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a b s t r a c t 

Xanthogranulomatous endometritis (XGE) is an extremely rare chronic inflammatory con- 

dition, which may be associated with endometrial hyperplasia, endometrial carcinoma, or 

cervical stenosis. Imaging features can be easily misdiagnosed as an aggressive malignancy. 

We present a case of XGE, which is the first case of XGE with serial multimodality imag- 

ing examinations, in addition to clinical, surgical and pathologic correlations. As such, this 

unique case illustrates the evolution of this rare disease. 

Crown Copyright © 2018 Published by Elsevier Inc. on behalf of University of Washington. 
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Introduction 

Xanthogranulomatous inflammation is an uncommon type
of chronic inflammation characterized by foamy lipid laden
onflict of interest: The authors have declared that no conflict of intere
o funding was required for this research. 
∗ Corresponding author. 

E-mail addresses: umdux@myumanitoba.ca (X.-z. Du), vivianmiao
pmbaker@dsmanitoba.ca (P. Baker), edean@cancercare.mb.ca (E. Dean)
https://doi.org/10.1016/j.radcr.2018.09.009 
1930-0433/Crown Copyright © 2018 Published by Elsevier Inc. on behalf
the CC BY-NC-ND license. ( http://creativecommons.org/licenses/by-nc-
histiocytes admixed with other inflammatory cells [1] . The
most common sites of xanthogranulomatous inflammation
are the kidneys and the gallbladder [2,3] . Xanthogranuloma-
tous endometritis is extremely rare with just over 20 cases
reported in the English literature. This form of endometritis
sts exist. 
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Fig. 1 – On initial presentation in 2009, imaging investigations revealed an endometrial fluid collection on CT (A), which was 
anechoic with posterior acoustic enhancement on endovaginal ultrasound (B) (white arrowhead). On endovaginal (C) and 

3-D sonography (D) of the uterus in November 2012, the fluid collection had increased in volume and progressed in 

complexity, with new internal echogenic debris (white arrows). No vascular flow was present on color Doppler 
interrogation. The findings in 2012 were suspicious for hematometra and/or debris. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

typically occurs in postmenopausal women who may have en-
dometrial hyperplasia, endometrial carcinoma and/or cervi-
cal stenosis. We report a unique case of xanthogranulomatous
endometritis with clinical, surgical and pathologic correlation,
which demonstrates the evolution of the disease process over
a number of years. 

Case 

A 74-year-old woman (Gravida 6, Para 4) with poorly controlled
type 2 diabetes and a remote history of treated breast cancer,
presented intermittently from 2009 through 2014 to the emer-
gency department with diffuse abdominal pain. Computed to-
mography (CT) and ultrasound imaging demonstrated simple
appearing fluid filling the endometrial canal in 2009 ( Fig. 1 A
and B). The fluid collection enlarged over the next 4 years,
measuring 2.8 × 2.5 × 1.3 cm (38 cc, anteroposterior by trans-
verse by craniocaudal) in June 2009, 3.7 × 3.5 × 2.7 cm (146 cc)
in September 2012, and 4.2 × 3.7 × 3.2 cm (208 cc) in March
2013. On endovaginal ultrasound in November 2012, the fluid
collection demonstrated new dependent internal echogenic
debris, suspected to represent hematometra or necrotic ma-
terial ( Fig. 1 C and D). The patient failed to comply with the
recommendations for gynecology follow up. 

In May 2014, the patient represented with 4-day history
of diffuse abdominal pain, leukocytosis, microhematuria and
Escherichia coli pyuria. The patient also complained of inter-
mittent blood tinged vaginal discharge for approximately 4
months. A contrast enhanced CT of the abdomen demon-
strated a 7.4 × 5.8 × 4.8 cm irregular, heterogeneously enhanc-
ing uterine mass ( Fig. 2 A and B). In addition, there was mild
left hydronephrosis related to a 2.2 × 2.8 × 2.6 cm (68 cc) rim
enhancing lesion adjacent to the left ureter and psoas mus-
cle ( Fig. 2 C and D), noncontiguous with the uterine mass. The
clinical and laboratory findings favored pyelonephritis and the
patient improved on intravenous antibiotics. Based on the CT
findings, a primary endometrial carcinoma with peritoneal
spread was suspected. 

On speculum examination, the patient’s cervix was flush
with her vaginal wall and was not easily identified. Endome-
trial sampling was unsuccessful as the cannula was not able to
be passed through the cervix. CT-guided biopsies of the uter-
ine mass were undertaken, and demonstrated acute inflam-
matory exudate and fragments of spindle cells, without evi-
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Fig. 2 – (A, B) During the acute presentation in 2014, CT demonstrated a heterogeneous uterine lesion, which had increased 

in size and complexity when compared to previous studies in 2012 (arrowheads). There was also a new rim enhancing 
abscess collection (curved arrow) apposing the mid left ureter and psoas muscle (C), causing mild hydroureteronephrosis (D, 
white arrow). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig. 3 – Gross specimen of the uterus demonstrated firm, 
tan nodular tissue which replaced the entire endometrium 

and involved myometrium. 

