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a b s t r a c t 

The intrauterine contraceptive device (IUCD) is the most frequently used method of re- 

versible contraception with high efficacy. Despite these benefits, rare complications, such as 

spontaneous migration of the device into adjacent organs, particularly the bladder, are pos- 

sible. Minimally invasive surgery is a safe and effective procedure with few complications 

for the management of migrated IUCDs. We presented a 36-year-old multiparous woman 

referred by her gynecologist who had an IUCD inserted 4 years prior. She had been expe- 

riencing dysuria and lower abdomen pain for 3 months. Ultrasonography of the abdomen 

revealed a hyperechoic lesion on the bladder wall’s left anterior-superior portion. An MRI re- 

vealed that the device was embedded in the bladder’s anterior left wall. Under general anes- 

thesia, a cystoscopy and laparoscopy exploration were subsequently scheduled. Cystoscopy 

was performed, but the long limb of the IUCD was embedded in the mucosal and muscular 

layers, preventing its removal from the bladder wall. Laparoscopic retrieval of the IUCD was 

performed without complications. The patient was discharged 2 days after surgery with a 

Foley catheter inserted in the bladder for 10 days. When the urethral catheter was removed, 

a cystoscopy was performed to confirm bladder wall healing. In the postoperative follow- 

up 1 month after IUCD removal, no abnormalities were observed. Patients with a suspected 

IUCD migration must undergo a comprehensive evaluation, regardless of whether they are 

symptomatic or asymptomatic. Before surgical retrieval, imaging such as ultrasonography 

and MRI were utilized to locate the migrated IUCD and consider therapeutic options. Even 

though cystoscopy is considered as an effective and safe minimally invasive procedure for 

managing a migrated IUCD to the bladder, laparoscopic removal could serve as an option 

once cystoscopy retrieval is failed. 
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Introduction 

The intrauterine contraceptive device (IUCD) is the most
widely used and highly effective reversible contraceptive
method [1] . The most severe complication associated with
IUCD use is uterine perforation, which may result in the mi-
gration of the IUCD to adjacent organs. Surgical intervention
is often necessary in order to remove migrating IUCD. In this
study, we report a 36-year-old woman who presented with
dysuria and history of unintended pregnancy 3 months after
IUCD insertion. 

Case presentation 

A woman, 36 years old, was consulted by an obstetrician with
left lower abdominal pain in the last months. She had dysuria
without a fever. She had a history of intrauterine device inser-
tions 4 years ago. She got pregnant 3 months after the IUCD in-
sertions and had a spontaneous vaginal delivery without any
complications. The history of chronic disease was denied. The
patient had 4 children with normal spontaneous vaginal de-
liveries. 

Her physical examination was normal. Based on a urinaly-
sis examination, she was found to have leukocyturia (3 + ) and
microhematuria (1 + ) with a normal urine culture. 
Fig. 1 – Ultrasound view of m

Fig. 2 – MRI of migrated
Investigation 

A plain abdominal radiograph revealed IUCD in the pelvic cav-
ity. An ultrasound of the abdomen showed a T-shaped hyper-
echoic lesion on the left anterior-superior part of the bladder.
The stem of the IUCD was embedded in the bladder ( Fig. 1 ).
An MRI scan of the abdomen with contrast revealed an IUCD
that was 0.34 × 3.67 cm in size, with the tip penetrated the
mucus-submucous wall of the bladder’s left front wall ( Fig. 2 ).

Treatment 
The patient was then scheduled for a cystoscopy and la-

paroscopic exploration. Cystoscopy revealed that IUCD was vi-
sualized in the dome of the bladder wall. Multiple attempts to
remove IUCD with the use of forceps were unsuccessful. Dur-
ing laparoscopy, the string and arm of the IUCD are embedded
in the anterior abdominal wall, with adhesion between the
bladder wall and omentum. Adhesiolysis was performed, and
IUCD was successfully removed. The patient was discharged
on postoperative day 2, and a Foley catheter was placed in the
bladder for 10 days. After the Foley catheter was removed, a
cystoscopy was used to evaluate the bladder. It showed that
the bladder mucosa had high blood pressure where the IUCD
was embedded, and 2 stones size ± 5 mm and 2 mm were
found. Bladder stones were evacuated using forceps. A month
after IUCD removal, the patient had no LUTS or any sign of
infection ( Fig. 3 ). 
igrated IUCD in bladder. 

