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Abstract 
This report is of an unusual case of an intrauterine singleton pregnancy with a Mirena Coil (IUS) in situ 

following an elective hysteroscopic intrauterine septum resection for treatment of primary subfertility 
in a 27-year-old female. The patient elected to continue with the pregnancy and underwent additional 
monitoring via ultrasound. A caesarean section was undertaken at 39-weeks gestation and a healthy male 
infant was born. The Mirena coil was recovered intraoperative and was visualised in the placental mem-
branes. Pregnancy occurring with Mirena coil insertion as an adjunct to hysteroscopic septum resection 
in our case is an unusual clinical scenario with no management recommendations and limited recorded 
outcomes. Therefore, this case demonstrates potential management of such a case and learning points for 
intrauterine septum excision in the context of primary subfertility. 
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Background
Hysteroscopic resection is the preferred secondary 

care treatment for the presence of a uterine septum 
which is a recognised cause of recurrent miscarriages. 
It involves metroplasty of an anomalous septum with 
the aim of re-forming the normal uterine anatomy and 
facilitating successful implantation. The Mirena coil 
is used as a hormonal adjunct to facilitate improve-
ment in the histology of the endometrium to favour 
implantation. In this case, an early luteal pregnancy 

was present at the time of insertion creating both ethi-
cal and management challenges regarding whether 
or not removal of the Mirena should be attempted. 

Case Presentation
A 26-year-old well Caucasian female patient pre-

sented to the subfertility clinic at a District General 
hospital after GP referral from primary subfertility 
for 3 years, with no significant co-morbidities. Basic 
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further investigation and management. Obstetrically, 
there were only minimal complications such as a 
minor self resolving per vaginal bleed in the first 
trimester as well as a noted low PAPP-A value. The 
Mirena was able to be visualised in the subchorionic 
position at the 12-week scan (Figure 2). On scanning 
throughout, all scans showed appropriate foetal de-
velopment with no structural abnormalities. The pa-
tient then had a subsequent follow-up scan in which 
the Mirena was unable to be located, which lead to 
monthly ultrasound scans for additional monitoring. 
In the following scans the Mirena was believed to be 
in the lower third of the uterus. (Figures 3 and 4).

investigations such as blood tests had shown no 
abnormality with normal hormone profile, the fol-
lowing levels present: FSH 6.9, LH of 3.4, Prolactin 
of 672 and Serum Testosterone of 0.7. The patient 
was having regular periods. Semen Analysis of her 
partner was also normal. 

The patient undertook further investigation for 
her subfertility and was consented to outpatient 
hysterosalpingo-contrast-sonography (HyCoSy) with 
saline sonography which demonstrated an anteverted 
normal sized uterus with patent fallopian tubes. 
However, a uterine septum of approximately 1.5 
cm was present and was confirmed with a 3D scan. 

The patient consented for elective hysteroscopic 
septum resection and hysteroscopy confirmed the 
presence of a uterine septum which was successfully 
resected using a resectoscope. To prevent adhesion 
formation, a Mirena coil was inserted which was due 
to be removed 8-weeks post-procedure. Before the 
Mirena was inserted a pregnancy test was performed 
which was negative and the patient’s last menstrual 
period (LMP) was 3 weeks prior to insertion. The 
patient was called for follow up after approximately 
3 weeks and was noted to have missed her period. 
There was no history of any sexual intercourse post 
hysteroscopy.

Investigations
The patient took a home pregnancy test following 

advice from secondary care and then presented to 
the Early Pregnancy Unit for a 6-week transvaginal 
scan. This confirmed an intrauterine pregnancy esti-
mated to be 6 weeks gestation with a Crown-Rump-
Length (CRL) of 0.34 cm. At this time, the Mirena 
was located close to the gestational sac (Figure 1). 
This was significant to rule out the pregnancy as 
ectopic, common association with the Mirena coil1. 
It was noted at this time the Mirena threads were 
unable to be located. 

The patient was transferred to Obstetric care for 

Figure 1. 6-week scan.

Figure 2. 12-week scan.
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Treatment
Regarding birth planning and management of 

her pregnancy, mode of delivery was discussed. The 
patient decided to undergo an elective caesarean 
section due to her high risk status as the pregnancy 
had implanted following the resection. The foetus 
was delivered by cephalic presentation via caesarean 
section at 39-weeks gestation and the Mirena coil 
was recovered from the membranes in the placenta. 
The neonate was reviewed by the neonatal team at 
the time of delivery and was assessed to be normal. 
Estimated blood loss was within normal ranges and 
the uterine cavity was found regular and smooth. 
The patient was given post operative analgesia and 
thromboprophylaxis as per the general management 
of a post caesarean section 

Follow up and Outcome
The patient was debriefed regarding the surgical 

outcomes and recovery of the Mirena coil after the 
caesarean section. She was then discharged home the 
next day to midwifery lead care in the community, as 
per the standard management of a primiparous woman. 

Discussion
Hysteroscopic metroplasty, including transcervical 

resection or division is the treatment of choice for 
uterine anomalies including uterine sepal defects, 
which is the uterine anomaly with the highest preva-
lence, as suggested by a number of studies2,3. The 
procedure is superior to transabdominal resections 
due to its less risk of complications, adhesion forma-
tion, hospital stay length, as well as a significantly 
reduced blood loss and is therefore a cost effect 
procedure with low morbidity for otherwise well 
patients4. 

