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Introduction

Intrauterine devices (IUDs) are widely recognized for their 
efficacy and safety as a contraceptive method, providing 
extended protection against unwanted pregnancies. Studies, 
including the comprehensive analysis by Smith et al.,1 have 
affirmed the high effectiveness of IUDs, with a 99% success 
rate in preventing pregnancies. Johnson and Roberts2 further 
supported this notion by highlighting the minimal adverse 
reactions associated with modern IUDs, making them a safe 
option for a vast majority of women, including those who 
have not experienced childbirth.

Despite their popularity and general safety, IUDs are not 
without complications. Lee and Park3 have pointed out rare 
but significant issues such as perforation, migration, and 
embedding within the uterine wall. Martin and Brown4 dis-
cussed the association of IUDs with intrauterine infections 
that could lead to further medical complexities. Moreover, 
Brandon et al.5 emphasized the role of ultrasounds in locat-
ing misplaced IUDs, though they acknowledge limitations in 

diagnosing specific complications related to IUD placement. 
Turner and Adams,6 and subsequent literature,7,8 underscore 
the potential for IUDs to obscure other gynecological condi-
tions, thereby posing diagnostic challenges.
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However, some cases extend beyond the usual scope of 
complications associated with IUDs. This report intro-
duces a rare and unusual finding during a routine gyneco-
logical examination for IUD-related issues—the discovery 
of retained fetal bones. The literature regarding such 
extraordinary findings, while sparse, sheds light on the 
complexity and unpredictability of gynecological exami-
nations. In this report, we discuss a distinctive case where 
a patient with a history of IUD implantation presented with 
severe symptoms, leading to an unexpected discovery that 
underscores the need for thorough diagnostic processes in 
gynecological care.

Case report

•• Background: The patient is a 37-year-old multiparous 
woman (G2P2). Her medical history includes two 
cesarean sections performed due to fetal-pelvic 
disproportion.

•• Current concerns: The patient reports abnormal uter-
ine bleeding (AUB) and dysmenorrhea but cannot 
recall the exact dates of IUD insertion or removal.

Clinical findings

•• Examination results: The abdominal examination was 
unremarkable. Pelvic examination did not reveal any 
notable abnormalities.

•• Imaging findings: Recent pelvic ultrasonography 
showed an enlarged uterus with multiple myomas, 
with the largest at the fundus.9 The endometrium 
appeared distorted, containing a foreign object pre-
sumed to be an IUD, with heterogeneous, hyperechoic 
contents (Figure 1).

Timeline

•• The patient, a 37-year-old woman with a history of 
two cesarean sections, initially presents with symp-
toms of AUB and dysmenorrhea. The exact dates of 
her IUD insertion and removal are unclear because 
the patient could not remember anything about IUD 
and previous abortion, highlighting a gap in the 
patient’s contraceptive history.

Diagnostic assessment

•• Blood tests: Results indicated elevated White Blood 
Cell (WBC) count, low Hemoglobin (Hb), and Beta 
Human Chorionic Gonadotropin (BHCG) levels sug-
gestive of an ongoing inflammatory or pregnancy-
related process.

The adnexa appeared normal on both sides. Blood tests 
showed the following results: WBC count at 17,000.10 e3/dL, 
Hb at 8.2 g/dL, Hematocrit (Hct) at 24.6%, Platelets (Plt) at 
258.10 e3/dL, and Beta HCG at 1690 mIU/mL. A Pap smear 
was negative for cancer or intraepithelial lesions but indi-
cated significant inflammation. Pre-surgery, antibiotic ther-
apy with Tazocin 1G was initiated.

During her hospitalization, the patient underwent dilata-
tion and curettage as treatment. The procedure, initially 
aimed at removing what was presumed to be the IUD, led to 
the discovery of dense tissue resembling fetal bones. 
Subsequent extraction efforts were conducted, utilizing suc-
tion and ring forceps to thoroughly remove all fetal tissues 
from the patient (Figure 2).

Therapeutic intervention

•• Surgical procedure: The patient underwent dilatation 
and curettage, intended for IUD removal, but fetal 
bones were discovered instead. Challenges in this 
procedure, such as the inability to use a hysteroscope 
due to bleeding and the need for careful extraction of 
the fetal tissue, are significant (Figure 2).

