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Case Report

Intrauterine Device Translocation to the Ureter Resulting in
Hydronephrosis: A Rare Case Report
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Abstract

Background: Intrauterine device (IUD) translocation is a rare but potentially serious complication that may cause injury of adjacent
organs. This case report describes an unusual instance of delayed IUD translocation involving the ureter and highlights its diagnostic and
management implications. Case: We report the case of a 57-year-old woman diagnosed with IUD displacement to the right ureter, which
subsequently resulted in ureteral injury. Seventeen years after [UD insertion, the patient presented with lower abdominal pain that radiated
to the right flank. During laparoscopic exploration, the [UD was partially embedded in the uterine horn and partially within the wall of
the right ureter. The IUD was embedded in the ureteral muscular layer but had not penetrated the mucosal layer. The IUD was completely
removed, and the abdominal and pelvic cavities were repeatedly irrigated, with purulent fluid suctioned. The uterine and right ureteral
walls were repaired. Under guidewire guidance and direct ureteroscopic visualization, a ureteral stent was placed. Conclusions: ITUD
translocation to the ureter is a rare but serious complication that may occur many years after insertion. Early recognition and appropriate
surgical management are essential to prevent severe urological injury.
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1. Introduction More than a month before presentation, the patient de-
veloped lower abdominal pain without any identifiable pre-
cipitating factors, with radiation of pain to the right flank.
The patient did not exhibit clinical features suggestive of a
febrile urinary tract infection (UTI). On October 21, 2025,
the patient sought medical attention at another hospital. Ab-
dominopelvic computed tomography (CT) demonstrated a
“V”-shaped hyperdense shadow in the right adnexal re-
gion (Fig. 1A,B). Significant findings included right hy-
dronephrosis, characterized by proximal right ureteral and
renal pelvis dilation with fluid accumulation (Fig. 1C). An
abdominal ultrasound conducted on the same day showed a
31 mm separation of the right renal collecting system, along
with dilatation of the upper segment of the right ureter. The
middle segment could not be observed, while the lower seg-
ment showed no significant abnormalities. The left ureter
exhibited no dilation. These findings suggested mild right
sided hydronephrosis, with possible dilation of the upper
right ureter and suspected of the middle segment, poten-
tially due to a ureteral calculus. Concurrent transvaginal
and transabdominal ultrasonography suggested the pres-
ence of an IUD embedded within the anterior uterine my-
ometrium, raising suspicion of IUD embedment. As a re-
sult, the patient was referred to our hospital for further eval-
uation.

Intrauterine device (IUD) is an effective and widely
used long-acting reversible contraceptive method [1]. Ap-
proximately 159 million people worldwide use IUDs [2].
The most common complications associated with IUD in-
sertion include insertion failure, infection, pain, abnormal
uterine bleeding, and expulsion [3]. Rare complications
during IUD insertion include myometrial embedment and
perforation of the uterine serosa, with an incidence rate of
0.1% [4,5]. The IUD may translocate to locations such as
the peritoneum, colon, or bladder, while translocation to the
ureter is exceptionally rare and sparsely reported in the lit-
erature.

In this study, we report a case of a 57-year-old female
patient diagnosed with an IUD displacement into the right
ureter, which subsequently resulted in right ureteral injury.

2. Case Presentation

The patient was a 57-year-old woman with a history
of five vaginal deliveries and two induced abortions. She
has been menopausal for 10 years. Approximately 17 years
prior to presentation, ago, an [UD was inserted three months
following an induced abortion, and the device was never
removed. Nine years prior to presentation, a follow-up ul-
trasound failed to identify the IUD within the uterine cav-

ity, and it was presumed to be spontaneously expelled. No Physical examination revealed normal body temper-

further evaluation or intervention was pursued at that time.
Additionally, the patient also had a history of nephrolithia-
sis, which improved with conservative management.

ature and mild tenderness upon percussion over the right
renal area. There was no abdominal tenderness, rebound
tenderness, or muscle rigidity. Preoperative pelvic exami-

Copyright: © 2026 The Author(s). Published by IMR Press.
BY This is an open access article under the CC BY 4.0 license.

