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Abstract

Intrauterine contraceptive device CU-IUCD is commonly used reversible method of contraception due to its safety n cost ef-

fectiveness, but if left without follow-up can cause complications. This report presents a case of CU-IUCD in bladder wall

and was managed surgically. A 26-year-old female para 4 all vaginal deliveries presented to us after one year of IUCD place-

ment with lower abdominal pain and hematuria. Patient was normal clinically and microbiologically. On ultrasound and X

ray IUCD was found outside uterus and not free floating in bladder also which was removed surgically. As IUCDs are long

acting, follow up by trained personnel to feel and locate IUCD thread at least every 6 month must be mandatory and if mis-

placed IUCD found in bladder wall can be removed by just 0.5 cm incision.
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Introduction

The  intrauterine  contraceptive  device  (IUCD)

stands as the most widely used method of reversible contra-

ception  globally.  The  IUCD  is  small  T-shaped  instrument

used for birth control, being inserted into the uterus for pre-

vention of pregnancy. This is the popular type of long-act-

ing reversible birth control method. Around 14% of women

opt  for  this  form  of  contraception  due  to  its  high  efficacy,

safety,  and  affordability.  There  are  two  main  types  of

IUCDs: the hormonal IUCD, which releases levonorgestrel,

and  the  copper  IUCD  (TCu  380A),  which  releases  copper

ions [1]. Among these, the copper IUCD is the most widely

available and is the fourth most popular choice among wom-

en of childbearing age in Burkina Faso [2].

The  copper  IUCDs  have  aminute  failure  rate  of

0.8% whereas hormonal devices reduce this rate below 0.2%

while copper IUCDs have shown their effect till fifth day of

unprotected  intercourse.  Despite  its  benefits,  the  IUCD  is

not without complications [3]. These complications include

painful cramps and up heavy menstrual bleeding. Even wo-

men with hormonal IUCDs may observe daily spotting for

weeks  and  or  months.  More  serious  complications  consist

of  expulsions  among  2-5%  of  women  and  scarce  cases  of

uterus  perforation.  One  of  the  significant  challenges  faced

by gynecologists is IUCD migration. Typically, IUCD migra-

tion occurs into the abdominal  cavity,  but  there have been

cases where it has migrated into the adnexa, iliac vein, and

broad ligament. Intravesical migration, where the IUCD mi-

grates  into  the  bladder,  is  a  particularly  rare  complication

[4].

CopperIUCDs  are  most  commonly  used  contra-

ceptives  worldwide.as  these  are  long  acting  and  cost  effec-

tive  and  safe  during  breast  feeding,  non-hormonal  and  no

systemic side effects. Generally being safe can be associated

with irregular menstrual cycle n uterine perforation. Report-

ed risk of  uterine perforation is  0.5 to 13/1000 and in 85%

cases  uterine  perforation  is  asymptomatic  [5].  This  report

aims to present a case of missing copper IUCD which lately

found in bladder wall with complications.

Figure 1: X-ray presentation of IUCD in bladder

Case Report

A  26-year-old  female  para  4  all  vaginal  deliveries

presented to us after one year of IUCD placement with low-

er abdominal pain and hematuria. The clinical examination

conducted on the patient indicated the presence of tender-

ness  in  the  hypogastric  region,  along  with  a  moderate  de-

gree of inflammation at the urethral meatus. In contrast, the

gynecological examination did not reveal any abnormalities
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and was  considered normal.  To further  investigate  the  po-

tential cause of these symptoms, urine microscopy and cul-

ture  tests  were  performed.  The results  from these  tests  did

not show any signs of  infection,  confirming the absence of

bacterial  or  other  infectious  agents  in  the  urine.  On  ultra-

sound  and  X  ray  IUCD  was  found  outside  uterus  and  not

free floating in bladder also. Surgical removal of IUCD was

planned and on opening abdominal wall  IUCD thread was

found between uterus and bladder coming out from bladder

wall.  We  followed  thread  to  locate  IUCD.  Once  found  in

bladder  wall,  IUCD  was  held  firmly  with  one  hand  and

small  0.5  cm  incision  made  at  level  of  IUCD  arm.  IUCD

was grasped with artery forceps n removed. Bladder wall re-

paired. Catheter placed in situ for two weeks.

