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with a lithopedion and a lifetime of trauma:
a case report
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Abstract

Background Lithopedion is a term that refers to a fetus that has calcified or changed to bone. The calcification may
involve the fetus, membranes, placenta, or any combination of these structures. It is an extremely rare complication of
pregnancy and can remain asymptomatic or present with gastrointestinal and/or genitourinary symptoms.

Case presentation A 50-year-old Congolese refugee with a nine-year history of retained fetus after a fetal demise
was resettled to the United States (U.S.). She had chronic symptoms of abdominal pain and discomfort, dyspepsia,
and gurgling sensation after eating. She experienced stigmatization from healthcare professionals in Tanzania at the
time of the fetal demise and subsequently avoided healthcare interaction whenever possible. Upon arrival to the US,,
evaluation of her abdominal mass included abdominopelvic imaging which confirmed the diagnosis of lithopedion.
She was referred to gynecologic oncology for surgical consultation given intermittent bowel obstruction from under-
lying abdominal mass. However, she declined intervention due to fear of surgery and elected for symptom monitor-
ing. Unfortunately, she passed away due to severe malnutrition in the context of recurrent bowel obstruction due to
the lithopedion and continued fear of seeking medical care.

Conclusion This case demonstrated a rare medical phenomenon and the impact of medical distrust, poor health
awareness, and limited access to healthcare among populations most likely to be affected by a lithopedion. This case
highlighted the need for a community care model to bridge the gap between the healthcare team and newly reset-
tled refugees.
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Background

The word lithopedion is derived from the Greek lithos,
meaning stone, and paidion, meaning child [1]. Lithoke-
lyphos (stone sheath or egg shell) refers to calcification of
the membranes alone. Lithokelyphepedion (stone sheath
child) refers to calcification of the membranes and the
fetus. Lithopedion (stone child) refers to calcification of
the fetus with negligeable calcification of the membranes
[1]. Lithopedion was first described in the tenth century
by Albucasis, a surgeon of the Arabic era of medicine [2].

The occurrence of a lithopedion is extremely rare.
Fewer than 300 cases have been reported since the dis-
covery of a case in France in 1582 [3—6]. It occurs in an
estimated 1.5 to 1.8% of extrauterine pregnancies and in
0.00045% of all pregnancies [7]. Cases have been reported
in women between the ages of 23 to 100 years with an
estimated interval of retention of 4 to 60 years [3]. When
fetal demise ensues and the fetus is too large to be reab-
sorbed, the immune system considers it as a foreign body
and induces calcium-rich substance deposition thereby
turning the fetus into stone [7].

Here we report a case of a refugee woman with a litho-
pedion that occurred 9 years prior to resettlement, but
remained a physical and psychological burden she bore
due to a global distrust of healthcare.

Case presentation

A 50-year-old postmenopausal G9P8105 Congolese
refugee presented to our health system within 30 days
of arrival to the United States (U.S.) with symptoms of
abdominal pain and discomfort, chronic dyspepsia, and
gurgling sensation after eating for many years. During
her initial office visit, review of records from the man-
datory health clearance evaluation completed 6 months
prior to arrival in the U.S. listed her medical problems
as “Calcified Abdominal Pregnancy and Essential Hyper-
tension”” Fetal biometry estimated 28 weeks gestational
age at time of fetal demise. She provided a history of 8
spontaneous vaginal deliveries with 3 children who
died shortly after birth. She separated from her hus-
band and had her 9" pregnancy from another relation-
ship. Occurring 9 years prior to resettlement, this final
pregnancy had a preterm fetal demise without passage
of products of conception, resulting in a large calficied
abdominal mass. The patient’s only report of medical
history involved high blood pressure for which an anti-
hypertensive was prescribed, although she did not take
the medication as she felt “fine” She had no surgical his-
tory. She had no self-reported personal or family history
of chronic kidney disease (CKD). She denied taking any
over-the-counter medications, herbals, or supplements.
On review of symptoms, she had no genitourinary (GU)
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or constitutional complaints. Her last menstrual cycle
was 2 years prior. Her life story involved a traumatic
past as she was born into a Congolese family amidst the
years of fleeing war for Burunndi. Subsequent violence
in Burundi forced her family to flee to a refugee camp
in Tanzania, where she started a family of her own and
stayed until her resettlement in the U.S. Her literacy level
was low as she completed primary school in Burundi and
had partial literacy in Swahili.

