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ABSTRACT
We present the case of an otherwise healthy 23-year-old woman whose hormonal 
Intra Uterine Device (IUD) migrated from her uterus into her abdomen and then her 
mediastinum through a previously undiagnosed, asymptomatic paraesophageal hernia 
over a ten-month period. This is the first reported case of a translocated IUD found 
above the diaphragm.

Introduction
Intra Uterine Devices (IUDs) are among the most 
commonly used contraceptives in the world. They 
are long-acting, easily placed and reversed, and 
have a low rate of failure and other complications 
[1]. Two forms of IUD are approved by the United 
States Food and Drug Administration. Hormonal 
varieties (Kyleena, Mirena, Skyla, Liletta) release 
levonorgestrel, a progestin analog; the non-
hormonal variety (ParaGard) releases copper ions. 
Contraceptive efficacy is achieved by local release of 
progestin or copper ions in the uterus, creating an 
unfavorable environment for fertilization. Hormonal 
IUDs are effective for three to five years depending on 
the brand, while the copper variety is reliable for ten 
years.
Most IUDs are placed by obstetrician-gynecologists, 
family physicians, or advanced practice professionals 
in the outpatient setting without sedation. IUDs are 
T-shaped, approximately 3 cm by 3 cm, with strings 
attached to the base of the device. They sit in the 
uterine cavity with the arms of the T oriented toward 
the oviducts, and are held in place by the resting tone 
of the myometrium [2].
IUD placement begins with direct visualization of the 
cervix by speculum exam. A metal or plastic uterine 
sound is inserted through the cervix to measure 
the depth of the uterus. A plastic sheath is then 
passed through the endocervical canal to the depth 
previously measured and the sterile IUD is delivered 

through it into the uterine cavity. The IUD strings pass 
through the external cervical or and remain visible 
by exam at the superior aspect of the vagina. When 
expired or when the patient no longer wishes to have 
an IUD, the IUD is removed from the uterus by pulling 
on the retrieval strings [3]. IUD placement is not 
routinely confirmed with imaging; however, pelvic or 
transvaginal ultrasound or abdominal radiography 
may be useful to confirm device position [4]. 
Complications of IUDs include infection, pain, 
menstrual irregularities, and migration of the device. 
The device may be expelled into the vagina, become 
embedded in the myometrium, or pass through the 
uterine wall into the abdominal cavity. Following 
passage through the uterine wall, the IUD is referred 
to as a translocated IUD. Risk factors for translocated 
IUD include postpartum amenorrhea, insertion by 
inexperienced practitioners, breastfeeding, and a 
retroflexed uterus [5]. This complication can occur 
during insertion if the uterus is sounded inaccurately 
or if the sound itself creates a false tract through 
the uterine wall through which the IUD is placed [5-
7]. IUD migration through the uterine wall has an 
incidence rate of 0.03%-0.2% [8]. IUD translocation 
itself is rarely a surgical emergency; it may be 
asymptomatic or may present with unintended 
pregnancy, menstrual abnormalities, or abdominal 
or pelvic pain. Bowel obstruction or perforation by 
intraabdominal translocated IUDs is extremely rare 
[9].
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Case Presentation
Progestin (Skyla) IUD placed for contraception. Her 
gynecological exam was significant for a retroflexed 
uterus. At her scheduled one-month follow-up visit, the 
retrieval strings of her IUD available through her cervix 
were noted to be short. Over the next six months, the 
patient developed menorrhagia. A pelvic ultrasound 
was obtained which showed that the IUD was not 
intrauterine. The presumption was that the device had 
been expelled; however, a KUB (kidney, ureter, and 
bladder X-ray) obtained ten months later showed the 
device in the left lower pelvis (Figure 1). Aside from the 
menorrhagia, the patient was asymptomatic and her 
abdominal examination was normal. She was therefore 
scheduled by her gynecologist for elective laparoscopic 
removal of the translocated IUD, hysteroscopic 
evaluation of the uterine cavity, and placement of a new 
hormonal IUD. 

On diagnostic laparoscopy, the IUD could not be 
located. At this point an intra-operative general surgery 
consult was obtained. Intra-operative X-ray revealed 
the IUD in the chest, above the left hemi-diaphragm 
(Figure 2). An additional 5 mm port was placed in the 
mid-abdomen. At this point a previously undiagnosed 
hiatal hernia was discovered that included omentum 
and the upper third of the stomach. These contents 
were reduced. X-ray was repeated, which showed the 
IUD now in the mid-abdomen. Close inspection of the 
omentum showed the device embedded within the 
omentum (Figure 3). The device was removed from the 
abdomen through one of the laparoscopic ports (Figure 
4). Hysteroscopy showed a normal intact uterine cavity 
without evidence of scar. A new Mirena IUD was placed 
in the fundus of the uterus and its position confirmed 
by hysteroscopy and laparoscopy. 

