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Intravesical lippes loop following insertion for the treatment of 
Asherman fs syndrome: a case report 
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Departments of Obstetrics and Gynaecology, and Surgery*, College of Medicine, 

University College Hospital. Ibadan, Nigeria 

S u m m a r y 
A ease report of a 36-year -o ld Para 6*° (1 a l ive) civil servant 
who developed A s h e r m a n ' s s y n d r o m e fo l lowing repair of 
ruptured uterus is presented. S h e had adhes io lys i s and insertion 
of Lippes loop. She de fau l t ed 3 m o n t h s af ter presenta t ion and 
was seen I year after with intravesical translocation of the 1UCD. 
This was successfu l ly r e m o v e d us ing a fo rward bi t ing bladder 
biopsy forceps unde r direct cys to scop ic v iew. 
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R t s u m t 
L'e cas d 'un func t ionna i re de 36 a n s sou f f r an t du synd rome 
d 'Asherman apres une repara t ion de rupture de l 'uterus est 
prdsentdt ici. Elle a eu une adhes ionolyse et l 'insertion de Lippes 
loop. Elle avait m a n q u e le r e n d e z - v o u s de 3 m o i s apres 
trai tement et se prdsenta u n an apres avec la t ranslocat ion 
intravesicale de DIV. Ceci avait 6te enlev6 avec succes utilisant 
les p inces a b iops ie de vessie . L 'opcra t ion etait realise ' sous 
vision cys tocop ique di rec te . 

I n t r o d u c t i o n 
Missing in t rauter ine con t racep t ive dev ice is one of the known 
compl ica t ions associa ted wi th the use of the device. When the 
patient cannot feel the string or the string cannot be visualised on 
speculum examinat ion, it m a y be due to unrecognised expulsion, 
uterine perforat ion or alteration of the intrauterine posi t ion such 
that the s t r ings arc w i thd rawn into the uter ine cavi ty [1]. 

A l t h o u g h erosion of I U C D into adjacent s t ructure is an 
exceptionally rare compl ica t ion , I U C D s have been found in the 
per i toneum, omentum, appendix, colon and bladder. Intravesical 
migra t ion is a very rare compl ica t ion wi th on ly about 20 cases 
reported in the literature {2]. 

A case o f intravesical I U C D (Lippes loop) fo l lowing 
insertion for the treatment o f Asherman 's syndrome is presented. 

C a s e r e p o r t 
Mrs. O. A. is a 36-year -o ld civil servant . S h e was para 6+0, 1 
live. She had three previous stillbirths and two childhood deaths 
at about the ages o f t w o years . S h e presented with a two-year 
history of a m c n o r r h o e a wi th associated occas ional low 
abdominal pain. Abou t 6 years before cessation of 
menst ruat ion , she had a ruptured u terus for which she had 
laparotomy and repair o f the u ter ine rupture . Her menst ruat ion 
was scanty a f t e rwards until it finally s topped t w o years before 
presentation. 

Physical examina t ion at presenta t ion did not reveal 
anything significant. A diagnosis o f Ashe rman ' s S y n d r o m e was 
made and this was conf i rmed b y hys te rosa lp ingogram. S h e had 
adhesiolysis and insertion of L ippes loop. S h e w a s placed on 
combined oral cont racept ive pill a f t e r the procedure . S h e had 
normal month ly mens t rua t ion three t imes subsequent ly . She 
then defaul ted. 

She then presented again about o n e yea r af ter the insertion 
of the Lippes loop with amenorrhoea o f n ine months . T h e string 
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of the Lippes loop could not be felt on vaginal examina t ion . S h e 
then had a pelvic ul t rasonography which revealed that the device 
was in the ur inary b ladder (F igures 1 and 2). 
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Fig. 1 
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Fig. 2. 

Thi s was conf i rmed at cys to scopy w h e r e the l oop w a s found 
heavi ly encrus ted wi th calculi . T h e l o o p w a s g ra sped wi th a 
forward-bit ing bladder biopsy forceps and the cys to scopc sheath 
with the b iopsy fo rceps a l o n g wi th the l oop w e r e w i t h d r a w n as 
a unit f rom the bladder. Res idual calcul i w e r e w a s h e d ou t f r o m 
the bladder . 

Discuss ion 
Art icles on mi s s ing I U C G arc m a i n l y t h o s e resu l t ing f r o m 
insertion for contraception. An electronic mcdl ine search did not 
yield any paper l inking mi s s ing I U C D w i t h its use in the 
m a n a g e m e n t of A s h e r m a n ' s s y n d r o m e . T h i s m a y be d u e to the 
re la t ively short per iod of t ime fo r w h i c h the d c v i c c is used and 
the fact that the hystcroscopc is n o w used for the managemen t o f 
A s h e r m a n ' s s y n d r o m e in m a n y units . 

If pe r fo ra t ion of the u te rus can o c c u r d u r i n g inser t ion of 
I U C D into a normal uterus , it m a y be r e a s o n a b l e to a s s u m e that 
the risk will be higher when inser t ion is part o f the m a n a g e m e n t 
o f uter ine synech iae . T h i s can be exp la ined by the fact that the 
uterine cavity might have s u f f e r e d s o m e in ju ry du r ing the event 
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or procedure that caused the intrauterine adhesions in the first 
place and also by the fact that the proccss of adhcsiolysis 
predisposes to perforation. Most uterine perforations arc known 
to occur at the time of IUD insction [2]. 

Although erosion of an IUCD into adjacent structures is an 
exceptionally rare complicat ion, IUDs have been found in the 
peritoneum, omentum, appendix and colon. Many studies have 
shown that the missing IUCD is in utero in the major i ty of cases 
[1,3,7]. But Ansari [8] showed that uterine perforation was the 
commonest cause of missing IUD. The possible sites of missing 
IUD are intrauterine, peritoneal cavity, myometr ium and very 
rarely, in the bladder. Migration of IUD into the bladder is a very 
rare complication [2,9]. In fact, Dictrick ct. al. [9] reported their 
own case in 1992 as the 19th ever reported in the literature of 
migration of IUD into the bladder. 

Al though perforation of the uterus by an IUCD is often a 
silent phenomenon, erosion into the bladder usually causes 
voiding symptoms [9]. The patient typically presents with 
irritative voiding symptoms, recurrent urinary tract infections, 
and/or hacmaturia. There may be a constant dull abdominal pain 
and menouria [9]. 

Once an IUD has eroded into the bladder it usually becomes 
either partially or totally encrusted with calculus [9]. The degree 
of calculus formation is variable and independent of the duration 
in the bladder. Bladder calculi arc rare in women, therefore, the 
presence of bladder calculi should raise a suspicion of the 
presence of a foreign body. 

Despite the theoretical higher risk of uterine perforation 
during adhcsiolysis than insertion for contraccptive use of an 
IUD, reports of uterine perforation is rare in the literature. This 
may be explained by the fact that while contraception-related 
IUDs are mostly inserted by non-physicians, insertions for the 
management of uterine syncchiac are handled by physicians. 
The number of IUDs inserted for contraception, which is much 
higher than that for other user, may also be a reason for the 
number of reported cases of perforation in relation to 
contraccptive usage. 

Erosion of an IUD into the bladder should be considcrco 
whenever a woman with an unrctr icvcd IUD presents with 
irritative void ing symptoms , pelvic pain and/or haematuria. 

Ul t rasonography has been found to be very useful in 
locating cctopic I U C D in the m y o m e t r i u m or adjacent to bowel 
loops [2]. 
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