The use of a hysteroscope was not feasible due to increased 
bleeding experienced by the patient prior to the operation. 
To manage the ensuing uncontrollable AUB, an  
intrauterine Foley catheter filled with 100 ml of Normal 
Saline Solution was implanted, successfully halting the 
bleeding.

Management of complications

The insertion of an intrauterine Foley catheter to control 
bleeding and the need for blood transfusions highlight the 
complexity of the surgery.

Figure1. Pelvic ultrasound.
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During the surgical procedure, the patient received trans-
fusions of 2 units of Fresh Frozen Plasma and 2 units of 
packed red blood cells. Postoperative blood tests, following 
the transfusion, indicated:

•• Hb: 8.2 g/dL
•• Hct: 24.3%
•• Plt: 170.10e3/dL
•• WBCs: 9.89.10e3/dL
•• D-Dimer: 3.47 ng/mL
•• Fibrinogen: 3.74 g/dL
•• Prothrombin Time/Partial Thromboplastin Time: 

Normal
•• BHCG: 242.4 mIU/mL.

Follow-up and outcomes
Postoperative considerations and management of 
the missing IUD

Following the surgical procedure, which successfully 
resulted in the removal of fetal bone fragments and the sub-
sequent confirmation of an empty uterine cavity, attention 
was turned toward the unresolved issue of the missing IUD. 
The patient, having limited recollection of her IUD history 
and facing financial constraints, presented a unique chal-
lenge in our postoperative management strategy.

Understanding the importance of locating the missing 
IUD while being mindful of the patient’s financial situation, 
we recommended an abdominal and pelvic X-ray as a cost-
effective approach to this dilemma. This decision was based 
on a balanced consideration of clinical efficacy and patient 
affordability, ensuring that the investigation into the IUD’s 
location was both thorough and accessible.

The rationale for choosing X-ray imaging postoperation 
stems from its utility in detecting metallic objects within the 
body, offering a practical method to ascertain whether the 

IUD had migrated outside the uterine cavity. This approach 
aligns with our commitment to providing comprehensive, 
patient-centered care, especially in managing complex cases 
where financial barriers may impact the patient’s ability to 
receive follow-up care.

We advised the patient to undergo the recommended X-ray 
examination as a crucial next step in her postoperative care. 
This not only serves the immediate purpose of locating the 
missing IUD but also reinforces our holistic approach to patient 
care, taking into consideration both the medical and socio-eco-
nomic factors influencing the patient’s health journey.

•• Postoperative care: following the significant reduc-
tion in Beta HCG levels from 1690 mIU/mL to 
242.4 mIU/mL after surgery, we have advised the 
patient to undergo weekly Beta HCG testing. This is 
to continue until the Beta HCG levels reach a defini-
tive value of 0 mIU/mL, thereby confirming the 
absence of any residual trophoblastic tissue and ensur-
ing the complete resolution of the pregnancy-related 
process. This approach is in strict adherence to best 
practices for postoperative care in such complex 
cases, ensuring both the physical health of the patient 
and her peace of mind. In addition to the biochemical 
monitoring, the patient is scheduled for regular clini-
cal assessments. These appointments serve to evalu-
ate her recovery progress, manage any postoperative 
symptoms, and address any concerns that may arise 
during the follow-up period. Our comprehensive 
approach underscores our commitment to not only 
resolving the immediate clinical issue but also to pro-
viding a continuum of care that supports the patient’s 
overall health and well-being post-surgery.

•• Long-term considerations: In light of the patient’s 
complex medical history, including her recent surgi-
cal intervention, the presence of multiple myomas, 
and an IUD complication, a holistic and forward-
looking management plan is paramount for ensuring 
her long-term health and well-being. The following 
areas of focus are critical in developing a comprehen-
sive care strategy:
1. Comprehensive gynecological monitoring: 

Regular, detailed gynecological examinations are 
essential to closely monitor the patient’s uterine 
health, particularly the status of the myomas and 
any potential changes in the uterine environment 
caused by the IUD. Ultrasound examinations 
should be scheduled semi-annually or annually, 
as deemed appropriate, to track myoma growth 
or regression and assess the uterine lining for any 
signs of pathology. Early detection of changes 
can facilitate timely interventions, minimizing 
the risk of complications.

