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INTRODUCTION 

Copper T is a commonly used effective, reversible, 

economic and safe method of contraception since its 

introduction in the year 1965. It leads to sterile, 

inflammatory changes in the endometrium preventing 

implantation, while hormone releasing IUD causes 

atrophy of the endometrium, cervical mucous 

impermeability to the sperms and impairs the ciliary 

motility in the fallopian tubes providing contraception.1,-3 

Copper T is usually inserted immediate post-partum, post 

abortal, during the proliferative phase of any menstrual 

cycle or 6 to 8 weeks following post-partum. 

Worldwide, 20% women of reproductive age group use 

IUCD as the preferred mode of contraception. Whereas, 

in India it is only 3-5%.4 Furthermore, in Tamil Nadu, the 

reported incidence is around 1% only.  

Perforation and transmigration are likely to occur in 1 in 

350, 1 in 2500 insertions.5 Sites into which transmigration 

has been reported include broad ligament, ovarian fossa, 

urinary bladder, sigmoid colon, rectum, peritoneum, 

omentum, pouch of Douglas, retro peritoneal space, iliac 

veins, ovaries, appendix and rarely in the abdominal 

wall.6-13 Transmigration into the bladder can lead to 

calculus formation.14 

ABSTRACT 

Copper T is one of the widely used intra uterine contraceptive devices due to its safe, effective and reversible nature. 

It has also been widely used as it is cost effective too. Copper T is usually inserted immediate post-partum, post 

abortal, during the proliferative phase of any menstrual cycle or 6 to 8 weeks following post-partum. Complications 

associated with use of Copper T include heavy menstrual bleeding, pelvic inflammatory disease, uterine perforation, 

displacement and rarely, transmigration. Post-insertion of copper T, women need to have regular follow up visits to 

prevent such complications. Patients should be advised to check for the presence of threads periodically. Considerable 

number of patients with transmigration of copper T has been reported in literature. Sites into which transmigration has 

been reported include broad ligament, ovarian fossa, urinary bladder, sigmoid colon, rectum, peritoneum, omentum, 

pouch of douglas, retro peritoneal space, iliac veins, ovaries, appendix and rarely in the abdominal wall. 

Transmigrated copper T may be diagnosed with ultrasonogram, X-ray and CT scan. Copper containing intra-uterine 

devices are known to provoke inflammatory reactions and symptoms depending upon the sites to which they have 

been transmigrated. Hence, we should resort to early intervention and remove the misplaced copper IUCD at the 

earliest. Here, we are reporting a rare case of transmigration of copper T into the anterior abdominal wall elaborating 

on various facets of copper T including its advent, incidence of use, efficient diagnosis and well-planned retrieval.   
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First case of transmigration of Copper T IUCD to the 

anterior abdominal wall has been reported by Moulana 

Mohamed Ansari in 2009; since then, sparse literature 

evidence regarding the same are available.15 15 cases of 

acute appendicitis due to transmigration of IUCD has also 

been reported in the literature.16  

Depending upon the site of transmigration, it may be 

symptomless or may cause severe symptoms. 

Possible serious complications restrict the utilisation of 

intrauterine device as a contraceptive method in general 

population. Complications of copper T IUCDs are heavy 

menstrual bleeding, pelvic inflammatory disease, uterine 

perforation, displacement and trans migration of the 

device.1 Displacement is seen to occur in 5% of the 

patients.17 As a result of displacement, patient can 

conceive and the other symptoms depend upon the 

location to which it has been displaced.  

Usually, the diagnosis is made clinically when there is 

failure to locate the copper T threads either by self-

palpation or by examination. X-ray can be used to 

localise the IUCD anywhere in the abdominal cavity.18-21 

Ultrasound imaging can help to a certain extent in 

diagnosing the migrated location. Partial migration can be 

picked up and retrieved by hysteroscopy.1,17,22,23 Once the 

location is identified retrieval is either through endoscopy 

or laparotomy depending upon the expertise of the 

surgeon, facilities available and the location of 

migration.24  

CASE REPORT 

A 30-year old female presented to us with complaints of 

pain and swelling over the para-umbilical region for the 

past 1 week.  

Menstrual history 

She gave history of regular cycles with no dysmenorrhea 

or menorrhagia with a recent LMP.  

Medical history  

Nil relevant. 

Obstetric history 

She is married for 10 years. She landed with intra-uterine 

death at term in her first pregnancy, which she delivered 

spontaneously, one year after marriage. Next pregnancy 

was uneventful and she delivered by LSCS at our hospital 

the following year. Third pregnancy was a repeat LSCS 

at our hospital, 3 years after the second baby. She had 

IUCD inserted 60 days after the second caesarean under 

Ultrasound Guidance which is a routine practice in our 

clinical setup. 6 months later, she came for review and 

ultrasound showed IUCD in situ. 10 months after copper 

T insertion, she came with a history of 40 days of 

amenorrhea. 

Ultrasound examination showed presence of gestational 

sac and IUCD was not seen. Hence, we thought that the 

patient would have expelled the IUCD. She was not keen 

on continuing the pregnancy and hence it was terminated 

by medical means. Cavity was found to be empty by 

USG after a week. That time, she was advised 

laparoscopic sterilisation. Two years later, she came to us 

with complaints of pain and swelling over the right para-

umbilical region for the past 1 week. On clinical 

examination, she was found to have a tender mass of 

3x3cm on the right paraumbilical region. It was found to 

be superficial and had evidence of inflammation. She 

underwent ultrasound examination of the abdomen and 

pelvis. To our surprise, there was a presence of linear 

echogenic shadow in the subcutaneous plane on the right 

para umbilical region with a fluid collection around it, 

which was suggestive of IUCD surrounded by 

inflammation. Intra peritoneal organs were found to be 

normal. On the same day, she had an x-ray of the 

abdomen, both antero-posterior and lateral views, which 

showed Copper T at the sub cutaneous plane of anterior 

abdominal wall at the level of L3 and L4. Patient was 

admitted for removal of the copper T and concurrent 

laparoscopic sterilisation. 

