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Abstract
Background  We report a rare and unusual case of intravesical migration of an intrauterine device with stone 
formation. The intrauterine device (IUD) is the most common method of reversible contraception in women. 
However, its insertion is not without risk, it can cause early or late complications. IUD can perforate the uterus wall and 
migrate into adjacent structures.

Case presentation  A 35 year-old female 5 gravid, 4 para has been benefited from intrauterine contraceptive device 
(IUCD) 5 years ago, she was presented to gynecological consultation for chronic pelvic pain with urinary symptoms. 
There was history of a good IUD insertion 5 years ago, considered expelled after one month of its pose. Physical 
examination was normal, but a pelvic ultrasound and a plain abdominal radiography allowed the detection of an IUD 
outside the uterine cavity, but inside bladder. A diagnostic and therapeutic cystoscopy was performed, and the IUD 
with calculus was successfully removed. There were no postoperative complications.

Conclusion  This case is reported to highlight and to reiterate the need to think about one of the rare complication 
of IUD insertion, which every practitioner must know, it’s the transuterovesical migration, before concluding wrongly 
to its expulsion. It’s a consequence of, non-compliance with the rules for inserting an IUD and poor monitoring. The 
evolution towards calcification is a certain consequence; its screening involves rigorous clinical monitoring.
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Introduction
The intrauterine device (IUD), is an effective, safe and 
practical contraceptive choice for many women with 
some 100 million users, it is currently the most popular 
reversible contraceptive method in the world [1].

Inserting the IUD is a simple medical procedure. How-
ever, it is not devoid of risk, especially when insertion 
techniques are not followed up. It can cause early or late 
complications, such as bleeding, gynecological infec-
tions, expulsion or perforation with migration to adjacent 
structures, which is both rare and serious [2]. Approxi-
mately 1–3 of 1000 IUD insertions result in migration, 
and the bladder remains the most common destination of 
IUD migration. Various localization are reported in the 
literature such omentum, the broad ligament, pouch of 
Douglas (45%), colon, mesentery and sigmoid [1, 3].

We report a new case of bladder migration of IUD 
complicated by calculus formation.

Case
Mrs. K.B, 35 year old of rural origin, illiterate, 5 gravida, 
4 para (3 vaginal deliveries and one cesarean section), one 
spontaneous abortion and 4 living children, presented to 
a gynecological consultation for chronic pelvic pain with 
burning micturition, pollakiuria, dysuria but without 
hematuria, resistant to usual therapies for 5 years ago.

The careful questioning of Mrs. K.B discerned in her 
medical history the notion of contraception by IUD, 
implemented 5 years ago on day 40th postpartum by 
a nurse known as a certified and trained health care 
provider.

The preinsertion counseling have been carried out, the 
patient didn’t have any contraindication to using IUD. 
The vaginal examination didn’t show any abnormalities, 
the uterus was in an anteversed and anteflexed position 
with normal size,

There was no doubt at the time of insertion, and the 
immediately check up after insertion was good; the IUD 
strings was visible in the vagina, and the IUD was at the 
right place in the uterus after ultrasound control.

The patient reported a pelvic pain for three days after 
the IUD insertion which subsided with simple analgesic 
treatment, without abnormal bleeding or urinary com-
plaints. One month later, in the routine control, the nurse 
did not find any intravaginal IUD strings. Thus, the diag-
nosis of IUD expulsion was accepted and oral contracep-
tion was newly prescribed.

Since that time, the patient complained of pelvic pain 
with burning micturition, exacerbated in the 3rd trimes-
ter of the last pregnancy (delivery by cesarean section) 
but which was attributed to the pregnancy. Specialized 
urogenital examination is completely normal, but pelvic 
ultrasound allowed the detection of an IUD outside the 
uterine cavity, but inside bladder (Fig. 1).

Additionally, Plain abdominal radiography showed the 
IUD projecting onto the bladder area (Fig. 2). The notion 
of expulsion of the IUD wrongly retained 5 years ago is 
eliminated and the diagnosis of secondary perforation 
of the uterus with migration of the IUD is admitted. The 
cytobacteriological examination of urine was negative 
and removal of the IUD under cystoscopy was indicated.