Her initial office visit physical examination revealed
a blood pressure of 162/83 and a firm mobile lower
abdominal mass, measuring approximately 15 cm by
20 cm, without tenderness to palpation. When she was
asked further about her understanding of this condition,
she recounted a difficult story. When she was pregnant
with her 9™ child, she noticed decreased fetal movement.
She presented to the health facility in the refugee camp
and was informed about the lack of a fetal heartbeat indi-
cating demise of the fetus. She was instructed to go home
and try to “deliver” the fetus and to return in two weeks
if nothing happened spontaneously. She returned to the
health facility as instructed, but was accused of “evil
works,” “taking drugs,” and “killing the baby” The medi-
cal provider at the refugee health facility recommended
interventions to remove the fetus, but she did not feel
comfortable with this care plan after the verbal abuse she
met upon arrival. She went home to pray and declined to
return to the clinic until the mandatory health clearance
6 months prior to departure for resettlement in the U.S.

One week after her initial office visit in the U.S., she
presented to the emergency department for evaluation
of nausea and intractable vomiting. She was found to be
hypokalemic with a potassium of 3 mmol/L. An abdomi-
nal x-ray showed a fetal skeleton and non-specific bowel
gas pattern with mild distention of small bowel loops sug-
gestive of an ileus. She was admitted overnight for clinical
observation. Despite being accompanied by a Swahili-
speaking health navigator, the patient was fearful of the
hospital and declined all oral intake. She subsequently
disclosed episodic symptoms of bowel obstruction in the
refugee camp, and an episode of bilious emesis requiring
several days of bowel rest. She avoided healthcare facili-
ties during those times of sickness.

Laboratory workup revealed a negative beta-human
chorionic gonadotropin and CKD stage 2 (Table 1).
Abdominopelvic computed tomography (CT) scan with
intravenous and oral contrast showed findings consist-
ent with a lithopedion within the anterior lower abdo-
men and anterior upper pelvis (Fig. 1a), possibly external
to the uterus representing an ectopic pregnancy. CT
also revealed significant compression of the pelvic struc-
tures and small bowel obstruction (Fig. 1b) in addition
to significant compression of the inferior vena cava with
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Table 1 Initial laboratory data®

White-cell count 6.2
Hemoglobin 12.7
Platelets 231
Blood urea nitrogen 15
Creatinine 0.93
Glomerular filtration rate 71
Sodium 141
Potassium 4.0
Calcium 9.1
Albumin 39
Phosphorus 29
Alanine aminotransferase 14
Aspartate aminotransferase 22
Alkaline phosphatase 73
Total bilirubin 04

2 Reference ranges are as follows: white-cell count, 4 x 10° to 10 x 10° per

cubic millimeter; hemoglobin, 11.5 to 15.5 g per deciliter; platelets, 150 x 103
t0 400 x 10% per cubic millimeter; blood urea nitrogen, 6 to 20 mg per deciliter;
creatinine, 0.5 to 0.90 mg per deciliter; glomerular filtration rate > 60 ml per
minute per 1.73 square meter; sodium, 136 to 145 mmol per liter; potassium 3.4
to 5.1 mmol per liter; calcium 8.6 to 10 mg per deciliter; albumin 3.5 to 5.2 g per
deciliter; phosphorus 2.5 to 4.5 mg per deciliter; alanine aminotransferase, <33
units per liter; aspartate aminotransferase <32 units per liter; alkaline
phosphatase 35 to 104 units per liter; total bilirubin < 1.2 mg per deciliter. To
convert the values for blood urea nitrogen to millimoles per liter, multiply by
0.357.To convert the values for creatinine to micromoles per liter, multiply by
88.4
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venous collaterals within the body wall of the pelvic and
hip regions.

