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Case series

Dispositif Intra-Utérin (DIU) migrateur : à propos de deux cas

Résumé 
Introduction  : La perforation utérine avec migration 
du dispositif intra-utérin (DIU) est une complication 
rare mais grave de la contraception intra-utérine. 
Nous rapportons deux cas de migration de DIU pris en 
charge au Centre Hospitalier Régional Universitaire 
(CHRU) de Fada N’Gourma, Burkina Faso.
Cas cliniques  : Il s’agissait de deux patientes âgées 
respectivement de 26 et de 37 ans, multipares, 
ayant bénéficié de la pose d’un DIU à J42 du post-
partum. Le diagnostic de migration a été évoqué 
devant la disparition des fils repères et confirmé par 
la tomodensitométrie (TDM) abdomino-pelvienne 
qui avait localisé le DIU en positions intrapéritonéale 
et viscérale. Une laparotomie a été indiquée. Elle 
a permis de retrouver, dans le premier cas, un DIU 
adhérent au côlon sigmoïde avec perforation colique 
ayant nécessité une excision-suture du colon et dans 
le second cas, un DIU localisé dans le cul-de-sac de 
Douglas sans lésion viscérale associée. Les suites 
opératoires étaient simples dans les deux cas.
Conclusion  : La migration du DIU est une 
complication rare dont le diagnostic repose sur 
l’échographie pelvienne en première intention 

qui s’assure de la vacuité utérine, la radiographie 
de l’abdomen sans préparation (ASP) en seconde 
intention qui peut révéler le DIU, sans que l’on ne 
présage de sa topographie abdominale ou pelvienne 
d’où la nécessité de la TDM et ou l’IRM. En cas de 
position ectopique confirmée, le retrait chirurgical 
est impératif. La cœlioscopie reste la voie d’abord 
de référence ; la laparotomie demeure une alternative 
dans les contextes à ressources limitées.
Mots-clés : Dispositif Intra-Utérin, Perforation 
utérine, Migration.

Abstract
Introduction: Uterine perforation with intrauterine 
device (IUD) migration is a rare but serious 
complication of intrauterine contraception. We 
report two cases of IUD migration managed at the 
Regional University Hospital Center (CHRU) of Fada 
N’Gourma, Burkina Faso.
Clinical cases: These were two patients aged 26 
and 37 years, respectively, multiparous, who had 
undergone IUD insertion on day 42 postpartum. 
The diagnosis of migration was suspected due to the 
disappearance of the reference threads and confirmed 
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by abdominopelvic computed tomography (CT), 
which located the IUD in intraperitoneal and visceral 
positions. A laparotomy was indicated. It allowed, 
in the first case, the discovery of an IUD adherent to 
the sigmoid colon with colonic perforation requiring 
excision-suturing of the colon, and in the second 
case, an IUD located in the pouch of Douglas without 
associated visceral injury. The postoperative courses 
were uncomplicated in both cases.
Conclusion: IUD migration is a rare complication, 
the diagnosis of which relies primarily on pelvic 
ultrasound to ensure uterine emptiness, and secondly 
on a plain abdominal X-ray (without preparation) 
which can reveal the IUD, without indicating its 
abdominal or pelvic topography, hence the need 
for CT and/or MRI. In case of confirmed ectopic 
position, surgical removal is imperative. Laparoscopy 
remains the reference approach; laparotomy remains 
an alternative in resource-limited settings.
Keywords: Intrauterine Device, Uterine Perforation, 
Migration.

Introduction

The intrauterine device (IUD) is one of the most 
widely used contraceptive methods worldwide, 
particularly in sub-Saharan Africa. It represents a 
long-term, reversible, and low-cost contraceptive 
option. Despite its recognized contraceptive efficacy, 
its insertion carries risks. Uterine perforation is the 
most feared complication [1]. This perforation, 
most often clinically silent, may be accompanied 
by migration of the IUD to neighboring structures. 
Intra-abdominal migration constitutes a serious 
complication, potentially leading to digestive 
perforations. Its diagnosis is often delayed due to the 
lack of evocative symptomatology; it is suspected 
upon disappearance of the IUD reference thread and 
confirmed by imaging. Management is surgical, and 
laparoscopy is the ideal approach. In resource-limited 
countries such as Burkina Faso, laparoscopy is not 
accessible, necessitating laparotomy as the surgical 

approach.
Through two unusual cases of intra-abdominal 
IUD migration reported at the Regional University 
Hospital Center (CHRU) of Fada N’Gourma, we 
describe the diagnostic and therapeutic aspects of this 
complication, and discuss its particularities in our 
context.