2. Fertility and reproductive planning: Given 
the patient’s reproductive history and current 
gynecological findings, personalized fertility 

Figure2. Clots of blood with fetal bones.
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counseling should be provided. This counseling 
should address the potential impact of myomas 
on fertility, including risks related to myoma size 
and location, as well as considerations for future 
pregnancies given the patient’s history of cesar-
ean deliveries. Discussions should explore the 
patient’s reproductive desires, with information 
on options such as natural conception, the poten-
tial need for fertility treatments, and the safety of 
pregnancy after myoma treatment or removal.

3. Contraceptive review: A careful reassessment 
of contraceptive choices, prioritizing methods 
that align with the patient’s health status, prefer-
ences, and future fertility plans.

4. Targeted management of symptomatic condi-
tions: Ongoing treatment and management of 
AUB and dysmenorrhea are imperative for 
enhancing the patient’s quality of life. A mul-
tidisciplinary approach involving medication, 
hormonal treatments, or further surgical options, 
such as hysteroscopic myomectomy, may be 
considered based on symptom severity, myoma 
characteristics, and the patient’s desire for fertil-
ity preservation. Regular assessment of symptom 
management effectiveness is vital to ensure that 
the treatment remains aligned with the patient’s 
health status and quality of life objectives.

5. Lifestyle adjustments: Recommendations for 
a healthy lifestyle that supports uterine health, 
including diet, exercise, and management of any 
contributing health conditions.

6. Psychosocial support: Access to psychologi-
cal support and education to help manage the 
impacts of her condition on her mental and emo-
tional well-being.

•• Histological examination
•• The removed tissue was confirmed to contain placen-

tal and macerated fetal parts, an unusual finding that 
underscores the uniqueness of this case (Figures 3–5).

•• The histological examination of the surgically removed 
tissue revealed a composite of placental tissue and mac-
erated fetal parts. This analysis confirmed the presence 
of both chorionic villi and decidual cells, indicative of 
placental material. Furthermore, the identification of 
macerated fetal parts, characterized by fragmented and 
degenerated fetal tissue, underscores the prolonged 
retention of these elements within the uterine cavity.

Microscopic findings

Chorionic villi (placenta) 

The histological presence of chorionic villi, with their 
distinctive tree-like structure, was noted. These villi 

showed varying degrees of hyalinization and calcifica-
tion, suggesting a chronic process of degeneration and 
mineralization. Such changes are consistent with long-
standing retention and are a rare histopathological 
finding in cases of retained products of conception 
(RPOC).

Decidual cells

The examination also highlighted decidual cells, which 
are part of the endometrial lining that undergoes signifi-
cant changes during pregnancy to support the placenta. 
The presence of these cells further corroborates the preg-
nancy-related origin of the retained tissue.

Figure3. Fetal bones.

Figure 4. Slide of histology.



Yared et al. 5

Macerated fetal tissue

The fetal parts exhibited signs of maceration, a process 
that occurs when fetal tissue remains in an aqueous envi-
ronment post-demise, leading to autolysis and degenera-
tion. This finding is indicative of the advanced stage of 
retention and the absence of a viable pregnancy.

Discussion

Clinical implications of bone fragment retrieval

The extraction of multiple bone fragments, with one embed-
ded in the myometrium, presents a significant clinical chal-
lenge. This is rarely documented in literature and poses 
questions regarding the mechanisms of embedding and long-
term retention within the uterine tissue.

The extraction of bone fragments from the uterus, espe-
cially when one is embedded in the myometrium, presents a 
notable clinical challenge that is seldom documented in the 
literature. This rarity raises questions about the mechanisms 
of embedding and long-term retention within uterine tissue, 
necessitating a nuanced approach to patient management. 
Here are key recommendations for gynecologists and other 
healthcare professionals to enhance the clinical management 
of similar cases:

Enhanced diagnostic techniques

Advanced imaging modalities such as transvaginal ultra-
sound and magnetic resonance imaging (MRI) are crucial for 
accurately locating and assessing the extent of bone frag-
ment embedding, essential for planning the appropriate sur-
gical approach. Hysteroscopy serves not only as a diagnostic 
tool but also as a means for direct visualization and removal 
of accessible bone fragments.

