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Abstract

Intrauterine devices (IUCDs) are commonly used for contraception, but can rarely migrate and cause complications. Although migration into
the peritoneal cavity has been reported, migration into the appendix leading to appendicitis and perforation is sporadic. We report the case of a
32-year-old woman who presented with acute abdominal pain due to perforated appendicitis caused by migration of an IUCD into the appendix.
Imaging revealed peritonitis and free pelvic fluid, prompting an emergency laparotomy. Intraoperatively, the [UCD was found embedded in
the perforated appendix and adherent to the right adnexa. Interestingly, no uterine perforation was observed, suggesting delayed secondary
perforation and silent migration over time. An appendectomy with [UCD retrieval was performed, followed by an uneventful recovery. This
case highlights an infrequent but essential complication of [UCD migration. It underscores the importance of timely diagnosis, appropriate
imaging, and urgent surgical intervention to prevent severe morbidity in cases of [UCD-associated complications.
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INTRODUCTION

Intrauterine contraceptive devices (IUCDs) have been in
use worldwide since 1965 [1]. Numerous case reports
have described complications associated with [UCDs.
Perforation and migration to other organs are among
the rarest but potentially life-threatening complications
[2]. These perforations are often linked to insertions
performed during the early postpartum period or during
lactational amenorrhea. The success and safety of
insertion are closely related to the clinician’s skill [3].
A few reports have described the rare occurrence of
transmigration to the appendix, resulting in inflammation
and requiring either laparoscopic or open appendectomy
[2, 4]. In such cases, symptoms may be delayed due to
chronic inflammation caused by the copper content of
the IUCD [2]. We present a case of a young woman who
arrived at the emergency department with symptoms
suggestive of acute appendicitis. She was provisionally
diagnosed and treated; however, her symptoms persisted,
and the decision for surgery was subsequently made.

CASE REPORT

Presentation

A32-year-old married woman presented to the emergency
department with a three-day history of abdominal pain.
The pain was predominantly localized to the right iliac
fossa and hypogastrium, with abrupt onset, moderate
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intensity, and a gripping character. It was associated with
burning micturition. She also reported nausea, vomiting,
anorexia, and fever. There was no history of constipation
or diarrhea. The patient had initially presented to a local
clinic with similar complaints, where she was admitted
and given prophylactic analgesics and antibiotics. Her
last menstrual period was two days before presentation.
She had a history of [UCD insertion three years earlier,
which had not been removed. The patient had not attended
any gynecological follow-up visits since [IUCD insertion
three years earlier, as she remained asymptomatic
until the current episode. She was not diabetic or
hypertensive, had no previous surgical history, and was
a non-smoker. Her family and socioeconomic history
were unremarkable.

Clinical Findings

On inspection, a young female of heavy build was lying
on the bed in an irate condition, with a pulse rate of 120
beats/min, B.P. of 105/64 mmHg, and respiratory rate of 24
breaths/min. She was afebrile, with an oxygen saturation
of 96% on room air. Her abdominal examination was
positive for a distended, rigid abdomen with generalized
tenderness. No visceromegaly was appreciated, and bowel
sounds were heard. A digital rectal examination found soft
and scanty stools in the rectum, which were not blood-
stained and had no palpable mass.

Diagnostic Assessment

Early lab tests revealed neutrophilia and increased total
white blood cell levels of 16500 cells/mm?. Additionally,
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C-Reactive Protein (CRP) increased. Serum urea,
creatinine, electrolyte levels, and liver function tests,
however, were all within acceptable limits.

The X-ray of her chest showed nothing unusual. An
abdominal ultrasound revealed a dilated blind-ending
peristaltic loop of intestine in the right iliac fossa, free
fluid in the pelvis, and fat stranding in the same area.
No foreign body was visualized on the ultrasound. The
Alvarado Score was 8/10, indicating a high likelihood
of appendiceal perforation based on the patient’s
clinical presentation and laboratory findings (Table 1).
An immediate surgical consultation was obtained, and
a diagnosis of sepsis secondary to peritonitis from a
perforated appendix was made.

Table 1: Total Alvarado score calculation.

Alvarado Score Component | Points | Findings in the Case
Right lower quadrant tenderness 2 Present
Leukocytosis >10,000/uL 2 Present
Migratory pain 0 Absent
Anorexia 1 Present
Nausea/vomiting 1 Present
Rebound tenderness 1 Present
Fever >37.5°C 1 Present
Neutrophilia >75% 1 Present
Total Score 8/10 S;;)gpiisctiii\cliizf

Therapeutic Intervention

The patient was resuscitated with intravenous fluids,
broad-spectrum antibiotics, and analgesics. A nasogastric
tube and a Foley catheter were inserted, and input—output
monitoring was initiated. Under general anesthesia, a
lower midline laparotomy was performed. The abdomen
was opened in layers, revealing approximately 300 ml of
purulent fluid in the peritoneal cavity, which was drained
(Fig. 1A).