Figure 2: Ultrasonic presentation of IUCD in bladder

Discussion

The IUCD is widely regarded as the most popular

method of reversible contraception in developing countries

due  to  its  high  efficiency  and  low  cost.  However,  during

pre-insertion  counseling,  patients  are  often  not  informed

about rare complications, such as the intravesical migration

of the device. This lack of information can lead to medico-le-

gal issues if such complications arise [6]. IUD migration in-

to structures adjacent to the uterus is an uncommon compli-

cation,  occurring  in  approximately  1  in  1,000  insertions.

The literature primarily consists of case reports and case se-

ries on this subject. For instance, Goyal et al. reported only

2  cases  of  migration,  including  intravesical  migration,  out

of 240 copper-bearing IUDs inserted over a 12-month peri-

od  in  India  [7].  This  case  represents  our  first  encounter

with such a complication in five years of our gynaecological

practice.

The insertion of an IUCD is a medical procedure,

and preinsertion counseling typically covers common com-

plications such as spotting, heavy periods, pelvic pain, infec-

tion,  and  the  possibility  of  pregnancy.  However,  the  rare

complication  of  IUCD  migration  is  seldom  mentioned.

IUCD  migration  usually  occurs  following  partial  or  com-

plete uterine perforation during insertion. This risk is high-

er  in  patients  with  a  scarred  myometrium  from  previous

surgeries  or  with  a  misdiagnosed  hypoplastic,  retroverted,

or  hyperanteverted  uterus.  Local  inflammation  caused  by

the  copper  IUCD  can  further  facilitate  this  migration.

Clinically,  a  migrated  IUCD  might  be  discovered

incidentally  during  a  routine  evaluation  without  any  prior

symptoms.  Conversely,  a  patient  might  present  with  lower

urinary  tract  symptoms  (LUTS),  such  as  urgency,  urinary

frequency, hematuria, or vaginal discharge. In some cases, a

urogenital fistula, such as a vesicouterine fistula, may be the
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main presenting feature [8]. Bladder stones, a complication

of  IUCD migration into the bladder,  can cause obstructive

lower  urinary  tract  symptoms,  including  straining  during

urination and acute urinary retention.

Diagnosis  often  requires  imaging  and  endoscopy.

Bladder imaging, such as a full bladder ultrasound, can help

identify a foreign body in the bladder, as was the case here.

Cystoscopy  is  essential  for  a  thorough  bladder  evaluation,

determining the presence of foreign bodies like calculi  and

assessing the extent of migration into the bladder [9]. Tests

like the blue methylene test or cystography are useful to rule

out fistulas.

The  removal  of  a  fully  migrated  IUCD  from  the

bladder is typically performed during cystoscopy, often with-

out difficulty if detected early, as in our case. In cases involv-

ing a calcified IUCD, lithotripsy may be necessary before re-

moval. In more complex situations, such as when an IUCD

has migrated into the bladder and ascended into the ureter,

a cystotomy or laparotomy might be required. Additionally,

some  herbal  remedies,  like  the  Persian  herbal  recipe,  are

sometimes used to aid in stone ejection or dissolution with-

out surgery. For vesicouterine fistulas, open or laparoscopic

surgery  [10]  remains  the  preferred  treatment  to  separately

close the bladder and uterine openings of the fistula, with or

without preserving the uterus.

Conclusion

As  IUCDs  are  long  acting,  follow  up  by  trained

personnel  to  feel  and  locate  IUCD  thread  at  least  every  6

months  must  be  mandatory  to  avoid  complications  of

uterine  perforation  n  migration  to  adjacent  viscera,  and  if

misplaced IUCD found in bladder wall  can be removed by

just 0.5 cm incision.
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