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Abstract

Background: Intrauterine devices (IUDs) are long-
acting reversible contraceptives that are widely used
due to their effectiveness and safety profile.
Complications associated with IUD insertion or
removal are rare but can be fatal.

Case presentation: A 36-year-old para 3+o presented
to the accident and emergency department with per
vaginal bleeding and signs of an acute abdomen
following three failed attempts to remove an IUD
inserted two weeks prior. Ultrasound imaging
revealed marked hemoperitoneum, and an IUD
embedded in the left ovary. An exploratory
laparotomy revealed that the IUD was embedded on

the left ovary with multiple perforations on the uterus
and ileum. The IUD was removed, and the
perforations  were repaired. Her condition
deteriorated and she succumbed to refractory septic
shock two days later.

Conclusion: The presented patient succumbed to
complications resulting from injuries caused by an
IUD. Blind procedures to remove displaced IUDs
should be avoided especially where previous attempts
have failed.
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Introduction

Intrauterine devices (IUDs) are long-acting
reversible contraceptives that are widely used due
to their effectiveness and safety profile (x).
According to the Kenya Demographic Health
Survey 2014, 3.4% of married women in Kenya use
IUDs for contraception (2). The two main types of
IUDs are intrauterine copper devices and
levonorgestrel IUDs. IUDs are generally safe but
can result in various complications (1). This is a
case of a 36-year-old who presented with features
of an acute abdomen following multiple blind
attempts to retrieve a displaced IUD. Ovarian
embedment of the IUD and multiple uterine and
ileal perforations were demonstrated on
exploratory laparotomy.

Case presentation

A 36-year-old para 3+o presented to the accident
and emergency department at the Kenyatta
National Hospital (KNH) with a one-week history
of bleeding per vagina. She had been delivered via
cesarean section in the background of
preeclampsia with severe features three months
before. An IUCD had been inserted in a peripheral
facility two weeks before her current presentation.
She developed persistent per vagina bleeding a
week after the IUCD insertion. Pelvic ultrasound
revealed a displaced IUCD embedded within the
myometrium. Removal of the IUCD via alligator
forceps was attempted three times; once in a
peripheral facility and twice at KNH. The last
attempt was made two days before her current
presentation to the accident and emergency
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department at KNH. The last attempt was followed
by severe abdominal pain, vomiting, and per
vaginal bleeding. There was no associated
abdominal distension or malodorous per vaginal
discharge.

On admission, she was sick looking and clinically
afebrile. She had marked abdominal tenderness.
She had mild per vaginal bleeding on speculum
examination. Paracentesis was negative. Her blood
pressure was 111/58mmHg and a pulse rate of 110
beats per minute. A pelvic ultrasound showed a
marked hemoperitoneum and a displaced IUCD at
the left adnexa adjacent to the left ovary (Figure 1).
She was scheduled for an emergency exploratory
laparotomy. On arrival at the theater, her blood
pressure was unrecordable, and her pulse rate was
152 beats per minute. Intraoperatively, multiple
uterine perforations were found at the fundus,
anterior aspect of the uterine corpus, and the level
of the internal os. A 5cm laceration on the anterior
aspect of the uterine corpus that involved two
subserosal fibroids each with a diameter of 2cm
was demonstrated. The fibroids were actively
bleeding. IUCD was found embedded in the left
ovary. Lacerations on the left ovary were also
observed and collection of 250ml pus within the
peritoneal cavity. Two antimesenteric perforations
70-8ocm from the ileocecal junction, each
measuring rcm and scm apart were also seen.
Removal of the IUCD, myomectomy, uterine
repair, resection and anastomosis, and abdominal
lavage were done (Figure 2). A drain was left in
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situ. She was transfused with three units of blood
intraoperatively.

The patient was noted to be desaturating three days
postoperatively. Her oxygen saturation was 89% on
room air and 92% on oxygen. Her level of
consciousness was altered, with a Glasgow coma
scale of 12/15. Her abdomen was distended. On
respiratory examination, she had bilateral rhonchi
and crepitation on both lower zones. Abdominal
ultrasound was unremarkable. She developed
septic shock two days later and was transferred to
the critical care unit. The drain was still active, and
the incision site also had a minimal discharge.
Repeat exploratory laparotomy was performed two
days later found no intraabdominal fluid
collection. The patient’s condition deteriorated
postoperatively, and she started vomiting one day
later. Fecal matter was recovered in the vomitus as
well as the abdominal drain effluent. An
exploratory laparotomy was performed a day later
during  which  anastomotic  leaks  were
demonstrated in the ileum. Her condition
worsened postoperatively, and she was certified
dead the following day.

Discussion

Intrauterine device use can be discontinued in the
event of side effects, including pain and heavy
menstrual bleeding (3). Complications associated
with IUDs include missing strings, expulsion,
contraceptive failure, and perforation of the uterus
or adjacent organs (1,4). Uterine perforation is a

Figure 1: A: Ultrasound scan demonstrating displaced intrauterine copper device (IUCD) at the left adnexa
(arrows); B: Ultrasound scan demonstrating hemoperitoneum (arrows).
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Figure 2: A: IUCD removed from the left ovary; B: Terminal-terminal intestinal anastomosis after resection
(arrows); C and D: Uterine fundal posterior wall perforations after repair (arrows); E: Anterior uterine wall
perforations (arrow).

rare complication of IUDs with an incidence of 1 in asymptomatic, and the symptoms may take days to
1000 (5). Perforation mainly occurs during the years to manifest (1,4). Abdominal pain or
insertion procedure, and patients may be bleeding soon after insertion of an IUD should
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raise the suspicion of uterine perforation (6). Here,
the patient developed bleeding a week after the
insertion of the IUD and opted to have it removed
due to persistent bleeding.

The risk factors that predispose one to uterine
perforation include inexperience of the healthcare
provider, retroverted uterus, nulliparity, lactation,
previous miscarriages, uterine abnormalities, and
IUD type (7). IUD migration and uterine
perforation are more common in individuals with
uterine fibroids, as was in this case (4). [UDs can
cause injuries to other organs after perforating the
uterus, particularly to the sigmoid colon, small
intestine, and rectum (8). The patient, in this case,
was found to have ileal perforations. Ovarian
transmigration of IUDs is extremely rare, mainly
because of the ovarian capsule (g). Very few cases
have been reported globally. Imaging studies to
locate a lost IUD include ultrasound, plain
radiography, and computed tomography scan
(6,8). Hysteroscopy and laparoscopy are useful for
the diagnosis and removal of misplaced IUDs (6).
Removal of misplaced IUDs is often done as a blind
procedure using alligator forceps, artery forceps, or
hooks. However, hysteroscopy is a safe option that
precludes the need for major surgery to retrieve
misplaced IUDs (10). Here, the patient underwent
three blind attempts to remove the IUCD and this
led to several complications, eventually resulting in
her death.

Conclusion

Intrauterine devices are generally safe but can lead
to several complications. The presented patient
succumbed to complications resulting from
injuries caused by an IUD. Blind procedures to
remove displaced IUDs should be avoided
especially where previous attempts have failed.
Consent for publication
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