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Intrauterine device (IUD) is a popular contraceptive choice both for health-providers and patients because it is long-acting-reversible, effective, affordable and well-tolerated. Its use is extensive: 

13.9% of the world’s 1.16 billion women aged 15–49, are using this method.1 In the Philippines, its use has been noted in 3.3% of married contraceptive users.2 Insertion is usually simple and safe 

procedure done in the outpatient clinic. Vaginal inspection and palpation or visualization of strings are done to confirm the presence of an IUD. In cases where there is absence of the string and an 

equivocal history, the device location should be confirmed with imaging modalities.3 Uterine perforation is one of the serious complication of IUD with a rate of less than 1 in 1000.4 We describe a 

patient presenting with persistent hypogastric pain whose work-up revealed an IUD lodged in the abdominal cavity in which fluoroscopy and endoscopic surgery were used to locate and retrieve the 

device that perforated the uterine wall twenty years after the device was inserted. 

INTRODUCTION 

A 49 year old Gravida 6 Para 5 (5015) Filipino complained of a persistent dull, achy hypogastric 

pain of one year duration. Pelvic and rectal exam was unremarkable. Pelvic ultrasonography 

revealed four subcentimeter intramural myoma uteri, secretory phase endometrium and normal 

ovaries, with no masses (Fig. 1). Thoracolumbar x-ray revealed a T-shaped radiopaque object at 

the hypogastric region identified to be an intrauterine device at the level of the lumbosacral spine, 

L3 to L4 (Fig. 2). On further inquiry, a copper T intrauterine device was inserted by a midwife at a 

lying-in clinic after her vaginal delivery on her fourth pregnancy, around 4 weeks postpartum. No 

complication or difficulty was encountered allegedly upon placement of the device. No 

subsequent follow-up was done.  One year later, the patient became pregnant which resulted in 

spontaneous miscarriage. It was assumed that the device had been expelled. No further attempts 

were done to confirm its location. 

 

The patient underwent diagnostic laparoscopy with intraoperative C-arm fluoroscopy to determine 

the device final location. It was found within the right upper quadrant, surrounded by bowel loops 

(Fig 3). Diagnostic laparoscopy showed abdominal organs  that were smooth and grossly normal. 

The uterus was small and anteverted  with a small scar at the posterior surface on the right which 

was probably the site of perforation (Fig. 4).  Correlating with the results of the fluoroscopy, we 

searched for the IUD at the right upper quadrant, were a thickened omentum was seen. The 

device was found enveloped within it, just below segment 5 of the liver (Fig. 5). Adhesiolysis 

between the IUD and surrounding omentum was attempted but the device was buried too deep 

within causing bleeding and it was also in close proximity to the large intestine so we proceeded 

with partial omentectomy. Following dissection, the IUD was removed completely.  
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Figure 1. Transvaginal ultrasound (anteroposterior and transverse view) of the uterus 

showing the empty endometrial cavity 

Figure 2. Radiograph showing the intrauterine 

device at the lumbosacral area 

Figure 3. Fluoroscopic view of the 

intrauterine device 

Figure 4. Laparoscopic view of the uterus 

showing the site of perforation (arrow) 

Figure 5. Intrauterine device enveloped by the 

omentum just below the liver 

Missing or displaced IUDs can usually be diagnosed with ultrasonography. If the IUD strings are 

not visible, efforts should be made to locate it even if the woman has no need for contraception. 

Such “lost” threads assumed to be due to spontaneous IUD expulsion lead to delays in diagnosis, 

as seen in this patient.5 Radiographic imaging is warranted when there is a history of IUD 

insertion but with negative findings on ultrasound.6 Fluoroscopy, on the other hand, is a common 

imaging modality for guiding surgical procedures,7 however, its use in gynecologic surgeries is 

not common. Its utility in this case was very useful in localizing the IUD in the abdominal cavity in 

real time, since IUDs are radiopaque. 

 

Minimally invasive procedures, either hysteroscopy, endoscopy, or laparoscopy are the preferred 

treatment for most cases of displaced IUD. The patient underwent diagnostic laparoscopy with 

intraoperative fluoroscopy. By maximizing the available technology, quick localization and 

retrieval of the IUD with minimal blood loss was done, which lead to fast recovery. Exploratory 

laparotomy may be considered in cases where laparoscopy fail.3 

 

Perforation is a rare but potentially serious sequela of displaced IUDs. The uterus’ position affects 

the location of perforation. In the patient, the uterus was anteverted, which resulted in piercing the 

cul-de-sac or posterior surface of the uterus, seen as a scar at the posterofundal area. In a 

retroverted uterus, the vesicouterine pouch is usually perforated.1 Majority of IUDs that migrated 

to the abdominal cavity were found in the omentum and epiploic appendices, as seen in our 

patient.4  

 

Several risk factors were associated with uterine perforation. These include: insertion by less 

experienced clinicians, lactation, insertion within 6 months after delivery, and anatomical 

distortions or malformations. However, these risk factors had inconsistent or weak evidences in 

studies. Although most uterine perforations do not cause long-term harm, women are generally 

advised to undergo surgical removal of the displaced IUDs.  

 

In conclusion, IUD insertion should be performed by experienced clinicians with continuous 

training in the procedure to minimize the risk of IUD complications. Proper assessment of the size 

and position of the uterus is essential.12 In cases of displaced IUDs with uterine cavity 

perforation, minimally invasive techniques with intraoperative imaging should be maximized in the 

diagnosis and management. During the operation, maximum effort should be made to protect and 

confirm that all vital structures of the abdomen and pelvis are not injured. The gynecologic 

surgeon should be knowledgeable and proficient in dealing with displaced IUDs and uterine 

perforation using modern surgical procedures that will allow rapid recovery of the patient. 

CASE DISCUSSION AND CONCLUSION 
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