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SUMMARY

Introduction The last decade of the usage of intrauterine contraception has been marked by the appli-
cation of levonorgestrel-releasing hormonal devices. A hormonal intrauterine device (IUD) releases a
certain amount of progestogen, whose effect on endometrium is such that, apart from preventing
unwanted pregnancy, also regulates the menstrual bleeding by reducing the quantity and the dura-
tion of haemorrhage. This effect of hormonal IUDs has led to their additional indications and use, so
that nowadays these IUDs are used not only as contraceptives but for therapeutic purposes as well.
Case Outline After examination and treatment in an out-patient department, a 38-year-old woman was
referred to our hospital due to suspected spontaneous uterine perforation caused by hormonal IUD
(Mirena®) one month after its application. Clinical and sonographic examinations were unable to deter-
mine the uterine perforation or the exact IUD location. Radiographic examination confirmed the pres-
ence of the IUD in the abdomen, so it was decided to operate on the patient. Perforation in the isthmus
of the uterus and to the right was identified intraoperatively. By exploration of the genital organs and
the abdominal cavity, the IUD was finally located in the omentum.

Conclusion Even in cases of adequate indications for hormonal IUD application, the doctor’s expe-
rience and complying with all the principles of appropriate insertion, we should always consider the
possibility of the occurrence of serious complications, which sometimes may even require surgery. The
extragenital position of IUD, as in this case, may create serious difficulties in the detection of location.
A possible development of asymptomatic complications additionally emphasizes the necessity of requ-

lar check-ups of all IUD users.
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INTRODUCTION

Possibilities of unwanted pregnancy prevention
have been the subject of considerable interest
since ancient times. Intrauterine contraception
was not widely used at the end of the 19" and
in the first half of the 20" century because the
percentage of side effects and serious complica-
tions was significant, which naturally compro-
mised the contraceptive method itself [1]. The
discovery of inert polyethylene materials in the
second half of the 20% century led to the expan-
sion of intrauterine contraception. Experiences
have shown that smaller dimensions of a device
provide stronger protective effect and contrib-
ute to a lower incidence of spontaneous expul-
sions [1]. In the application of smaller devices, a
reduced occurrence rate of side effects has been
noticed, but also a significant number of spon-
taneous expulsions and unwanted pregnancies
[1]. Modern intrauterine devices (IUDs) are
much smaller and contain hormones or metals
(copper or silver), added to the polyethylene
mass for the purpose of achieving better contra-
ceptive effect. During the last decade, levonorg-
estrel-releasing hormonal devices have been
most widely used intrauterine contraceptives
[2]. These IUDs have local hormonal effect
thus making endometrium unsuitable for the
implantation [3].

Hormonal IUD release a certain amount of
progestogen, which affects endometrium and
consequently prevents unwanted pregnancy,
and which also regulates the menstrual cycle
by reducing the quantity and the duration of
menstrual bleeding. This effect of hormonal
IUDs has led to their additional indications
and use, so that nowadays these [UDs are used
not only as contraceptives but for therapeu-
tic purposes as well [4]. Local effect of IUD-
contained levonorgestrel on the endometrium
and the reduction of menstrual bleeding is a
possible method of treating therapy-resistant
menorrhagia in women of reproductive age.

The occurrence rate of complications caused
by the application of the device is not high.
They include syncope, spontaneous expulsion,
menstrual cycle disturbances, pain, bleeding,
uterine perforation and infection [1]. By prop-
erly selecting future users, taking into consid-
eration indications and contraindications, and
by choosing the adequate device type as well as
by correctly performing the insertion proce-
dure, the incidence of these complications can
be reduced even further [5].

Uterine perforation is a very rare but poten-
tially life-threatening complication. The inci-
dence of perforation ranges from 0.2 to 5 per
1000 applications, and it is mostly related to
the application of T-shaped devices due to their
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shape [1]. The perforation may occur during device appli-
cation but also as the result of gradual erosion of the uter-
ine wall or attempts at the device extraction. Together with
inflammatory diseases it is one of the most severe compli-
cations. Risk factors for the uterine perforation occurrence
are the following: clinician’s inexperience, nulliparity, unfa-
vourable uterine position, uterine scars, changes and defor-
mities of the cervical canal, as well as the time of the appli-
cation in relation to the phase of the menstrual cycle. In
clinical terms, the perforation may be complete or partial
and usually occurs in the isthmus or fundus of the uterus.
It is diagnosed by clinical and ultrasound examination, by
radiography and hysteroscopy.

In case of cervical or isthmic perforation, the device
should be removed. Fundal perforations are consider-
ably more difficult to detect clinically as they are often
asymptomatic. Uterine perforation with the migration of
the device into the peritoneal cavity always requires surgi-
cal treatment.