Publisher’s Note: IMR Press stays neutral with regard to jurisdictional claims in published maps and institutional affiliations.


https://www.imrpress.com/journal/CEOG
https://doi.org/10.31083/CEOG50328
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://orcid.org/0009-0007-3997-889X
https://orcid.org/0009-0006-0935-6339
https://orcid.org/0000-0002-3987-8772

Fig. 1. CT and ultrasound findings of the patient. (A) Axial CT image demonstrating a hyperdense shadow (arrow) in the right

adnexal region. (B) Coronal reconstructed CT image showing the corresponding V-shaped hyperdense structure (arrow) in the right

adnexa. (C) Axial abdominal CT image showing right-sided renal pelvis dilation and fluid accumulation (arrow). (D) Transvaginal

pelvic ultrasound demonstrating partial [UD-like echo (likely representing a V-shaped Ai Mu IUD) was visible in the right uterine horn

muscle layer (yellow arrow), approximately 10 mm in the muscle layer, with a two-arm-like echo seen in the right adnexal region. The

green arrow indicates the uterine horn. CT, computed tomography; IUD, intrauterine device.

nation was unremarkable, with no visible IUD strings at the
cervix and no palpable adnexal masses. Follow-up pelvic
ultrasound at our institution showed no IUD-like echoes in
the uterine cavity; a partial [UD-like echo (likely represent-
ing a V-shaped Ai Mu IUD) was visible within the mus-
cular layer of the right uterine horn, approximately 10 mm
deep, with a two-arm-like echo seen in the right adnexal re-
gion. Bowel-like echoes were visible around the IUD, and a
mixed echo area near one arm showed potential bowel peri-

stalsis (Fig. 1D). The patient’s serum creatinine was 64.28
umol/L, with a corresponding estimated glomerular filtra-
tion rate (¢GFR) of 94 mL/min/1.73 m?. The urine was light
yellow, with negative occult blood and 9 red blood cells/pL,
126 white blood cells/puL, and 17.3 non-squamous epithelial
cells/uL.

During laparoscopic exploration, the right uterine
cornu was observed to be elongated, deformed, and densely
adherent to the right pelvic sidewall and the right ureter.
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A mass had formed at the right uterine horn and also ad-
hered to the right pelvic sidewall. The right ureter was no-
tably thickened. Careful dissection of the adhesions was
performed, and the right ureter was mobilized. During
separation, approximately 2 mL of yellow purulent fluid
was observed draining from the mass at the right uterine
horn. The TUD (V-shape) was partially embedded in the
uterine horn and partially in the wall of the right ureter.
The adhesions between the IUD and the surrounding tissue
were dissected. The [UD was found to be embedded in the
ureteral muscular layer but had not penetrated the mucosal
layer. The IUD was completely removed, and the abdomi-
nal and pelvic cavities were repeatedly irrigated, and the pu-
rulent fluid was suctioned out (Fig. 2A-D). Intraoperative
ureteroscopy showed extrinsic narrowing at the site of IlUD
entrapment. The ureteral mucosa was intact, and no intra-
luminal foreign bodies were identified. The ureteral defect
was then repaired using 4-0 Vicryl absorbable sutures with
an interrupted technique. Given the 17-year history of IUD
translocation, the presence of a localized abscess, and pre-
operative hydronephrosis, a long-term indwelling double-J
stent (planned for 2-3 months) was recommended to ensure
luminal patency during the resolution of chronic inflamma-
tion. The uterine wall defect was repaired with a continuous
1B410 absorbable suture.

The patient had the urinary catheter removed on the
third postoperative day and was discharged. There were no
significant postoperative discomforts. The patient was ad-
vised to have the ureteral stent removed 2—3 months after
catheter placement. At one month postoperatively, the pa-
tient was contacted for telephone follow-up and reported
no significant abnormal symptoms. The patient reported
that her quality of life has significantly improved following
pain relief. Owing to personal reasons, the patient did not
return for clinical consultation and ureteral stent removal
until 118 days postoperatively. A repeat CT scan at that
time showed the ureteral stent in situ, with mild persistent
dilation of the right renal pelvis and ureter, and slight thick-
ening of the ureteral wall (Fig. 3A,B). The patient remained
asymptomatic, and the stent was successfully removed on
the same day. She was advised to undergo a follow-up CT
scan in 1-2 months.

