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Abstract 
Objective: Detecting the cause and management of intraperitoneal migration of IUD.  

Summary of Background Data: A 52-year-old female gravida 9, para 9, alive 9, post hysterectomy, 

presented to the outpatient department for abdominal pain and was operated for migrated IUD through 

urinary bladder to intra-peritoneum.  

Material and Method: Careful and elaborated history was taken. X-ray KUB, USG whole abdomen with 

pelvis, CT scan whole abdomen with pelvis done. Exploratomy laparotomy was done and a foreign body 

(IUD) was retrieved.  

Result: Removal of intraperitoneal IUD after 12 years. 

Conclusion: The uterus contracted during puerperium, which accelerated the perforation of the uterus and 

displacement of the IUD. Efforts should be made to avoid IUD migration. After IUD insertion, a regular 

examination to ensure its proper position is necessary and important.  
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Introduction  

Intrauterine devices (IUDs) are one of the most reliable and widely accepted reversible 

contraception methods throughout the world [1]. IUDs possess many advantages, such as safety, 

convenience, painless to insert, and low cost [2]. They do have the risk of complications, which 

includes septic abortion, ectopic pregnancy, pelvic inflammation, bleeding and uterine 

perforation. Perforation, though relatively rare, can lead to serious complication including IUD 

migration to various sites. Displaced IUD can lead to contraception failure, pelvic and abdominal 

inflammation disease, bowel perforation and obstruction, serious morbidities associated with 

peritoneal and omental adhesion, volvulus, and urethrocutaneous fistula [3, 4, 5]. Uterine perforation 

during the insertion is an uncommon complication of IUCD and its incidence range from 0 to 

1.6/1000 insertion [6]. Once the IUCD has penetrated the bladder, it usually becomes encrusted 

with calculi and associated with lower urinary tract symptoms [15]. In this report, we detailed a 

case in which the perforated IUD migrated to the bladder and did not attract the patient's attention 

sufficiently, with sonographic and radiographic findings. 

 

Case Report 
A 52 year old female gravida 9, para 9, alive 9, presented to the surgery outpatient department 

with on and off suprapubic pain and dysuria since 2 years. She took treatment for the UTI but her 

symptoms were persistent and progressive. On retrospective questioning, she gave history of 

insertion of IUCD 12 years back after the delivery of her youngest child. She underwent 

hysterectomy for her uterine prolapse 6 years back. No IUCD was noticed in post-hysterectomy 

uterus, and was thought of spontaneous expulsion without the knowledge of the patient. She 

underwent ultrasonography of pelvis and whole abdomen to assess the cause of suprapubic pain, 

which revealed a large echogenic shadow, 2.8 cm, in lumen of Urinary bladder with posterior 

dense acoustic shadow -s/o calculi with lateral bladder wall perforation and communication with 

adjacent bowel loop with cystitis, with absent uterus (post-hysterectomy) and normal ovaries. 

Further X-ray KUB was done, which revealed an intrapelvic? intravesical IUCD with calcified 

arm (fig – 1). 
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CT pelvis was followed, which revealed a large calcified foreign 

body with two linear hyperdense shadows arising from it, 

traversing through the bladder wall and communicating to the 

lumen of adjacent adhered bowel loop [fig- 2]. 

 

 
 

Fig 1: Intravesical IUCD with calcified arm 

 

Patient was prepared for surgery after an informed, written 

consent and was subjected to exploratory laparotomy with lower 

midline incision which revealed ileal loop adhered to the urinary 

bladder with no ileo-vesical fistula. Adhesiolysis followed by 

cystostomy was done. 

 

 
 

Fig 2: CT pelvis showing calcified arm of IUCD with other arm 

communicating to the adjacent ileal serosa 

 
A T-shaped device encrusted with stone of size 3.0 × 2.0 cm was 

extracted from the urinary bladder (fig 3 & 4). The bladder was 

closed primarily and patient made an uneventful recovery. On 

fracturing the stone, both the arms of the copper-T along with the 

thread could be identified. Postoperative period was uneventful 

and the patient was discharged in a satisfactory condition.  

 

 
 

Fig 3: Cystolithotomy showing T-shaped device encrusted with 

stone 

 
 

Fig 4: T-shaped device encrusted with stone of size 3.0 × 2.0 cm 

 

Discussion 

The uterine perforation is an uncommon complication of IUD 

insertion, incidence being 1.6/1000 insertions [6]. Many factors 

determine the occurrence of uterine perforation, such as - the IUD 

type, insertion skills, and insertion time [11]. Furthermore, uterine 

contraction can accelerate perforation of the uterus and 

the migration of IUD. Though perforated IUD can cause 

potentially serious complication, it is uncommon that it can often 

be asymptomatic. In this case, the patient experienced IUD 

displacement and suffered from suprapubic pain and dysuria. 

Ultrasonography confirmed the IUD migration. The uterus 

contracted during puerperium, which accelerated the perforation 

of the uterus and displacement of the IUD. 

Many perforated IUDs do not induce clinical symptoms in a short 

time, they can lead to the adhesion of nearby tissues, chronic 

abdominal and pelvic inflammation, the perforation of other 

organs, and obstruction of intestines [12, 13]. In the present study, 

the perforated IUD migrated to the bladder and started perforating 

lateral wall of bladder to adhere to wall of ileum. Although the 

perforated bladder healed without any treatment, chronic urinary 

symptoms persisted for a long time. These symptoms were 

absolutely caused by the migrated IUD, but the specific reason is 

still unclear. 

Ultrasonography [3, 14, 15] and plain radiography scan analysis are 

effective and commonly used techniques. Through 

Ultrasonography, we could examine the position of an IUD and 

integrity of the uterus. Plain radiography can clearly describe 

whether an IUD exists in the body, but exact localisation is 

difficult. Combining various modalities of investigation to 

provide an accurate diagnosis is important. In our case, based on 

the ultrasonography, plain radiography, computed tomography, 

and clinical history, an accurate diagnosis was made. 

 

Conclusion 

Uterine perforation by IUD and migration, though uncommon but 

a recognised complication, hence needs proper assessment and 

counselling prior to insertion. This patient experienced IUD 

displacement and suffered from suprapubic pain and dysuria. 

Ultrasonography confirmed the IUD migration. The uterus 

contracted during puerperium, which accelerated the perforation 

of the uterus and displacement of the IUD. More efforts should be 

made to avoid IUD migration. After IUD insertion, a regular 

examination to ensure its proper position is necessary and 

important. Our study demonstrated that a missing IUD should be 

noticed and immediately removed to avoid further complications. 
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