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Background: The intrauterine device is a popular and highly effective form of long-acting reversible contraception. Although
generally safe, complications could happen. One of the most serious complications of intrauterine device use is uterine perforation.
Risk factors for perforation include, but are not limited to, postpartum period, breastfeeding, levels of experience, and excessive force
exerted during insertion. This case is significant because it demonstrates risk factors for uterine perforation, how to handle missing
strings, and care in places with little resources.

Case Presentation: We discuss the case of a 27-year-old black Ethiopian woman who presented with chronic pelvic pain and had
a perforated intrauterine device discovered in the cul-de-sac. The device had been inserted at six weeks postpartum. The client was
unable to feel the strings three months after insertion, and a wrong diagnosis of expulsion was made. After one year of insertion, the
intrauterine device was located on a plain abdominal radiograph and removed via laparotomy without complications.

Conclusion: Although uterine perforation is a rare complication of intrauterine device insertion, special attention should be paid to
women with risk factors. In the absence of a witnessed expulsion, assessments and investigations should be carried out before
declaring a device expelled. In patients with chronic pelvic pain complaints in the presence of an intrauterine device, perforation and
migration outside the uterine cavity should be considered. Abdominal X-rays and laparotomies can be used to find and manage
extrauterine migrating devices in environments with limited resources.
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Background

Intrauterine devices (copper and hormonal) are generally well tolerated, safe, and efficient. As a result, it is becoming
popular as a birth control strategy. Despite the device’s extremely high rate of general safety, problems and negative
effects can occur both during insertion and at various points afterward.' Complications are generally rare and include
expulsion (3—6%), PID (0.5-1%), contraceptive failure (0.1-0.6%), and perforation (0.01%).*® Migration of IUD to the
bladder, intestine, peritoneum, appendix, omentum, and mesentery can occur as a result of uterine perforation, which is
one of the most significant complications of IUDs despite its rarity.” ' Early postpartum, breastfeeding, uterine flexion,
inexperienced provider, and excessive pressure during insertion are some risk factors that could increase the probability
of perforation."*'> Our case involves missed perforation and translocation of an IUD into the peritoneum of
a postpartum lactating mother.
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Case Presentation

A 27-year-old black (“Habesha”) lactating woman with gravida 2, para 1, and abortion 1 was referred to our hospital
from one of the local health centres with the diagnosis of chronic pelvic pain. Over the previous year, she had multiple
visits to different health centers, was repeatedly given medications for acute PID, and was also prescribed different anti-
pain medications. Her last delivery was one year ago; it was via cesarean section and uncomplicated. A CU-IUD was
provided six weeks after her delivery while she was still breast-feeding. The procedure was followed by abdominal
cramps and mild bleeding, which lasted several days.

Three months after insertion, she went to the health center because she could not feel the strings. At that time,
a presumptive diagnosis of spontaneous expulsion was made. No further attempts were made to confirm its location. She
was also not provided with another family planning during that visit. Upon arrival at our hospital, she complained of dull
and aching pain in the lower quadrant of eight-month duration. Otherwise, she has no other complaints. Her vital signs
were within the normal range; her BMI (20.5) and CBC parameters were within normal limits. A bimanual examination
was performed to reveal a tender 3 cm by 3 ¢cm cul-de-sac mass with no clear distinction from the uterus, and a speculum
examination was nonrevealing. Pelvic ultrasound showed an undefined posterior cul-de-sac mass. Futher investigation
modalities such as laparoscopy and CT were discussed with the patient, but she could not afford them.

Subsequently, suspecting an intraperitoneal IUD from history and the finding of pelvic mass on ultrasound, the
radiologist performed an abdominal erect X-ray with a uterine probe inside in the AP and lateral planes, which both
showed that the T-shaped CU-IUD is near and posterior (in the lateral plane) to the uterus (Figure 1).

Finally, a laparotomy was decided and the abdominal cavity was accessed by making a 5-cm incision on a previous
transverse skin incision. A careful palpation of the pelvic cavity was performed to determine the specific location, and
a string was palpated over the posterior wall of the uterus. On close examination, the IUD was found to be enclosed in
a mass formed by the left ovary and the left fallopian tube, which adhered to the posterior wall of the uterus at the
junction of the body and the cervix.

Considering that part of the string was protruding from the mass, the bowel, vessels, and other pelvic structures were
examined for perforation, and there was no perforation. Subsequently, after adhesion was removed, the entire IUD (stem,
arms, and string) was retrieved from the mass (Figure 2). The uterus was examined and was in a normal anatomic
position. Minor surface bleeding from the posterior wall of the uterus and the adnexa was arrested with pressure. After
ascertaining hemostasis, the operation was completed. As part of family planning, she was counseled, provided
Implanon-NXT, and discharged without complications two days after surgery. Two weeks following the surgery, she
stated that her pain had significantly decreased.

