours to 4 weeks postpartum, using
plastic sound, suitable tenaculum, appropriate
traction, pull back release mechanism and
application supervised by skilled and experienced
clinicians.

CONCLUSION

IUCD tend to migrate outside the uterus and
enter onto other cavities or viscera even after
many decades. When dealing with abdominal or
pelvic pain in the elderly, the history of IUCD at
any stage of life should always be sought.
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