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Abstract  
 

The intra-uterine device (IUD) is the most common existing reversible contraception. Colonic perforation is an infrequent 

but serious complication of IUD. We report a case of a 32 years old woman with a history of IUD inserted at early 

puerperal period, who presented in consultation for a suprising reason: the perception of wires from the anus without any 

specific symptoms. Radiological assessment revealed that the IUD migrated partially into the lumen of the rectosigmoid. 

Intrauterine device embedded in sigmoid colon wall was successfully been removed endoscopically using a polypectomy 

snare with the placing of a hemostatic clip. 
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INTRODUCTION 
The intrauterine device (IUD) is a form of 

contraception with a long duration of action and few 

systemic side effects, but it can cause significant 

morbidity following migration into adjacent organs. 

Involvement of small and large bowel is known to 

cause obstruction, perforation, ischemia, mesenteric 

injury, strictures and fistulae. Pregnancy following IUD 

migration leads to difficulty in localization and removal 

of the device. We present a case of successful 

endoscopic removal of a migrated IUD.  

 

CASE PRESENTATION 
A 32 years old multiparous woman, with a 

history of a copper-T 380A IUD insertion at the sixth 

week of her puerperal period. Her first check-up 

revealed no abnormalities.  

 

2 years later, the patient got pregnant while 

using the IUD. During routine control in the family 

planning center, IUD was not visualized and was 

thought to be expulsed with the postpartum bleeding.  

 

 3 years on, the patient consults for the 

perception of wires from the anus; she denied 

abdominal pain, change in bowel habits, and bright red 

blood per rectum, melena, and decrease caliber of stool, 

vaginal bleeding, vaginal discharge, dyspareunia, 

dysuria, or hematuria. 

 

The clinical examination finds a patient in 

good general condition; she had moderate 

abdominal distention with generalized mild tenderness 

during palpation. Abdominal roentgenogram showed 

the copper-T device in the abdominal cavity or the 

colon. The exam was completed by a pelvic-abdominal 

computerized tomography scan that confirmed the 

localisation of the IUD in the sigmoid colonic lumen 

(Figure 1). 
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Fig-1: Axial (A) and sagittal (B) contrast enhanced CT scan of pelvis with 3D reconstruction. (C): The IUD stems forming a 

fistula in the sigmoid colon (arrow). The protruding arms are embedded in fibrous tissue in mesosigmoid fat. 

 

The IUD stems forming a fistula in the 

sigmoid colon (arrow). The protruding arms are 

embedded in fibrous tissue in mesosigmoid fat. 

 

A colonoscopy was performed, and shows that 

one of the two arms and the body of the copper-T 

device were seen in the lumen, but the other arm was 

firmly embedded into the wall of sigmoid colon(Figure 

2 «A») the decision to retrieve the device 

endoscopically was taken as it patient was 

asymptomatic and adjacent organ involvement was 

absent. 

 

The IUD was successfully extracted using a 

polypectomy snare without any bleeding or perforation 

(Figure 2 «B-C»). 

 

An hemostatic clip was placed preemptively. 

The recto sigmoid area was inspected and no bleeding 

found (Figure 3) the patient had a favorable clinical 

evolution.  

 

 
Fig-2: A-Colonoscopic view of the copper-T device partially penetrated to sigmoid colonic wall   B- IUD succesfully removed 

by using a polypectomy snare C- colonoscopy showing the entire IUD during removal 

 

 
Fig-3: After IUD removal, this site was clipped by an hemostatic clip 

 



 
 

M.Kadiri et al; Saudi J Pathol Microbiol, May, 2021; 6(5): 163-166 

© 2021 |Published by Scholars Middle East Publishers, Dubai, United Arab Emirates                                                                                                  165 

 

 
 

DISCUSSION 
Intrauterine device is a widely used reversible 

method of contraception, preferred due to long duration 

of birth control effect and ease of use. However it also 

has some serious complications such as perforation of 

the uterus and its migration to the abdominopelvic 

structures [1]. 

 

Although rare, our literature review found 

seventy-seven casereports in the international literature, 

with the most remote report of a Gräfenberg ring 

migration dating back to 1933. The most commonly 

reported organ to be involved are the rectum [2-4], 

comprising 21 of 77 case reports, and the sigmoid colon 

[5-6], and comprising 20 of the 77 case reports. 

However, reports of migration to the ileum [7], jejunum 

[8], appendix [9], urinary bladder [10], ovary [11] and 

small bowel mesentery [12] were also found. 

  

A possible mechanism for the colonic 

penetration is adherence of the copper IUD to the 

pericolonic fat, followed by local inflammation and 

eventual penetration into the sigmoid colon. Another 

less likely mechanism is uterine enlargement during the 

patient's pregnancy, physically displacing the IUD into 

the sigmoid colon. However, there is no past literature 

associating pregnancy as a risk factor for extrauterine 

IUD organ penetration. 

 

 When a bowel perforation occurs a triad of 

abdominal pain, fever, and intermittent diarrhea have 

been described. However, in some patients an 

extrauterine IUD is an incidental finding with no 

obvious symptoms [6] wich was the case in this 

patiente. Complications of an extrauterine IUD include 

embedment within the bowel wall with a potential risk 

of bowel perforation, appendicitis [13], small bowel 

obstruction [14,15] and two cases where an IUD caused 

a colocolic fistula [16,17] were also found.  

 

Ultrasonography and plain X-ray are 

diagnostic for echogenic and radio opaque foreign 

body, respectively. The computed tomography scan is a 

helpful imaging technique as in our case for 

confirmation of the localization of IUD.  

World Health Organization recommended 

removal of a dislocated IUD as soon as possible 

irrespective of their type and location [18]. It is advised 

to retrieve a migrated IUD by minimally invasive 

techniques [19]. Endoscopic techniques such as 

colonoscopy, hysteroscopy, and cystoscopy can be used 

for diagnosis and treatment depending on the location 

of IUD. There are several case reports in the literature 

about removing an IUD in colonic lumen with 

colonoscopy. However retrieval of an IUD with 

colonoscopy when IUD is embedded in the colonic wall 

and surrounded with granulation tissue, as in our case, 

is inappropriate. This intervention would be traumatic 

and may cause colonic defect with intraabdominal 

leakage of colonic content [20]. In our case, the 

removal of the foreign body endoscopycally was 

successful without any incident. 

 

When rectal perforation occurs, IUD retrieval 

through the rectal route is fairly common (8 cases/11) 

[21]. This procedure appears to be safe because no 

complications have been described, but it is only 

possible if the IUD is free in the lumen or partly 

embedded. The technique for removing a translocated 

IUD depends on its location, the extent of adhesions 

and the experience of the operator. 

 

CONCLUSION 
IUD migration is a rare but severe 

complication of this form of contraception. Treatment 

usually requires surgery, but can be avoided if the IUD 

is partly embedded in the colon wall, with retrieval 

during rectosigmoidoscopy. Careful evaluation of the 

patient, involvement of the multidisciplinary team, 

identification of the exact location of the IUD and 

associated organ involvement is imperative to the 

proper management of this complication. 

 

This case highlights the possible growing role 

of endoscopic treatment of foreign body associated 

colonic perforations. 
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