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Abstract

Background: An intrauterine device (IUD) is a well-accepted means of reversible contraception. Migration of IUD to
the bladder through partial or complete perforation has been rarely reported. This phenomenon could be strongly
associated with history of prior cesarean sections (C-section) or early insertion of the device in the postpartum period.

Case presentation: In this study, a case of copper IUD migration through cesarean scar defect is presented, in such a
way that was successfully managed by cystoscopic removal. A 31-year-old female with a history of lower urinary
symptoms referred to the clinic for her secondary infertility work-up. A copper IUD outside the uterus in the bladder
was found using hysterosalpingraphy. A plain abdominal radiography also confirmed the presence of a T-shaped IUD
in the pelvis. According to ultrasound, the copper IUD was partly in the bladder lumen and within the bladder wall.
The patient had a history of an intrauterine device insertion eight years ago followingher second cesarean delivery.
Three years later, her IUD was expelled, and another copper IUD was inserted. Thesecond copper IUD was
alsoremoved while she decided to be pregnant. The patient finally underwent a hysteroscopic cystoscopy. The
intrauterine device with its short arms embedded in the bladder wall was successfully extracted through the urethra.

Conclusions: IUD insertion seems to be more challenging in women with prior uterine incisions and requires more
attention. Cystoscopic removal should be considered as a safe and effective minimally invasive approach tomanage a
migrated intrauterine device in the bladder.
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Introduction
IUD is still considered as a popular and cost-effective
method of reversible contraception worldwide [1, 2]. A
displaced or migrated IUD causes serious complications
such as vesicouterine fistula, bowel perforation, hydrone-
phrosis, and even renal failure [2–6]. Intravesical trans-
location of IUD is a rare phenomenon which could be
associated with stone formation or bladder perforation
[6–8]. Surgical removal either through endoscopy or
open technique is the best recommended treatment [4–
9]. We report the case of a reproductive-aged female

whose migrated copper IUD was incidentally found
through hysterosalpingography (HSG).

Case presentation
A 31-year-old female, gravida 2, para 2 (G2 P2), referred to
the gynecologic clinic with a main complaint of secondary
infertility during the last twelve months. Written informed
consent was obtained from the patient for publication of
this case report and any accompanying images. The patient
had two previous C-sections. Her menstrual cycles were
ovulatory. Spermogram was unremarkable and hormonal
assay did not show any abnormality. HSG was performed
and revealed a migrated copper IUD with its long tail out
of the uterine cavity (Fig. 1). Plain abdominopelvic radiog-
raphy also indicated a rotated T-shaped IUD in the pelvis
(Fig. 2). A transvaginal ultrasound was also performed by a
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skilled radiologist who reported a copper IUD in the blad-
der lumen with a small portion of it within the bladder
musculature. The patient had taken multiple courses of an-
tibiotics for urinary tract infection (UTI), but her symptoms
never disappeared. The patient also underwent cystoscopy
for recurrent infection last year, but no pathological finding
was detected. Eventually, the patient said that her symp-
toms were related to the possible adhesions following two
previous operations. The patient had a history of IUD inser-
tion following her last C-section about eight years ago.
After three years, however, the patient decided to remove it
due to recurrent vaginal secretions. Three years later, her
IUD was expelled, and another copper IUD was inserted.
The patient removed the other copper IUD for becoming
pregnant about two years ago. The patient was very
confident of its removal, but her recent HSG, interestingly,
demonstrated a rotated copper IUD in the pelvic cavity.
Physical examination was essentially normal. A baseline
complete blood count, urea, and creatinine levels were

normal. The patient was candidate for a hysteroscopic cyst-
oscopy. Hysteroscopy was normal except for a small fibrotic
defect at the lower segment of the uterus. During cystos-
copy, the long tail of the copper IUD was found on the pos-
terolateral border of the bladder far from ureteral offices
(Fig. 3). The two short arms adhered to each other were
embedded in the mucosal and muscular layer (Fig. 4). No
calculus was observed within the bladder cavity. Using gly-
cine as the media, a mono-polar loop entered the bladder.
A gentle and brief cautery was applied on the mucosa
where the shadow of a short arm of the device was ob-
served. The copper IUD was safely removed through the
urethra using a special grasper. There was no major defect
in the place of the copper IUD in the bladder. The bleeding
points were effectively cauterized (Fig. 5). The patient was
discharged the next day with an indwelling catheter. After
catheter removal, the patient did not complain of any urin-
ary symptoms.