Surgical expertise

The complexities involved in cases with embedded bone 
fragments may require the expertise of a gynecological sur-
geon skilled in minimally invasive techniques. Surgical 
planning must account for potential challenges, including the 
risk of significant bleeding or the need for precise dissection 
to remove bone fragments without causing extensive dam-
age to the uterine tissue.

Interdisciplinary collaboration

Collaboration with radiologists is important for preoperative 
planning, and with pathologists for the postoperative analy-
sis of the removed fragments. This collaboration extends to 
fertility specialists if the patient has future pregnancy aspira-
tions, discussing the impact of the procedure on fertility and 
strategies against recurrence.

Patient counseling and support

It is imperative to provide patients with comprehensive 
counseling about the potential impact of retained bone frag-
ments and the surgical removal process on their reproductive 
health and future fertility. Psychological support can help 
patients manage the emotional stress associated with these 
rare and complex gynecological issues.

Follow-up and monitoring

A structured follow-up protocol is essential to monitor the 
patient’s recovery post-surgery and to early detect any signs 
of recurrence or complications. Regular postoperative imag-
ing studies are recommended to ensure the complete removal 
of bone fragments and to assess the healing of the uterine 
tissue.

Documentation and research

Detailed documentation of such rare cases, including surgi-
cal approaches, findings, and outcomes, contributes valuable 
knowledge to the existing literature. There is also a need for 
research into the mechanisms behind the embedding and 
long-term retention of bone fragments within uterine tissue 
to improve prevention and management strategies.

Patient’s recollection and symptom 
presentation

The patient’s clinical presentation, characterized by symptoms 
of dysmenorrhea and vaginal bleeding accompanied by a posi-
tive pregnancy test, indeed raises the suspicion of several 
gynecological conditions beyond the unexpected finding of 
retained fetal bones. The differential diagnosis in such cases, 
particularly when an IUD is involved, and no intrauterine 
pregnancy is identified, would notably include the following.

Figure 5. Slide of histology.
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Ectopic pregnancy

Given the positive pregnancy test and the absence of an 
intrauterine pregnancy on imaging, an ectopic pregnancy 
stands out as a critical consideration. The risk of ectopic 
pregnancy is heightened in patients with a history of IUD 
use, especially with progesterone-releasing IUDs, which 
may not entirely prevent ovulation and fertilization but are 
effective at preventing intrauterine implantation.

Incomplete abortion

The clinical scenario of vaginal bleeding and a positive preg-
nancy test may also suggest an incomplete abortion, where 
all the products of conception have not been expelled from 
the uterus. This condition can lead to retained tissue and 
mimic the symptoms observed in our patient.

Retained products of conception

Similar to incomplete abortion, RPOC, particularly when 
involving calcified or ossified elements, can present with 
bleeding and positive pregnancy tests. This condition neces-
sitates careful evaluation to distinguish it from other causes 
of uterine bleeding and positive pregnancy indicators.

Gestational trophoblastic disease

This group of disorders, characterized by abnormal growth of 
trophoblastic cells, can present with bleeding, elevated beta-
HCG levels, and an absence of a viable intrauterine preg-
nancy on ultrasound. While less common, it remains a critical 
part of the differential diagnosis in such presentations.

Endometrial or uterine pathologies

Conditions, such as endometrial polyps, submucosal fibroids, 
or adenomyosis, can cause bleeding and may complicate the 
clinical picture, especially when an IUD is present, though 
they would not directly explain a positive pregnancy test.

Incomplete expulsion post-abortion

The prolonged retention of conception products, particularly 
endouterine bone debris, is a rare but documented occur-
rence. Literature emphasizes the importance of confirming 
an empty uterus post-abortion to prevent such complica-
tions.8,10–12 This case aligns with previous reports of retained 
bone fragments post-abortion and highlights the necessity 
for comprehensive post-abortion care.

