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A large bladder stone caused by the
intravesical migration of an intrauterine
contraceptive device: a case report
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Abstract

Background: A wide variety of complications due to the extrauterine migration of intrauterine contraceptive
devices have been reported in the literature. Here we describe the case of a large bladder stone formed around a
migrated Copper T380A device that was neglected and detected 15 years after insertion.

Case presentation: A 48-year-old Sri Lankan woman underwent a workup for lower urinary tract symptoms and
recurrent urinary tract infections over the previous 6 months. The radiographs showed a large bladder stone with
an imprint of an intrauterine contraceptive device in the center of it. The device had been inserted 15 years
previously. Two years after the insertion, it was considered to be missing, but our patient did not comply with the
recommended follow-up. She had been completely asymptomatic until she developed lower urinary tract
symptoms. After confirming the location of the stone via ultrasonography, a vesicolithotomy was performed,
revealing a stone with three limbs corresponding to the shape of the Copper T380A device. The device and the
threads were fully covered with the stone material. Our patient was asymptomatic following the surgery.

Conclusions: A migrated intrauterine contraceptive device can act as the nidus for the formation of a secondary
bladder stone. The detailed imprint of the device inside the stone and the laminated appearance of the stone
material were characteristic of a secondary bladder stone formed around an intrauterine contraceptive device.
Radiography and ultrasonography are adequate for the diagnosis of intravesical migration of intrauterine
contraceptive devices.
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Background
Vesicolithiasis is a rare condition in an otherwise normal
bladder that can be caused by outflow obstruction,
chronic or recurrent infections, and intravesical foreign
bodies [1]. A rare iatrogenic cause of vesicolithiasis
(bladder stones) is a migrated intrauterine contraceptive
device (IUCD). IUCDs are known for uterine perforation
and extrauterine migration, with perforations being re-
ported at a rate of 1.2 to 1.6 per 1000 IUCD insertions
[2]. The most common sites for IUCD migration are the
omentum, rectum, sigmoid colon, peritoneum, and blad-
der [3]. The nature of symptoms caused by the

migration depends on the destination of the device.
Transvesical migration usually results in lower urinary
tract symptoms, even in the absence of a secondary
bladder stone.
Here we have described the asymptomatic migration

of an IUCD, previously considered to be missing, result-
ing in the formation of a large secondary bladder stone
detected 15 years after the insertion. A plain X-ray was
characteristic in showing the layers of stone material laid
down around the limbs of the IUCD and an ultrasound
scan was useful in confirming the location of the stone.
Even though computed tomography is recommended for
the localization of a missing IUCD, a plain radiograph
and ultrasound scan was adequate in this case. The pro-
longed asymptomatic period observed in this case has
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resulted in the formation of a large stone and delayed
the seeking of medical care.

Case presentation
A 48-year-old Sri Lankan woman was referred to our
general surgical clinic for the management of a bladder
stone following successful treatment for a urinary tract
infection complicated with upper tract involvement. She
complained of intermittent nonspecific lower abdominal
pain, dysuria, and hematuria over the previous 6
months. During the same period of time she had three
uncomplicated urinary tract infections that were man-
aged by her general practitioner. The urine culture grew
a pure growth of Proteus each time. She was managed
with orally administered co-amoxiclav, according to the
antibacterial sensitivity report, for 1 week during each
episode. She was put on nitrofurantoin as a urinary anti-
septic after the third episode of urinary tract infection.
On presentation for the complicated, fourth urinary tract
infection, this case underwent further investigation. She
was found to be septic with a heart rate of 110 beats/mi-
nute, blood pressure of 130/90 mmHg, temperature of
38.9 °C (102 °F), and respiratory rate of 20/minute. She
had neutrophil leukocytosis (18 × 109/ml), but her liver
and renal function tests were normal. The radiographs
of her kidney, ureter, and bladder showed a large bladder
stone with three limbs and an imprint of a typical Cop-
per T380A IUCD (Pregna International Ltd., Mumbai,
India) in the middle of the stone (Fig. 1). An ultrasound
scan of her kidney, ureter, and bladder confirmed the
intravesical location of the stone and left-side pyelo-
nephritis. Urine culture yielded a mixed growth of coli-
form and Proteus. She was managed with intravenously
administered cefotaxime according to the antibacterial
sensitivity report for 1 week and was continued on the
nitrofurantoin until she underwent surgery.

