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Abstract

Extrauterine migration of like Copper T is an well
reported complication of intrauterine contraceptive
device, most of the times occurring at the time of
insertion. Migration of Copper T into the peritoneal
cavity can present as acute abdomen. Common sites of
migration of IUCD are bladder, rectosigmoid. However
migration of Copper T in the ovary is an extremely rare
event. Here is a case of a 23 year old pregnant lady with
intrauterine gestation of 11+2 weeks associated with
migration of [UCD into the ovary. The approach was
exploratory laparotomy, on which Copper T was seen
completely embedded with right ovary, followed by
safe removal of the [UCD while conserving the ovary.
Hence, to conclude careful insertion of Copper T by
trained hand and patient education regarding missing
thread is of utmost importance to reduce untoward
complications of IUCD.
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Background

Intrauterine Copper T devices are a safe and
effective form of contraception which is easily
accepted by the public as a form of long term
reversible contraceptive. On of the most serious

@ Red Flower Publication Pvt. Ltd.

uncommon complications include perforation
of the uterus (0.4-1.6 per 1000 insertions) which
most frequently occurs at the time of insertion.
Perforation might lead to migration of the Cu-T
to adjacent organs more commonly like bladder,
rectosigmoid. There have been very few case
reports of Cu-T migrating to the ovary.

Case history

A 23 year old pregnant woman G2P1L1 with
11 weeks 2 days period of gestation presented
in our OPD with a history of contraceptive
failure. When she had a history of 3 months of
amenhorrhea she did a urine pregnancy test
which was positive. On retrospective questioning
she gave history of insertion of Cu-T one year
ago. However she did not periodically check for
the Cu-T thread. Patient had a full term vaginal
delivery 3 years ago with no complications. Patient
was otherwise asymptomatic. General physical
examination was normal. Abdomen was soft and
non tender. On per speculum examination Cu-T
thread was not visible through the external os.
Per vaginal examination revealed a gravid uterus
with no tenderness. Ultrasonography of abdomen
and pelvis revealed gravid uterus of 11 weeks 5
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days gestation with Cu-T placed inside the right
ovary which was complimented by MRI. Patient
requested for termination of pregnancy along
with removal of ectopic Cu-T. Hence dilatation
and evacuation with explorative laparotomy was
planned. After evacuating products of conception
explorative laparotomy was proceeded. Right ovary
was enlarged and hard. Horizontal arm was felt
of the posterior-medial surface of the right ovary.
The Cu-T was completely embedded within the
ovary with protrusion of one end of the horizontal
arm which was grasped with an artery forceps and
slowly pulled out (Fig. 1). Cu-T was removed in
toto and then lacerated margin of ovary (Fig. 2) was
cauterized to achieve hemostatic control (Figure 3a
and 3b). Left ovary was normal. On closer inspection
of the uterus the rightfundo- lateral wall was found
to have a healed scar of approximately 2 cms (Fig.
4). The abdomen was then closed after securing
hemostasis. Post operative period was uneventful
and she was discharged on 5" post operative day.

Fig. 1:

Fig. 2:

Fig. 3a:

Fig. 3b:

Fig. 4:
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Discussion

There are various methods offering reversible
contraception but Copper IUCD is the most
popular one as it is safe, reliable and economical.
Risk factors for the use include nulligravida, post
partuminsertion, irregular follow up and lack
of education regarding checking of the thread
periodically [1].

Factors such as inert positioning, fragility of
uterine wall due to recent birth, abortion, and
pregnancy are contributory to the possibility of
uterine perforation [2]. After perforating the uterine
wall the copper T TUCD can migrate to the Colon,
wall of the iliac vein, bladder, appendix, colon,
omentum, pouch of Douglas and ovary [3,4,5,6].

Regular self-examination, investigation of
persistent pain, or disappearance of strings may
detect migration early [7].

Although management of a migrated IUD in
an asymptomatic patient is controversial, there
appears to be a consensus that all extrauterine
devices should be removed unless the patient’s
surgical risk is excessive [8,9,10].

Conclusion

Healthcare workers must be aware of potential
complications with respect to perforation and
appropriate measures should be taken to prevent
perforation especially at the time of insertion.
Patients must be educated about checking Copper
T treads and the implications of a missing thread.
If uterine perforation is confirmed then surgical
management should be undertaken immediately to
prevent any untoward effect.

10.

References

Y.A. Tunc ay, E. Tunc ay, K.G"uzin, D. “Ozturk, C.
Omurcan, and N. Y ucel. Transuterine migration as
acomplication of intrauterine contraceptive devices:
six case reports. European Journal of Contraception
and Reproductive Health Care. 2004;9(3):194-200.

E. Junceda Avello, L. Gonzalez Torga, ]. Lasheras
Villanueva, and G. B. De Quiros A. Uterine
perforation and vesical migration of an intrauterine
device. Case observation. Acta Ginecologica.
1977:30(2):79-86.

B. Kassab and P. Audra. The migrating intrauterine
device. Case report and review of the literature.
Contraception, Fertilite, Sexualite. 1999;27(10):696-
700.

P. Sarkar. Translocation of a Copper 7 intra-uterine
contraceptive device with subsequent penetration
of the caecun: case report and review. British
Journal of Family Planning. 2000;26(3):161.

P.D.Silvaand K.M. Larson. Laparoscopic removal of
a perforated intrauterine device from the perirectal
fat. Journal of the Society of Laparoendoscopic
Surgeons. 2000;4(2):159-62.

K.KRoy, N Bannerjee, A Sinha. Laprascopic removal
of translocated retroperitoneal IUD. International
Journal of Gynecology and Obstetrics. 2000;71(3):
241-43.

A. Moulay and M. Zahi. Abdominal migration of
intrauterine devices. A report of four cases removed
by laparoscopy. Revue Francaise de Gynecologie et
d’'Obstetrique. 1983;78(3):163-69.

Hoscan MB, Kosar A, Giimiistas U, Giiney M.
Intravesical migration of intrauterine device
resulting in pregnancy. Int ] Urol. 2006;13(3):301-02.
Rahnemai-Azar AA, Apfel T, Naghshizadian R,
Cosgrove JM, Farkas DT. Laparoscopic removal of
migrated intrauterine device embedded in intestine.
JSLS. 2014 Jul-Sep;18(3).pii:e2014.0012

Gorsline JC, Osborne NG. Management of the
missing intrauterine contraceptive device: report of
a case. Am ] Obstet Gynecol. 1985;153(2):228-29.

[JOG / Volume 7, Number 2 (Part - IT)/ April - June 2019



