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Intrauterine contraceptive devices may rarely erode into the urinary bladder, usually shortly after insertion. This
case report describes the presentation and management of a copper-bearing intrauterine device which had
eroded into the bladder. The patient presented with dysuria, dyspareunia and groin pain. The device had been
inserted 10 years previously following a termination of pregnancy. A bladder stone had formed on the arm of
the T-shaped device. The calculus was successfully lasered transurethrally and the intrauterine device was re-
moved transvaginally. A urinary catheter was left on free drainage for four weeks and a follow-up cystogram
showed no leak. Most complications related to intrauterine devices occur within days or weeks of insertion
but in this case the complications presented 10 years later.
© 2020 The Authors. Published by Elsevier B.V. This is an open access article under the CC BY-NC-ND license (http://

creativecommons.org/licenses/by-nc-nd/4.0/).
1. Introduction

Intrauterine contraceptive devices (IUCDs) are an effective, revers-
ible, long-term method of contraception, estimated to be used by
14.3% ofwomenworldwide [1]. Insertion carries a 2/2000 risk of uterine
perforation [2]. If perforation does occur, it is usually identified inciden-
tally either with ‘missing threads’ or with an unplanned pregnancy.
Uncommonly, an IUCD can erode into the bowel.With IUCD perforation
of the bowel, patients are normally immediately symptomatic though
they can develop symptoms many years later [2].

We report the case of a 47-year-oldwomanwith erosion of her IUCD
into the urinary bladder that was successfully managed with a com-
bined transurethral cystolitholipaxy of the bladder stone with
transvaginal removal of the IUCD under cystoscopic guidance.

2. Case Presentation

A fit and well 47-year-old woman was referred by her general prac-
titioner to the urology department with left abdominal and groin pain,
bloating, visible haematuria, dysuria and dyspareunia. She did not re-
port any lower urinary tract symptoms (LUTS). A T-shaped intrauterine
contraceptive copper-bearing device had been inserted 10 years previ-
ously at the time of a termination of pregnancy. She had had two chil-
dren delivered via caesarean section. She was not taking any regular
medication. An initial ultrasound (U/S) of the lidney, ureter and bladder
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(KUB) showed a bladder stone. Midstream specimen of urine showed
sterile pyuria. On examination, her abdomenwas soft withmild tender-
ness in the suprapubic area. Blood tests were unremarkable. The IUCD
was visible on the abdominal X-ray (Fig. 1). A CT scan showed the
IUCD was located relatively low in relation to the body of the uterus
(Fig. 2). The right lateral arm of the IUCD was found to have perforated
the posteriorwall of the bladder and an 11mmstone had formed on the
IUCD arm. Flexible cystoscopy confirmed these findings.

The case was discussed at the hospital's complex urogynaecology
multidisciplinary team meeting. As the patient wished to avoid an
open procedure, she was consented for cystoscopy, bladder biopsy,
cystolithlipaxy and hysteroscopywith endometrial biopsies as an initial
procedure. She was informed that a more invasive, reconstructive pro-
cedure involving a vesico-uterine fistula repair with an omental graft
and hysterectomy might be required if the initial less invasive proce-
dure was not successful.

Examination under anaesthesia revealed nomasses. The coil threads
were clearly visible at the external cervical os. Cystoscopy revealed a
11 mm calculus on the posterior bladder wall (Fig. 3). The surrounding
bladder mucosa was healthy. The calculus was lasered to small frag-
ments using a holmium laser with a 550 nm laser fibre at 0.8 J at 8 Hz.
Under cystoscopic guidance, the coil was subsequently removed
transvaginally (Fig. 4). A 14 French 2-way urethral catheter was
inserted and left on free drainage for 4 weeks.

A follow-up cystogram showed no urinary leak or evidence of fistula
(Fig. 5) and the catheterwas successfully removed. At follow-up the pa-
tient remained asymptomatic. Her dysuria symptoms had resolved and
she did not report any urinary leakage or cyclical haematuria. She is cur-
rently using an alternative method of contraception.
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Fig. 1. Plain abdominal X-ray with arrow pointing towards IUCD.
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3. Discussion

Perforation of an IUCD through the uterus can result in the device
migrating to surrounding structures such as the bowel, omentum and
urinary bladder. Factors such as uterine size, congenital uterine abnor-
mality, hypo-estrogenic state and previous pelvic surgery can increase
Fig. 2. CT showing right lateral arm of IUCD perforating the posterior bla
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the risk of perforation andmigration of the device [4]. Twomechanisms
have been proposed by Esposito et al.: immediate perforation during in-
sertion and a secondary process from gradual erosion [5]. In this case, it
is likely that the IUCD perforated the uterus through her caesarean scar.
Bowel and omental perforation have been previously reported in litera-
ture. The World Health Organization (WHO) recommends that IUCDs
be removed immediately if they havemigrated following uterine perfo-
ration. However, other authorities advise against removal of device in
asymptomatic patients [6]. In this case, transurethral cystolitholapaxy
and removal of the IUCD were performed successfully, which enabled
the patient to avoid complex lower urinary tract reconstruction and
hysterectomy.

Themost common presentation of IUCDperforation of the bladder is
urinary tract infection [3]. This case shows that bladder perforationmay
also present with haematuria or LUTS. Rowlands et al. have reported
measures which may reduce the risk of IUCD perforation [7]. These in-
clude avoiding insertion in the immediate postpartum period, use of a
plastic rather than metal uterine sound, a pull-back release mechanism
for the device (rather than a push-out mechanism) and insertion by an
experienced clinician.
4. Conclusion

IUCDs are an effective and reliable method of contraception. How-
ever, asymptomatic or symptomatic uterine perforation and erosion
into adjacent organs have been reported. Management of this case re-
quired a structured, multidisciplinary approach, which successfully
dder wall with stone attached to the IUCD arm within the bladder.



Fig. 3. Bladder stone inside urinary bladder.

Fig. 4. Intrauterine device after removal.

Fig. 5. Follow-up cystogram showing no urinary leak or fistula.

M. Waqar, A. Moubasher, T. Ameen et al. Case Reports in Women's Health 29 (2021) e00274
avoided the need for a more complicated open, reconstructive proce-
dure, in keeping with the patient's wishes.
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