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Retained Foetal Bones with Recurrent 
Vaginal Discharge: A Case Report
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CASE REPORT
A 38-year-old woman, with parity index G2P1Ab1, came to the 
gynaecological outpatient department with complaints of vaginal 
discharge since two months. The patient complained of scanty 
white foul smelling vaginal discharge that was present throughout 
the day since two months and subsequently got increased since two 
weeks prior to presentation. She also complained of abdominal pain 
since two months that was diffuse in nature, present intermittently, 
which increased since two weeks prior to presentation, with no 
aggravating or relieving factors. There were no complaints of fever, 
dysmenorrhoea, dyspareunia, irregular bleeding, etc. She gave 
history of similar episodes of foul smelling discharge per vagina 
occurring about once a year since the past six years which was 
managed by oral medications at a local rural hospital. Her last child 
birth was 13 years ago by a normal vaginal delivery, and there were 
no antenatal or postnatal complications. She conceived for the 
second time eight years ago and underwent medical termination of 
pregnancy at 16 weeks of gestational age at a rural hospital in view 
of anencephaly of the foetus. She has no history of tuberculosis or 
other significant medical or surgical history.

On examination, the patient’s general condition appeared normal, 
and her vitals were stable. Her systemic examination including 
cardiovascular system, central nervous system, and respiratory 
system was normal. On abdominal examination, there was no 
abdominal distension, and the abdomen was soft and non-tender 
on palpation. On per speculum examination, the cervix was healthy 
but there was non-foul smelling curdy white discharge present. On 

per vaginal examination, the uterus was anteverted, normal in size, 
mobile, non-tender, and fornices were free. 

A Papanicolaou (PAP) smear was taken which was found to be 
negative for intraepithelial lesion or malignancy. A transvaginal 
ultrasound was done which showed a uterus measuring 6.2 x 4 
cm, endometrial thickness of 5 mm, evidence of echogenic lesion in 
the uterine cavity measuring (1.13x0.2) cm (suggestive of calcified 
mass in uterine cavity), right ovary measuring (2.5x2.0) cm, and 
left ovary measuring (3.1x3.2) cm [Table/Fig-1]. Subsequently, 
hysteroscopy was done under spinal anaesthesia, and the calcified 
tissue measuring about (1.1x0.2) cm was recovered and sent for 
histopathological examination [Table/Fig-2]. The histopathology 
was reported to be a specimen of single flattened bony tissue bit, 
weighing less than 1 gram, measuring (1.0x0.5) cm [Table/Fig-3]. 
The patient was started on oral antibiotics and metronidazole 
for five days. The patient was symptomatically better following 
hysteroscopic removal of mass, with decrease in abdominal pain 
and vaginal discharge. The patient was subsequently discharged 
following three days of observation upon complete resolution of 
pain and vaginal discharge.

DISCUSSION
Retention of foetal bones in the uterine cavity is rare, with very few 
cases that have been reported in India [1]. This may occur following 
abortions which may be spontaneous, incomplete, missed, or 
therapeutic abortions. An increased risk of retention of bones is 
also seen in anomalous uterus [2]. Presence of bone in the uterine 
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ABSTRACT
Termination of pregnancy or abortion is rarely known to result in retained foetal bones. The presentation of a patient with retained 
foetal bones may be in the form of secondary infertility, chronic pelvic pain, dysmenorrhoea, menorrhagia, etc is common. It is a 
rare occurrence to have retained foetal bones presenting in the form of recurrent vaginal discharge. The following is a case report 
of a female who presented with vaginal discharge and was later diagnosed to have retained foetal bones. 

[Table/Fig-1]: Transvaginal ultrasound showing calcified mass in uterine cavity (Bony remnant) (red arrow). [Table/Fig-2]: Hysteroscopy showing bony remnants (red arrow). 
[Table/Fig-3]: Microscopy showing endometrial glands (black arrow) with bony remnant (red arrow).
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cavity may be due to other causes such as bony metaplasia of the 
endometrium with chronic inflammation, ossification and dystrophic 
calcification of the endometrium [3,4].

Periods of retention of bones for as long as 2-17 years [5] have 
been reported in literature and our patient was found to have 
retained foetal bone eight years following termination of pregnancy. 
It is more common to have incomplete evacuation of the uterus 
during termination in advancing gestational age [6] and with lack of 
ultrasound guidance during termination of pregnancy. Our patient 
had a termination of pregnancy without the use of ultrasound scan 
to confirm the expulsion of all products of conception, which may 
have led to retention of foetal bones.

The most common symptom of retention of foetal bones is secondary 
infertility, such that in many cases, retained foetal bones have been 
discovered during investigation for infertility [6,7,8]. Other less 
common symptoms include chronic pelvic pain, dysmenorrhoea, 
abnormal uterine bleeding, dyspareunia, etc. [9,10]. Our patient 
presented with foul smelling vaginal discharge which is a very rare 
presentation of retained foetal bones, with a similar case reported 
by Demirtas O et al., [11].

Associated chronic pelvic pain is probably as a result of the increased 
levels of prostaglandins due to the retained foetal bones. In a study 
by Lewis V et al., increased menstrual prostaglandin E levels were 
found in females with retained foetal bones which got decreased 
following removal of the foetal bones [12].

A transvaginal ultrasound scan is usually the first modality chosen 
to investigate patients with infertility and abnormal uterine bleeding 
following abortion, to rule out the possibility of retained products of 
conception. Differential diagnoses such as Asherman’s syndrome, 
intrauterine device, calcified submucous fibroids, etc. have to be 
ruled out on the basis of history, ultrasound findings, hysteroscopy 
and histopathological examination [11]. In our case, history of 
medical termination of pregnancy was suggestive of retained foetal 
bones. Visualization of a hyperechogenic focus on the scan within 
the uterine cavity is usually suggestive of presence of a foreign 
body or bony fragments [13]. Upon detection of the foreign body, 
hysteroscopy can be done to confirm the presence and remove 
the foreign body from the uterine cavity [14]. If the scan does not 
show the presence of foreign body despite high suspicion of the 
same, a hysteroscopy can be done to establish the diagnosis 
and remove the foreign body or bony fragments [15,16]. Retained 
foetal bones are found in around 0.15% of patients undergoing 
diagnostic hysteroscopy [17]. Since, hysteroscopy is not available in 
some centres, especially in developing countries, a blind dilatation 
and evacuation of products of conception can be done, and 
subsequently be confirmed by ultrasound scan.

Bahceci M and Demirel LC reported return of fertility following 
removal of retained products of conception 12 years following 
abortion, and Moon HS et al., reported return of fertility in 10 out 
of 11 women following removal of products of conception. The 

prognosis of patients following removal of bony fragments is very 
good, since most women have a normal pregnancy following 
removal of the intrauterine bones, despite having a long period of 
infertility [3,7].

CONCLUSION
A female presenting with recurrent episodes of vaginal discharge 
should be evaluated further if she has a history of an abortion or 
medical termination of pregnancy. An ultrasound scan is necessary 
in order to visualise uterine pathology in such patients who present 
with recurrent episodes of vaginal discharge despite following 
syndromic management. This is especially important in developing 
countries where most women with vaginal discharge are treated by 
syndromic management without the use of an ultrasound scan. It is 
of utmost importance for the doctor to suspect this condition and 
diagnose it by ultrasound scan and hysteroscopy.
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