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Unusual clinical course

Adhesion is a complication of cesarean section. Adhesion of the uterus to the bladder or abdominal wall due
to cesarean section can cause discomfort and anatomic distortion. Furthermore, removing intrauterine devices
(IUDs) becomes challenging with anatomic distortion of the uterus. This report describes the case of a woman
with a history of 3 previous cesarean sections who required laparotomy for abdominal adhesion and removal
of an IUD from an anatomically distorted uterus due to adhesion.

The patient was a 43-year-old woman who presented with pelvic pain. She had an IUD inserted 2 months after
her third cesarean delivery 7 years earlier and started to experience chronic pelvic pain with regular and pain-
ful menstruation over the last 4 years and worsening since the last 1 year. On clinical evaluation, the thread of
the IUD was missing, and ultrasonography confirmed the presence of the IUD inside the uterus. Because the
cervix could not be visualized on speculum examination, vaginal removal of the IUD was considered impossi-
ble. Since the 1UD could not be removed via the vaginal route and hysteroscopy and laparoscopy could not be
performed, the patient underwent laparotomy. It was found that the uterus was severely adhered to the ab-
dominal wall, and the IUD was located inside the uterus. Adhesiolysis and IUD removal were performed. The
patient was relieved from the chronic pelvic pain.

This report demonstrates the risk of adhesion after multiple cesarean deliveries and the required surgical in-
tervention performed to remove an IUD and adhesiolysis.

Contraception ¢ Laparotomy ¢ Pelvic Pain
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Background

Postoperative adhesions are a common long-term complica-
tion after cesarean delivery, and an increasing number of ce-
sarean sections confers a higher risk. The incidence of dense
adhesions after 3 cesarean deliveries is reportedly 56.4% to
59% [1,2], with most adhesions occurring between the uterus
and abdominal wall (53.7%) [1]. Adhesions caused by cesar-
ean delivery can cause pelvic pain, infertility, and anatomical
distortion. The only treatment for pain caused by adhesion is
surgical adhesiolysis [3]. Several surgical adhesiolysis proce-
dures via laparoscopy and laparotomy have been reported [4].
Anatomical distortion also makes intrauterine device (IUD) re-
moval difficult. Previous studies have reported the removal of
malpositioned or migrated IUDs [5-7] but not IUD removal from
an anatomically distorted uterus caused by adhesion. Most
of the malpositioned IUDs were caused by uterine anomalies,
such as a septate uterus, bicornuate uterus, and fibroids [8].
The difficulty in performing IUD removal in our case was due
to the anatomical distortion of the uterus caused by the ad-
hesion of the uterus to the abdominal wall.

We report the case of a woman whose IUD thread was found
missing due to the anatomical distortion of the uterus sec-
ondary to postoperative adhesions. This resulted in attach-
ment of the uterus to the anterior abdominal wall with up-
ward displacement, making it difficult to visualize the cervix
during speculum examination. Despite the intrauterine loca-
tion of the 1UD, the patient underwent surgical removal of the
IUD and adhesiolysis via laparotomy because the anatomical
distortion precluded vaginal removal. This report describes the
case of a 43-year-old woman with a history of 3 previous ce-
sarean sections who required laparotomy for abdominal ad-
hesion and removal of an IUD from the anatomically distort-
ed uterus due to adhesion.

Case Report

A 43-year-old woman with a history of 3 cesarean sections vis-
ited an outpatient clinic with a 1-year history of intense pelvic
pain. The indications for the cesarean sections were a breech
presentation, recent cesarean section (within the preceding
2 years), and history of 2 previous cesarean sections. All ce-
sarean sections were performed in a tertiary hospital with a
Pfannenstiel incision. Adhesion prevention agents were not
used in any of these surgeries. The last cesarean section was
performed 7 years before the current presentation, and an IUD
(Nova T; Bayer) was inserted 2 months after this delivery. No
postoperative infection was observed after surgery and 1UD
insertion. Moreover, the patient did not develop any abdomi-
nal infection after IUD insertion.
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Figure 1. Plain abdominal radiograph showing the intrauterine
device, which is to be pulled upward and obliquely
because of the anatomical distortion of the uterus due
to the adhesion to the abdominal wall.