The patient was referred to nephrology given her hyper-
tension and CKD stage 2. Urinalysis with microscopy was
unremarkable and urine random total protein/creatinine
ratio was 0.15 (ratio < 0.2 mg per milligram is considered
within normal limits [8]). Workup for secondary causes
of hypertension was largely unremarkable (Table 2). She
was on a renin—angiotensin—aldosterone system (RAAS)
blocking medication, lisinopril, during initial testing for
secondary causes of hypertension. Repeat testing for
primary hyperaldosteronism and a doppler ultrasound
of the renal arteries were recommended but not com-
pleted. Previous laboratory data were unavailable to
determine any temporal relationship between CKD and
hypertension.

Her symptom of dyspepsia improved after Helicobacter
pylori was diagnosed by stool antigen testing and treated
with a 14-day course of oral Omeprazole 40 mg twice
daily, Clarithromycin 500 mg twice daily, Amoxicillin 1 g
twice daily, and Metronidazole 500 mg twice daily. Her
blood pressure was controlled with oral Lisinopril 40 mg
daily. After extensive counseling by specialists and pri-
mary care provider regarding surgical intervention, she
declined, repeatedly stating “I just do not have it in my
heart to do” The patient’s perception of her health con-
dition was directly related to a “spell” that someone in
Tanzania had cast on her. She reassured the team that “I

Fig. 1 a Sagittal image showing fetal bony parts consistent with a lithopedion and dilated loops of small bowel, concerning for small bowel
obstruction. b Axial image showing bony fetal structures and air-fluid level suggestive of bowel obstruction
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Table 2 Laboratory data for secondary causes of hypertension®

Thyroid stimulating hormone 2.840
Aldosterone 14
Renin activity <0.167
Aldosterone/renin ratio >84
Metanephrine Fractionated Plasma: Normetanephrine, 734,
Metanephrine 456

2 Reference ranges are as follows: thyroid stimulating hormone, 0.270 to
4.200 milli-international units per milliliter; aldosterone, 0.0 to 30.0 nanogram
per deciliter; renin activity, 0.167 to 5.380 nanogram per milliliter per hour;
aldosterone/renin ratio, 0.0 to 30 nanogram per deciliter per nanogram per
milliliter per hour; normetanephrine, 0.0 to 218.9 picograms per milliliter;
metanephrine, 0.0 to 88 picograms per milliliter

will let you know when I am ready; I am not scared of
death” She had recurrent symptoms of bowel obstruction
requiring hospitalization and continued to decline medi-
cal and surgical care with the specialists and primary care
physician after her discharge. Unfortunately, she passed
away at home 14 months after resettlement from severe
malnutrition in the context of recurrent bowel obstruc-
tion and continued fear of seeking medical care.

Discussion and conclusions

This patient’s chronic intermittent abdominal pain and
discomfort combined with findings of bowel obstruction
and calcified fetal parts on imaging were suggestive of a
symptomatic lithopedion. Other differential diagnosis of
her gastrointestinal (GI) symptoms included Helicobac-
ter pylori gastritis for which she received clarithromycin-
based concomitant therapy given positive stool antigen
testing, colorectal cancer, and inflammatory bowel dis-
ease. Differential diagnosis for a calcified abdominal mass
included ovarian tumors, uterine fibroids, urinary tract
neoplasms, or epiploic calcifications [9]. Though most
medical texts reported that there are no classic clinical
signs or symptoms [2, 9] to aid in the diagnosis of a litho-
pedion and the majority of cases are discovered during
routine imaging or unrelated surgical procedures, the late
diagnosis reflects a failure of history taking on the part
of the healthcare professionals. In most reported cases,
the affected women were aware that they had experi-
enced a pregnancy that did not conclude with the birth
of a child or even the passage of blood and tissue to sug-
gest a miscarriage [1-7, 9-15]. The occurrence of the
condition itself reflects lack of access to healthcare, due
to multifactorial and intersecting social and structural
factors, including poverty, geography, health literacy and
awareness, distrust, and discrimination in healthcare.
This patient experienced stigmatization from health-
care professionals at the time of the fetal demise that led
her to avoid and distrust subsequent healthcare for her
condition.
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The clinical course of lithopedion is unpredictable.
Most cases remain asymptomatic for extended periods
of time or present with abdominal pain and GI or GU
system obstruction [2, 9]. Some complications of a litho-
pedion include pelvic abscess and/or fistula formation,
cephalopelvic disproportion in future pregnancies, extru-
sion of fetal parts through the abdominal wall, infertility,
and lithopedion-induced malignancy [10-12].