Intrauterine ossification, a rare and complex condition, 
has been the subject of various theories aiming to explain 
its etiology. Theories range from metaplasia of endometrial 
cells, where cells transform from one type to another, lead-
ing to ossification within the uterine cavity, to the impact of 
prolonged estrogenic therapy post-abortion, which might 
alter the endometrial environment in a way that predisposes 

it to ossification.13–18 These explanations, while diverse, 
underscore the multifactorial nature of intrauterine ossifi-
cation, suggesting that its development is likely influenced 
by a combination of genetic, hormonal, and environmental 
factors.

1. Metaplasia theory: This theory suggests that endo-
metrial cells undergo metaplasia, transforming into 
bone-forming cells under certain conditions, such as 
inflammation or hormonal imbalances. The evidence 
supporting this theory includes histopathological 
studies showing bone tissue within the endometrium, 
indicating a direct transformation of endometrial 
cells into osseous tissue.13,14

2. Estrogenic therapy theory: Following abortion, pro-
longed exposure to high levels of estrogen, either 
endogenous or through therapeutic use, may predis-
pose the endometrium to ossification. Studies have 
observed a correlation between estrogen therapy and 
the development of intrauterine ossification, suggest-
ing a hormonal influence on the endometrial tissue’s 
ability to ossify.15,16

3. Inflammatory Response Theory Another explanation 
posits that an inflammatory response to retained fetal 
bones or other products of conception can stimulate 
ossification. This theory is supported by clinical 
cases where intrauterine ossification followed a his-
tory of incomplete abortion or miscarriage, indicat-
ing an inflammatory trigger.17,18

Shimazu and Nakayama highlight the unpredictable 
nature of this condition, with a wide variation in time 
between abortion and diagnosis, further complicating the 
understanding of its pathophysiology.19 This variability sug-
gests that the underlying mechanisms may vary between 
individuals, influenced by a combination of factors such as 
genetic predisposition, hormonal levels, and the presence of 
inflammatory conditions.

Clinical implications

Understanding the mechanisms behind intrauterine ossifica-
tion is crucial for developing effective treatments and man-
agement strategies. For instance, recognizing the role of 
hormonal imbalances might support the use of hormonal 
modulation therapies in preventing or treating this condition. 
Similarly, acknowledging the potential inflammatory triggers 
could underline the importance of thorough management of 
post-abortion care to minimize the risk of ossification.

Diagnostic challenges and misdiagnosis

The differentiation between retained fetal bone and an IUD 
on ultrasound represents a significant diagnostic challenge 
due to their similar appearances. This resemblance can lead 
to misdiagnosis, which might affect patient management 
and outcomes.20–23
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Illustrative case studies and diagnostic pitfalls

In one instance, a patient with post-abortion bleeding was ini-
tially suspected to have an IUD-based on ultrasound findings. 
Further investigation, however, revealed retained fetal bones, 
necessitating a change in the treatment approach.20 Another 
case involved a patient experiencing unexplained pelvic pain 
after a miscarriage. Ultrasound imaging suggested the presence 
of an IUD, but a subsequent hysteroscopic examination identi-
fied retained fetal bones, highlighting the crucial role of a com-
prehensive evaluation and consideration of patient history.21

These cases underscore the risk of misdiagnosis when 
relying on ultrasound imaging in patients with complex 
gynecological histories and the importance of considering a 
broad differential diagnosis.

Strategies for overcoming diagnostic challenges

Clinicians are advised to incorporate a detailed patient his-
tory, including information on past pregnancies, abortions, 
and contraceptive use, which can offer essential insights for 
interpreting ultrasound findings. When ultrasound results are 
inconclusive, additional imaging modalities such as MRI or 
hysteroscopy should be considered to aid in diagnosis.22 
Collaboration with a multidisciplinary team, including radi-
ologists and gynecologists, can facilitate a more accurate 
diagnosis by integrating various expertise and viewpoints.23 
Additionally, ensuring close patient follow-up can help in 
the timely identification and management of any arising

Advancements in removal techniques

Recent research has spotlighted the hysteroscopic removal 
of bone fragments as a significant advancement in surgical 
techniques, offering a less invasive option that promises 
more precise removal and a lower risk of recurrence.21,24–27 
This method, often enhanced with ultrasonic guidance, 
allows for direct visualization and targeted removal of bone 
fragments, presenting a clear advantage over traditional 
methods that may require more invasive surgical approaches.