Four years prior to presentation, the patient developed chron-
ic pelvic pain, which had worsened over the last 1 year. She
had not undergone any other surgical interventions. She had
a regular menstrual cycle. Two years before the current pre-
sentation, the patient visited a gynecologist to have the IUD
removed. However, this attempt was unsuccessful. According
to the patient, the gynecologist could not reach the cervix.
Subsequently, she did not follow up for another attempt at
IUD removal.

She continued to experience pelvic pain and visited a gyneco-
logic outpatient clinic to have the IUD removed and convert
to oral contraception. At this stage, the patient had a pain
score of 8 out of 10 using the Wong-Baker Faces Pain rating
scale to describe the pain she experienced. A vaginal exam-
ination performed using a Cusco vaginal speculum revealed
an upwardly displaced cervix that was not visible on exami-
nation. Pelvic ultrasonography revealed an intrauterine IUD;
however, visualizing the cervix on the roof of the vagina was
challenging because the cervix was pulled upward. Plain ab-
dominal radiography showed that the IUD was in the uter-
us but had shifted upward in an oblique position because of
the anatomical distortion of the uterus due to the adhesion
to the abdominal wall (Figure 1). Computed tomography (CT)
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Figure 2. The cervix could not be visualized during evaluation
under anesthesia in the operating theater. It was
retracted cranially.

Figure 4. The Intrauterine device is observed inside the uterus
after uterine wall incision.

Figure 3. The uterus is pulled upward and adheres to the abdominal wall below the Pfannenstiel incision of the previous cesarean
deliveries. The adhesion site (arrow) viewed from (A) left side and from (B) below.

scanning and magnetic resonance imaging (MRI) were not
available in this hospital.

The patient was referred to the day-care operating theater for
evaluation and IUD removal under anesthesia. In the operat-
ing theater, the cervix could not be visualized despite the use
of 2 Jackson vaginal retractors (Figure 2). On bimanual exami-
nation, the cervix was palpated with difficulty. It appeared very
small and was pulled upward. With no visible cervix, traction
of the cervix was not possible, making it difficult to insert an
instrument through the cervical canal. Downward fundal pres-
sure also failed to help the visualization of the cervix, and it
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was subsequently decided that IUD removal via the vaginal
approach had failed.

The patient insisted on IUD removal and wished to convert to
oral contraception. Hysteroscopic facilities were not available
in the hospital where the patient was treated, and she did not
want to be referred. In developing countries such as Indonesia,
only a few hospitals have hysteroscopy facilities. After explain-
ing the options for surgical IUD removal and the risks of lap-
aroscopy and laparotomy, the patient opted for laparotomy.
A Pfannenstiel incision was made. Intraoperatively, a dense
adhesion was located just under the Pfannenstiel incision,
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which tethered the uterus to the abdominal wall with an up-
ward displacement of the uterus (Figure 3A, 3B). The adhe-
sion site on the uterus was in the anterior portion of the low-
er segment, where a low-segment cesarean section incision
had been made previously. The anterior side of the lower uter-
ine segment was attached to the peritoneum. The size of the
uterus was normal. The uterine wall was incised, the IUD was
located inside the uterus and was removed (Figure 4), and
the uterine wall was closed. Adhesiolysis was performed. A
Gynecare Interceed oxidized regenerated cellulose adhesion
barrier (Ethicon Inc, Sommerville, NJ, USA) was placed at the
adhesion site in the uterus before abdominal closure to pre-
vent subsequent adhesions.

Discussion

Adhesions are the most common complication after cesarean
delivery. Pelvic adhesions are associated with secondary infer-
tility, chronic pelvic pain, and anatomical distortion of the re-
productive organs [3]. Some cases reported migration of the
IUD from the uterus to the bladder [5-7], but here, we report
the case of a woman with a history of 3 cesarean deliveries
with dense utero-abdominal wall adhesions that precluded
vaginal IUD removal despite the intrauterine location of the
IUD, which was removed via laparotomy. To the best of our
knowledge, this is the first reported case of surgical removal of
a uterine IUD due to distortion of the uterus from adhesions.