Review of literature revealed cases of lithopedion
resulting in mechanical bowel obstruction [13—15]. One
study [14] showed a lithopedion in the right upper quad-
rant causing small bowel obstruction and subsequent
bowel necrosis. Surgical intervention encountered bowel
perforation and hemoperitoneum, and the patient passed
away secondary to postoperative sepsis [14]. Another
study reported intestinal obstruction and perforation
of the cecum due to volvulus caused by adhesions of an
ascending colon to a retrocolic lithopedion [15]. An addi-
tional study [3] demonstrated significant distortion of
pelvic anatomy causing infertility. After surgical removal
of the lithopedion and restoration of pelvic anatomy, fer-
tility was regained [3]. Although review of the literature
did not reveal any cases of lithopedion associated with
CKD, a calcified abdominal mass can lead to distortion
of pelvic anatomy [3] and compression of adjacent struc-
tures, including vasculature, as seen in this patient’s CT
imaging. Thus, the nephrology team hypothesized that
this patient’s pelvic mass caused chronic compression of
the renal artery leading to RAAS activation, renovascular
hypertension [16], and subsequent CKD.

This case of a rare medical phenomenon illustrates how
medical distrust can persist across borders, beginning
in Tanzania for our patient and extending to her experi-
ences in healthcare settings in the U.S. Previous studies
have shown that African immigrants may lack trust in
the U.S. healthcare system and believe that some of their
fellow immigrants experienced a deterioration in health
status after receiving Western medical treatment [17].
In addition to medical distrust, individuals from coun-
tries with widespread witchcraft beliefs, such as Tanzania
and the Democratic Republic of the Congo, show lower
levels of life satisfaction, poor state of health, and higher
degree of fatalism [18]. One study showed that witchcraft
was a major deterrent to accessing HIV care after diag-
nosis and how it can be reinforced by family and friends
[19]. However, this study also illustrated that the commu-
nity healthcare workers’ knowledge and ability to impart
medical education helped influence the acceptability of
HIV care postdiagnosis [19].

Due to the rarity of this condition, poor health aware-
ness, limited access to healthcare facilities [3], and medi-
cal distrust among populations most likely to be affected
by lithopedion, physicians may have difficulty navigating
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and discussing this medical condition with patients. To
bridge the gap between the healthcare team and this
newly resettled refugee, a health navigator and care
manager were closely involved in her case. Although she
remained fearful of the recommended interventions, the
health navigator and care manager played an integral role
in providing interpretation assistance and support in nav-
igating the healthcare system. Despite these efforts, the
patient passed away due to severe malnutrition related to
recurrent bowel obstruction and continued medical dis-
trust stemming from her prior life experiences. This case
demonstrated a rare medical phenomenon and the long-
lasting and unfavorable impact of medical distrust, poor
health awareness, and limited access to healthcare among
populations most likely to be affected by a lithopedion.
Healthcare professionals are encouraged not only to
gain more knowledge about this rare condition, but also
to explore underlying sociocultural and structural fac-
tors and to involve a community-engaged team early in
the care to bridge the gap between the patient and the
healthcare team.

Abbreviations

Gl Gastrointestinal

GuU Genitourinary

us. United States

CKD Chronic Kidney Disease

cT Computed Tomography

RAAS Renin-angiotensin—-aldosterone system

Acknowledgements

We sincerely acknowledge the assistance of a Congolese health navigator,
Lieve Kitsa, who played an essential role in providing this patient support and
assistance.