On further inquiry, our patient indicated that she had
an IUCD inserted 15 years previously, after the delivery of
her third child. Two years later, the threads of the IUCD
could not be found during a routine visit to a Well
Woman Clinic, and it was documented as a missing
IUCD. A further workup was not conducted since she did
not return for a follow-up. She had forgotten about the
missing IUCD and only mentioned it after being ques-
tioned. She denied having any urinary or lower abdominal
symptoms until the last 6 months. She did not have any
previous medical conditions. She was a housewife and had
no other risk factor for urolithiasis. She had no family his-
tory of urolithiasis. Her general and abdominal examina-
tions were otherwise unremarkable.
The diagnosis of a bladder stone formed around a mi-

grated IUCD was made and an open vesicolithotomy was
scheduled for 4 weeks later due to the large size of the
stone. The vesicolithotomy was uncomplicated, and the
interior of her bladder was normal. A large bladder stone
with three limbs measuring 6 × 5 cm was removed, the
stone was broken, and the IUCD was found inside. The
three limbs of the stone were shaped to cover the three
limbs of the IUCD, with the threads of the device also
completely covered by the stone material (Fig. 2). Her
postoperative period was uncomplicated and she was
asymptomatic after the removal of the stone. At 6 months
there were no further attacks of urinary tract infections.

Discussion
The transmigration of an IUCD occurs due to traumatic
primary perforation of the uterus or due to a long-term
inflammatory process, the exact mechanism of which is
not fully understood. The copper contained in some
IUCDs can mount an inflammatory reaction that results
in the contraceptive effect, but it can also be involved in
the process of long-term uterine perforation and trans-
migration [4]. In this case, our patient could feel the

Fig. 1 Plain radiographs. a The imprint of the intrauterine contraceptive device is seen in the center of the stone. b A magnified view of the X-
ray showing the characteristic laminated appearance of the stone due to the concentric layers of stone material deposited around the intrauterine
contraceptive device (*)
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threads of the IUCD during the first 2 years after insertion,
but later was diagnosed as having a missing IUCD. More-
over, she did not adhere to the recommended follow-up.
The perforation of the bladder wall or the mere presence of
a foreign body, like an IUCD, can cause an array of lower
urinary tract symptoms. Our patient did not have any
symptoms over the 13 years prior to this incidence, and all
of her presenting symptoms could be attributed to the pres-
ence of a large bladder stone alone. Thus, this is a case of
the chronic asymptomatic migration of an IUCD into the
bladder, which was discovered only after our patient be-
came symptomatic due to the secondary stone. The imprint
of the IUCD on the stone and the concentric layers of stone
material noted around the IUCD in the X-ray films of our
patient are characteristic of a secondary stone formed
around a migrated IUCD. These two features could be seen
clearly in a similar case reported by Amin and Mahmood
[5]. The radiographs and ultrasonography were adequate to
make the diagnosis in this case, as well as in similar cases
with intravesical migration [5, 6]. However, for IUCDs
lodged in other areas of the body, computed tomography
may be necessary for proper localization.
The nature of the complications from a migrated IUCD

depends mainly on its destination. Cases of both intraperi-
toneal and extraperitoneal migration locations have been
reported. The omentum is the most common lodging site
after intraperitoneal migration. A wide variety of complica-
tions have been reported due to such intraperitoneal
IUCDs; for example, Weerasekera et al. reported a case of
a sigmoid colocolic fistula due to an intraperitoneal IUCD
[7]. Moreover, the bladder, rectum, and ureter are reported
extraperitoneal IUCD migration sites. Several cases of intra-
vesical migration have been previously reported, and a
number of them have resulted in vesicolithiasis [5, 6, 8–11].
Rectal perforation [12] and ureteric erosion [13] caused by
migrated IUCDs have also been reported.
In this case, the complex etiology of our patient’s blad-

der symptoms became clear only after performing the
relevant imaging and taking a thorough history. Bladder
symptoms due to an IUCD can also arise from the par-
tial invasion of the bladder wall without transmigration

[8]. Thus, a high index of suspicion should be kept in
mind when managing patients with either in situ or
missing IUCDs complaining of bladder symptoms.
Moreover, this highlights the importance of arranging
proper workups for all patients with missing IUCDs.
The removal of a migrated IUCD after proper
localization is advisable because of the unpredictability
of the natural history.

Conclusions
A migrated IUCD can act as the nidus for the formation
of a secondary bladder stone. A high index of suspicion
should be kept in mind when managing patients with
missing IUCDs complaining of bladder symptoms. The
detailed imprint of the device inside the stone and the
laminated appearance of the stone material were charac-
teristic of a secondary bladder stone formed around an
IUCD. Radiography and ultrasonography are adequate
for the diagnosis of intravesical migration of IUCDs.

Abbreviation
IUCD: Intrauterine contraceptive device

Acknowledgements
The authors wish to acknowledge the support extended by the staff of
Ward-02 and Operating theatre-A of the District General Hospital Kalutara in
preparing the figures of this article.