Figure | Erect abdomino pelvic x-ray (AP & lateral) showing radio opaque T-shaped material and intrauterine probe in the pelvis.
Notes: The white arrows indicate the T-shaped CU-IUD and the black arrows indicate the intrauterine probe.
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Figure 2 The removal process of CU-IUD from the left adnexa and uterine wall captured in pictures.
Notes: The green arrows indicate the details of the [IUCD in the peritoneal cavity, specifically; (A) One of the CU-IUD’s arm is visible up on peritoneal entry, (B) CU-IUD
string under the Fallopian tube: (C) Arrow pointing on the uterine fundus: (D) CU-IUD stem encased in the fallopian tube fimbriae: (E) Fully retrieved CU-IUD.

Discussion

IUDs are a highly successful method of birth control, with failure rates ranging from 0.2% to 0.8% for typical users.
Although TUD-related problems are uncommon, they are becoming more noticeable as IUD use increases.'* "¢
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Uterine perforation, which commonly occurs during insertion and rarely due to gradual erosion of the myometrium, is
the most serious yet rare consequence of an TUD.'®!"'° TUD perforation can mimic myriads of causes of acute and
chronic pelvic pain. The most important distinguishing future is the feeling of acute pain and bleeding after insertion that
were both evident in this patient. We assume that in this case the perforation, which most likely happened at the time of
insertion and then later migrated to the peritoneum.

According to the APEXIUD multisite cohort study, the postpartum period and lactation were considered risk factors
for perforation. This can be explained by the fact that women would have more rapid uterine involution and frequent
contractions due to hypoestrogenism and oxytocin release, which together increase the risk of perforation.'?2%!
Perforation can also be related to lack of competence and the absence of appropriate materials for insertion. Even
though myometrial abnormalities are expected to enhance the risk of uterine perforation, research has shown that having
a cesarean section is not a risk factor.”?

In approximately 90% of cases, the perforation is not recognized at the time of IUD insertion. Sometimes, perforation is
suspected between the time of insertion and follow-up due to persistent symptoms, mainly mild lower abdominal pain.'”*

Of the perforations that occur, most do not cause long-term damage. However, a significant harm associated with perforation
may be loss of the contraceptive effect of the IUD, resulting in an unintended pregnancy or trauma to internal organs.**

Therefore, to avoid the grave complications of IUD perforation and the associated risks, family planning providers
should be well experienced, use plastic sounds, know the correct position of the uterus, use appropriate force during
insertion, use a pull-back mechanism rather than a push-out release mechanism for the device, and take extra care after
delivery, especially if the woman is breastfeeding.'’**2*%*

Imaging such as ultrasonography and X-rays can be diagnostic in the management of migrated TUD.**?” In this
patient, before surgery, a CT scan would be preferred to locate the IUD and highlight any potential complications, such as
bowel obstruction and abscess formation.”*® After a pregnancy has been ruled out, the best and least expensive method
to locate a lost TUD in a situation with limited resources is basic abdominal pelvic radiography.*’

Even in individuals who are asymptomatic, the WHO advises surgical removal of the migrated IUD as soon as
possible. Most of the time, minimally invasive procedures such as laparoscopy, hysteroscopy, or colonoscopy surgery are
advised; however, invasive procedures with a skilled surgeon may be required if the lost IUD is embedded in organs or

close to blood vessels.>***! In this case, laparotomy was performed right away since laparoscopy was expensive.

Conclusion

Uterine perforation with an IUD is a serious problem, even if it is an infrequent occurrence. By taking all necessary
precautions to insert devices securely and getting them properly diagnosed and managed, perforation and subsequent
risks could be minimized.

In the event that the strings are missed, attempts must be made to rule out pregnancy first, after which the strings must
be identified by probing the endocervical cavity and sounding the uterus to assess the device in the endometrial cavity.

A physician should take an abdominal X-ray to locate the device if unable to do so using sound.*” In patients with
complaints of chronic pelvic pain in the presence of an intrauterine device, perforation and migration outside the uterine
cavity should be considered.

The counseling, care, and follow-up of patients with multiple risk factors of perforation, including this, should be
carried out by experienced staff. When less invasive procedures such as laparoscopy and advanced imaging methods such
as CT are not available, plain abdominal x-rays and open surgeries may be considered alternatives. Last but not least, this
case illustrates a series of mistakes made in IUD care that should serve as a warning to practitioners.

Abbreviations
BMI, Body Mass Index; CU-IUD, Copper coated Intra Uterine Device; IUS, Intrauterine System; PID, Pelvic
Inflammatory Disease; WHO, World Health Organization.
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