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Case Report

Translocation of IUCD into caecum causing acute appendicitis
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Introduction

Intrauterine contraceptive device (IUCD) is
one of the most frequently used reversible
family planning method in the world. g
Cases of extra uterine translocation of IUCD
to peritoneal cavity, (2 urinary bladder Bl &
sigmoid colon “ have been reported. Very
few cases have been reported when IUCD
translocated into the appendix or the
caecum. Migration of IUCD to appendix is
exceptional. B As per our knowledge till
date only 19 cases have been reported
previously when |UCD perforated the
appendix or the caecum to cause
appendicitis. Here we are reporting another
case of translocation of IUCD into the
caecum presenting as appendicitis.
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ABSTRACT

foreign body

Cases of extra uterine translocation of intrauterine contraceptive

device (IUCD) to adjacent structures like peritoneal cavity, urinary

bladder & sigmoid colon have been reported. Here is a case of

translocation of IUCD into the caecum presenting as appendicitis.

Appendicitis resulting from IUCD translocation is very rare. As per our

knowledge only 19 cases have been reported earlier.
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Case report

A 35 yrs female, who had undergone IUCD
insertion 4 years back, presented with acute
pain in right iliac fossa (RIF) and vomiting.
On examination Macburney’s tenderness
was present & Rovsing’s sign was positive.
Her total count was raised with polymorph
predominance. X-ray KUB showed a
misplaced IUCD in the RIF. [Fig. 1] An
exploratory laparotomy was done via
midline incision. Appendix was found to be
inflamed. IUCD was palpable inside the
caecum. Caecum was opened, IUCD was
found inside the lumen with its string in the
appendicular lumen. Appendicectomy was
done, IUCD removed and caecum was
closed primarily. Her post operative period
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was uneventful and she had a complete
recovery.

Fig. 1 X-Ray showing IUCD (inside the circle) in the
Right lliac Fossa

Discussion

IUCD is one of the most frequently used
reversible family planning method in the
world. ™ Associated complications are
bleeding, infection, ectopic pregnancy and
uterine perforation. Uterine perforation is
one of the most serious but uncommon
complications associated with an IUCD. 2
The incidence of IUCD perforation ranges
from 0.05/1,000 to 13/1,000. 7" ¥ The
mechanism and etiology of IUCD
perforation and translocation to sites far
from uterine cavity remains controversial.
Most common cause of uterine perforation
is at the time of IUCD insertion.
Translocation of |IUCD to adjacent viscera
may occur later on due to complete
extrusion of IUCD through the myometrium.
This may be aided by spontaneous uterine
contraction and hydrostatic negative
pressure differences between the low
intraperitoneal pressure and relatively
higher intrauterine pressure.[9] The
migration and movement of the device in
the peritoneal cavity may also be aided by
the contraction of other abdominal viscera
i.e. urinary bladder and small and large
intestines. The myometrium has long been
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established as capable of spontaneous
contractions in the non-pregnant and
puerperal states. " This spontaneous
migration appears to be the reason in our
case as the patient has presented four years
after IUCD insertion. IUCD migration is
more frequently seen in women who
undergo labour with their IUCD in place;
this is due to the reduction in the size of the
uterus and thinning of the uterine walls in
the postpartum as a result of
hypoestrogenemia. ©

Copper containing devices have been
shown to cause considerable tissue
response when present in peritoneal cavity.
I 1n our case the string of the IUCD was
found in the lumen of the appendix which
may have obstructed the lumen and along
with the copper in the IUCD must have
caused appendicitis.

The treatment of a migrated IUCD is
surgical, either laparoscopy or laparotomy.
Withdrawal of the migrated IUCD s
advisable even if its migration has not given
rise to any clinical symptoms ™% and can
avoid further complications like bowel
perforation, bladder perforation, or fistula
formation. %!

Conclusion

Migration of IUCD to the adjacent viscera is
a known complication.  Appendicitis
resulting from IUCD migration is rarely
seen. Plain X-ray will be enough in most of
the cases where it will show the IUCD away
from the site of the uterus. Surgical removal
of the migrated IUCD is advisable for the
treatment of symptoms and prevention of
complications. Although in the present case
migration of IUCD seems to be due to
spontaneous translocation, it is advocated
that the insertion should be done by skilled
hands and regular self examination for the
presence of string should be done, as the
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migration is most common at the time of
insertion.
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