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Pelvic pain

When a complete metabolic panel offered no clues, we
turned to imaging. And that’s when we had our diagnosis.

A 34-YEAR-OLD WOMAN with no significant
past medical history presented as a new
patient to our family medicine clinic with
2 weeks of intermittent lower abdominal and
pelvic pain. She was sexually active with 1 part-
ner and denied abnormal vaginal discharge or
bleeding. She mentioned she’d had an intra-
uterine contraceptive device (IUD) placed a
few weeks ago. The patient was afebrile, and
her pelvic examination was unremarkable.
Physical examination showed mild ten-
derness to palpation over the lower abdomen
without rebound tenderness or guarding.

FIGURE 1
Abdominal radiograph reveals

a nonobstructive bowel gas pattern—
and something else
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A complete metabolic panel revealed no sig-
nificant abnormalities, and her human chori-
onic gonadotropin levels were normal.

Findings from the physical exam and her
clinical history prompted the need for imaging.
An abdominal radiograph (FIGURE 1) and non-
contrast computed tomography (FIGURES 2A
AND 2B) were subsequently ordered.

O WHAT IS YOUR DIAGNOSIS?

O HOW WOULD YOU TREAT THIS
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Dx: Intra-abdominal

IUD migration

The abdominal radiograph revealed a non-
obstructive bowel gas pattern with an IUD
overlaying the central lower abdomen and
pelvis at the L5-S1 level (FIGURE 1). Computed
tomography (CT) of her abdomen and pelvis
showed that the IUD was outside the endome-
trial cavity (FIGURES 2A AND 2B). There was no
evidence of pneumoperitoneum or bowel per-
foration. Based on the work-up and imaging,
the patient’s pain was due to intra-abdominal
IUD malpositioning.

I Diagnostic criteria for IUD malpo-
sitioning include device migration into 1 of
several locations, such as the lower uterine
segment or cervix. [IUD malpositioning can in-
volve the rotation or protrusion of the device
into or through the myometrium. On imaging,
a well-positioned IUD should have a straight
stem contained within the endometrial cavity,
with the arms of the IUD extending laterally at
the uterine fundus.

For our patient, an abdominal radiograph
showed that her IUD was superiorly displaced
outside the expected region of the endome-
trial cavity. CT helped to confirm this.

Complications with IUDs are few
Using an IUD is an increasingly popular meth-
od of contraception because it is effective and

generally well tolerated, with minimal adverse
effects or complications. In a multicenter ret-
rospective chart review of 2138 patients who
had IUDs, Aoun et al found that serious com-
plications included pelvic inflammatory dis-
ease (2%), IUD expulsion (6%), and pregnancy
(1%).! In a retrospective cohort study examin-
ing complications among 90,489 women with
IUDs, Berenson et al found ectopic pregnancy
and uterine perforation affected < 1%.2

A less serious complication is ITUD mal-
positioning. Although it does seem to occur
more often than other, more serious compli-
cations, the exact incidence is unknown. In a
retrospective case-control study, Braaten et al
reported the rate for IUD malpositioning was
10.4% among 182 women.* Malpositioned
IUDs may be more likely to occur in those
with suspected adenomyosis.’ In a study by
de Kroon et al, the estimated prevalence rate
for an abnormal IUD position ranged from 4%
to 7.7% among 195 patients.*

The clinical presentation
of IUD migration
Identification of a malpositioned IUD is
needed to avoid the possible increased risk
for uterine perforation, IUD expulsion, or
pregnancy.’

IUDs that have perforated the uterus float
freely in the pelvis or abdomen and can re-

CT scans of the abdomen (A) and pelvis (B) showed
an IUD outside the endometrial cavity
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sult in injury to adjacent structures as well as
peritonitis, fistulas, and hemorrhage.>” In ad-
dition, adhesion formation over the IUD can
lead to intestinal obstruction, infertility, and
chronic pain.b

1 Common symptoms of IUD malposi-
tioning include abdominal or pelvic pain and
abnormal bleeding, although many patients
may be asymptomatic.® In a retrospective
study of 167 patients with IUDs who under-
went pelvic ultrasound, 28 patients were
found to have an IUD in an abnormal posi-
tion.? Rates of bleeding and pain were higher
in patients with malpositioned IUDs (35.7%
and 39.3%, respectively) than in those with a
normally positioned IUD (15.1% and 19.4%,
respectively).?

The differential Dx includes
endometriosis and fibroids

IUD malpositioning can be distinguished
from other diagnoses that cause pelvic pain
and have similar presentations—including
endometriosis, ectopic pregnancy, and fi-
broids—through imaging study findings, clini-
cal history, and presentation.

Other conditions that may need to be
ruled outinclude pelvic inflammatory disease,
acute appendicitis, and ovarian cysts.? A thor-
ough history and physical examination can
help rule out these conditions by organ sys-
tem, and laboratory and imaging studies can
help to confirm the diagnosis.

Which imaging tool

to use, and when

Assessment of intrauterine contraception
placement requires evaluation of the uterine
cavity; gynecologic examination alone is not
sufficient to fully evaluate for IUD position.
Certain imaging studies are particularly help-
ful for revealing possible IUD migration.

1 Ultrasound—a widely available, radi-
ation-free modality—is the first-line imag-
ing tool for evaluation of an IUD’s position.'
In addition, ultrasound can provide effective
evaluation of other pelvic structures, which
is helpful in identifying or eliminating other
causes of pain or abnormal bleeding.

1 Conventional radiography. If the ITUD
is not visualized on ultrasound, the American
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College of Obstetricians and Gynecologists
(ACOG) recommends radiography to deter-
mine if the IUD has been expelled or has mi-
grated to an extra-uterine position.®

1 CT may be best suited for the evalua-
tion of more severe complications of IUD mal-
positioning, including visceral perforation,
abscess formation, or bowel obstruction. CT
should be considered if the patient’s clinical
presentation is suspicious for a more serious
intra-abdominal pathology.

Management depends

on the IUD’s position

For patients whose IUD has an uncertain po-
sition or nonvisualized intravaginal strings,
ACOG’s first-line recommendations include
ruling out pregnancy, using an alternative
method for contraception, and ordering pelvic
ultrasonography.® ACOG recommendations
for the management of IUD malpositioning
depend on the device’s location and the pa-
tient’s symptomatology.

I Management of low-lying IUDs is
complex. An IUD that is malpositioned in the
cervix is considered partially expelled and
should be completely removed.® For asymp-
tomatic patients with an IUD located in the
lower uterine segment and above the inter-
nal cervical os, there should be strong con-
sideration given to leaving the IUD in place
because removal is associated with higher
rates of pregnancy given the low rates of ini-
tiation of effective contraception following
removal.®

IUD malpositioning in the peritoneal cav-
ity requires surgical intervention. Although
ACOG's first-line recommendation is laparo-
scopic intervention, laparotomy can be con-
sidered if laparoscopy does not result in the
removal of the IUD or the patient has more
severe complications (sepsis or bowel perfora-
tion).® At the time of IUD removal, the clinician
should also discuss and/or prescribe interim
contraception.

1 Treatment for our patient included
uncomplicated laparoscopic surgical remov-
al of the intra-abdominal IUD. The patient’s
symptoms went away following the procedure,
and she was subsequently switched to an oral

contraceptive. JFP
CONTINUED
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For
asymptomatic
patients with an
IUD in the lower
uterine segment
and above the
internal cervical
os, consider
leaving the IUD
in place.
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