 IUCD in bladder. 
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Fig. 3 – Cystoscopic view of IUCD and laparoscopic images showing IUCD removal. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Discussion 

The intrauterine contraceptive device is the most common re-
versible contraceptive device which has a low failure rate [ 2 ,3 ].
Uterine perforation and subsequent migration of the IUCD to
an adjacent organ are considered as serious complications as-
sociated with IUCD insertion [4] . IUCD migration may occur
asymptomatically, and surgical intervention is required to re-
move the IUCD. There are 2 potential mechanisms by which
an IUCD can induce uterine perforation. The first anticipated
mechanism is perforation during installation, and the sec-
ond is uterine perforation that develops gradually and sponta-
neously in the presence of risk factors, as explained in subse-
quent developments; this type of perforation may be asymp-
tomatic [5] . The risk factors for uterine perforation include the
thickness of the uterine wall, the position and consistency of
the uterus, the time of IUCD insertion, a history of pelvic re-
gion surgery, an infection of the genitalia, a congenital dis-
order of the uterus, and the experience of the medical offi-
cer. Uterine contraction resulting from sexual activity or labor
may account for the gradual migration mechanism of IUCD
[ 4 ,5 ]. 

In this case, the patient underwent IUCD insertion one
week following to the delivery of her third child. Three months
after the IUCD was inserted, she became pregnant and had
a spontaneous vaginal delivery without any complications.
The patient conceived subsequent to IUCD insertion, which
proved the ineffectiveness of the contraceptive device within
the uterus. Perforation risk may be increased during breast
feeding due to uterine atrophy and thinning of the uterine
walls caused by hypoestrogenism, involution of the uterus,
forceful uterine contractions, and a soft consistency of the
uterus. As a result, it is advised to delay IUCD insertion un-
til 3 months after delivery for the purpose of safety. 

IUCD as corpus alienum in the bladder might result in
LUTS. Clinical manifestations such as dysuria, suprapubic
pain, recurrent urinary tract infections, hematuria, chronic
pelvic pain, and irritation upon voiding are indicative of in-
trauterine device (IUCD) migration into the bladder. In this
case, patient had dysuria and suprapubic pain 4 years after
IUCD insertion, although urine culture was sterile. 
IUCD should be periodically examined. The absence of an
IUCD string during a pelvic examination raises the possibility
that the IUCD has migrated. IUCD migration can be effectively
detected via transabdominal or transvaginal ultrasound. For
determining the precise location of a migrated IUCD and asso-
ciated complications, CT and MRI are both valuable tools. MRI
provides excellent tissue characterization and high contrast
resolution. A precise localization of the IUCD is essential for
the preoperative clinical evaluation. The location of the IUCD
increases the possibility of conversion to laparotomy and the
possible need for additional intraoperative procedures such as
cystoscopy. 

The World Health Organization (WHO) recommended that
any displaced IUCDs should be removed in order to avoid is-
sues resulting from the development of intraperitoneal adhe-
sions or their migration into adjacent organs [6] . For the man-
agement of migrated IUCD, minimally invasive techniques
such as cystoscopy, hysteroscopy, laparoscopy, and their com-
binations are preferable. Laparoscopic IUCD removal should
be considered because it allows IUCD detection by panoramic
visualization [7] . An IUCD that is adhered to the omentum or
completely displaced in the peritoneal cavity may undergo
positional change during physical movements, which could
possibly make open surgery ineffective in locating it. Adhe-
sions and intestinal perforation were associated with higher
failure and laparotomy conversion rates. In this case, IUCD is
completely severed from the uterus that had become trapped
in the urinary bladder wall; this elevated the possibility that
its extraction could be performed entirely through cystoscopy.
Despite adhesion to an adjacent organ, the IUCD was able to
be effectively removed. This finding suggests that the pres-
ence of adhesions does not consistently signify a higher risk
of open laparotomy conversion issues. 

Conclusion 

Migrated IUCD should be removed without delay. The most ef-
fective and prognostic-oriented methods for managing a dis-
placed IUCD are minimally invasive surgical procedures, such
as hysteroscopy, cystoscopy, laparoscopy, and their combina-
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tions. A thorough imaging examination is necessary in order
to precisely localize the ectopic IUCD. In spite of ensuring the
presence of necessary equipment and specialists, the location
of the IUCD would provide additional information regarding
the process for giving consent and appear to affect the risk of
conversion. 
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