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INTRODUCTION 

The intrauterine contraceptive device became available 

from 1909 when Dr. Richter of Walsenburg described the 

method. Intrauterine contraceptive devices (IUCD) has 

been described as the most effective reversible from of 

contraception available. There are 3 types of IUCD: inert, 

copper bearing and hormone releasing. IUCDs are 

indicated in any woman who requests for the method, and 

has no contra-indication to its use.
1
 Common 

contraindications to its use are a history of pregnancy, 

pelvic inflammatory disease, fibroids, congenital 

abnormality of the uterus, tumours. Complications 

include expulsion, displacement, pelvic inflammatory 

disease, perforation, bleeding and ectopic pregnancy. An 

intrauterine device is inserted into a woman’s uterus 

through her vagina. The intrauterine device normally 

stays within the uterus. Rarely, the intrauterine device 

may perforate uterus and rest in the adjoining viscera. 

This is probably due to a mistake during insertion and not 

due to slow movement through the wall of the uterus. The 

transuterine and the transvesical migration of an IUCD is 

a rare complication. The possibility of an IUCD 

placement, directly into the urinary bladder, could not be 

ruled out as in our case.  

CASE REPORT 

21 years old woman married since 8 years, para3, living3, 

all full term normal deliveries presented to tertiary care 

hospital with the complaint of pain in lower abdomen and 

dysuria since last 1 year. According to the patient, she 

had IUCD insertion 1 year back in a peripheral hospital. 

At the time of insertion patient had severe excruciating 

pain in lower abdomen with nausea and vomiting. 

Immediately post insertion she complained of increased 

frequency of urination and dysuria. She reported next day 

to the respective hospital where per speculum 

examination revealed non-visualization of IUCD threads. 

She was counselled that there may be a possibility of 

vaginal expulsion of IUCD. The following year patient 

had regular menstrual periods but she had constant lower 
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ABSTRACT 

Contraception is the need of hour in a developing country like India. Intrauterine contraceptive devices (IUCDs) are 

amongst the most frequently used spacing method of contraception. The patients with misplaced IUCDs may present 

with ‘lost strings’, pregnancies or they may remain asymptomatic. The case report describes successful endoscopic 

retrieval of intrauterine contraceptive device from urinary bladder. X-ray, ultrasound and computed tomography (CT) 

urography of the pelvis showed IUCD to be lying outside the uterus and on cystoscopy IUCD was removed from 

urinary bladder.  
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abdominal pain and urinary symptoms. She reported to 

our hospital due to increased severity of symptoms i.e. 

dysuria and abdominal pain since 8 days. 

On abdominal examination she had mild tenderness in the 

hypogastrium and on pelvic examination no thread of 

IUCD was seen and felt. Uterus size was normal, 

retroverted and no adnexal pathology was detected. On 

investigation urine examination was also found normal.  

 

Figure 1A: Ultrasonography of pelvis showing linear 

echogenic density suggestive of IUCD seen in bladder 

cavity impacted in right lateral wall. The IUCD is seen 

perforating the right lateral wall of the bladder. 

 

Figure 1B: Transabdominal ultrasonography of pelvis 

showing uterus with normal endometrial cavity with 

both normal ovaries. IUCD is not seen inside the 

uterine cavity. 

Ultrasound of the pelvis (Figure 1A, 1B) showed uterus 

measuring 7.8 x 4.9 x 4.2 centimetres in size with no 

obvious focal mass lesion was seen. Myometrial 

echopattern was normal. Endometrial was central and 

thickness was 8 millimetres. Intrauterine contraceptive 

device was seen in urinary bladder with lower end 

impacted in right lateral wall of urinary bladder. Bilateral 

ovaries were normal in size and position and bilateral 

adnexa were clear. No free fluid was seen in pouch of 

douglas. X-ray Pelvis (Figure 2) also showed Intrauterine 

contraceptive device in lower abdomen which was 

confirmed on CT urography (Figures 3A-D). 

Hysteroscopy was done and IUCD was not seen in uterus. 

Cystoscopic per uretheral removal of IUCD done 

(Figures 4A-C). 

 

Figure 2: Frontal X-ray of the pelvis with uterine 

sound kept inside the uterine cavity demonstrates 

presence of inverted intrauterine contraceptive 

devices within the pelvic cavity on the right side of 

sacrum. 

 

Figure 3A: CT Urography coronal view showing 

vertical stem of intrauterine contraceptive devices 

perforating the urinary blabber on right side. 

 

Figure 3B: CT Urography with coronal subtracted 

view showing normal pelvic calyceal system and 

intrauterine contraceptive devices perforating the 

urinary bladder on fundal aspect on the right side. 
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Figure 3C: CT Urography with coronal 

reconstruction showing horizontal arms and proximal 

part of vertical stem of intrauterine contraceptive 

devices seen impacted in the urinary bladder. 

 

Figure 3D: CT Urography with sagittal reconstruction 

showing vertical stem of intrauterine contraceptive 

devices perforating the right lateral wall of bladder. 