Clinical cases

Case n°1
A 26-year-old patient, gravida 2 para 2 (G2P2) with 
two living children, with no known pathological 
history, who had both deliveries vaginally. The patient 
had undergone insertion of an intrauterine device 
(IUD) on day 42 postpartum. She had been seen for 
her first follow-up visit one month after insertion and 
presented no symptomatology.
Clinical examination at admission revealed preserved 
general condition, temperature at 37.6°C.
Abdominal examination revealed provoked pain 
with localized guarding in the hypogastrium. Vaginal 
examination revealed pain upon mobilization of 
the uterus, the IUD reference thread was not felt, 
speculum examination also did not reveal the IUD 
reference thread. Rectal examination was normal. 
Biology revealed white blood cells at 5,230 elements/
ml and a hemoglobin level at 10.1 g/dL.
Pelvic ultrasound revealed an empty uterus without 
visualization of the IUD. Computed tomography (CT) 
had found the IUD in an intravisceral position, in 
relation to the L4 and L5 lumbar vertebrae (Figure 1: 
Abdominal CT image in 3D reconstruction showing 
the IUD in relation to the L4 and L5 lumbar vertebrae).
There was no fluid collection or pneumoperitoneum. 
The diagnosis of intra-abdominal IUD migration was 
retained and removal by laparotomy was indicated. 
Exploration had found the IUD adhering to the 
sigmoid colon (Figure 2: Abdominal CT image in 
frontal reconstruction showing the migrating IUD 
in an intravisceral position); dissection had allowed 
visualization of a perforation of the sigmoid colon 
by one branch of the IUD. Removal of the IUD was 
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performed with excision-suturing of the sigmoid 
colon (Figure 3: Image showing the migrating IUD 
attached to the sigmoid colon after laparotomy). 
Postoperative care consisted of analgesics based on 
paracetamol, tramadol, and antibiotic prophylaxis. 
The postoperative courses were uncomplicated and 
the patient was discharged on postoperative day 4.

Case n°2
A 37-year-old patient, gravida 3 para 3 (G3P3) with 
three living children, with no notable pathological 
history, who had all three deliveries vaginally. The 
patient had undergone insertion of an intrauterine 
device (IUD) on day 42 postpartum. On day 9 after 
IUD insertion, during intimate hygiene, not feeling 
the reference thread, she returned for consultation 
for a check-up. At admission, the patient had no 
complaints. Abdominal examination was normal, 
on vaginal examination the IUD thread was not felt, 
speculum examination also did not find the reference 
thread. Pelvic ultrasound had found an empty uterus. 
CT had found the IUD in an intraperitoneal position, 
in relation to the L5 and S1 vertebrae (Figure 4 and 
Figure 5: Abdominal CT images showing the IUD in an 
intraperitoneal position and in relation to the L5 and S1 
lumbar vertebrae). There was no pneumoperitoneum 
or intra-abdominal fluid collection. The diagnosis 
of intra-abdominal IUD migration was retained and 
removal by laparotomy was indicated. Exploration 
had found the IUD in the pouch of Douglas; it 
was removed and the abdominal cavity closed. 
Postoperative care consisted of analgesics based on 
paracetamol, tramadol, and antibiotic prophylaxis. 
The postoperative courses were uncomplicated and 
the patient was discharged on the 2nd postoperative 
day.

Figure 1: Abdominal CT image in 3D reconstruction 
showing the IUD in relation to the L4 and L5 lumbar 
vertebrae.

Figure 2: Abdominal CT image in frontal 
reconstruction showing the migrating IUD in an 
intravisceral position.
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Figure 3: Image showing the migrating IUD attached 
to the sigmoid colon after laparotomy.

Figure 4: Abdominal CT image showing the IUD in 
an intraperitoneal position and in relation to the L5 
and S1 lumbar vertebrae

Figure 5: Abdominal CT image showing the IUD in 
an intraperitoneal position and in relation to the L5 
and S1 lumbar vertebrae.