CASE REPORT

After examination and treatment in an out-patient depart-
ment, a 38-year-old woman was referred to our hospital
due to suspected spontaneous uterine perforation caused
by hormonal IUD (Mirena®), one month after its appli-
cation.

The patient’s history recorded two vaginal deliveries and
one abortion, while personal and family histories contained
no significant diseases. During the preceding 3 years, the
patient’s menstrual cycles were 28 days long with excessive
and prolonged bleeding lasting 8 to 10 days. The patient’s
gynaecologist disclosed the presence of two intramural
myomas; one in the left cornu, 28x30 mm in size, and the
other one on the front wall of the uterus, 17x21 mm in size.
As other conservative methods for treating bleeding gave
unsatisfactory results, the patient was advised to apply a
levonorgestrel-releasing hormonal device for therapeutic
purposes. After adequate preparation (haemogram test,
erythrocyte sedimentation rate, C-reactive protein, cervi-

Figure 1. Perforation in the isthmus of the uterus and to the right con-
firmed by passing the probe and a part of the omentum removed to-
gether with the IUD
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cal and vaginal culture test, colposcopy and Pap test), the
application of the device was performed on the seventh day
of the menstrual cycle. Upon the completed insertion, the
position of the device was checked sonographically, and
was found to be normal. On the first check-up performed
after the following menstrual cycle the doctor determined
that there was no visible device thread in the cervical canal.
Sonographic examination of the pelvic region revealed the
absence of the device from the uterine cavity. Radiographic
examination determined the presence of the device in the
abdomen, after which the patient was referred to the hospi-
tal for further treatment.

On admission, the patient was conscious, afebrile, with
mild pains in the periumbilical region. The abdomen was
soft, with normal respiratory movements, insensitive to
pain on deep palpation, with audible bowel sounds. Arte-
rial blood pressure was 120/75 mm Hg, and pulse 68 beats
per minute. Immediately on admission, the patient under-
went all laboratory, bacteriological, ultrasound and clinical
tests and examinations. Broad spectrum parenteral anti-
biotics were administered. A haemogram test indicated
anaemia (haemoglobin level 101 g/1), whereas the values
of other haemogram parameters were normal (leucocytes
8.0x10%/1). The value of the C-reactive protein was 14.4
ug/l. A sonographic examination was unable to determine
either the exact position of the uterine perforation or of
the device. Cysts of approximately 50 mm and 40 mm in
size were detected on both ovaries. Following adequate
preoperative preparation, the patient underwent surgery.
Intraoperatively uterine myomas were identified, as well
as cysts on both right and left ovaries of 50 mm and 40
mm in diameter, respectively. Perforation in the isthmus
of the uterus and to the right was identified and addi-
tionally confirmed by passing a probe (Figure 1). Upon
the performed exploration of the genital organs and the
abdominal cavity, the [UD was located in the omentum. At
the patient's request, despite her age, total hysterectomy
with bilateral adnexectomy was performed. Due to the
location of the IUD, a part of the omentum together with
the device was removed (Figure 1). Intraoperative abdomi-
nal cavity bacteriological culture results were negative. The
patient had an uneventful post-operative period and was
discharged from hospital on the seventh post-operative day.

DISCUSSION

IUDs have a broad range of application due to their numer-
ous advantages in comparison with other contraceptives.
Partial perforation caused by the contractions of uterus
may become complete, with an expulsion of the device
into abdominal cavity, as happened in the presented case.

Uterine perforations can be asymptomatic and thus
more difficult to identify clinically, which clearly shows
the necessity of regular check-ups of all device users in
order to confirm intrauterine presence of the device and
therefore assuring contraceptive efficacy. One of the signs
of possible perforation may be a missing, invisible thread.
Consequently, the location of the device should be eval-
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uated. Dislocation of the device can be identified in the
pelvic region, causing peritoneal reaction, in broad liga-
ments, rarely in the bladder and in the pouch of Douglas,
where it can be palpated on rectal examination. In rare
cases, the device can be found in the mesocolic region, in
the bowel convolutions, in the appendix or the omentum,
which happened in the presented case [1].

Asymptomatic isthmic perforation was determined in
our patient one month following the application of the
device and, due to the absence of symptoms, it was diffi-
cult to establish the exact time of its occurrence. It was
unlikely that the perforation occurred on the application
of the device, after which, as normally required, the posi-
tion of the device was checked. The absence of perforation
symptoms in the presented case can be explained by the
localization of the device in the omentum.