Funding
No funding was received for this study.

Availability of data and materials
Not applicable.

Authors’ contributions
WSLD followed up with the patient, compiled the patient details, prepared
figures, and wrote the manuscript. ER, WSLD, KASUAK, GUEA, and RMMR
were involved in decision making, surgery, and perioperative management.
ER revised and restructured the manuscript. All authors read and approved
the final manuscript.

Ethics approval and consent to participate
Ethical approval for the publication of this case report was obtained from
the Ethics Review Committee of the District General Hospital Kalutara.

Fig. 2 Features of the stone. a and b The copper coil (*) and the threads (**) of the intrauterine contraceptive device after breaking the stone

De Silva et al. Journal of Medical Case Reports  (2017) 11:293 Page 3 of 4



Consent for publication
Written informed consent was obtained from the patient for publication of
this case report and any accompanying images. A copy of the written
consent is available for review by the Editor-in-Chief of this journal.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1Post Graduate Institute of Medicine, University of Colombo, Colombo, Sri
Lanka. 2General Surgery Unit, District General Hospital Kalutara, Nagoda, Sri
Lanka.

Received: 22 July 2017 Accepted: 19 September 2017

References
1. Yoshida O, Okada Y. Epidemiology of urolithiasis in Japan: a chronological

and geographical study. Urol Int. 1990;45(2):104–11.
2. Harrison-Woolrych M, Ashton J, Coulter D. Uterine perforation on

intrauterine device insertion: is the incidence higher than previously
reported? Contraception. 2003;67:53–6.

3. Kassab B, Audra P. The migrating intrauterine device. Case report and
review of the literature. Contracept Fertil Sex. 1999;27(10):696–700.

4. Kaneshiro B, Aeby T. Long-term safety, efficacy, and patient acceptability of
the intrauterine Copper T-380A contraceptive device. Int J Women’s Health.
2010;2:211–20.

5. Amin U, Mahmood R. An Unusual Vesical Calculus. J Radiol Case Rep. 2009;
3(2):10–3. doi:10.3941/jrcr.v3i2.113.

6. Vagholkar S, Vagholkar K. Secondary Vesical Calculus Resulting from
Migration of an Intrauterine Contraceptive Device. Case Rep Obstet
Gynecol. 2012;2012:603193. doi:10.1155/2012/603193.

7. Weerasekera A, Wijesinghe P, Nugaduwa N. Sigmoid colocolic fistula caused
by intrauterine device migration: a case report. J Med Case Rep. 2014;8:81.

8. Sharma A, Andankar M, Pathak H. Intravesical Migration of an Intrauterine
Contraceptive Device with Secondary Calculus Formation. Korean J Fam
Med. 2017;38(3):163–5. doi:10.4082/kjfm.2017.38.3.163.

9. Aggarwal S, Jindal RP, Deep A. Intravesical Migration of Intrauterine
Contraceptive Devices with Stone Formation. J Fam Med Prim Care. 2014;
3(4):449–51. doi:10.4103/2249-4863.148147.

10. Abdulwahab-Ahmed A, Ogunleye OO. Vesical Calculus 10 Years Post
Missing Intrauterine Contraceptive Device. J Surg Tech Case Rep. 2013;5(1):
48–50. doi:10.4103/2006-8808.118630.

11. Dietrick DD, Issa MM, Kabalin JN, Bassett JB. Intravesical migration of
intrauterine device. J Urol. 1992;147:132–4.

12. Abasiattai AM, Umoiyoho AJ, Utuk NM, Ugege W, Udoh IA. Intrauterine
contraceptive device with rectal perforation and strings presenting at the anus.
BMJ Case Reports. 2010;2010:bcr0320102836. doi:10.1136/bcr.03.2010.2836.

13. Priyadarshi V, Sehgal N, Sen D. Ureteric erosion and obstruction: A rare but
dreaded complication of intrauterine contraceptive device. Urol Ann. 2017;9:103–6.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

De Silva et al. Journal of Medical Case Reports  (2017) 11:293 Page 4 of 4

http://dx.doi.org/10.3941/jrcr.v3i2.113
http://dx.doi.org/10.1155/2012/603193
http://dx.doi.org/10.4082/kjfm.2017.38.3.163
http://dx.doi.org/10.4103/2249-4863.148147
http://dx.doi.org/10.4103/2006-8808.118630
http://dx.doi.org/10.1136/bcr.03.2010.2836

	Abstract
	Background
	Case presentation
	Conclusions

	Background
	Case presentation
	Discussion
	Conclusions
	Abbreviation
	Funding
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