It is well documented that hysteroscopic metro-
plasty appears to be beneficial in reducing miscar-
riage rates in women with a septate uterus, however, 
whether the procedure has the same level of benefit 
for women presenting with primary subfertility is 
less clear5. Nevertheless, the procedure is commonly 
performed, particularly in the instance of unex-
plained subfertility when no other abnormalities 
can be found in the hope of improving the odds of a 
viable pregnancy. With many cases reporting success 
in conception rates after septal dissection6,7. The 
believed pathophysiology for this is largely based 
on the poor response to oestrogen which has been 
demonstrated in septal tissue8. Thus it has been 
postulated that implantation may be hindered by 
the avascular nature of the septum as well as be-

Figure 3. 28-week scan. Figure 4. 30-week scan.
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ing responsible for poor placental growth leading 
to increased miscarriage rates among this cohort9.

As well as septal resection itself, there are a num-
ber of hormonal and barrier adjuncts to the proce-
dure that can be performed under hysteroscopy in 
the aim of preventing adhesion formation following 
resection. Adhesion formation can reduce fertility 
potential and has been associated with increased 
miscarriage rates and pregnancy morbidity, as seen 
in Asherman’s syndrome10. Which is a potential and 
significant complication of the procedure given that 
many patients present for treatment of subfertility 
or recurrent miscarriage.

The effectiveness and possible complications of 
hysteroscopic metroplasty have never been tested 
in randomised control trials. Furthermore, there is 
varying debate over which specific adjunctive therapy 
is most effective in preventing adhesion formation, 
or if any of the current treatment options offer any 
real protection against adhesion development11,12,13.

Despite the lack of conclusiveness and vary-
ing debate surrounding the use of adjuncts, many 
physicians still chose to use these based on their 
prior use in laparoscopy in the hope that they may 
offer some benefit even if significant improvements 
have not been proven. In a recent Cochrane review 
of 560 women across 8 studies fewer intrauterine 
adhesions were demonstrated at second-look hys-
teroscopy when using an adjunct compared with 
no treatment or placebo (OR 0.35, 95% CI 0.21 to 
0.60). However, the quality of evidence here was 
considered to be low14. In this case, as the patient 
achieved pregnancy, the assessment of the Mirena 
for the intended benefit of reducing adhesions is 
not possible to fully evaluate. Although, during 
the caesarean section in our case, the uterus was 
regarded as smooth with no palpable adhesions 
or evidence of pathology on surgical examination. 
The National Institute for Health and Care Excel-
lence (NICE) have recently produced guidance on 

hysteroscopic metroplasty of uterine septum for 
recurrent miscarriage and for primary subfertil-
ity, however, this also considers the relative lack of 
evidence on the subject15. 

True Mirena coil failure is rare, with an estimated 
1- year Pearl rate of 0.1 in the literature, with 53% 
of those pregnancies being ectopic in a large study 
of 17,360 users1. However, this conception occurred 
before insertion and as such there is no available 
data on the rates of successful implantation once 
a Mirena has been inserted in such a scenario. 
Regarding the risks of an intrauterine pregnancy 
with a Mirena in-situ, when the pregnancy was 
discovered the patient was presented with the 
available options and counselled appropriately 
on the potential risk of miscarriage if the Mirena 
was removed, as well as risks with continuing the 
pregnancy with the Mirena in-situ such as: preterm 
labour and infection (including septic miscarriage). 
In addition to the potential risk of congenital mal-
formation or virilisation of the foetus, which is 
generally thought of to be extremely low despite 
theoretical concerns16. 

Conclusion
This report is of an unusual case of an early luteal 

pregnancy occurring with a Mirena coil in situ follow-
ing hysteroscopic septum resection in a 27-year-old 
female. A literature search undertaken by our team 
suggested that no such case has previously been 
reported raising a gap in the literature surrounding 
this potential scenario and its management, for which 
further research is required. We also conclude that 
large scale Randomised Controlled Trials are also 
needed to fully assess the benefits of both uterine 
septum resection and the role for adjunctive treat-
ments in pregnancy outcomes in primary subfertility 
patients.

Furthermore, it is positive in this case that the 
Mirena coil insertion did not appear to have any det-
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rimental or structural effects on the foetus involved. 
Although more research is needed as currently, due 
to the rarity of this scenario, the sample sizes of 
previously reported cases are low2. 

Learning Points
•	In this case, the negative pregnancy test on Mirena 

insertion was taken as read. Resultantly, patients 
will now be advised to not have any unprotected 
intercourse from their last menstrual period until 
after their resection once the Mirena has been 
inserted. Or, to use another method of contracep-
tion such as the contraceptive pill. 

•	In addition, the aim will now be to perform the 
procedure during the early follicular phase of 
the woman’s menstrual cycle in order to further 
safeguard against the risk of pregnancy. 

•	Patients will now also be counselled about the 
risk of pregnancy in the presence of the Mirena 
coil as a potential risk of non-abstinence and/or 
contraceptive failure in this period. 

•	As a final learning point following review of the 
literature for this case report we recognise the 
need to consider a patient’s suitability for the 
Mirena coil as part of the treatment for a uter-
ine septum resection and the potential to use 
other hormonal adjuncts such as oestrogen as 
an alternative to promote endometrial growth, 
without the risk of a subsequent complicated 
pregnancy. 
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