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ABSTRACT

Introduction: The most popular method of reversible contraception in women is the intrauterine contraceptive device 
(IUD).The risk of perforation elevates during the postpartum period, as well as during lactation and amenorrhea.The 
likelihood of perforation is higher in lactating women and during IUD insertion within 36 weeks after childbirth. Objective: 
This case report details the migration of an Intrauterine Device (IUD) into the bladder. Case(s) Presentation: A woman in 
her 40s had been experiencing persistent urinary tract infections (UTI) for a year. Four years after the birth of her third 
child, the patient had an IUD inserted. Unexpectedly, one year later, she delivered her fourth child. Following seven years, 
she experienced persistent UTI symptoms. The IUD was identified by plain abdominal radiography and removed utilizing 
cystoscopy and vesicolithotripsy procedures. Discussion: It has been well known that IUD dislocation likelihood is high 
during IUD insertion within 36 weeks after childbirth. Our case is exceptionally rare since the IUD insertion took place four 
years after delivery. Conclusion: We highlight the importance of considering the possibility of IUD migration when the user 
gives birth and then experiences persistent UTI. Plain radiography can discover the location of the IUD, and cystoscopy 
and vesicolithotripsy can be used for removal.
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ABSTRAK

Pendahuluan: Metode kontrasepsi reversibel yang paling populer pada wanita adalah alat kontrasepsi intrauterin (IUD). 
Risiko perforasi meningkat selama periode pascapersalinan, serta selama menyusui dan amenore. Kemungkinan perforasi 
lebih tinggi pada wanita menyusui dan selama pemasangan IUD dalam waktu 36 minggu setelah 
melahirkan.Tujuan:Laporan kasus ini menguraikan migrasi Alat Kontrasepsi Intrauterin (AKI) ke dalam kandung kemih. 
Presentasi kasus: Seorang wanita berusia 40-an telah mengalami infeksi saluran kemih (ISK) persisten selama setahun. 
Empat tahun setelah melahirkan anak ketiganya, pasien dipasang AKI. Tidak disangka, satu tahun kemudian, dia 
melahirkan anak keempat. Tujuh tahun setelah itu, dia mengalami gejala ISK persisten. AKI diidentifikasi melalui foto 
polos abdomen dan diangkat menggunakan prosedur sistoskopi dan vesikolitotripsi. Diskusi:Telah banyak diketahui 
bahwa migrasi AKI lebih tinggi kemungkinan terjadi saat pemasangannya dalam periode kurang dari 36 minggu setelah 
melahirkan. Kasus kami sangat langka karena pemasangan AKI terjadi lebih dari 4 tahun setelah melahirkan. Simpulan: 
Kami menekankan pentingnya mempertimbangkan kemungkinan migrasi AKI ketika penggunanya melahirkan dan 
kemudian mengalami ISK persisten. Foto polos abdomen dapat menemukan lokasi AKI, dan sistoskopi serta 
vesikolitotripsi dapat digunakan untuk pengangkatan.

Kata kunci: Kandung kemih,alat kontrasepsi intrauterin, foto polos abdomen, migrasi, infeksi saluran kemih.
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TRANSLOCATION OF AN INTRAUTERINE CONTRACEPTIVE DEVICE INTO 
THE BLADDER: A CASE REPORT

INTRODUCTION

The most popular method of reversible 
contraception in women is the intrauterine 

1,2
contraceptive device (IUD).  The risk of perforation 
elevates during the postpartum period, as well as 

3,4during lactation and amenorrhea.  The likelihood of 
perforation is higher in lactating women and during 



5
IUD insertion within 36 weeks after childbirth.

We report a case of a 40-year-oldwoman 
who gave birth despite having an IUD and then 
experiencing recurrent urinary tract infection (UTI). 
This article elucidates that the IUD was inserted four 
years after the patient gave birth without pain and 
vaginal bleeding after the insertion, thereby 
contributing valuable data to research predicting the 

3,5,6
likelihood of intravesical migration of IUDs.

CASE(S) PRESENTATION

Four years after the birth of her third child, 
the patient had an IUD inserted. Unexpectedly, a 
year later, she delivered her fourth child, 
pervaginam. Three years after her last partus, she got 
lower abdominal pain and dysmenorrhea. In the 
same year,  af ter  performing abdominal  
ultrasonography (US) by the gynecologist, it was 
found that she had a myoma uterine. A curettage 
procedure was performed, and no sign of an IUD was 
found.

Three years after her curettage procedure, 
she started experiencing repeated lower UTI 
symptoms. Her attending practitioner treated her for 
one year, but the symptoms persisted. She was, 
therefore, referred to the urologist. Abdominal US 
revealed a bladder calculus stone (Figure 1). Further 
confirmation was performed using plain abdominal 
radiography, and an IUD was found in the pelvic 
cavity (Figure 2).

155

Figure 1. US finding of the bladder stone. It shows a 
hyperechoic lesion with a length of 1.78 
cm [a] above the acoustic shadow [b].

Figure 2. Plain abdominal radiography shows an 
IUD [a].

Afterward, the urologist performed a 
cystoscopy to confirm the presence of the IUD and 
found it on the dome of the bladder, then removed it 
using cystoscopy and vesicolithotripsy procedure 
(Figure 3). The patient's symptoms entirely resolved. 
She no longer had any signs of urinary leakage one 
week after the procedure.

(1) (2)

Figure 3. (1) Cytoscopy finding of the IUD [a] and 
the stone [b]. (2) The bladder wall lesion 
after the IUD removal [c].

