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Case report

Intravesical migration of an intrauterine device detected in a  
pregnant woman

Abstract

The intrauterine device (IUD) is common method of contracep-
tion among women because of its low cost and high efficacy. 
Perforations are possible; most perforations occur at the time of 
insertion, yet the complication can occur with a previously inserted 
IUD. Perforation of the bladder by an IUD is extremely rare. In 
this report, we present a case in which the IUD perforated the 
uterus and migrated to the bladder. At the time of the diagnosis, 
the patient was 8 weeks pregnant.
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Introduction

Intrauterine devices (IUD) have been used for more than 3 
decades. More than 100 million women worldwide have 
been using the IUD.1,2 Uterine perforation during the inser-
tion is an uncommon complication of IUD and the incidence 
ranges from 0.2 to 9.6 per 1000 insertions. 

Case report 

A 28-year-old pregnant woman (gravida 3, para 2) was 
referred to Ondokuz Mayıs University Obstetric and 
Gynecology Department for migration of IUD into the blad-
der. The dislocation of the IUD was diagnosed by an obste-
trician when the patient was examined for secondary amen-
orrhea and suprapubic pain. She had been complaining of 
lower abdominal pain, frequency and dysuria for the past 3 
months. Her last menstrual date was eight weeks ago. Her 
medical and gynecologic histories were unremarkable. She 
had two deliveries with Cesarean section. She had a Copper 
T 380 type IUD placed by a gynecologist 1.5 years ago about 
12 weeks after her last Cesarean section. In gynecologic 
examination, the cervix was closed and the IUD threads 
could not be observed. An ultrasound examination revealed 
echogenic intravesical lesion measuring about 25 mm in 
length suggestive of the IUD (Fig. 1). A gestational sac 

with an embryo of 8 weeks was also detected. Cystoscopy 
was performed in general anesthesia, during which it was 
observed that the tail and body of the IUD penetrated the 
bladder mucosa and became embedded in the posterior 
wall of the bladder (Fig. 2). The tail of IUD was grasped 
by forceps and easily removed as a whole unit by pulling 
it through the perforation site and gently taken out through 
the cystoscope. At the patient’s request, the pregnancy was 
terminated by dilatation and curettage. A Foley catheter was 
left in bladder for 5 days. The patient was discharged 3 days 
after the IUD removal without complication.

Discussion 

Several cases of IUD perforation have been reported.3,4,5 Due 
to the asymptomatic nature of the perforation, the true inci-
dence of the uterus perforation by an IUD is most likely high-
er than reported.6 The exact mechanism that causes uterine 
perforation and migration of the IUD is not entirely known. 
The most important factor related with this complication is 
probably the operator experience in IUD application. There 
are also many factors that affect uterine perforation, such as 
the uterine size, position, timing of the insertion, congenital 
uterine anomalies and former operations.2 Previous Cesarean 
section was a risk factor of uterine perforation by IUD. In the 
present case, the patient had 2 Cesarean sections prior to the 
IUD insertion. 

The IUD can be inserted into the uterus in the postpartum 
period. However, the uterine atrophy and thinning of the 
uterine walls due to hypoestrogenism, involution of uterus, 
strong uterine contractions and soft consistency of the uterus 
can increase the risk of perforation.7,8 It was, therefore, sug-
gested to postpone the IUD insertion until 3 months after 
delivery to be safe.7,4 Spontaneous uterine contractions, 
bowel peristalsis and bladder contractions are other physi-
ological mechanisms that may cause spontaneous migration 
of the IUD.9 Uterine perforation can occur at the time of the 
insertion or at any other time after the insertion. In the pres-
ent case, we could not determine whether the perforation 
occurred at the time of insertion or later, but as erosion of 
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bladder wall is mostly symptomatic, the presence of symp-
toms in 3 months suggested that the IUD migration into the 
bladder was recent. It was also possible that migration of 
IUD into the bladder occurred earlier, but did not cause 
any symptoms.

Dysüria, suprapubic pain, recurrent urinary tract infec-
tions, hematuria, chronic pelvic pain and irritation on void-
ing are clinical symptoms related with IUD migration into 
the bladder.5,10 The presence of these symptoms and the 
history of IUD insertion with failure to locate its threads 
may indicate that the device has been dislocated. In the 
present case, the patient complained only of dysüria and 
mild suprapubic pain for 3 months. Secondary amenorrhea 
was the main reason for the visit to the gynecologist. 

Sonography with transvaginal and transabdominal 
approaches is a useful method to detect IUD migration.11-13 
In some cases, computed tomography is needed for diagno-
sis.14 In the present case, the migration of the IUD into the 
bladder was diagnosed by abdominopelvic sonography and 
cystoscopy. Intravesical migration of IUD is often associated 
with calculus formation.14-16 The presence of calculus in the 
plain X-ray of the urinary system with the absence of IUD 
strings in pelvic examination increases the suspicion of IUD 
migration into the bladder. It should be remembered that 
calculus formation does not occur in all intravesical IUDs, 
so the absence of calculus formation around IUD does not 
eliminate the suspicion of intravesical IUD. 

Conclusion 

Every case of a missing IUD, even with the presence of a 
pregnancy, must be investigated carefully for uterine per-
foration. The possibility of IUD migration into other intra-
abdominal organs is always possible and should be dis-
cussed with patients. Migration of an IUD into the bladder 
should be considered in woman having newly onset, unex-
plained, persistent urinary tract symptoms. Any displaced 
IUD should be removed due to potential complications.
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Fig. 1. Sonographic image of intrauterine device seen in bladder.

Fig. 2. Intravesical position of intrauterine device revealed by cystoscopy.
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