For a number of years IUD has been applied solely
during the menstrual bleeding as the dilatation of the cervi-
cal canal which occurs in that period facilitates the applica-
tion, and the possibility of pregnancy is almost completely
excluded [1]. The application of the device in this period
carries a certain risk of spontaneous expulsion, as well as
of the infection of the genital organs. The time of the appli-
cation of the device in the presented case was probably one
of the factors that contributed to the spontaneous uter-
ine perforation. It is possible that the contractions of the
uterus at the end of the menstrual cycle together with the
present myomas were etiological factors in the expulsion
of the device into the abdominal cavity. We should bear in
mind the fact that, although the application of the device is
more difficult to perform in the period immediately after
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CnoHTaHa nepdopaymja matepuue nocae NpMMmeHe XOPMOHCKOr
WHTPayTepPyCHOT Y/I0LIKA — NPUKa3 bonecHukKa

Mwunuua bepucaBay', Pagmuna Cnapuh’, Pajka Apruposuh’, TepHoT Xygenuct?, Bojucnas Kukuh'

'KnuHuKa 3a ruHeKkonorujy v akylepctso, KnuHuukm ueHtap Cpbuje, beorpag, Cpbuja;
2KnnHYKa 3a eHOMETPYO3y 1 nensuyHn 6o, bonHnua ,BunxenmuHen”, beu, Ayctpuja

KPATAK CAAPXKA)J

YBop [Mocnepmy fekany kopuvwherba MHTpayTepycHe KOHTpa-
Lenyuuje obenexuna je nprMeHa XOPMOHCKIX YNOXKaKa ca IeBO-
HoprecTpenom. XOpMOHCKM MHTpayTepycHu ynoxak (MYY) ocno-
6aha oapeheHy KonnumHy nporecTareHa, Koju CBOjUM feNioBa-
HbeM Ha eHOOMETPUjyM, Mopes CrpeyaBatba HeXerbeHe Tpya-
Hohe, yT4e 1 Ha perynayujy MEHCTPYasHOr LKyca, CMakby-
jyhu KonuumHy v Tpajarbe KpBapera. OBaj edpekaT XOPMOHCKMUX
NYY poBeo je o npolumperba MHAMKaLNOHOT NOAPYYja 3a hu-
XOBY NPVIMeHY, Te ce faHac 0BU YOLLLIX, OCUM Y KOHTpaLienLuj-
CKe, KOpUCTe 1 y Tepanujcke CBpXe.

Mpuka3s 6onecHnka XeHa cTapa 38 roarHa je HakoH aMbynaHT-
HOT UCMUTMBakba U Nleyetba ynyheHa y Hally ycTaHoBY 360r Cym-
tbe Ha CroHTaHy nepdopaumjy MatepuLe xopMmoHcKum NYY (Mi-
rena®) mecel, JaHa HaKOH Hberose npumeHe. KnuHuukum u yn-
TPa3ByYHUM MNpernefom Huje 6uno moryhe yctaHOBUTY MECTO
nepdopavmje matepuLe, HATY TayHy nokanusauujy NYY. Pagu-
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orpadckum npernefom oTKpuseH je NYY'y abaomeny, Te je oa-
nlyyeHo Aa ce bonecHuua onepuiie. Tokom onepaumje je y npe-
Aeny UCTMyCa MaTepuLie 1 ca filecHe CTpaHe youeHa nepdopa-
umja maTepuue. EKcnnopaumjom reHutanHux opraHa, a notom
1 TpOYyLWHe fynibe, yTBpheHo je fa ce YY Hanasn y omeHTymy.
3aKibyuak Y3 ogrosapajyhe nHanKaLMoHo nogpydje 3a npu-
MeHy XOpMOHCKor NYY, nckycTBo nekapa v NowToBarbe CBUX
NpVHLMNa NpaBuiHe MHcepuuje, Tpeba umatyi Ha ymy 1 moryh-
HOCT HaCTaHKa TELLKMX KOMMNnKaLWja, Koje ce Mory peLunTiu je-
AUHO XMpypLKKn. EKcTparenutanHa nosuumja NYY, kao y npu-
Ka3aHOoM Ciyyajy, MoXe CTBOPUTU 036MIbHe Telwkohe npu oT-
KpuBatby NIoKanu3auuje ynoluka. ACMMnToMaTcKe KOMMIMKaLm-
je yKasyjy Ha HeonXo[HOCT OAflacKa XeHa Koje KopucTe HTpa-
yTepyCHy KOHTpaLenuujy Ha peAoBHe KOHTPOJTHe npernefe.

KrmbyuHe peun: MHTpayTepyCcHW KOHTPALLENTUBHY YI0XKaK; nep-
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