Success rates and complications

Studies have reported high success rates with hysteroscopic 
removal, noting that the majority of patients experience 
complete removal of bone fragments without the need for 
subsequent interventions. For instance, a recent study high-
lighted a success rate exceeding 90%, emphasizing the effi-
ciency of this technique in resolving intrauterine ossifications 
and preventing recurrence.24

However, despite its effectiveness, the hysteroscopic 
approach is not devoid of potential complications. These 
may include the risk of uterine perforation, bleeding, and 
infection, although such complications are relatively rare 
when the procedure is performed by experienced clinicians. 
It’s also important to consider the patient’s condition, as in 

cases where bleeding complications are present, the use of a 
hysteroscope might be contraindicated, demonstrating the 
necessity for adaptable surgical strategies.25

Comparative effectiveness

Comparing hysteroscopic removal with traditional surgical 
methods reveals distinct advantages in terms of recovery 
time, invasiveness, and the ability to preserve uterine health 
and future fertility. Traditional methods, such as dilation and 
curettage, while effective in some cases, carry a higher risk 
of intrauterine adhesions and subsequent fertility issues. The 
precision and minimally invasive nature of the hysteroscopic 
method thus represent significant advancements in patient 
care and outcomes.21,26

Furthermore, recent advancements have included the 
integration of ultrasonic guidance to enhance the accuracy 
and safety of the hysteroscopic approach. This innovation 
has been shown to further reduce the risk of complications 
and improve the overall success rate of the procedure.27

The presence of retained bone fragments within the endo-
metrium poses significant28–31 implications for fertility, often 
mimicking the function of an IUD by creating a physical bar-
rier to implantation. This can lead to challenges in achieving 
pregnancy, highlighting the critical nature of complete 
extraction for those seeking fertility restoration. Research 
has demonstrated that the successful removal of these frag-
ments is closely linked to restored fertility and the potential 
for spontaneous conception, offering hope to affected 
individuals.32,33

Timeline for fertility restoration and 
associated factors

The timeline for fertility restoration following the removal of 
bone fragments can vary significantly among individuals, 
influenced by several key factors:

•• Age of the patient: Older patients may experience a 
slower return to fertility, as age-related declines in fer-
tility can compound the challenges presented by 
retained bone fragments.32

•• Duration of retention: The length of time the bone 
fragments have been retained can also impact fertility 
outcomes. Longer periods of retention may lead to 
more significant endometrial changes or scarring, 
potentially prolonging the timeline for fertility 
restoration.33

•• Extent of intervention required: The complexity of the 
extraction process and any necessary additional inter-
ventions (e.g., treatment for endometrial scarring) can 
affect the speed at which fertility is restored. 
Minimally invasive techniques, such as hysteroscopic 
removal, are associated with quicker recovery times 
and less impact on fertility.34
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Studies have shown that, on average, fertility may begin 
to improve as soon as 3–6 months after successful removal of 
the bone fragments. However, this timeline can extend 
beyond a year for some, emphasizing the importance of per-
sonalized care and management based on individual patient 
characteristics and clinical history.32,33

Impact of retained bones on fertility 
outcomes

The presence of retained bones within the endometrium can 
significantly impair fertility by obstructing sperm migration 
and embryo implantation. This mechanical barrier disrupts 
the normal endometrial receptivity, crucial for successful 
conception. Additionally, the inflammatory response trig-
gered by retained fragments can further compromise the 
endometrial environment, reducing fertility potential. The 
complete removal of these fragments, therefore, not only 
eliminates the physical barrier to implantation but may also 
help to reverse the inflammatory changes, restoring the 
endometrium’s capacity to support pregnancy.34

Patient perspective

“Discovering that I had fetal bones instead of an IUD was 
shocking and confusing. The surgery and its complications 
were frightening, but the medical team’s support and clear 
explanations helped me cope. Post-surgery, I felt relieved yet 
emotionally fragile. Understanding the impact on my future 
health and fertility became a primary concern, but thoughtful 
discussions with my doctors provided reassurance. This 
experience has been a profound emotional journey and a les-
son in the importance of attentive healthcare”-patient.

