
Intrauterine device malposition 
and perforation

Background
A correctly positioned intrauterine device (IUD) is fundally placed with the arms fully extended and the vertical portion 
extending straight downwards. Generally, if an IUD is within 2 cm of the fundus (i.e. from the fundal end of the cavity, not 
the serosa, to the superior end of the IUD) and no part is protruding into the cervical canal, it is considered to retain its 
contraceptive efficacy. (1)

An incorrectly positioned IUD may be:
•	 located in the lower uterine segment, >2cm from the fundus 
•	 partially expelled or intracervical 
•	 embedded in the myometrium or rotated
•	 protruding through the serosa or within the abdominal cavity. 

Low lying IUD
An IUD is considered to be low lying if it is positioned more than 2 cm below the uterine fundus. 

IUDs can migrate up and down within the uterine cavity with the menstrual cycle. (2-4) If an IUD is found to be low lying 
shortly after insertion, alternative contraception can be advised for a period of time until a repeat ultrasound is performed to 
allow the IUD to reposition.

The efficacy of the hormonal-IUD may be less affected by its position in the uterine cavity than a copper IUD, because 
of the local release of levonorgestrel. (5) However contraceptive efficacy of any low-lying IUD cannot be guaranteed. The 
decision to remove and replace a device is a matter of individual clinical judgement following discussion with the patient and 
consideration of individual circumstances such as age, background fertility, uterine cavity size and risk of reinsertion.

There is insufficient evidence to indicate increased bleeding, pain or risk of expulsion with a low lying IUD if it sits above the 
internal os. (6)

If any part of the IUD protrudes into the cervical canal, it is not considered effective for contraception. It should be removed 
and replaced.

Partial expulsion or intracervical IUD
An IUD is considered intracervical when at least part of the IUD sits within the cervical canal. In a partial expulsion the IUD 
sits in the cervical canal and the tip extends through the external os. This can present as cramping or pain, and/or a change 
in bleeding pattern. There is an increased risk of pregnancy if the IUD sits within the cervical canal. (7) The IUD should be 
removed and replaced.

Embedded IUD
An embedded IUD is a term used to describe penetration of part of the IUD (usually the arm) into the myometrium without 
breaching the serosa. An embedded IUD should be removed as impingement on the myometrium may cause pressure 
necrosis of underlying tissue which could lead to perforation of the device. (8, 9) If an ultrasound suggests an IUD is 
embedded in an asymptomatic patient, and ongoing IUD use is desired, a repeat ultrasound may be considered to confirm 
the diagnosis, preferably with a radiology provider experienced in the interpretation of gynaecological imaging. It is often 
possible to remove an embedded IUD by applying gentle traction. Efforts to remove the IUD should be abandoned if there 
is pain or resistance and the person should be referred for specialist management which will often involve hysteroscopic 
removal. Referral to a specialist ultrasound service for removal under ultrasound guidance may also be an option.(10) 
Immediate replacement is acceptable if the IUD suspected of being embedded is easily removed. A period of 6 weeks to allow 
myometrial repair can be considered if the removal was difficult and alternative contraception is acceptable.

IUD perforation
A perforated IUD can be protruding through the serosa (partial) or completely outside the uterus and within the abdominal 
cavity (complete). Perforation is rarely associated with serious sequelae (11-13) although there has been a case report of a 
small bowel obstruction, due to adhesions. (14)
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The risk of perforation with IUD insertion is 0.9 per 1,000 insertions at 12 months.(15, 16) There is an increased risk of 
perforation in the postpartum period, thought to be associated with uterine atrophy. There is 6.1 times increase in risk in 
those who are breastfeeding, compared to those not breastfeeding. (16) An excess risk remains up to 9 months postpartum 
regardless of breast feeding.(15, 16) It is plausible that the risk of perforation might be increased in other situations where a 
degree of uterine atrophy occurs, e.g., long term use of depot medroxyprogesterone acetate (Depot Provera), testosterone 
used for gender affirmation therapy or postmenopause, although there are no studies specifically demonstrating this.

Less experienced inserters have a higher perforation rate than more experienced inserters.(11)
Perforation can occur with the sound, the introducer, or the IUD itself. If perforation with the sound or introducer is suspected 
the procedure should be abandoned.

In some instances, an embedded IUD may eventually perforate by making its way through the myometrium to the serosal 
surface. Perforation over a period of time may also occur if the device dimensions are larger than the uterus. (8) 

The majority of IUD perforations are not detected at the time of insertion.(17) Around 1 in 3 are detected 12 months or more 
after insertion. (12)

Perforation should be considered if: 
•	 The uterine length sounds to >10 cm
•	 There is unexpected bleeding from the cervical os at the time of insertion
•	 The IUD threads cannot be seen
•	 There is persistent unexpected pain and or bleeding post insertion
•	 Threads are visible and the IUD cannot be easily removed
•	 A pregnancy occurs. (13)

Following IUD insertion, there should be a low threshold to investigate, i.e., difficult insertion particularly if the patient has risk 
factors for uterine perforation or the inserter is inexperienced.

If perforation with the IUD is suspected and the patient is assessed as haemodynamically stable, they can be discharged 
home with a plan for alternative contraception cover. A pelvic ultrasound should be performed without unnecessary delay 
to localise the device. If the device cannot be visualised on pelvic ultrasound, an abdominal X-Ray should be performed to 
detect an extra-uterine device. Although many patients are asymptomatic with IUD perforation, and there is a very low risk 
of injury to intra-abdominal and pelvic structures, (2), the patient should be referred for laparoscopic removal and additional 
contraception offered. (3) Antibiotic cover is not required while waiting for removal. Patients should be advised to present 
to the emergency department if showing symptoms of intraabdominal sepsis e.g., severe abdominal pain, vomiting, fever, or 
rigors. 
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