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ABSTRACT

Introduction: Intrauterine device (IUD) contraception is effective, reversible, well-tolerated, inexpensive and among
the most widely used contraceptive methods in the world. Observation: A 37-year-old female, VI gesture 1V part, 2
months postpartum from a caesarean delivery, was seen for moderate pelvic pain ten days after insertion of a
copper 1UD, resistant to analgesics. Examination failed to detect the IUD thread. Ultrasound showed an empty
uterus. An unprepared abdominal X-ray showed the 1UD opposite the right iliac fossa. Laparoscopy localized the
IUD in a parieto-epilpo-uterine adhesion. Extraction was performed after release of the adhesion. Discussion: The
IUD is one of the most widely used long-term reversible contraceptive methods in the world. However, it can
present complications, notably migration after uterine perforation, which remains rare, and even rarer parietal
localization. Clinical diagnosis is not always obvious, and additional tests are required to locate the IUD, including
ultrasound, CT scan or MRI. The WHO recommends surgical removal of the migrated IUD by minimally invasive
methods, including hysteroscopy, cystoscopy, colonoscopy or laparoscopy, depending on the location of the IUD.
Conclusion: IUDs are effective contraceptive measures, and the majority of patients with uterine perforation due to
IUD migration are asymptomatic. Diagnosis is based on a thorough gynecological examination and appropriate
radiological imaging.
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OBSERVATION

Ms. Z. A., 37 years old, with four pregnancies and four deliveries, presented two months postpartum after a cesarean
delivery. She experienced moderate pelvic pain persisting for ten days following the insertion of a copper IUD. The
patient was placed on pain medication without improvement. A speculum exam did not reveal the IUD string.
Transvaginal ultrasound showed an empty uterus, as confirmed in Figure 1. Also, diagnostic hysteroscopy revealed
no intrauterine IUD. However, an abdominal X-ray showed the IUD in the right iliac fossa area (Figure 2).
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Figure 1.: Figure 2.: unprepared abdominal X-ray: IUD in right iliac
fossa

Endo-vaginal ultrasound: normal-sized uterus

with regular contours, no intra-cavitary 1UDs

Exploratory laparoscopy was indicated, which localized the IUD within a parieto-epiploic-uterine adhesion
The 1UD was removed after freeing the adhesion, and the postoperative course was uncomplicated. The patient was
discharged home twenty-four hours after the procedure

Figure 3:
a) image of the intra-abdominal IUD in the right iliac fossa after adhesiolysis.
b) image of the 1UD after laparoscopic extraction

DISCUSSION

The 1UD is extensively used worldwide as a contraceptive method; however, there is considerable geographic
variation in its usage. The global average IUD use rate is 14.3%, ranging from 27% in Asia and 15.4% in Africa to
1.8% in Oceania (3). In Mauritania, the rate is 1.5%, according to the 2019 Demographic and Health Survey (4).

It is a safe contraceptive technique, though it can lead to various complications. Some complications may occur at
the time of insertion, including IUD expulsion, pelvic pain, uterine perforation, vaginal bleeding, and a vasovagal
reaction. Other complications can arise later, such as menometrorrhagia, dysmenorrhea, IUD expulsion, unplanned
pregnancy, ectopic pregnancy, pelvic infections, pelvic inflammatory disease, and IUD migration. However, in 85%
of cases, migration is asymptomatic, and suspicion arises from the absence of the IUD string during a gynecological
exam (5,6).

In our patient, persistent pelvic pain unresponsive to usual analgesics raised concern.

IUD migration has an incidence in the literature estimated between 1/10,000 and 1/350 insertions (2).

Risk factors for uterine perforation and IUD migration include uterine size and position, breastfeeding, insertion by
an inexperienced practitioner, previous surgeries, and insertion during the postpartum period (within six weeks after
delivery). Postpartum insertion may increase migration risk due to uterine involution, strong uterine contractions,
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and a softened uterus (7). Our patient had three predisposing factors: a history of cesarean section, being in the
postpartum period, and breastfeeding.

According to the literature, preferred sites of IUD migration include the adnexa, appendix, bladder, colon,
peritoneum, omentum, rectosigmoid, small intestine, and iliac vein (8). Other rare or anecdotal sites include the
thorax or cesarean scar (5,9).

Our patient exhibited migration to the omentum within an epiploic-parietal-uterine adhesion. Migration into the
abdominal cavity is among the more frequent locations (10). Perforation can occur immediately after placement or
later due to progressive erosion of the myometrial wall. The IUD may become lodged in tissues such as the
omentum, which is loose and free (11).

Radiologic exams such as abdominal ultrasound, abdominopelvic X-ray, CT, and MRI are useful in assessing IUD
migration. However, ultrasound and abdominopelvic X-ray are usually sufficient to locate a migrating 1UD. In our
case, diagnosis was made by abdominal X-ray and confirmed intraoperatively. Once identified on abdominopelvic
X-ray, the IUD should be considered a surgical emergency requiring immediate removal (12).

According to WHO guidelines, any migrated 1UD, symptomatic or not and regardless of its location, should be
removed (13).

Several methods have been reported for managing migrated IUDs, including laparoscopy alone, combined
laparoscopy and hysteroscopy, and open surgery. The choice of approach depends on the IUD's location, equipment
availability, presence of adhesions or bowel perforations, and the surgical team’s experience (14).

In our patient’s case, we opted for laparoscopy, as it was available in our department, allowing accurate localization
and removal of the IUD under visual guidance.

All these complications could be prevented or minimized with regular gynecological follow-up for patients with an
IUD. Patients should also be educated on the importance of regular monitoring of lUDs and maintaining medical
records related to their follow-up (15).

Certain precautions cited in the literature may also reduce IUD migration risk, including:

- Avoiding insertion from 48 hours to 4 weeks postpartum, especially if breastfeeding,

- Using a release mechanism with traction rather than pushing,

- Having 1UDs inserted by experienced clinicians.

There is no evidence that routine ultrasound-guided 1UD insertion reduces perforation risk. In our patient's case, we
performed an ultrasound check immediately after insertion, which was satisfactory. However, complex insertions
are performed under ultrasound guidance, helping minimize uterine perforation risk. Ultrasound is also a very useful
tool for verifying IUD placement after insertion, especially if perforation is suspected (11).

For future contraception, the patient may choose between a new IUD insertion or an alternative contraceptive
method (16).

Our patient expressed a certain hesitation (phobia) toward the IUD. We respected her choice and inserted a
subcutaneous implant.

CONCLUSION

IUD migration is a rare complication, often asymptomatic, underscoring the importance of regular follow-up and
prompt investigation in cases of uncertainty. When location is in doubt, plain X-ray is suitable for the working
conditions in developing countries like Mauritania. Laparoscopy has improved the management of these sometimes-
delicate cases
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