DISCUSSION

The translocation of an IUD can occur 
because of the mechanical force applied during 
insertion, uterine contractions, or erosion of the 

7uterine wall.  The likelihood of IUD perforation 
increases when the IUD is inserted during specific 

5
periods: within the first 36 weeks postpartum,  the 
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6 first six weeks postpartum, and during breastfeeding 
,4and amenorrhea.3  However, in our case, the IUD 

was inserted four years after the patient gave birth to 
her third child.

Primary perforation of the IUD is usually 
associated with severe abdominal pain during 
insertion. In contrast, secondary perforation can 
occur due to slow migration through the 

8
myometrium.  Our case indicates fast migration 
within three months since the IUD placement. It is an 
exceptionally rare case since the IUD insertion took 
place more than 36 weeks after childbirth. This 
phenomenon lacks support from existing scientific 
explanations, and we are currently unable to 
comprehend its underlying causes.

If the threads of the IUD are not visible 
during a check-up using the abdominal US, it cannot 
be ruled out that perforation has occurred.9 In our 
case, an abdominal US examination was performed 
for the myoma, but no sign of an IUD was found 
inside the uterus. Perhaps the IUD had already 
migrated to the bladder.

We performed plain abdominal radiography 
to confirm the bladder stone, and it also easily 

10
detected the IUD inside the pelvic cavum.  We opted 
not to perform Computed Tomography (CT) with 
contrast due to the adequacy of plain radiography for 
imaging the IUD. This choice was more suitable 
since the patient belonged to the low-income group 
and was covered by Indonesia's National Health 
Insurance (NHI).

Our patient had recurrent UTI for years 
without being referred to a urologist, and neither a 
CT scan nor plain radiography was performed. This 
circumstance arose because UTI was deemed within 

11
the competence of general practitioners to handle.  
Since the patient used the NHI, she could not visit a 
specialist without a prior referral. Her economic 
conditions also did not allow her to have a specialist 
consultation on her own.

For the management, we performed a 
cystoscopy to remove the IUD because it was visible 
and was not embedded firmly in the bladder nor near 

8a blood vessel.  Also, cystoscopy is the best method 
12,13

for visualizing and removing an intravesical IUD.

CONCLUSION

If a woman with an IUD inserted gets 
pregnant and then experiences recurrent UTI, it may 
indicate that the IUD has migrated to the bladder.In 
such a case, it is recommended to undergo plain 
radiography.If the IUD is visible and is not firmly 

embedded in an organ or blood vessel, minimally 
invasive methods such as cystoscopy could be 
performed. 

REFERENCES

1. Stark EL, Gariepy AM, Son M. What Is Long-Acting 
Reversible Contraception? JAMA. 2022.

2. Suwantika AA, Zakiyah N, Puspitasari IM, Abdulah 
R. Cost-Effectiveness of Contraceptive Use in 
Indonesia after the Implementation of the National 
Health Insurance System. J Pregnancy. 2021; 8: 
3453291.

3. Kaislasuo J, Suhonen S, Gissler M, Lähteenmäki P, 
Heikinheimo O. Intrauterine contraception: 
Incidence and factors associated with uterine 
perforation population-based study. Human 
Reproduction.  2012;27(9):2658–63. 

4. Heinemann K, Barnett C, Reed S, Möhner S, Do 
Minh T. IUD use among parous women and risk of 
uterine perforation: a secondary analysis. 
Contraception. 2017 Jun 1;95(6):605–7. 

5. Reed SD, Zhou X, Ichikawa L, Gatz JL, Peipert JF, 
Armstrong MA, et al. Intrauterine device-related 
uterine perforation incidence and risk (APEX-IUD): 
a large multisite cohort study. The Lancet. 2022 Jun 
4;399(10341):2103–12. 

6. Heinemann K, Reed S, Moehner S, Do Minh T. Risk 
of uterine perforation with levonorgestrel-releasing 
and copper intrauterine devices in the European 
Active Surveillance Study on Intrauterine Devices. 
Contraception. 2015 Apr 1;91(4):274–9. 

7. Situmorang H, Argy G, Putri A, Gunardi ER. 
Intrauterine device translocation: Case series and 
management algorithm. Journal of Reproductive 
Healthcare and Medicine. 2022 Feb 7;3:1. 

8. Aydogdu O, Pulat H. Asymptomatic far-migration of 
an intrauterine device into the  abdominal cavity: A 
rare entity. Canadian Urology Association Journal. 
2012;6(3):134–6. 

9. Marchi NM, Castro S, Hidalgo MM, Hidalgo C, 
Monteiro-Dantas C, Villarroeal M, et al. Management 
of missing strings in users of intrauterine 
contraceptives. Contraception. 2012;86(4):354–8. 

10. Tabatabaei F, Masoumzadeh M. Dislocated 
intrauterine devices: clinical presentations, diagnosis 
and management. European Journal of Contraception 
and Reproductive Health Care. 2021;26(2):160–6. 

11. Konsil Kedokteran Indonesia. Standar Kompetensi 
Dokter Indonesia. Jakarta; 2012. 

12. Rashid AO, Abdala RY. Safety and efficacy of 
flexible and semi-rigid ureteroscopy with laser 
lithotripsy for the management of ureteral calculi in 
pregnancy.  Afr ican Journal  of  Urology.  
2021;27(1):46. 

13. Priyadarshi V, Singh M, Kumar V, Tiwari R, Gupta 
SK, Sehgal N. An Unusual Cause of Bladder Stones 
In a Female: A Migrant Intrauterine Contraceptive 
Device. UroToday International Journal. 2012;05(6). 

Indonesian Journal of Urology, Vol. 33, No. 2, May 2026: 154 - 156


	Page 1
	Page 2
	Page 3