Cystoscopic exploration reveals the IUD firmly embed-
ded in the bladder wall with calcifications (Fig.  3). Its 
removal was carried out without any incident and the 
post-operative follow up was simple.

The follow-up gynecological consultation, carried out 
1 month after the removal of the IUD, noted the disap-
pearance of the aforementioned symptoms. However, 
the patient was willing to use contraception such as tubal 
ligation.

Fig. 2  Plain abdominal radiography showed A mislocated IUD projecting 
in the lower left quadrant of the abdomen

 

Fig. 1  Pelvic Ultrasound showing the IUCD with calculs in the bladder

 



Page 3 of 5Houmaid et al. Contraception and Reproductive Medicine            (2024) 9:42 

Discussion
The IUD is one of the highly effective reversible methods 
of contraception. There are two types of products avail-
able: copper-coated IUDs or levonorgestrel-releasing 
IUDs. In the absence of contraindications, the IUD can 
be used in all women seeking a reliable reversible method 
of contraception with long-term contraceptive effective-
ness that is less demanding in terms of compliance [2].

Patients with contraindications to estrogen or those are 
breastfeeding may be good candidates. The IUD is also 
used as morning-after contraception in women who have 
had unprotected sex for up to 7 days.

The intrauterine device has multiple mechanisms of 
action; it prevents both fertilization and implantation. 
The biochemical and morphological modifications pro-
duced by the IUD, and more particularly its inflamma-
tory action on the endometrium, lead to a significant 
accumulation of lysosomal enzymes promoting endome-
trial destruction and migration [4].

Despite the wide use of IUD in recent years, there are 
still limitations for adolescents and nulliparous, but 
recent studies show that the IUD is safe for both of them 
to use [5].

Untrained Healthcare providers may constitute a dan-
ger for women wishing to use IUD. These women are 
significantly more likely to experience complications, 
which in turn can decrease demand for IUD services [6]. 
Therefore, it is imperative to stay up-to-date on guide-
lines for improving the quality of IUD services. Clinical 
follow-up is recommended after 4 to 12 weeks, if the 
IUD threads are not visible or in cases of atypical symp-
toms, an ultrasound examination should be performed. 

It can easily confirm whether the IUD is correctly posi-
tioned and often to highlight if there is any complications 
related to the IUD. Moreover, performing an ultrasound 
before placement to check up uterus measures and posi-
tion can help for a successful placement [2]. A preinser-
tion informed consent is mandatory and requires that 
women understand benefits, technique, and possible 
complications.

Uterine perforation is a complication rarely observed 
following IUD insertion; its incidence varies from 1/350 
to 1/2,500 insertions [7]. This incidence may be largely 
underestimated taking into account asymptomatic forms.

Uterine perforation ; partial or complete; usually 
occurs in the insertion moment of the IUD, Migration 
to the bladder and development of symptoms are long 
processes, its real etiology remains unknown. The risk 
factors for this perforation are essentially the insertion 
of an IUD in the postpartum or post abortum period, 
an inexperienced practitioner, multiparity, nulliparirty, 
scarred and immobile uterus and extremely anteverted 
or extremely retroverted uterus, the relationship between 
the size of the IUD and that of the uterine cavity, inser-
tion technique, the use of force more than necessary, 
atrophic uterus [2, 7]. In our case, it seems that uterine 
perforation was probably happened at the time of forced 
insertion, as evidenced by the pain felt by the patient 
after insertion.

Therefore, it seems important after insertion of an IUD 
to check its correct positioning with a control ultrasound.

The transuterine migration of the IUD can take several 
directions to locate anywhere in the abdomen, a recent 
review illustrates that the bowel is the most affected 
organ in cases of perforated and migrated IUD (intes-
tine 32%, colon 4%, appendix 1%, ileum 5%, rectum 12%, 
sigmoid 9%), the second most affected organ is the blad-
der (24%), often associated with lithiasis formation and 
urinary complaints [2].Vascular damage is exceptional; 
However, Ibghi described stenosis of the external iliac 
vein by an IUD [8].

The bladder location of an IUD is not always syn-
onymous with trans utero-bladder migration. In some 
patients, a technical fault in the insertion of the IUD has 
been blamed, which can be accidentally placed in bladder 
via the transurethral route by inexperienced medical or 
paramedical profesionnals [9].