Intra operative findings 

Under general anaesthesia, laparoscopy was inserted by 

two ports; which showed an absolutely clean pelvis with 

no evidence of omental adhesions. The peritoneal surface 

of right para umbilical region was absolutely normal. 

Anterior wall of the uterus showed a small area of 

weakness when the uterine sound was passed. Bilateral 

sterilisation was done as per the patient’s request. Next, 

the incision was made over the swelling. In the sub-

cutaneous plane, there was a cavity which drained 5-7ml 

of pus. The cavity was explored and found to have the 

copper T, which was entangled by the inflammatory 

tissue. Copper T along with the inflamed subcutaneous 

tissue was removed. Rectus sheath was found to be intact. 

Saline and betadine lavage was given. Skin closed with a 

drain. Patient was continued with antibiotics for five 

days. 

 

Figure 1: Ultrasound image depicting transmigrated 

copper T. 
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Figure 2: X-ray of the abdomen, antero-posterior and 

lateral views showing copper T. 

 

Figure 3: Laparoscopic Image showing the weak spot 

in the anterior wall. 

 

Figure 4: Operative picture showing retrieval of 

copper T. 

DISCUSSION 

In developing countries, intra uterine contraceptive 

devices are one of the most preferable family planning 

methods. As it is very cost effective and it can be used 

long-term, various copper containing devices like copper 

T 200, 220C, 380A multi load 250, 375 are available. 

Transmigration of copper T is one of the rarest but known 

complications. The copper content can provoke 

inflammation when there is transmigration when 

compared to inert IUCDs.21 Migration is found to be high 

in immediate post-partal insertions which can be 

incomplete (within the myometrium) or complete (intra 

peritoneum). 

The risk factors for transmigration are, nullipara, post-

partum, post abortal IUCD placement or faulty technique 

of insertion and irregular follow up.25 Other possible 

causes for transmigration are contraction of the urinary 

bladder, gut peristalsis and movement of the peritoneal 

fluid.26 

Chang and colleagues emphasised that the following 

factors influence the transmigration like time of insertion, 

parity, type of IUCD, experience of the operator and 

position of the uterus.16 Transmigration of copper T is 

known to occur in lactating mothers similar to our case; 

where the soft uterus during the lactational period can be 

the predisposing factor.27  

Displacement of the IUCD can be totally asymptomatic 

or it may present with features of dysuria, abdominal pain 

and inflammatory swelling which depends upon the site 

of transmigration. Though transmigration is possible 

within the pelvis due to perforation and the peristalsis 

which happens; it is very rare to see transmigration in 

remote places like stomach, veins, colon and abdominal 

wall. There has been reported case of transmigration of 

IUCD into the stomach by Kumari et al which has been 

successfully removed through laparoscopy. 

Complications of IUCD usage are dysmenorrhea, pelvic 

inflammatory disease, ectopic pregnancy, septic abortions 

and hydrosalphinx. The possible reason for perforation is 

due to fragile uterine wall in the immediate post-partum 

or post abortal period.  

Perforation could be at the time of insertion or it could be 

secondary to uterine contractions. Perforations on the 

time of insertion can be avoided by insertion under 

ultrasound guidance.23 Sometimes, patient can conceive 

with IUCD in situ which can be removed safely when 

thread is seen without affecting the gestational sac or it 

could be done using hysteroscopy also.28 Occasionally, 

babies have been born at term with implanted IUCD in 

the placenta.  

Ultrasound is a useful tool in detecting the presence or 

absence of IUCD. Displaced IUCDs can be safely 

retrieved through laparoscopy if it is intraperitoneal or 

through laparotomy if it is extra peritoneal.20,29,30 If there 

is partial implantation into the myometrium it could be 

removed through hysteroscopy.22,28 Translocated IUDs 

can provoke severe fibroblastic reaction which will 

prevent its visualisation in the ultrasound. Even in 

laparoscopy, it may be difficult to identify the migrated 

copper T as it will be found entangled by the omentum. 

Plain X-ray is a very simple, cost effective, diagnostic 

measure which is often forgotten in the era of ultrasound 

and CT. Computed tomography can be used to identify 

the exact location if it cannot be picked up by the 

ultrasound or X-ray abdomen. 

Transmigration in to the abdominal wall may also be 

associated with actinomycotic infection. Whenever there 

is history of missing IUCD, we have to think about 

transmigration and expulsion. Simple abdominal X-ray 

and ultrasound will be of diagnostic value in 

differentiating the two. Surgical removal is a must in 

transmigrated IUCDs. 

Patients should be counselled regarding self-examination 

to identify the copper T thread and should have a 
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consultation with the gynaecologist if there is a missing 

thread. Even asymptomatic migrated copper T should be 

retrieved to prevent future complications as the patients 

are also psychologically upset.31 

CONCLUSION 

Migration of IUCD secondary to uterine perforation very 

often goes unnoticed. Regular self-examination of 

missing threads supplemented with clinical and 

radiological evaluation can detect the migration. 

Emphasis should be made on the simple diagnostic tool 

i.e., plain X-ray of abdomen. Migrated copper T should 

be removed at the earliest to avoid serious complications. 
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