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Presentation of Intrauterine Device in a Didelphic Uterus
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Dear Editor,
Intrauterine devices (IUDs) as convenient, efficient, rela-

tively safe and inexpensive methods are used to provide a 
reversible and long-term contraception. IUD insertion in 
an outpatient setting without prior pelvic evaluation by 
ultrasound is a predisposing factor for unsuitable place-
ment. We present a patient with a didelphic uterus in 
which IUD was placed without adequate pelvic examina-
tion before insertion.

A 25-year-old woman who had a history of three preg-
nancy losses in weeks 6, 8, and 12 and one intrauterine 
fetal death (IUFD) in 34 weeks of gestation was referred to 
our clinic. She complained of dysmenorrhea and had an 
IUD placed in an outpatient setting without ultrasound 
evaluation one year ago as a contraceptive method after 

recurrent miscarriage. She was referred for tubal and 
uterine assessment by hysterosalpingography (HSG) be-
fore intrauterine insemination (IUI). 

A standard hysterosalpingogram was performed. After 
injection of dye through external cervical os, an apparently 
unicornuate uterus on the left side of the pelvis with the 
presence of IUD on the right side of the pelvis was observed. 
The left tube was seen unilaterally which was normal in 
course and the caliber (Figure 1 A). Having suspected a uni-
cornuate uterus in the first image, a detailed gynecologic 
examination was performed, considering the fact that a 
true unicornuate uterus should be differentiated from the 
didelphic and complete septated uterus in HSG. Insertion 
of acorn tip into one horn is the common technical prob-
lem during HSG that leads to misdiagnosis of didelphic 
and complete septated uterus as a unicornuate uterus.

Figure 1. A 25-year-old woman with a history of three pregnancy losses and dysmenorrhea and IUD placement referred for tubal and uterine assessment 
by hysterosalpingography (HSG) before intrauterine insemination. A, An apparently unicornuate uterus on the left side of the pelvis with a single fallopi-
an tube and an IUD in the right pelvis. B, The right cavity with an IUD is seen in the second HSG image after cannula placement in the second cervical canal.
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Figure 2. Third image of HSG in the same patient after cannula placement 
in both cervical canals simultaneously demonstrated a didelphic uterus. 
Two separate endocervical canals open into separate endometrial cavities.

Gynecologic examination enabled the detection of the 
second external os. A second image was obtained by dye 
installation through the second os. On the right a uni-
cornuate uterus with a single fallopian tube and a mislo-
cated IUD fixed at a site lower than normal was detected. 

The wings of IUD had penetrated into the uterine walls 
(Figure 1 B).

A third image was obtained while dye was injected si-
multaneously through both right and left cervical os. 
Both cavities were opacified and a contrast was observed 
bilaterally in the fallopian tubes. Two separate cavities, 
two cervical os and two fallopian tubes confirmed a didel-
phic uterus (Figure 2). She was referred to a gynecologist 
and hysteroscopy was done to remove the IUD.

Didelphic uterus is a rare type of müllerian duct anoma-
lies (MDAs) and the incidence in general population, al-
though not precisely known, ranges from 0.1% to 3.8% (1-3).

The most common risks in this case were uterine 
perforation at the time of IUD placement and also un-
wanted pregnancy as the IUD was placed into only one 
side of the cavity. Specific characteristics of the women 
at the time of insertion such as uterine cavity length, 
uterine position and unsuspected MDAs have an impor-
tant role in IUDs failure. Thorough gynecological exam, 
ultrasound evaluation and proper medical history tak-
ing prior to insertion can be helpful in preventing an 
unsuitable placement.
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