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A B S T R A C T 
 

Objective: The extrauterine migration of an intrauterine device (IUD) can be life-threatening and may require emergent surgical intervention and 
treatment. 

Case report: A case report where an ectopic IUD located on sigmoid colon within peritoneal cavity in a 40-year-old multigravida was successfully 
removed by laparoscopy is described. 

Conclusion: Although the practicality and success of this method depends on the position and location of the ectopic IUD and on the extent to which 
the device is imbedded, this case suggests that removal of the migrated IUD from the peritoneal cavity is an additional possibility for use of the 
laparoscope. 
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Introduction 
 
An intrauterine contraceptive device (IUD) is a long-acting, 

highly effective, economic and reversible method of 

contraception used worldwide [1]. Currently, the most used 

devices are Copper IUD or Mirena (Levonorgestrel) IUD. 

Common complications include failed insertion, pain, vasovagal 

reactions, infection, menstrual abnormalities and expulsion. 

However, it is also associated with serious complications such as 

bleeding, pregnancy (intrauterine or ectopic), perforation and 

migration to adjacent organs or omentum [2]. 

Although perforation of the uterus by an IUD is not uncommon, 

translocation to the peritoneal cavity of this type of IUD may 

provoke peritoneal or omental adhesions, volvulus, 
uterocutaneous fistula and bowel perforation, which involves 

significant morbidity, and immediate surgical intervention may be 

required at this point [3,4]. Here, we report a case of migration 

of an IUD to the peritoneal cavity on sigmoid colon. 
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Case presentation 

A 40-year-old woman presented to the emergency 

department with lower abdominal pain localized in the left 

iliac fossa for 2 months. Suprapubic and left iliac fossa areas 

were tender on palpation with abdominal examination. She 

had no medical history except a Levonorgestrel–releasing 

Intrauterine system (Mirena). Four months ago, an LNG-IUD 

was inserted to the patient due to menorrhagia, and 

amenorrhea developed after Mirena insertion. However, the 

patient's physical examination at the time of presentation 

revealed a lack of visualized IUD strings. Then, pelvic 

examination and transvaginal sonography were performed, 

which confirmed non-visualization of intracavitary IUD. 

Although the secondary amenorrhea also continued, which 

she thought was due to Mirena, and she denied witnessing 

expulsion of her IUD. Then, an abdominal X-ray was taken, 

which showed her IUD overlying the left iliac bone without 

signs of obstruction or free air (Figure 1). 

Figure 1. Abdominal X-ray, IUD overliying the left iliac bone 
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An abdominal computed tomography (CT) scan was 

performed, which localized the IUD anteriorly between the 

omental fat of the left lower quadrant on the left side of the 

peritoneal cavity and sigmoid colon (Figure 2). 

 

Figure 2. Abdominal CT scan image 

  

 

The patient was given Cefazolin-sodium and taken to the 

operating room for a diagnostic laparoscopy. IUD was 

removed from sigmoid colon with the omental fat around. 

The operation was successful, and the patient was 

discharged 1 day later with cure. 

 

Discussion 

Migration is often suspected or diagnosed when the IUD 

string is no longer visible at the external os. Then, 

transvaginal ultrasound should be performed. First, the 

uterus should be visualized, evaluating for a hyperechoic 

linear structure within the body of the uterus. If the IUD is 

still not seen, then abdominal radiography such as 

abdominal X-ray and CT can be used to localize the IUD. 

The exact mechanism by which IUD perforations occur is 

unclear, and various etiologic theories exist. The first is that 

complete perforation occurs at the time the device/system is 

inserted, and the IUD is released beyond the serosa [5]. The 

second is that correct placement of the IUD occurs but is 

followed by transmural migration, leading to perforation. 

Finally, embedment may occur at the time of insertion, 

which predisposes to transmural migration and ultimate 

perforation. Other rare mechanisms have been reported, 

including trans-tubal migration and trans-cervical 

perforation. 

An IUD should be inserted by specially trained health staff, 

and the subject should be followed up for a period of 6 

weeks. Also, the subject should be informed about self-

maintenance and self-control of the IUD strings 1 month 

after the insertion and regularly thereafter [6]. The threads 

may serve as important markers for the location of missing 

contraceptive devices. Although USG is an operator-

dependent imaging technique, it can be performed in case 

of missing IUD strings. In addition, X-ray and/or computed 

tomography imaging can be used to identify the accurate 

location of the IUD. 

CONCLUSION 

In summary, the extrauterine migration of an intrauterine 

device (IUD) can be life-threatening and may require 

emergent surgical intervention and treatment. Most 

gynecologists have concluded that, in cases of extrauterine 

but intraabdominal IUD, laparoscopic removal of the IUD 

must be the first choice of treatment. 
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