Discussion
The current study presented the case of a multiparous
female with two copper IUD insertions. The first inser-
tion was right after her C-section. Indeed, the first cop-
per IUD, mistakenly thought to have been expelled out
of uterus through vagina, had migrated spontaneously
from the uterine cavity to the bladder. It could have hap-
pened with movement of the device through the
cesarean scar defect or after a uterine perforation as a
result of improper insertion of the device. The exact
mechanism of migration is unknown, but the fact that
she had two prior C-sections justifies the first explan-
ation [8–11].
The patient did not have any complaint of abnormal

uterine bleeding except for persistent urinary symptoms
wrongly treated with antibiotics. After her normal cyst-
oscopy in another center without abnormal findings, the
patient did not follow any further evaluation. The main

Fig. 1 Hysterosalpingography demonstrating IUD out of
uterine cavity

Fig. 2 Abdominal X Ray revealing IUD Fig. 3 IUD with its strings in the bladder
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cause of all symptoms was unexpectedly found using
HSG. Among the factors increasing the chance of uterine
perforation following IUD insertion such as unusual pos-
ition of the uterus (acutely anteverted or retroverted), re-
cent pregnancy and insertion by an inexperienced
physician or midwife, special attention should be paid to
the previous hysterotomy scars which could weaken the
uterine wall. It seems that more careful follow-up after
IUD insertion is required in women with multiple uterine
scars. For this case, when the healthcare provider could
not find the device in the cavity, further evaluation such
as a simple abdominopelvic X-ray could be done. The pos-
sibility of spontaneous expulsion of the IUD should have
been made only after thorough inspection of the abdomen
and pelvis by different imaging methods. Intravesical mi-
gration of the IUD is not a new phenomenon and has
been reported in many studies [4, 6–13].
According to potential severe complications of this

phenomenon such as bladder or bowel perforation, it is
important to confirm the proper place of the device in the
uterine cavity as soon as possible [7–9]. Therefore, it is
recommended to do regular exams to observe and palpate
the strings of the IUD along the ultrasound immediately

after insertion to affirm the correct insertion [12, 13]. The
incidence of bladder perforation following IUD insertion
is less than 5 per 1000 cases whose incidence can grow in
cases of weakened uterine walls as in the current case [8,
9, 14, 15]. There were two other similar case reports by
Niu et al. and Guner et al., in which IUD migration from
previous cesarean scar defects happened and resulted in
bladder perforation [16, 17].
Therefore, all health care professionals should be

aware of the challenging aspect of IUD insertion particu-
larly in women with prior uterine scars. Unlike the two
mentioned studies, bladder perforation did not occur in
the current case and the IUD was removed successfully
through the urethra. The bleeding points at the site of
the IUD removal were briefly and superficially cauter-
ized without any complications. This migrated IUD
had been misplaced since at least five years ago. Un-
like some other studies in which the migrated IUD
into the bladder was associated with stone formation
[7–9], in the current case no stone was found in the
bladder. Since the previous cystoscopy was normal in
the current case, the migration to the bladder could
have occurred recently or just after the first
cystoscopy.
Surgical removal of the device is a definite treatment

[18]. Both open and endoscopic techniques could be ap-
plied for this purpose. Initially minimally invasive ap-
proaches are adopted, while open surgical methods are
undertaken only if they fail. For the current case, as with
other studies [9, 13, 14], hysteroscopy and cystoscopy
were sufficient for the management of this complication
of the IUD insertion.

Conclusion
IUD insertion seems to be more challenging in women
with prior uterine incisions and requires more attention.
Cystoscopic removal can be considered as a safe and ef-
fective minimally invasive approach to manage a mi-
grated intrauterine device in the bladder.

Fig. 4 Two short arms embedded in the bladder wall

Fig. 5 Loop electrode used for releasing the IUD
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