Authors’ contributions

WS wrote the original draft of the manuscript. WS and MS conducted the
literature search and review. WS, MS, and AVS made substantial contributions
to the conception of the work. WS, MS, AVS, AS, AECB contributed to writing,
reviewing, and editing of the manuscript. All authors read and approved the
final manuscript.

Funding
No funding was received.

Availability of data and materials

The data used during the current study are not publicly available to ensure
that patient’s privacy is not compromised but are available from the cor-
responding author on reasonable request.

Declarations

Ethics approval and consent to participate

SUNY Upstate Instituional Review Board does not require a review of case
reports that do not meet the definition of human subject research. Case
reports are generally carried out by a retrospective review of records and high-
light a unique treatment, case, or outcome. As the collection and organization
of information for such reports usually involves no data analysis or testing of

a hypothesis, they do not involve a systematic investigation designed to con-
tribute to generalizable knowledge. Nonetheless, written informed consent
was given and obtained from the patient to publish the case.

Page 5 of 6

Consent for publication

Written informed consent for publication of this case report and accompa-
nying images was obtained from the patient. Details of the consent form
may be disclosed on request for peer review purposes.

Competing interests
The authors declare that they have no competing interests.

Received: 27 June 2022 Accepted: 24 February 2023
Published online: 07 March 2023

References

1. Hemley SD, Schwinger A. Lithopedion; case report and survey. Radiol-
ogy. 1952;58(2):235-8. https://doi.org/10.1148/58.2.235.

2. Lachman N, Satyapal KS, Kalideen JM, Moodley TR. Lithopedion: a case
report. Clin Anat. 2001;14(1):52-4. https://doi.org/10.1002/1098-2353.

3. Medhi R, Nath B, Mallick MP. Lithopedion diagnosed during infertility
workup: a case report. Springerplus. 2014;3:151. https://doi.org/10.
1186/2193-1801-3-151.

4. lrick MB, Kitsos CN, O’Leary JA. Therapeutic aspects in the manage-
ment of a lithopedion. Am Surg. 1970;36(4):232-4.

5. Frayer CA, Hibbert ML. Abdominal pregnancy in a 67-year-old woman
undetected for 37 years. A case report J Reprod Med. 1999;44(7):633-5.

6. Spirtos NM, Eisenkop SM, Mishell DR Jr. Lithokelyphos. A case report
and literature review. J Reprod Med. 1987;32(1):43-6.

7. Ricaurte Sossa A, Bolafos H, Ricaurte Fajardo A, et al. Lithopedion in a
Geriatric Patient. Rev Bras Ginecol Obstet. 2019;41(1):59-61. https://doi.
org/10.1055/5-0038-1676038.

8. Ginsberg JM, Chang BS, Matarese RA, Garella S. Use of single voided
urine samples to estimate quantitative proteinuria. N Engl J Med.
1983;309(25):1543-6. https://doi.org/10.1056/NEJM198312223092503.

9. Ramos-Andrade D, Ruivo C, Portilha MA, Brito JB, Caseiro-Alves F,
Curvo-Semedo L. An unusual cause of intra-abdominal calcification: A
lithopedion. Eur J Radiol Open. 2014;1:60-63. Published 2014 Oct 16.
https://doi.org/10.1016/j.ejro.2014.09.004.

10. Gebresenbet FF, Mulat AM, Nur NM, Getaneh FB. Neglected intrauter-
ine fetal demise for more than two decades leading to the develop-
ment of a lithopedion: a case report. J Med Case Rep. 2019;13(1):330.
Published 2019 Nov 12. https://doi.org/10.1186/513256-019-2264-8.

11. Burger NZ, Hung YE, Kalof AN, Casson PR. Lithopedion: laparoscopic
diagnosis and removal. Fertil Steril. 2007,87(5):1208-9. https://doi.org/
10.1016/j fertnstert.2006.11.065.