3. Discussion

Symptoms associated with IUD-related uterine perfo-
ration are mostly mild, and approximately 30% of patients
may be asymptomatic [6]. Abnormalities may not be de-
tected until several months or years after insertion. Some
patients may present with chronic pelvic pain, lower ab-
dominal heaviness, irregular vaginal bleeding, or other dis-
comforts. In this case, IUD translocation was only discov-
ered following the patient’s presentation with lower abdom-
inal pain radiating to the right flank of unknown etiology,
approximately seventeen years after [UD insertion. In gen-
eral, translocation to the urinary tract is rare; only four sim-
ilar cases have been reported until now [7,8,9,10]. This is

&% IMR Press

the first report of IUD displacement progressing to purulent
collection. Our case provides a valuable reference for ad-
dressing the clinical ambiguity regarding the necessity of
postoperative ureteral stenting. By correlating the depth of
tissue damage with successful ureteral stent placement, we
demonstrate a feasible management strategy. By drawing
on insights from previous cases that required reoperation
for radical reconstruction, we suggest that precise identifi-
cation of the injury layer can help avoid such invasive pro-
cedures, including ureteroneocystostomy.

IUD embedment, secondary perforation, and expul-
sion may result from a size mismatch between the IUD and
the uterine cavity, leading to asymmetrical uterine forces
[11]. Clinicians with limited experience may fail to place
the device correctly, resulting in an asymmetrical place-
ment. This allows the IUD to penetrate the myometrium
under the influence of these persistent asymmetrical forces.
A large-scale study found that the incidence of uterine per-
foration was higher when the IUD insertion was performed
by clinicians who inserted fewer than 50 IUDs per year,
compared to those who inserted 50 or more IUDs per year
[4]. The post-partum period, lactation, and amenorrhoea
may increase the risk of perforation [12]. This case presents
an exceedingly rare etiology for ureteral pyocele and hy-
dronephrosis.

In this study, the [UD used by the patients was the V-
shaped IUD, which is a copper-bearing intrauterine contra-
ceptive device designed to fit the physiological morphol-
ogy of the female uterus. A multicenter retrospective co-
hort study indicates that women using copper IUDs have a
lower risk of uterine perforation compared to those using
levonorgestrel-releasing intrauterine devices, while the risk
of TUD expulsion is higher [13]. Although copper IUDs are
associated with a lower risk of perforation, device translo-
cation and secondary involvement of adjacent organs may
still occur under certain conditions.

In this case, the IUD could not be observed within
the uterine cavity during a gynecological ultrasound per-
formed one year after insertion. The physician at that time
did not request further comprehensive imaging studies, pos-
sibly assuming spontaneous IUD expulsion and consider-
ing the potential financial burden of X-ray or CT examina-
tions on the patient. However, ultrasound is more suitable
for assessing the intrauterine position of the IUD, rather
than for locating an extruded IUD. Previous studies have
indicated that translocated or perforated IUDs often can-
not be successfully observed by ultrasound, with more than
half of the patients failing to have a positive detection [14].
This highlights the importance for clinicians to consider
the possibility of IUD displacement due to uterine perfora-
tion, in addition to spontaneous expulsion, when the device
is not detected on ultrasound during follow-up. If neces-
sary, more accurate information should be obtained via ab-
dominopelvic X-ray or CT scans to facilitate early detection
of a displaced IUD and mitigate associated complications.
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Fig. 2. Intraoperative findings and Ai Mu IUD. (A) Initial laparoscopic view showing the right uterine horn (green arrow) to be elon-
gated and deformed, forming an inflammatory mass densely adherent to the right pelvic side wall and the right ureter. (B) Approximately
2 mL of yellow purulent fluid (white arrow) is observed draining from the abscess at the right uterine horn (green arrow). The right ureter
(blue arrow) is identified in close proximity to the site of inflammation. (C) The IUD (Ai Mu type, yellow arrow) was partially embedded
in the uterine horn and partially in the wall of the right ureter. The IUD was found to be embedded in the ureteral muscular layer but
had not penetrated the mucosal layer. The green arrow indicates the uterus. The blue arrow indicates the ureter. (D) Photograph of the
V-shaped Ai Mu IUD.

