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SUMMARY
Intrauterine devices (IUDs) are one of the most reliable and
cheapest contraception methods. Our aims are to evaluate
misplaced IUDs with radiological findings and to emphasise
the importance of radiological imaging. We report two
cases with radiological findings, one of complete migration
to the abdomen without colonic perforation and one of
partial migration to the bladder lumen with pregnancy.
Uterine perforation and migration of IUDs are rare and
undesirable complications. Suspected intra-abdominal IUDs
can be evaluated with CT for precise localisation and
possible complications without pregnancy.

BACKGROUND
Intrauterine devices (IUDs) are one of the most reliable
and cheapest contraception methods and are com-
monly used throughout the world.1 Although IUDs
are effective, various complications, including bleed-
ing, infection, ectopic pregnancy and uterine perfor-
ation, have been identified.2 The uterine wall might be
eroded completely or partially by an IUD, causing
uterine perforation, with an incidence of 0–1.3/1000
insertions.3 Although a rare complication, perforation
can lead to IUD migration into the bladder, bowel,
peritoneum or the appendix2 and to serious morbid-
ities associated with peritoneal and omental adhesion,
volvulus, urethrocutaneous fistula and bowel perfor-
ation.4 In this report, we present 2 cases of an ectopic
IUD in the bladder and intra-abdominal cavity with
sonographic and radiographic findings.

CASE PRESENTATION
Case 1
A 46-year-old woman was admitted to our clinic
with secondary amenorrhoea for 5 weeks and
lower abdominal pain lasting for 2 years. The
medical history of the patient revealed that a
copper-T-Cu 380-A IUD had been inserted into the
uterine cavity by a gynaecologist.

Case 2
A 34-year-old woman was admitted to our clinic
with lower left abdominal pain lasting for 1 year.
The patient’s medical history revealed that a
copper-T-Cu 380-A IUD had been inserted into the
intrauterine cavity by a gynaecologist.

INVESTIGATIONS
Case 1
The IUD strings were not visible on gynaecological
examination. Transabdominal ultrasonography (US)
showed a hyperechogenic IUD partially embedded in
the wall of the cervix and extending into the bladder
lumen (figure 1). A gestational sac compatible with

5 weeks with a yolk sac was also detected in the uterine
cavity (figure 2). Fetal cardiac activity and the embryo
were not visualised due to early gestational age.

Case 2
The IUD strings were not visible on gynaecological
examination. Physical examination was otherwise
unremarkable. Plain abdominal radiography
showed the IUD in the lower left quadrant of the
abdomen (figure 3). CT was performed, and a
hyperdense structure compatible with an IUD was
seen in the pericolic fatty tissue adjacent to the des-
cending colon without any colonic perforation
(figure 4).

DIFFERENTIAL DIAGNOSIS
Depending on the migrated plane, the differential
diagnosis varies from bladder stones to foreign
bodies.

Figure 1 Transabdominal ultrasonography showed
hyperechogenic misplaced intrauterine device partially
embedded in the wall of the cervix and extended to the
bladder lumen.

Figure 2 Transabdominal ultrasonography showed
approximately 5 weeks gestational sac in the uterine
cavity.
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TREATMENT
Case 1
On patient’s request, the pregnancy was terminated by dilation
and curettage, and the IUD removed through cystoscopy
without any complications.

Case 2
The patient refused the laparoscopic abdominal surgery and did
not return for follow-up examinations.

OUTCOME AND FOLLOW-UP
Case 1
The patient was discharged after removal of the IUD with anti-
biotic therapy.

DISCUSSION
IUDs are the most popular reversible contraception method but, in
rare cases, can cause uterine perforation. The mechanism is
unknown, but there are underlying risk factors such as congenital
anomalies, infections, a history of abortion5 and hypoestrogenism,
which can cause thinning of the uterine wall in the first 6 months of
postpartum lactation period.5 6 Perforation can be seen during the
insertion of the IUD or later. In a case report and literature review,
Kassab and Audra et al 7 reported migration of the IUD to the
omentum, rectosigmoid, peritoneum, bladder, appendix, small
intestine, adnexal and iliac vein. Migration of the IUD into the
abdominal and pelvic cavity and the adjacent organs is a rare com-
plication of uterine wall perforation. As a result of migration to the
peritoneal cavity, peritoneal and omental adhesions, volvulus, enter-
ocutaneous fistula and bowel perforation have been seen.4

Intravesical migration is rare, but 50 cases have been reported in the
literature.8 IUDs can float in the bladder or be embedded in the
bladder wall. In addition to asymptomatic cases, patients can
present chronic pelvic pain, vaginal discharge, dysuria, haematuria,
recurrent urinary tract infections and irritation during voiding.
Formation of stones of diameter 1–8 cm in the bladder due to
bladder migration of the IUD has also been reported in the litera-
ture.9 Patients with a pregnancy and IUD history must be evaluated

for perforation of the uterus. With or without pregnancy, all intrave-
sical IUDs must be removed because of the potential complications.

Two types of IUDs are commonly available in our country:
copper-containing IUDs (TCu 380A (Paraguard); Barr
Pharmaceuticals, Ponoma, New York, USA) and levonorgestrel-
releasing IUDs (LNG 20 (Mirena); Bayer Health-care
Pharmaceuticals, Wayne, New Jersey, USA). Copper wire and
levonorgestrel-releasing IUDs are radiopaque in plain radiography
and CT. Copper wire is hyperechoic in US; however, levonorgestrel-
releasing IUDs are invisible in sonographic examinations because
they include barium sulfate.6 The coexistence of pregnancy and mis-
placed IUDs should be evaluated first by transabdominal or transva-
ginal US, especially in patients with amenorrhoea. After ruling out
pregnancy, the best and least expensive method for detecting a mis-
placed IUD is plain abdominopelvic radiography.10 US can be useful
in the evaluation of patients with a suspected intravesical IUD. IUDs
misplaced in the abdomen can be assessed by CT for precise local-
isation and for detecting accompanying complications.2

Despite the different treatment options available, surgical
approaches such as laparotomy and laparoscopy are frequently
recommended for the treatment of abdominal IUDs.
Intra-abdominal laparoscopy is the most preferred method, with
a success rate of 44–100%.11 12 In comparison, laparotomy has
a limited field of view and can lead to scar formation and pro-
longed hospitalisation.10 Cystoscopy and suprapubic cystoscopic
procedures can be used for the treatment of intravesical IUDs.1

In our first case which involved an intravesical IUD, the IUD
was removed by cystoscopy without any complications, and the
patient was discharged from the hospital with antibiotic therapy.
In our second case, an IUD was detected in the paracolic fatty
tissue; however, the patient did not accept the surgical treat-
ment, and the surgeons decided to follow up with the patient.
She was discharged from the hospital with medical advice.

Learning points

▸ Ultrasonography and periodic examinations should be
performed after the insertion of the intrauterine device
(IUD).

▸ Pregnancy with IUD must be evaluated with sonography for
uterine perforations.

▸ Suspected intrabdominal IUD can be evaluated with plain
abdominopelvic radiography and CT can be performed for
the exact localisation and detection of complications for the
misplaced IUD in patients without pregnancy.

Figure 4 Abdominal CT demonstrated misplaced intrauterine device
in the pericolic fatty tissue adjacent to the descending colon.

Figure 3 Abdominal-pelvic radiography revealed misplaced
intrauterine device in the left lower quadrant.
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