Figure 1. KUB showing IUD located in the left lower pelvis rather than in the expected position, upright in the midline 
beneath the pelvic brim.

Figure 2. Intra-operative X-ray with IUD visible in the left upper quadrant above the hemidiaphragm.
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to contribute to such enlargement of the esophageal 
hiatus. In 95% of hiatal hernias, the gastroesophageal 
junction and part or all of the stomach herniate, known 
as a type I or sliding hiatal hernia. Patients may present 
with dysphagia, epigastric fullness, or reflux; or, like the 
patient described in this case, may have no symptoms 
at all [15]. The asymptomatic nature may contribute to 
the current poor estimates of hiatal hernia prevalence, 
which range from 10%-80% [16]. 
The exact time of IUD translocation in this patient 
remains unknown, although the greatest risk for 
uterine perforation is during device placement. The 
patients at highest risk for uterine perforation during 
IUD placement are those recently postpartum and those 
breastfeeding, thought to be related to the effect of low 
estrogen levels on the uterine wall [9]. The patient in 
this case lacked these risk factors, though she did have 
a retroflexed uterus. There are conflicting opinions as 
to whether a retroflexed uterus is a risk factor for IUD 
migration [5,17,18]. The uterus is located between the 
bladder and the rectosigmoid colon and is supported in 
the pelvis by several ligaments. A uterus is retroflexed 
when the fundus is located posterior to the axis of 
the cervix, compared to the more common anteflexed 

Outcome and follow-up
The patient was discharged home from the recovery 
room, and her new IUD was noted to be appropriately 
positioned by cervical exam at a follow-up visit. Because 
the patient’s paraesophageal hernia was asymptomatic, 
she opted not to pursue repair.

Results and Discussion
Translocated IUDs have previously been reported to 
cause ureteral obstruction, small bowel perforation 
and obstruction, rectouterine fistula, and bladder 
perforation [10-13]. One-third to one-half of all 
translocated IUDs are embedded in the omentum 
[5,14]. To our knowledge, this is the first reported case 
of IUD migration into the mediastinum.
Hiatal hernias occur in the setting of defects in the 
phrenoesophageal membrane, which connects the 
diaphragm to the distal esophagus. Degeneration of 
this membrane allows abdominal contents to pass 
through the esophageal hiatus of the diaphragm and 
into the posterior mediastinum, which in addition 
to the esophagus also contains the descending aorta, 
azygos vein, thoracic duct, and vagus nerves. Obesity, 
aging, and musculofascial degeneration are thought 

Figure 3. Intra-operative image showing the IUD embedded in the omentum.

Figure 4. Intra-operative image showing the hiatal hernia after reduction of the omentum.
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anatomic variant in which the fundus is tilted forward 
[19]. This anatomy is thought to increase the risk of 
passing the sound through the anterior edge of the 
body of the uterus, instead of into the uterine cavity as 
intended. As in this case, it is common for the uterus 
to show no indications of injury on hysteroscopic exam 
to indicate the site of translocation; the endometrium 
can heal within weeks of damage [20]. Based on the 
prior ultrasound and pelvic exam, this patient’s IUD is 
known to have translocated sometime in the six-month 
interval following placement. 
Some practitioners support conservative management 
of asymptomatic patients with IUD migration, arguing 
that the risk of complications during surgery does 
not justify treatment [21-23]. In contrast, the World 
Health Organization recommends immediate retrieval 
of intra-abdominal IUDs, which have the potential 
to cause adhesions and as such are a risk factor for 
chronic pelvic pain, infertility, intestinal obstruction, 
abscesses, and fistula formation [24]. At the time of 
surgery, this patient had not experienced any of these 
complications. However, given the demonstrated 
capacity of translocated IUDs to cause intra-abdominal 
perforations and fistulas, the presence of the IUD in 
this patient’s posterior mediastinum posed a clear risk 
to the structures therein. These possible complications 
favor removal of such a device, even if asymptomatic. 

Conclusion
1. Hiatal hernias are commonly asymptomatic and 

may serve as a route for passage of abdominal 
contents into the posterior mediastinum. 

2. IUD migration can present with pain, unintended 
pregnancy, abnormal uterine bleeding, or can be 
asymptomatic. 

3. In the outpatient evaluation of a possible 
translocated IUD, pelvic ultrasound should be used 
to locate the IUD in the uterus. If the IUD is suspected 
to be elsewhere in the abdomen, abdominal X-ray 
or CT scan may be used and should be repeated just 
before surgery.
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