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Case Report

Retention of Foetal Bone Fragments:
A Cause of Secondary Infertility

Olatunji Okikiola Lawal1, Oluwasomidoyin Bello2, Gbolahan Oladele Obajimi3

ABSTRACT
Foetal bone retention is a rare cause of infertility. They act as barriers within the endometrial cavity like an intrauterine device.
Nonspecific clinical symptoms such as abnormal uterine bleeding, pelvic pain, vaginal discharge and dysmenorrhea may be present
in some patients. Here, the present author reports a case of a 31-year-old female who presented with secondary infertility and a
history of recurrent brownish vaginal discharge following voluntary termination of pregnancy 16 years earlier. Ultrasonography was
suggestive of bone retention and further evaluation with hysteroscopy confirmed the diagnosis. She had successful removal of
bone fragments and she was pregnant 6 months post-removal of bone fragments.
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CASE REPORT
A 31-year-old P0+1 female presented to the gynaecology outpatient
clinic with secondary infertility of 8 years. She got married in 2009
at 23 years and had not achieved conception despite regular
unprotected sexual intercourse. She complained of recurrent
brownish vaginal discharge of 16 years duration which resolved
occasionally following antibiotic therapy and the last episode was
about 4 months prior to presentation. She menstruated regularly with
no dysmenorrhea and had never used any contraception. She had a
history of voluntary termination of a 16-week-old pregnancy when she
was 15-year-old. Termination was unsuccessful with intramuscular
abortifacients. She subsequently had dilatation and evacuation. The
abortion was complicated by haemorrhage and postabortal sepsis.
She was transfused with 4 units of blood and had antibiotic therapy.
She recovered from the sequelae, but her menses decreased from
5 to 3 days. Prior investigation for infertility at a private clinic did
not reveal any abnormality as Hysterosalpingography (HSG), seminal
fluid analysis and hormone profile done were deemed normal.
At presentation, speculum examination of the vagina and cervix
revealed a smooth cervix; a tiny brownish hard tissue was
seen at the external cervical os and sent for histology. Pelvic
Ultrasonography (USS) done revealed a normal sized uterus and
endocervical plaque probably bone fragment [Table/Fig-1]. Further
evaluation of the endometrial cavity by hysteroscopy showed four

[Table/Fig-1]: Pelvic ultrasound scan showing bright echoes in the uterine
cavity (arrow).
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bony fragments in the endocervical canal, which were removed.
Mild adhesions were noted around the fundal region. She recovered
without complications. The histology report [Table/Fig-2,3] revealed
proliferative endometrium, fragments of bony tissue with marrow
elements. She was reviewed at the gynaecological clinic 2 weeks
following the procedure and there were no new complaints. At the
sixth month, post-hysteroscopy, she presented with amenorrhoea
of 6 weeks duration and a positive pregnancy test. Ultrasonography
confirmed a viable 6-week intrauterine pregnancy. She was referred
to the antenatal clinic for further management and her consent was
obtained for the publication of the above findings.

[Table/Fig-2]: Photomicrograph showing well organised trabeculae of bony tissue
(magnification x 100).

[Table/Fig-3]: Photomicrograph showing predominantly proliferative endometrial
glands. Note the cellular stroma. (magnification x 100).
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DISCUSSION
This case report highlights the unusual occurrence of secondary
infertility following foetal bone retention from complications of unsafe
abortion. It emphasises the importance of a detailed history, speculum
examination and targeted investigations in the diagnosis and
management. It further emphasises the usefulness of hysteroscopy in
the evaluation of the uterine cavity in the management of infertility.
Infertility refers to the inability of a couple to achieve conception after
twelve months of regular unprotected sexual intercourse. The ability to
procreate remains a fundamental part of human existence and couples
who are unable to do so, experience both physical and psychological
problems from either infertility or its treatment [1]. In the United States
of America, about 1.3 million women are treated annually for infertility,
while 2% undergo treatment with Assisted Reproductive Technology
[2]. In Sub-Saharan Africa, it is estimated that as high as 40% of women
may suffer from infertility [3], while in Nigeria, infertile clients account for
about 26-48% [4,5]. Unlike high income countries, secondary infertility
is more prevalent in low income countries which have a high rate of
puerperal sepsis, unsafe abortion, and pelvic inflammatory disease.
This has been related to poor obstetric services, restrictive abortion
laws, low contraceptive prevalence and poorly treated sexually
transmitted infections [6]. In 2012 alone, it was estimated that over
one million induced abortions occurred in Nigeria [7] and were mostly
carried out in unsafe conditions. Available data also suggest that over
a quarter of a million women suffer serious health challenges following
unsafe abortion in Nigeria [7].
Bone retention was suspected because the patient had a complicated
second trimester abortion, coupled with the removal of a partly
expelled bone fragment from the external os. This contrasts with a
case series by Graham O et al., where bone retention was suspected
following ultrasound diagnosis of abnormal bright echoes within the
uterine cavity of eleven women evaluated for infertility [8]. Interestingly,
all the women studied were of West African descent, mostly Nigerians,
and the unsafe abortions were performed in their countries of origin.
Nigeria has a high abortion rate, despite the social, political and
religious restrictions. Most of these abortions are done clandestinely
by unskilled personnel in unhygienic environments predisposing the
women to complications as documented in this report.
The pathophysiology of infertility in bone retention bears similarity to
that of an intrauterine contraceptive device in-situ. They affect the
physical, chemical, and hormonal milieu in the endometrium of the
uterus preventing implantation of an embryo [9]. Other problems
that have been reported include abnormal vaginal discharge, pelvic
pain and dysmenorrhoea [10]. This patient had a history of recurrent
brownish vaginal discharge, but no pelvic pain or dysmenorrhea.
Additionally, a study by Izhar R et al., reported heavy menstrual flow
as a presenting complaint which was not present in this patient [11].
The diagnosis was confirmed at hysteroscopy, and the remaining
bony fragments were removed at the same procedure. Hysteroscopy
is the procedure of choice for diagnosis and treatment; however, it is
expensive and not widely available in developing countries such as
Nigeria. HSG has a limited role in diagnosing retained foetal bone.
The pick-up rates are low, and pathologies are easily missed [8]. This
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patient had HSG which was reported as normal despite the presence
of bony fragments, underscoring the irrelevance of HSG in making a
diagnosis. In developing countries like Nigeria, ultrasonography is a
readily available tool for diagnosis. The patient regained fertility and
was pregnant by the sixth month of review post-hysteroscopy. This
was similar to findings by Srofenyoh EK et al., in Ghana and Mahdavi
A et al., in Iran with return to fertility observed within 6 months of
removal of the foetal bony fragments [12,13]. It was suggested that
retained foetal bony fragments should be considered an important
differential in women presenting with secondary infertility with a history
of mid-trimester abortion. An important concern, however, has been
the increased incidence of spontaneous miscarriages experienced
by patients who conceive following a background history of foetal
bone retention [14]. This patient was referred to the antenatal clinic
for further specialised care.

CONCLUSION(S)
Foetal bone retention within the uterine cavity is an unusual cause
of secondary infertility. A history of second trimester abortion with
ultrasonography suggestive of intrauterine pathology warrants further
evaluation of the uterine cavity by hysteroscopy to rule out rare but
treatable pathologies such as retained bony fragments. Fecundability
improves and fertility usually returns within 6 months following definitive
treatment. Hysteroscopy remains an invaluable tool in establishing
diagnosis and instituting appropriate care. There is an unmet need for
hysteroscopic services in many developed countries, hence the need
for advocacy and appropriate health care funding.
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