 

Figure 4A: Per urethral cystoscopy revealed presence 

of vertical stem of IUCD perforating the urinary 

bladder. IUCD tail with thread seen impacted in 

bladder wall. 

 

Figure 4B: Per uretheral cystoscopy revealed 

horizontal arms of IUCD floating in bladder cavity 

and IUCD tail with thread impacted in right lateral 

wall of urinary bladder. 

 

Figure 4C: Per uretheral removal of IUCD (in toto). 

Intraoperative findings: On cystoscopic examination 

there was evidence of IUCD in urinary bladder with 

horizontal arm in bladder cavity. Lower end of stem 

along with threads of IUCD was embedded on right 

superolateral side of the urinary bladder approximately 3 

centimeters above right ureteral orifice. Rest of urinary 

bladder wall mucosa was normal. Cystoscope with 

assembly introduced and part of IUCD which was 

embedded in bladder wall disimpacted inside the cavity 

by stone holding forceps. Complete IUCD with threads 

removed peruretherally.  IUCD was shown to patient and 

relatives. There was evidence of oedematous mucosa at 

the site of embedded IUCD. Check cystoscopy was done 

and 16 Fr catheters inserted per urethra. Intra operative 

and post-operative period was uneventful. Post-operative 

urinary catheter was kept for 3 weeks. Patient could pass 

urine without any difficulty and discharged after 3 weeks. 

Patient follow up at 3 months revealed complete relief of 

previous symptoms. 

DISCUSSION 

IUCDs have been in wide use since 1965.
2
 Intrauterine 

device (IUCD) is among the most effective reversible 

form of contraception available. The adverse effects 

associated with IUCD use are expulsion, uterine 

perforation and migration of the device. Perforation may 
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be silent and is either detected after or found incidentally 

by imaging. IUCD migrations from the uterus occur with 

a reported incidence of 0.5-1%/1000 IUCD insertions.
3
 

Misplaced IUCDs have been reported from several 

neighbouring organs such as the intestinal tract,
4
 and the 

urinary bladder, which lead to the formation of vesical 

calculi.
5
 They may lead to perforation of the appendix, 

thus mimicking appendicitis.
6
 They may also be found 

embedded in the omentum.
4
 They may have been 

mistakenly inserted into the rectum,
7
 and probably into 

the urinary bladder, as this case report has suggested. 

The mechanism of migration is thought to be the 

insertion procedure itself or a chronic inflammatory 

reaction with gradual erosion through the uterine wall. 

The incidence is influenced by several factors, which 

include the timing of the insertion, the parity, a history of 

previous abortions, the type of IUCD which is inserted, 

the experience of the operator and the position of the 

uterus.
8
 A delayed onset of symptoms supports a 

secondary migration. The mechanism of an incorrect 

placement can only be attributed to an incomplete and 

faulty training, as well as the reliance of the patients on 

the untrained or inadequately trained paramedical staff 

instead of a well-trained doctor/gynaecologist. 

An ultrasonography of the abdomen and pelvis is usually 

the initial examination of choice, for verifying the 

presence of an IUCD in the pelvis. Once it is found, X-

ray can be done to determine the location of the IUCD 

relative to the uterus. The treatment of the misplaced 

IUCD is surgical, hysteroscopy, laparoscopy or 

laparotomy. Withdrawal of the migrated IUCD is 

advisable even if its migration has not given rise to any 

clinical symptoms,
9
 so that further complications like a 

bowel and bladder perforation or a fistula formation may 

be averted. 

Patients with misplaced intrauterine contraceptive device 

(IUCD) may remain asymptomatic for years.
10-12

 In one 

series of 324 cases with misplaced IUCD in 258 

(79.93%) cases Copper-T was found in the uterine cavity 

and in 47 cases (14.51%) it was removed from cervical 

canal. In only 18 cases (5.56%), it was translocated.
13

 The 

accepted treatment for displaced IUCDs is surgical 

removal because of the risk of adhesion formation or of 

damage to the intestine or urinary bladder.
14

 In a study by 

Trivedi SS et al on a 38 patients with intrauterine devices 

with lost strings, hysteroscopic aid was required after 

routine retrieval procedures failed. Thirty five intra-

uterine devices could be removed easily with 

hysteroscope. Laparotomy was required in only one 

patient, for an extra-uterine Copper-T.
15

 

The purpose of this case report was to show that IUCD 

can be inserted in the urinary bladder if procedure is not 

done systematically by trained personnel. 

 

 

CONCLUSION 

In India, it is essential, that every effort should be made 

to bring down the failure and the complication rates of 

the contraceptive measures, so that more patients avail of 

family planning services. An IUCD is a safe method of 

contraception. The family planning officers should ensure 

that a mere insertion is not the end point of their services. 

They should also educate the clients about the potential 

benefits, adverse effects and the complications of the 

device. Proper training of the family planning officers 

and paramedical staff at centres should be ensured so as 

to provide safe and better family planning services.  
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