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Abstract 
We present a case of a levonorgestrel IUD embedded completely within the myometrium diagnosed two years after placement six weeks after 

a Cesarean delivery. The patient underwent two in-office removal attempts, an in-office hysteroscopy, and ultimately a laparoscopic ultrasound-
guided IUD removal. She plans for future repeat Cesarean delivery.
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Introduction

The practice of placing IUDs six weeks after delivery is 
recommended by the Centers for Disease Control Medical Eligibility 
Criteria for Contraceptive Use [1]. In comparison to immediate 
postpartum IUD insertion, delayed insertion is associated with 
a higher risk of uterine perforation in breastfeeding individuals 
with a relative risk of 6.1 [2]. In comparison to non-postpartum 
insertion, perforation risk is nearly seven times higher during the 
postpartum period [3]. At six weeks postpartum, most patients 
have resumed intercourse, but the likelihood of pregnancy in those 
who are exclusively breastfeeding is 1-2% [4,5]. Historically, IUD 
string checks were recommended after insertion; however, current 
guidelines do not recommend this, regardless of timing of insertion 
[1,6]. We present a unique case of a fully embedded IUD discovered 
two years after a delayed postpartum levonorgestrel IUD insertion 
in a breastfeeding patient.

Case Report

Written, informed consent was obtained for this case report. 
A 31-year-old G1P1001 requested a levonorgestrel IUD at her 

six-week postpartum visit. At the time of insertion, she was 
breastfeeding. Two years later she requested removal due to 
desired fertility and had been amenorrheic since insertion. During 
the in-clinic removal attempt, one of the IUD strings popped off 
after grasping with ring forceps and thus alligator forceps were 
used to attempt to grasp IUD, but it was unable to be dislodged. 
Formal ultrasound showed IUD embedded in anterior myometrium. 
Patient was then seen in complex family planning clinic and opted 
for repeat in office attempt, at which point strings were not visible, 
and alligator forceps were able to remove portion of string but 
unable to grasp IUD itself. Patient was then referred to minimally 
invasive gynecology. Office hysteroscopy was performed and was 
unable to visualize any part of IUD (Figure 1). MRI pelvis (Figure 2) 
showed IUD in lower uterine segment 2mm deep to the mucosa and 
5mm from the serosa.
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Figure 1: Hysteroscopic approach to IUD removal.

Figure 2: MRI image of IUD in uterus.

Patient was consented for ultrasound guided diagnostic 
hysteroscopy with possible laparoscopy. Hysteroscopy under 
transabdominal ultrasound guidance revealed the stem of IUD 
close to the endometrium and a bipolar hook was used to make 
an incision over this area but IUD was not encountered. Decision 
was made to convert to laparoscopic approach with transvaginal 
ultrasound guidance. The right broad ligament was opened and 

IUD was palpable. Uterine incision was made at the right lateral 
myometrium. Dissection of this area revealed one arm extending 
posterior and caudad to the round ligament. This was grasped and 
broke free from the IUD. Uterine incision was extended inferior and 
lateral. Stem of IUD was grasped  and remainder of IUD successfully 
removed from uterus (Figure 3).

Figure 3: Laparoscopic removal of IUD.
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Discussion

The case presented describes a levonorgestrel IUD that was 
placed at the six-week postpartum visit after a Cesarean delivery 
for a breastfeeding patient, which was ultimately diagnosed as 
fully embedded within the myometrium two years after insertion. 
Diagnosis and treatment of embedded IUDs depend on the location 
and level of embedment, with hysteroscopy and laparoscopy 
recommended based on where the majority of the IUD lies [7-9]. 
Ultrasound is the recommended imaging modality for locating 
IUDs; however, when there remains uncertainty about the level of 
embedment, which impacts approach to removal, CT or MRI imaging 
may be helpful [10]. When IUDs are completely embedded within 
the myometrium, some describe using a tissue shaver device with 
fluoroscopy to remove the IUD while others describe laparoscopic 
removal using preoperative imaging to guide removal [11,12]. 
Given the rarity of fully embedded IUDs, it is debatable whether 
routine follow up is warranted for all IUD insertions. However, if 
embedment is not recognized and IUD strings are removed, surgical 
removal can become highly complex.

Conclusion

We submit that when an ultrasound is unable to identify any 
part of the IUD in the endometrial cavity, confirmatory formal 
imaging should be obtained before further removal attempts 
especially in those desiring future pregnancies. We recommend 
tailored counseling when placing IUDs in the postpartum period, 
particularly regarding perforation and expulsion, and routine 
follow up with ultrasound for those with multiple risk factors or 
unusual symptoms. We recommend investigation as to the best 
imaging modality to determine level of embedment as a future area 
of research.
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