The base of the appendix was identified, and a
perforation was noted in its mid-portion, through
which a small plastic fragment was protruding. The
remainder of the appendix descended into the pelvis
and was adherent to the right ovary and fallopian
tube. Dissection revealed a twisted object within the
appendix, which was identified as an IUCD (Fig. 1B).
The right fallopian tube and ovary appeared mildly
inflamed. At the same time, the uterus was grossly
normal with no identifiable perforation site. This
likely indicates that a uterine wall breach had occurred
a considerable time earlier, allowing for healing and
fibrosis. The IUCD may have migrated silently due
to chronic inflammation, myometrial contractions, or

malposition, gradually eroding through the uterine wall
and into the appendix (Fig. 1C).

An appendectomy was performed, and the abdominal
cavity was irrigated thoroughly with warm saline. The
incision was closed in layers, and a drain was placed.
The patient was transferred to the intensive care unit
(ICU) for post-operative monitoring.

Recovery was uneventful. The patient was mobilized on
the first post-operative day, with incentive spirometry
and chest physiotherapy initiated. By the third post-
operative day, bowel sounds had returned, allowing
removal of the nasogastric tube and initiation of oral
fluids. She continued to improve and was discharged on
the fourth post-operative day.

A) B) £

Fig. (1): A: Free fluid in the peritoneal cavity and fat stranding,
B: Intrauterine contraceptive devices (IUCD) twisted around the
appendix (shown by the green arrow), and C: Appendectomy
specimen containing the migrated IUCD.

Histopathology

Histopathological examination of the excised appendix
revealed acute suppurative appendicitis characterized
by transmural neutrophilic infiltration and mucosal
ulceration. The presence of multinucleated giant cells,
histiocytes, and granuloma formation indicated a chronic
inflammatory response to the foreign material.

Follow-up and Outcomes

At the 1-week follow-up, the patient had no active
complaints, and the baseline profile was within normal
limits, indicating no post-operative complications.
An abdominal ultrasound was done, which was
unremarkable. The patient’s overall condition indicated
a good surgical outcome.

DISCUSSION
Uterine perforation is a serious complication of IUCD
use, and subsequent device migration may result in
involvement of adjacent organs, including the appendix
[5]. Globally, over 150 million women use [UCDs,
with the majority residing in developing countries.
Existing studies report that [UCD perforations occur
in approximately 0.3-2.6 cases per 1,000 insertions
[6, 7]. While common causes of appendicitis include
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infections, tumors, fecaliths, foreign bodies, intestinal
parasites, and lymphoid hyperplasia [8], rare etiologies,
such as transmigration of an IUCD to the appendix, have
also been documented [2].

Several published reports describe cases of IUCD
migration to the appendix, similar to the present case.
One study reported an [UCD-induced acute appendicitis
successfully managed via laparoscopic appendectomy
[9]. In our case, migration is likely to result from
the gradual erosion of the uterine wall following
IUCD insertion. Previous studies have suggested that
symptoms may be delayed due to chronic inflammation
triggered by the copper content of IUCD [3]. Another
report highlighted the pronounced inflammatory
response associated with such perforations and
emphasized the need for prompt surgical intervention
[6]. Unlike cases where uterine perforation occurs
shortly after insertion and is promptly identified,
our patient exhibited no early warning signs. This
underscores the importance of routine post-insertion
follow-up and imaging, such as ultrasonography, to
detect early displacement and prevent complications.
Although our clinical presentation and operative
findings align with those reported in the literature,
this case reinforces the need for vigilant monitoring
and timely evaluation to mitigate the risks of [UCD
migration.

IUCDs remain a reliable, cost-effective method of long-
term contraception with low failure rates. Nevertheless,
complications including bleeding, infection, ectopic
pregnancy, and uterine perforation can occur. Uterine
perforation, though rare, remains one of the most serious
IUCD-related complications [10]. In our patient, the
delayed onset of symptoms supports the likelihood of
secondary migration [11]. We infer that the perforation
was the result of gradual erosion through the uterine
wall, likely beginning soon after insertion. The absence
of fecalith impaction in the appendix suggests that
chronic inflammation induced by the copper-containing
IUCD was the primary precipitating factor for acute
appendicitis in this case.

CONCLUSION
This case is a valuable contribution to the existing
literature, providing insight into a rare complication
of IUCD migration. It emphasizes the necessity of
long-term IUCD surveillance, highlights a diagnostic
challenge, and serves as an educational moment for
surgeons and gynecologists on possible [IUCD insertion
complications. Proper post-insertion follow-up and
routine self-checks of IUCDs play a crucial role in
early identification of displacement and in preventing

potentially dangerous complications. Early surgical
correction remains the curative measure in such
circumstances, as evidenced by this patient’s positive
outcome.
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