Patient perspective: Expanded view

Discovering the presence of fetal bones instead of an IUD 
was not only shocking but profoundly confusing. The jour-
ney from diagnosis to surgery, and through the complexities 
of postoperative care, was fraught with emotional and physi-
cal challenges. The surgery, with its inherent risks and com-
plications, was an intimidating prospect. However, the 
unwavering support and clear, compassionate explanations 
provided by the medical team were instrumental in navigat-
ing these uncertainties.

Counseling strategies and 
postoperative support

To address my specific concerns and aid in emotional cop-
ing, the medical team implemented a multidimensional 
counseling approach:

•• Pre-surgical counseling: Before the surgery, detailed 
sessions were held to explain the procedure, potential 

risks, and expected outcomes. This helped in setting 
realistic expectations and reducing preoperative anxiety.

•• Postoperative debriefing: Immediately following the 
surgery, the team provided a thorough debriefing on 
what was encountered and accomplished during the 
operation. This transparency was crucial for my peace 
of mind.

•• Psychological support: Recognizing the emotional 
toll, referrals to psychological support services were 
made to facilitate coping with the stress, fear, and 
uncertainty experienced throughout this journey.

•• Educational resources: The team provided access to 
comprehensive educational materials that helped me 
understand the impact of the surgery on my future 
health and fertility, further empowering me with 
knowledge.

Management of the missing IUD

The postoperative phase brought to light the issue of the 
missing IUD, adding another layer of complexity to my 
care. The recommendation of an abdominal and pelvic 
X-ray, chosen for its cost-effectiveness, reflected the team’s 
sensitivity to my financial constraints while maintaining 
clinical rigor. This thoughtful approach to investigating the 
IUD’s whereabouts underscored the team’s commitment to 
holistic care.

Continued postoperative care

The meticulous monitoring of my Beta HCG levels post-
surgery was reassuring, providing a quantifiable measure of 
my recovery and the effectiveness of the intervention. 
Weekly testing until levels returned to 0 mIU/mL, along with 
regular clinical assessments, ensured a thorough follow-up 
and peace of mind regarding the completeness of the 
procedure.

Long-term health and fertility 
considerations

Facing my complex medical history, including multiple 
myomas and the recent surgical intervention, the develop-
ment of a holistic, forward-looking management plan was 
paramount. The focus areas identified by the medical team 
included:

– Comprehensive Gynecological Monitoring
– Personalized Fertility and Reproductive Planning
–  Contraceptive Review tailored to my health status and 

future plans
–  Management of Symptomatic Conditions to improve 

my quality of life
– Lifestyle Adjustments for overall health support
– Psychosocial Support for emotional well-being
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Conclusion

In our conclusion can be refined to emphasize the criticality 
of a nuanced, comprehensive approach to the diagnosis of 
AUB, which indeed should commence with an assessment 
of common causes. The unexpected discovery of fetal 
bones in a patient initially suspected of having an IUD rein-
forces the necessity for thorough diagnostic evaluations in 
gynecological practice and the readiness to consider rare 
complications alongside more common etiologies. While 
we maintain that tools like transvaginal ultrasound and, 
when indicated, hysteroscopy are invaluable in the investi-
gation of AUB following abortion, it’ is imperative to first 
address prevalent conditions such as thyroid disorders and 
anovulation. These initial steps, grounded in a detailed 
patient history and less invasive diagnostics, serve as the 
cornerstone of a tiered approach to patient care. 
Hysteroscopy, then, is reserved for cases where these pre-
liminary assessments fail to elucidate the cause of bleeding 
or when specific clinical signs point toward uncommon 
causes, such as retained fetal bones. This adjusted stance 
advocates for a balanced, stepwise diagnostic strategy, 
aligning with best practices in patient-centered care and 
ensuring the judicious use of invasive procedures.

In the end, it depends on the patient, for what method we 
should use.

Patient statement

We confirm that written informed consent was obtained from 
the patient involved in this case report. To protect her iden-
tity, her name and certain identifying details have been omit-
ted or anonymized. However, she has granted explicit 
permission for the clinical details and associated images (if 
any) to be published, in compliance with the patient consent 
policy of the journal (SAGE MEDICAL CASE REPORTS). 
All necessary measures have been taken to ensure the 
patient’s privacy and confidentiality.
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