12. Gdrler AS, Das T, Gitmis G, et al. Incidentally Detected Lithopedion
in an 87-Year-Old Lady: An Autopsy Case Report. Am J Forensic Med
Pathol. 2016;37(3):211-3. https://doi.org/10.1097/PAF.0000000000
000254.

13. Allodé SA, Mensah E, Dossou FM. Acute small bowel obstruction due
to intra-abdominal lithopedion. Surgery. 2012;2:107. https://doi.org/10.
4172/2161-1076.1000107.

14. Grenn EE, Shenoy V, Ridgway M, Anderson CD, Mark Earl T, Shannon
OW. Abdominal Pregnancy, an Unusual Cause of Ischemic Small Bowel
Obstruction. Am Surg. 2020;86(5):511-2. https://doi.org/10.1177/00031
34820919726.

15. Glass BA, Abramson PD. Volvulus of cecum due to lithopedion. Am
JSurg. 1953;86(3):348-52. https://doi.org/10.1016/0002-9610(53)
90414-0.

16. Textor SC. Renal Arterial Disease and Hypertension. Med Clin North
Am. 2017;101(1):65-79. https://doi.org/10.1016/j.mcna.2016.08.010.

17. Omenka Ol, Watson DP, Hendrie HC. Understanding the healthcare
experiences and needs of African immigrants in the United States: a
scoping review. BMC Public Health. 2020,;20(1):27. Published 2020 Jan
8. doi:https://doi.org/10.1186/512889-019-8127-9.

18. Gershman B. Witchcraft beliefs around the world: An exploratory
analysis. PLoS One. 2022;17(11):e0276872. Published 2022 Nov 23.
doi:https://doi.org/10.1371/journal.pone.0276872.

19. Bukenya D, Wringe A, Moshabela M, et al. Where are we now? A
multicountry qualitative study to explore access to pre-antiretroviral
care services: a precursor to antiretroviral therapy initiation. Sex Transm


https://doi.org/10.1148/58.2.235
https://doi.org/10.1002/1098-2353
https://doi.org/10.1186/2193-1801-3-151
https://doi.org/10.1186/2193-1801-3-151
https://doi.org/10.1055/s-0038-1676038
https://doi.org/10.1055/s-0038-1676038
https://doi.org/10.1056/NEJM198312223092503
https://doi.org/10.1016/j.ejro.2014.09.004
https://doi.org/10.1186/s13256-019-2264-8
https://doi.org/10.1016/j.fertnstert.2006.11.065
https://doi.org/10.1016/j.fertnstert.2006.11.065
https://doi.org/10.1097/PAF.0000000000000254
https://doi.org/10.1097/PAF.0000000000000254
https://doi.org/10.4172/2161-1076.1000107
https://doi.org/10.4172/2161-1076.1000107
https://doi.org/10.1177/0003134820919726
https://doi.org/10.1177/0003134820919726
https://doi.org/10.1016/0002-9610(53)90414-0
https://doi.org/10.1016/0002-9610(53)90414-0
https://doi.org/10.1016/j.mcna.2016.08.010
https://doi.org/10.1186/s12889-019-8127-9
https://doi.org/10.1371/journal.pone.0276872

Sous et al. BMC Women'’s Health (2023) 23:89

Infect. 2017;93(Suppl 3):052970. doi:https://doi.org/10.1136/sextr
ans-2016-052970.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Page 6 of 6

Ready to submit your research? Choose BMC and benefit from:

e fast, convenient online submission

o thorough peer review by experienced researchers in your field

e rapid publication on acceptance

e support for research data, including large and complex data types

e gold Open Access which fosters wider collaboration and increased citations

e maximum visibility for your research: over 100M website views per year

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions . BMC



https://doi.org/10.1136/sextrans-2016-052970
https://doi.org/10.1136/sextrans-2016-052970

	A 50-year-old refugee woman with a lithopedion and a lifetime of trauma: a case report
	Abstract 
	Background 
	Case presentation 
	Conclusion 

	Background
	Case presentation
	Discussion and conclusions
	Acknowledgements
	References




