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Abstract

Background: Retained fetal bones as a cause of
infertility is uncommon. Treatment involves removal
of the fetal bones, with resolution of symptoms and
resumption to fertility reported.

Case presentation: A 31-year-old para o+1 presented
to the gynecological outpatient clinic with a two-year
history of secondary infertility and recurrent vaginal
discharge that begun following a pregnancy loss at 22
weeks gestation. She had undergone labor induction,
after which she was scheduled twice for evacuation of
retained products of conception. She was managed
for vaginal discharge until a repeat scan revealed

retained fetal parts and uterine fibroids a year later.
Myomectomy was done, and fetal bones embedded in
the myometrium and within the uterine cavity were
removed.

Conclusion: Retained fetal bones diagnosis should be
entertained in patients presenting with a history of
per vaginal discharge or secondary infertility
following a miscarriage. The role of pelvic scan and
hysteroscopy in evaluating these patients cannot be
over-emphasized.

Keywords: retained fetal bones, secondary infertility,
vaginal discharge

Introduction
Infertility remains one of the significant
gynecological issues. The causes of female

infertility include ovulatory disorders, tubal factors,
and uterine abnormalities (1). Retained fetal bones
(RFB) as a cause is uncommon (2). The typical
presentation of patients with RFB includes
secondary infertility, chronic pelvic pain, vaginal
discharge, and abnormal uterine bleeding (3-5).
Diagnosis is made mainly via ultrasonography and
hysteroscopy (5,6). Treatment involves the removal
of the fetal bones with the resolution of symptoms
and resumption to fertility reported (7).

Case presentation

A 31-year-old para o+1r presented to the
gynecological outpatient clinic at the Kenyatta
National Hospital (KNH) with a two-year history of
secondary infertility and recurrent vaginal
discharge following a pregnancy loss at 22 weeks
gestation. She also had a history of myomectomy
done four years prior to her current presentation
due to symptomatic uterine fibroids causing heavy
menses. During the antecedent pregnancy, she
presented with intrauterine fetal demise at 22
weeks, after which induction of labor was initiated,
and she expelled some fetal parts and bones. A
pelvic scan revealed retained products of
conception (RPOC). She was scheduled for
dilatation and curettage (D&C), where 100 mls of
placental tissue and bones were evacuated using a
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sponge holding forceps. She returned three weeks
later with severe lower abdominal pain and
persistent vaginal bleeding. A repeat pelvic
ultrasound showed retained products of
conception, placenta, and fetal parts in the uterine
cavity and cervical canal. During the second
evacuation, placental tissue and fetal bones were
evacuated piecemeal from the cervical region; they
were noted to be foul-smelling. After evacuation, a
pelvic scan showed minimal RPOC, so she was
given sublingual misoprostol and then discharged
on antibiotics and analgesics.

During follow-up in the outpatient clinic, she
reported recurrent per vaginal discharge that was
copious in amount for which she had been treated
with antibiotics with no reprieve. A pelvic scan
revealed features consistent with endometritis and
multiple uterine fibroids. High vaginal swabs were
done; first growing Klebsiella pneumoniae and
Acinetobacter baumanii, then Escherichia coli, and
she was treated with antibiotics each time. Her
menses were regular, but she had been unable to
conceive. A year later, a repeat pelvic scan reported

fragmented intrauterine components suggestive of
fetal parts and multiple uterine fibroids. She was
therefore counseled for a repeat myomectomy and
hysteroscopic removal of fetal parts. On admission,
the patient was in generally fair condition. Her vital
signs were unremarkable. The uterus was palpable
at 16 weeks, non-tender. Speculum examination
revealed copious brownish discharge, non-foul
smelling. Her hemoglobin, platelets count, white
blood cell (WBC) count, and renal function tests
(RFTs) were within the normal ranges. She was
scheduled for an open  myomectomy.
Intraoperatively, multiple myomas were seen. A
posterior vertical incision was made, and in
removing a large myoma, the endometrial cavity
was breached, and fetal bones were found in the
uterine cavity. Two femurs and two iliums were
removed, one of which was embedded in the
myometrium. The repair was done in layers, and
hemostasis was achieved. Postoperatively, the
patient reported less heavy menses, and the vaginal
discharge was absent. At the writing of this case
report, she was on preconception medications,
attempting to conceive.
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Figure 2: A: During open myomectomy, the endometrium was breached, revealing the retained fetal bones. B:

Appearance of myomas and fetal bones
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Discussion

This case report highlights two of the
complications that arise from retained fetal bones.
The patient had a second-trimester miscarriage for
which dilatation and curettage did not evacuate all
the products of conception, a common side effect
with the evacuation at this gestation (5). A
hysteroscopy done later led to the evacuation of
some bones, yet some were still retained. This
diagnosis should be entertained in all patients
presenting with secondary infertility, abnormal
uterine bleeding, dysmenorrhea, or vaginal
discharge having had a previous pregnancy
termination (8,9). There are reports of
asymptomatic cases despite retained fetal bones.
Such was discovered when performing a routine
fertility assessment while doing a pelvic ultrasound

7).

Secondary infertility is a common complication of
retained fetal bones. The mechanism of action of
infertility may be 1) the presence of a foreign body
acting as an intrauterine device (IUD) or causing
uterine synechiae and 2) the presence of fetal bones
at the site of blastocyst implantation acting as an
IUD, which can lead to an increase in endometrial
prostaglandins (PG-E and F2 alpha) leading to
impaired implantation (2). The retained bony
fragments can cause bacterial colonization in the
endometrium leading to pelvic inflammation,
vaginal discharge, and chronic pelvic pain (10).
This might have been the case in this case as she
had chronic per vaginal discharge. It is imperative
to have a high index of suspicion in managing such
patients for secondary infertility with a previous
history of second-trimester miscarriage.

Diagnosis using transvaginal ultrasound (TVUS) is
the mainstay modality in evaluating pelvic
pathology without resorting to invasive procedures
(5). Hysterosalpingography forms part of the
diagnostic panels in evaluating an infertile patient.
However, it has not been shown to aid much in
diagnosing RFB. After passing the dye, the bones
are covered and are no longer visible in the x-ray.
Hysteroscopy has both diagnostic and therapeutic
value, and it is regarded as the gold standard in
treatment as it there is the evacuation of the RFB
under direct visualization. The drawback to this is
the cost implication and unavailability of these
services in low-resource settings. In addition, in
cases of partially or totally embedded fetal bones in
the endometrium or myometrium, this may pose
an evacuation challenge. Blind dilatation and
evacuation followed by ultrasonographic evaluation
after the procedure are fairly satisfactory (7).
Treatment involves complete evacuation of all the
bones. The resolution of symptoms and

resumption to fertility has been reported as most
patients conceive soon after (10).

Conclusion

Retained fetal bones diagnosis should be
entertained in patients presenting with a history of
per vaginal discharge or secondary infertility
following a miscarriage. The role of pelvic scan and
hysteroscopy in evaluating these patients cannot be
over-emphasized.
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