Uterine perforation by the IUD is often asymptomatic; 
most authors do not report any noisy symptoms during 
these perforations [3]. The disappearance of the refer-
ence threads is the first sign of migration (35%) [8], which 
must always be present in mind, before concluding in an 
unknown expulsion. It is only at the complication stage 
that the symptoms appear. Abdominal pain is the sec-
ond revelatory signe (30%), followed by the occurrence 

Fig. 3  IUD removed from bladder with stone formation after 5 years of 
migration
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of pregnancy (25%) and self-detection of IUD migration 
(11%) [10].

The bladder location of the IUD may be responsible 
for urinary symptoms consisting of Pollakiuria, burn-
ing micturition and dysuria, or even terminal hematu-
ria, wrongly suggesting banal cystitis, as the case of our 
patient. The diagnosis is often mentioned on the plain 
abdominal radiography which shows the IUD with its 
metallic tone encompassed in an opacity of calcium tone 
because the stones are often radiopaque [11], but this is 
not constant. The diagnosis remains difficult if the IUD is 
not associated with bladder calculus.

Abdominal ultrasound confirms the bladder location 
of the IUD with or without stone formation. However, 
endovaginal ultrasound is more effective for studying 
the uterus (emptiness and/or possible partial perfora-
tion of the uterine wall by one of the arms of the IUD). 
This examination is more useful before insertion of the 
IUD because it allows the uterine anatomy to be clari-
fied (anteverted or retroverted, dimensions, submucosal 
leiomyoma, congenital uterine anomalies). It must be 
repeated immediately afterwards and 4 to 12 weeks later 
to ensure the absence of uterine perforation [2].

Cystoscopy examination remains the most reliable 
diagnosis method, it’s the first stage of an endoscopic 
treatment. The use of computed tomography (CT), or 
even pelvic magnetic resonance imaging (MRI), is indi-
cated in some cases, for better topographical charac-
terization, and particularly in the case of associated 
pregnancy [12].

The IUD perforation of the uterine wall as well as its 
migration can be responsible in 0.1 to 0.9% of cases for 
serious complications such as pelvic abscesses, intestinal 
perforation and vesicoureteral fistula [7]. Furthermore, 
pelvic actinomycosis can develop, but the formation of 
bladder stones remains the most common possibility 
[13]. Indeed, bladder calculus in women is not common; 
it is 7 to 10 times less common than in men [14]. This is 
for anatomical and hormonal reasons. The formation of 
bladder calculus in women is favored by a local cause, a 
foreign body which may be an IUD.

The urinary infection and chronic inflammation which 
are almost always associated, plays a large part in calculus 
formation through ureolysis and the formation of struvite 
crystals. The migrated device act like foreign body over 
years and provides a bed for stone formation [11, 15].

Stone formation would be independent of the duration 
of presence of the IUD as a foreign body in the bladder. 
Vecsey reported the formation of a stone very early in 6 
months after migration [16], while Kiilholma reported 
the non-formation of a stone on a Nova T type IUD that 
had migrated into the bladder for 3 years ago [17].

Extraction of the IUD can be done either endoscopi-
cally as we did in our case, or via laparotomy and bladder 

section. [18]. In the event of partial perforation of the 
bladder wall, laparoscopic extraction was described 
[19]. In cases of vesicouterine fistula, surgical treatment 
is often the rule. Conservative treatment by prolonged 
bladder drainage is rarely effective. In the case of associ-
ated actinomycosis, treatment is often dual, combining 
surgical excision and prolonged antibiotic therapy based 
on penicillin. The duration of treatment varies from 3 
to 12 months. The outcome is often favorable without 
recurrence [9, 20].

Conclusion
This case is reported to highlight and to reiterate the 
need to think about one of the rare complication of IUD 
insertion, wich every practitioner must know, it’s tran-
suterovesical migration, before concluding wrongly to its 
expulsion. It’s a consequence of, non-compliance with the 
rules for inserting an IUD and poor monitoring. The evo-
lution towards calcification is a certain consequence; its 
screening involves rigorous clinical monitoring.
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