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Infertility due to Retained Fetal Bones 
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Twenty-eight years old Mrs. H presented with 
secondary infertility for 4 years. She had 4 pregnancy 
terminations in the past, first at three months' gestation 
and the last at 4 months'. Last termination was incomplete 
hence curettage had to be repeated to remove retained 
products of conception. Subsequently she did not 
conceive. 

General and systemic examinations were 
unremarkable. An ultrasound scan revealed normal sized 
uterus with a densely echogenic layer in the endometrial 
cavity suggestive of a foreign body (figure 1). 
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She underwent diagnostic laparoscopy and 
hysterescopy. Laparoscopy revealed a normal sized 
uterus and bilateral patent tubes. At hysteroscopy there 
were bony spicules embedded in the lateral walls of uterus 
which were removed with biopsy forceps. Subsequent 
visualization was poor probably due to deeply embeded 
bony fragments. Postopertive transvaginal scan again 
showed a small echodense area in the cavity. Under local 
anaesthesia curettage was done with ultrasound 
guidance and spicules of bones were removed. 
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Histopathology of the tissue was reported as secretory 
endometrium with islands of osteochondroid tissue 
(Figure 2). Subsequent ultrasound study of the pelvis 
was normal. She was discharged with the advice to 
follow the fertile period. She presented 3 months later 
with amenorrhoea; a transvaginal scan confirmed a 
normal intrauterine pregnancy of 9 weeks gestation. 
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Fig 2 

Conclusion 
Retained fetal bones following second trimester 
miscarriage can cause menorrhagia, metrorrhagia, pelvic 
pain, foul smelling leukorrhoea and secondary infertility. 
The infertility is caused by a sterile inflammatory response 
with the endometrial bone fragments acting as an 
intrauterine contraceptive device. The clinician should 
suspect the condition while encountering an infertile 
patient with history of second trimester abortion 
especially with histology of endometritis in an 
endometrial biopsy sample. The diagnosis can be 
suspected by an ultrasound scan and confirmed by 
hysteroscopy. Removal of the bony fragments may restore 
fertility in such women. 


