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ABSTRACT

Article info: Intrauterine Contraceptive Device (IUD) is a useful and reversible contraceptive
method. This method has potential complications. Uterine perforation and IUD
migration is rare but is a serious complication. Migrated IUD could situate in different
organs such as bowel loop, urinary bladder, fallopian tube, or ovary. However, the
Accepted: 18 March 2020 :  presence of a displaced IUD simultaneously in the two organs is a rare event.

: Ultrasonography is an appropriate and initial method for evaluating the IUD location.

. Abdominopelvic x-ray, computed tomography, and MRI are adjunctive imaging
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Introduction perforation, and migration [1]. Uterine perforation and
IUD migration is rare but a serious IUD side effect [1-3].
ntrauterine Contraceptive Device (IUD) is a use- Also, the presence of a displaced IUD simultaneously in
ful and reversible contraceptive method used the two organs is a rare complication. Among the im-
by women worldwide for many years. However, aging modalities, ultrasonography is the preferred ini-
this method has potential complications such tial method for evaluating the location of the IUD. This
as dysmenorrhea, pelvic infection, expulsion, modality is easily available and does not have ionizing
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Figure 1. Transabdominalultrasound showing empty uterine cavity (short arrow) associated with migrated 1UD adjacert to the uterus (long

arrows), also a complex cystic lesion near the dislocated IUD (thickarrow)

radiation. We present a case with migrated IUD, which
was located in the right ovary and small intestine con-
currently. Ultrasonography revealed IUD just outside
the uterine cavity but was unable to identify its precise
location.

Case Reports

A 39-year-old woman (G4L3A1) with one abortion and
then three cesarean sections presented to our hospital.
She was complaining of pain in the right lower quadrant
radiating to right flank without vaginal bleeding or fever
since two months ago. Her clinical symptoms began just
after the insertion of an IUD. In her past medical history,
the patient had utero-vesical adhesion after the second
cesarean section and temporary hypothyroidism during
her last pregnancy two years ago. Abdominopelvic ul-
trasound was performed, and the findings revealed an
empty uterus (no IUD within it). But, IUD was seen near
the uterus at the right side of the pelvis suggesting IUD
migration (Figure 1).

Evaluation of the right ovary was not possible. Addi-
tionally, on the right side of the pelvic cavity near the
dislocated IUD, there was a complex cystic lesion mea-
suring about 55 x 52 mm (Figure 1). The complicated ad-
nexal cyst was suggested, and the possibility of abscess
formation owing to displaced IUD was less likely be-
cause of the absence of fever. In operation, arms of the

IUD were detected in the right ovary, and its stem was
located in small bowel wall and lumen. It was extracted,
and the site of small bowel perforation and uterine per-
foration in fundus were repaired. The mentioned cystic
lesion was removed. It was a right ovarian complex cyst.
The adhesion between small bowel loop and uterus was
released, too.

Discussion

Uterine perforation and migration is a rare complica-
tion of the IUD. Migrated IUD could situate in different
places such as bowel loop, urinary bladder, fallopian
tube [1, 3], or rarely in the ovary [4, 5]. However, the ex-
istence of dislocated IUD in the two organs at the same
time is a rare incident. This complication may present
with abdominal pain, abnormal vaginal bleeding, or
nothing at all [6, 7]. Abdominal pain, fever, and intermit-
tent diarrhea in a patient with dislocated IUD should
raise concern for bowel injury [8]. Besides, dislocated
IUD may result in pelvic infection and abscess [1].

Imaging has a crucial role in the assessment of 1UD
location and its complications. Ultrasonography is com-
monly used as a first step imaging to evaluate 1UD [9,
10]. However, it has some limitations. Ultrasound im-
aging is more useful to assess intrauterine 1UDs, but it
may not show migrated ones [11, 12]. This modality has
limitations to detect some complications of migrated
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IUDs such as bowel perforation. When IUD is not identi-
fied by ultrasonography, abdominopelvic x-ray could be
the next step [10, 12]. CT scan or MRI may be helpful in
situations that mentioned modalities fail to detect mi-
grated IUD or its complications despite the high clinical
suspicion for perforation [10, 12].

We present a case with migrated 1UD, which was lo-
cated in the right ovary and small bowel loop simultane-
ously. In our case, the migrated IUD was not far from
uterus; therefore, it was detected by ultrasound without
difficulty. Despite locating IUD in small bowel loop and
ovary, ultrasound was not able to reveal these findings.

In summary, the presence of a displaced IUD simulta-
neously in two organs is rare, but it is not impossible.
Ultrasonography is the appropriate initial method for
evaluating the IUD location. However, it has limitations,
such as missing some complications. In this situation,
other imaging modalities, including abdominopelvic x-
ray, computed tomography, and MRI, could help us to
detect IUD location and its possible complications.
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