The pathogenesis of adhesions is multifactorial and includes
factors such as tissue ischemia, blood clots, foreign bodies, ma-
nipulation, surgical technique, and infection [3,9]. Few stud-
ies have laparoscopically evaluated the risk of adhesions in
women with previous cesarean sections because laparoscop-
ic surgery is complicated in women after gynecologic surgery.
However, Levin and Tulandi [10] reported a case of adhesions
between the uterus and abdominal wall observed by laparos-
copy in a woman with a history of cesarean section. In their
case, there were dense adhesions between the uterus and the
abdominal wall tethering the uterus to the abdominal cavity.

The patient in our case had had 3 cesarean sections. Therefore,
the risk of adhesions was very high. The incidence of adhe-
sions is reportedly 24.4% to 32% after 1 cesarean section, 42%
after 2, and 42.8% to 59% after 3 cesarean sections [1,11].
Other factors that can increase the risk of adhesions after ce-
sarean sections are older age (>35 years), body mass index
>30 kg/m?, and postpartum infection. Among these factors, the
number of cesarean sections is the most critical risk factor [2].
The number of cesarean sections is not only associated with
a higher risk of adhesions after cesarean section, but also in-
fluences the severity of the adhesions. Women with a histo-
ry of multiple cesarean sections had more severe adhesions
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than those with a history of 1 cesarean section [10,12]. The
location of the adhesions after cesarean section also influ-
ences the symptoms. In particular, anterior compartment ad-
hesions, such as utero-abdominal wall adhesions, are signifi-
cantly associated with chronic pelvic pain [13]. The patient in
the present case experienced chronic pelvic pain with a pain
score of 8 using the Wong-Baker Faces pain rating scale, and
this was likely due to adhesions. She had no history of sexu-
ally transmitted disease and had never had any other surgi-
cal intervention. Cesarean sections were the only surgery she
had undergone thus far.

Several case reports of surgical removal of IUDs have been pub-
lished previously. The indications for surgical removal in these
case reports were uterine perforation from the IUD and extra-
uterine migration of the 1UD [14-17]. Laparoscopy, hysteros-
copy, and laparotomy have been reported as surgical methods
for IUD removal [14,18,19]. Laparotomy was used in only a few
cases for surgical IUD removal, and the indications for surgery
were all due to extrauterine migration of the IUD [14,20]. In our
case, the indication for laparotomy was the anatomical distor-
tion caused by a severe adhesion between the uterus and ab-
dominal wall, resulting in failed attempts at removal vaginal-
ly, including under anesthesia, because the uterus was pulled
upward, making it impossible to visualize and grasp the cervix.
Hysteroscopy facilities are not widely available in developing
countries such as Indonesia, and the patient was reluctant to
be referred to a tertiary hospital as she felt that this hospital
was safer in terms of COVID-19 exposure, whereas the tertia-
ry hospital would have more COVID-19-positive patients. After
counseling her regarding the available surgical options, the
patient opted for laparotomy to remove the IUD. She consid-
ered a laparotomy to be the best option during the pandemic,
as she wanted the chronic pelvic pain relieved without delay.

After adhesiolysis, we placed oxidized regenerated cellulose
(Gynecare Interceed, Ethicon, Inc.) to prevent subsequent adhe-
sions. Rottenstreich et al reported the effectiveness of absorb-
able adhesion barriers in cesarean section to prevent postoper-
ative adhesions [21]. Oxidized regenerated cellulose has been
approved for use in open gynecologic surgery to prevent ad-
hesions after ensuring hemostasis [3]. Three months after the
surgical removal of the IUD, the patient did not report chron-
ic pelvic pain. However, further adhesions might still occur.

Conclusions

This case shows that cesarean sections (multiple cesarean sec-
tions in particular) are associated with a risk of severe adhe-
sions and anatomical distortion of the uterus. This complication
made 1UD removal difficult, caused chronic pelvic pain, and ne-
cessitated laparotomy. This case demonstrates the importance
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of good surgical techniques and meticulous control of bleed-
ing during cesarean sections to reduce the risk of postopera-
tive adhesions. We recommend that cesarean section should
only be considered in the case of strong indications.
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