Discussion

In our study, the main limitation lies in the 
methodology; it is the small number of cases and the 
absence of prospective data. Despite these limitations, 
we were able to compare our results with those in the 
literature.
Uterine perforation by IUD is rare, with incidence 
estimated between 0.2 and 15 per 1,000 insertions 
[2]. This frequency may be largely underestimated 
considering asymptomatic forms. In our series, one 
of the patients was asymptomatic at the time of 
diagnosis, which is consistent with literature data. 
These perforations are almost always immediate 
during IUD placement or, very exceptionally, more 
delayed by progressive erosion of the uterine wall 
related to the inflammatory process in case of partial 
perforation during insertion.
The classic symptomatology corresponds to pain 
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and/or bleeding during placement. Most authors do 
not report these evocative signs and perforation is 
diagnosed in only 14% of cases [3-4]. Disappearance 
of the reference threads is the first sign of migration.
According to some authors, the perforation rate 
appears to depend on the practitioner’s qualification 
and especially on the number of insertions performed 
[4]. Also, risk factors for perforation have been 
identified in a statistically significant manner: in case 
of insertion in the postpartum period, the relative risk 
(RR) of perforation is 11.7 in the 0 to 3 months and 
13.2 in the 4 to 6 months following delivery; in case 
of insertion in a patient with a history of abortion by 
aspiration or uterine curettage, the RR is 2.1 with a 
risk that is higher the more the insertion is performed 
in immediate post-abortion [5].
It is only at a more advanced stage that the 
symptomatology becomes more demonstrative 
with abdominal pain and sometimes an unwanted 
pregnancy. When the IUD is outside the uterine 
cavity, it can localize either in the pelvis or in the 
abdomen, and in order of frequency based on a review 
of 165 cases: in the omentum, the rectosigmoid, the 
peritoneum, the bladder, the appendix, the small 
intestine, the adnexa, and the iliac vein [6].
Uterine perforation is asymptomatic unless it occurs 
at the time of IUD placement. Therefore, when sharp 
pain is felt during insertion, a pelvic ultrasound should 
be immediately performed to confirm the diagnosis: it 
shows the IUD in an immediate para-uterine position. 
In normal cases, an IUD is said to be in place when 
on a sagittal section, the distance separating its upper 
end from the uterine fundus is 2 cm. It is said to be 
perforating in an intramural position if this distance is 
less than 2 cm [7-8].
Migration is clinically suspected in the absence of 
visualization of the reference threads at the level of the 
exocervix. In our study, migration was suspected at 
the follow-up appointment for IUD placement for the 
first patient and by self-detection of the disappearance 
of the reference threads during intimate hygiene for 
the second patient.
In general, confirmation of migration first calls 

upon the pair of plain abdominal X-ray (without 
preparation) - abdominal and pelvic ultrasound. 
The X-ray, performed outside of any pregnancy, 
first eliminates the possibility of IUD expulsion. 
Computed tomography (CT) and/or pelvic magnetic 
resonance imaging (MRI) may be useful in the precise 
localization of the IUD in the abdominal cavity.
Once the diagnosis of migration is confirmed, it 
is recommended to remove the ectopic IUD given 
the risks of adhesion and inflammation that may be 
responsible for secondary complications such as 
peritonitis and intestinal perforation. Removal of 
the intra-abdominal IUD is most often performed by 
laparoscopy. In the literature, its success rate ranges 
between 44 and 100%; it depends on the number 
of cases treated, the location of the IUD, and the 
operator’s experience [6-9]. The need for laparotomy 
is not exceptional, as was the case for our two patients, 
laparoscopy not being available in our context. Indeed, 
the choice between laparoscopy and laparotomy 
is based on a medico-economic compromise. The 
clinical advantages of minimally invasive surgery 
must be weighed against the material, financial, and 
human constraints of the local context. The surgical 
choice is based among other things on the availability 
of the technical platform, financial constraints and 
cost for the patient, surgical and anesthetic skills, and 
finally the patient’s clinical condition.
The long-term follow-up of our patients consisted 
first of immediate postoperative follow-up with 
control consultations within 4 to 6 weeks following 
the surgical intervention to verify good healing of 
the surgical wound; then to discuss the choice of a 
new alternative modern contraception, of hormonal 
or barrier type with the practitioner trained for this 
purpose.
Finally, particular emphasis must be placed on 
the prevention of IUD migration by strengthening 
practitioners’ skills in insertion techniques and 
educating patients in regular self-monitoring of the 
reference threads.
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Conclusion

IUD migration is a rare but serious complication. 
Prevention relies above all on insertion performed 
under optimal conditions, by an experienced 
practitioner and outside periods of uterine 
vulnerability. The diagnosis, often delayed by 
the poverty of symptomatology, relies on pelvic 
ultrasound as first-line investigation to ensure uterine 
emptiness, and plain abdominal X-ray (without 
preparation) as second-line investigation which can 
reveal the IUD, without predicting its abdominal 
or pelvic topography, hence the need for CT and/or 
MRI. Once migration is confirmed, surgical removal 
is imperative. If laparoscopy remains the reference 
approach, laparotomy remains an alternative in 
resource-limited settings. These cases also remind us 
of the importance of educating IUD-bearing patients 
on regular monitoring of the reference threads, the 
true first link in the diagnostic chain.
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