Fig. 3. Postoperative imaging evaluation before double-J stent removal. (A) Axial CT scan showing the right kidney. The red
arrow indicates mild persistent dilation of the right renal pelvis, which represented improvement compared to the preoperative right
hydronephrosis, with no evidence of new or high-grade obstruction. (B) CT scout view (topogram) demonstrating the stable and correct
position of the indwelling right ureteral stent (yellow arrow) prior to its planned removal.
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In this case, imaging studies consistently failed to lo-
cate the IUD definitively. Beyond the aforementioned lim-
itations of sonography, the copper or metal components of
the V-shaped ring may cause artifacts, and overlying intesti-
nal gas can interfere with image acquisition, collectively
hindering the precise observation of the IUD’s exact posi-
tion. Laparoscopy allows for the precise determination of
the IUD’s position, assessment of damage to surrounding
organs, and repair, while also facilitating safe IUD removal
to prevent further damage. Therefore, laparoscopic inter-
vention was both appropriate and necessary after the [UD
displacement was identified in this case.

In this case, following the laparoscopic discovery of
an IUD embedded in the ureter, an F8/9.8 rigid uretero-
scope was advanced transurethrally into the bladder. Un-
der ureteroscopic observation, the right ureteral orifice was
identified, and a hydrophilic guidewire was inserted. A
ureteral stent was then advanced over the guidewire and
placed under direct observation using the rigid uretero-
scope. It is worth noting that in a case reported by Xuesong
Yang et al. [10], a ureteral stent was initially placed, fol-
lowed by laparoscopic removal of the [UD, which was em-
bedded in the uterine round ligament and adhered to the left
pelvic ureter. The ureteral stent was removed three months
later; however, two months thereafter, the patient returned
with worsening left flank and abdominal pain. Examina-
tion revealed increased hydronephrosis, and the patient sub-
sequently underwent ureteroneocystostomy. Previous case
reports have also documented IUDs causing uterine per-
foration followed by translocation to the ureter, resulting
in obstruction and subsequent fibrosis [8]. These cases
ultimately required excision of the fibrotic ureteral seg-
ment and subsequent ureteroneocystostomy. These cases
indicate that even after the surgical removal of the IUD
and placement of a ureteral stent, patients may still ex-
perience recurrent symptoms, worsening hydronephrosis,
and other complications. Long-term follow-up is essential,
with close monitoring of the patient’s symptoms and renal
function. In cases of severe complications, ureteroneocys-
tostomy should be considered based on the specific situa-
tion. Given that the IUD in the present case was embedded
in the ureteral muscular layer without penetrating the mu-
cosal layer, ureteroneocystostomy is not currently required.

Limitations

This case study has several limitations. First, preoper-
ative computed tomography urography (CTU) was not per-
formed. Ifa CTU had been performed, it would have helped
determine whether there was extrinsic ureteral compres-
sion, inflammatory infiltration, fibrosis, or ureteral stric-
ture. This case can serve as a reminder that, in similar situa-
tions, evaluations such as CTU, ureteroscopy, or retrograde
ureterography should be considered to better assess the pa-
tient’s condition and guide surgical planning. Furthermore,
due to limited medical conditions, three-dimensional (3D)
CT reconstruction was unavailable, limiting a more com-
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prehensive assessment of the spatial relationships between
the IUD and the ureteral anatomical structures. Second,
the duration of ureteral stenting in this case was long. Al-
though intraoperative ureteroscopy showed that the mu-
cosal layer remained intact, a conservative indwelling pe-
riod of 2-3 months was initially recommended given the 17-
year translocation history, associated hydronephrosis, and
the intraoperative discovery of a localized abscess. De-
spite repeated reminders about the removal schedule, the
patient further delayed the procedure until 118 days postop-
eratively for personal reasons. While no significant adverse
effects were identified during the follow-up, such delays
could potentially increase the risk of stent-related complica-
tions. Third, the patient was required to undergo a follow-
up CT scan 1-2 months after stent removal, and long-term
monitoring remains essential to detect late-onset complica-
tions.

4. Conclusions

In conclusion, enhancing clinician training in insertion
techniques and, where feasible, using ultrasound guidance
may help reduce the incidence of malposition and subse-
quent translocation. Women with an IUD should undergo
regular ultrasound follow-up. If the device is not local-
ized within the uterus, clinicians must be highly vigilant
and rule out the possibilities of uterine perforation and IUD
translocation. When necessary, abdominopelvic X-rays or
CT scans can assist in diagnosis and management. Laparo-
scopic management is pivotal in the management of [UD
translocation, and long-term postoperative follow-up is es-
sential to ensure patient safety and optimal outcomes.
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