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Abstract

The copper T Intrauterine Device is a common method of contraception used throughout the world. Intrauterine or ectopic
pregnancies may be caused by complications with an IUD. The aim of this study was to present an ongoing term pregnancy with a
copper T extrauterine device localized in the ovary. Assessment of the clinical features of a term pregnancy complicated by an IUD.
A 32-year-old female was fitted with a copper T IUD in October 2009. She was hospitalized due to a term pregnancy with recurrent
cesarean history and had the IUD where was not known. Laboratory values and fetal biometry were normal. A viable normal 3750
g male infant with 8/9 Apgar score was delivered by cesarean section without any abnormalities. In pelvic exploration, the IUD was
localized in the left ovary and removed. Mother and infant were discharged without any complications after 24 hours. Counselling
should be provided about the potential risks of an ongoing pregnancy for all patients with the complication of copper T in place. It
is rare to have a successful delivery of a term normal pregnancy complicated with an IUD.
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Introduction
The Intrauterine Device (IUD) is the second most common contraceptive method used throughout the world after sterilization. Usage is estimated at 15% of reproductive
women worldwide (160 million women) (1). The Copper
(Cu) T 380A, which is one of the latest generation copper IUDs, provides significant contraception (99%) for 10
years with a very low expulsion rate (2). Recent studies
have shown show that after IUD insertion, rates of ectopic and intrauterine pregnancies have been reported at
62.5 and 37.5%, respectively. In a study of 15 intrauterine
pregnancies, 5 were terminated, 8 miscarried and only 2
reached term (3). In this study a case of an ongoing term
pregnancy with a Copper T extrauterine device localized
in the ovary is presented.
Case Presentation
A 32-year-old para 3 female was fitted with a copper T
IUD in October 2009. The patient had no history of medical disease. She was hospitalized due to a term pregnancy
with recurrent cesarean history and with the consideration
that an IUD was still in place. The laboratory values were
normal, the non-stress test was reactive and fetal biometry
was normal. Cesarean section was performed under spinal anaesthesia, and a viable normal male infant with 8/9
Apgar score and 3750 g in weight was delivered without
any abnormality. The IUD was not observed in the uterine
cavity. There was no finding of uterine perforation. In the
pelvic exploration, the copper T IUD was seen in the left
ovary and removed (Figures 1 and 2).
Bilateral fallopian tubes and right ovary measuring 2-3 cm

in diameter were observed to be normal. A copper T IUD
was seen in the left ovary, which was 3-4 cm in diameter,
edematous and with increased vascularity. After releasing
the adhesions between the fallopian tube and ovary within
20 minutes, the IUD was dissected bluntly into the ovary
and removed. However, a slight abscess measuring 1-2 cm
in diameter, yellow to green-brown in colour was observed
in the space from which the IUD had been removed. This
was drained and irrigated with saline. There were no procedure-related complications. Cefazolin sodium 2 g/day
intravenously and Ornidazole 1 g/day were administered
postoperatively. The follow-up of patient was not remarkable and mother and neonate were discharged without any
complications after 24 hours.
Discussion
Contraception prevents unwanted pregnancies by affecting ovulation, fertilization and implantation. The usage of
contraception by 63% of reproductive women worldwide
was reported (4). After pregnancy and other contraindications have been excluded, the IUD can be inserted safely at
any time during the menstrual cycle (5). During IUD insertion, there may be complications such as displacement,
expulsion, pelvic inflammatory disease, perforation and
bleeding (6). Rates of failure rate for this type of IUD have
been reported at 0.3 to 2.3% (7). Sperm motility has been
reported to be inhibited due to increased concentrations
of copper in the cervical mucus caused by a copper IUD
(8). The presence of a copper IUD has been seen to result
in a higher inflammatory response of the endometrium,
which suggests that copper IUDs may have a stronger
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Figure 1. Localization of copper T IUD in the left ovary.

Conclusion
This case report demonstrates that a pregnancy test
should be offered to all patients with an IUD and counselling on the potential risks of continuing the pregnancy. All
patients with an IUD should be informed about the potential disadvantages of the IUD, which may be the death
of an embryo or continuation of normal development in
the “all or nothing period” in the preimplantation period.
In our case, when we did not know that another physician
had inserted the IUD, perhaps it was thought that it could
have dislocated or perforated the uterus during the insertion process. Therefore, for early diagnosis of these complications, regular examinations are of great importance
for women fitted with an IUD. It is rare for a normal term
delivery of a pregnancy complicated by an IUD.
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Figure 2. The left ovary after removal of the IUD.

spermicidal effect on the endometrial area (9). Also a
study has shown that copper ions inhibit sperm motility
but not necessarily the capacity for fertilisation (10).
While clinically recognized ectopic pregnancies with an
inert or copper IUD in place have been observed at 3-4%,
this rate is approximately 25% with the use of levonorgestrel and progesterone (11). Adverse obstetric outcomes
such as preterm delivery, low birth weight and chorioamnionitis have been reported in women with IUD (12).
While possible contraindications for use of IUD are active pelvic inflammatory disease, serious cervicitis, undiagnosed genital bleedings, pregnancy, uterine anomaly
and suspected malignancy, some studies have also been
studied in women who had the device removed in early
pregnancy (13,14).
No differences were detected in regard to congenital malformations among women with an IUD, those who had it
removed, and those with no IUD (15). Recent evidence
has demonstrated a rise in the incidence of cleft lip in
pregnancies with IUDs, although the report was from a
small series of 10 pregnancies with devices (16). A strong
factor affecting the course of pregnancy has been reported
to be dislocation of the device, which is often encountered
in the first year of IUD placement (17).
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