 

 

 

 

dence of malignancy. A total abdominal hysterectomy and bi-
lateral salpingo-oophorectomy was performed under the as-
sumption that the uterine lesion was most likely malignant.
Intraoperatively, the uterus and adnexal structures showed no
evidence of extrauterine invasion. An abscess corresponding
to the rim enhancing lesion seen on CT was visualized along
the left posterior peritoneum, which was surgically drained
and debrided. The postoperative course was unremarkable
and the patient was discharged after 3 days. 

The left hydronephrosis resolved on follow-up CT exami-
nation 8 months after the operation. No postoperative com-
plications were noted. 

Pathology findings 

The entire endometrium was submitted for histology. Grossly,
firm, tan, multinodular tissue replaced the entire en-
dometrium ( Fig. 3 ). No intrauterine fluid accumulation was
present. On microscopic examination, sheets of abundant
foamy histiocytes admixed with acute and chronic inflam-
matory cells were extensively present in the uterus ( Fig. 4 A).
In some areas, the inflammatory changes involved the full
thickness of the uterine wall ( Fig. 4 B) and extended to the
cervix ( Fig. 4 C). Rare preserved endometrial glands were also
present. Occasional multinucleated giant cells were identi-
fied but well-formed granulomas were absent ( Fig. 4 D). The
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Fig. 4 – (A) Abundant histiocytes, as demonstrated by CD68 stain; Xanthogranulomatous inflammation, as shown with 

hematoxylin and eosin (H&E) stain, involved the full thickness of the myometrium out to the serosa (arrow) (B), and 

extended to the cervix (C); there were scattered multinucleated giant cells (arrowheads) (D). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

histiocytes were positive for CD68 and negative for pancytok-
eratin, CD10, CD1a and S100. Special stains (Von Kossa, Prus-
sian blue) did not show evidence of malakoplakia. No fungi,
mycobacteria or bacteria were identified on special stains
(methenamine silver, PAS, Gram, Ziehl-Neelsen). The cervix
showed focal xanthogranulomatous change ( Fig. 3 C). The xan-
thogranulomatous inflammation did not involve the adnexa.
A malignant process was not identified. The final diagnosis
was xanthogranulomatous endometritis. 

Discussion 

Xanthogranulomatous endometritis, also known as histio-
cytic endometritis or pseudoxanthomatous endometritis, is
a rare disease characterized by chronic inflammation of the
endometrium. To our knowledge, only 23 cases have been re-
ported in English literature [4–14] , of which only 7 cases con-
tain imaging findings [4–10] . The incident age range is from
45 to 88 years. Common clinical symptoms include lower ab-
dominal pain and vaginal discharge. Palpable pelvic mass is a
common physical exam finding [4,5,9,12] . 

Development of XGE is believed to involve a complex inter-
action of multiple factors, including cervical obstruction, in-
flammation and the presence of lipid, resulting in generation
of free radicals and lipid peroxidation [14] . Other contributing
features include necrosis and hemorrhage. Previous authors
have also identified cervical stenosis as a risk factor for XGE
[14] . 

This is the first case of XGE with serial multimodality
imaging examinations. Endometrial fluid had been present
since at least 2009, and slowly increased in volume and com-
plexity until early 2013. The dependent debris that developed
by November 2012 was suggestive of hematometra or necrotic
debris, both of which are known contributing factors in the de-
velopment of xanthogranulomatous inflammation. The find-
ings of chronic hydrometra and hematometra were consistent
with cervical stenosis, as confirmed on physical examination.
Between March 2013 and May 2014, the imaging appearance
of the uterus dramatically altered, likely due to acute on
chronic inflammation. The presence of the noncontiguous
peritoneal abscess adjacent to the left ureter, which resulted
in hydronephrosis, further supports acute inflammation. 

Based on prior case reports, the most common radiologic
feature is heterogeneous cystic uterine mass (6 out of 8 cases)
[4–10] . However, this was the first case that demonstrated
a chronic, complex fluid collection in the endometrial canal
prior to development of acute inflammation. Four cases (in-
cluding current case) extend into the perimetrium or adjacent
pelvic organs [7,9,11] , one of which resulted in macroscopic
uterine perforation [9] . Radiologically, the inflammatory pro-
cess can appear aggressive, causing destruction of normal fat
planes and infiltrating into surrounding organs [9,11] . 
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Nine reported cases of xanthogranulomatous endometritis
were associated with malignancy, including 7 cases of en-
dometrial adenocarcinoma, 1 case of mixed carcinoma, and
1 case of recurrent squamous cell carcinoma of the cervix. It
should be noted that 6 out of the 9 cases were published in a
single report by Russack and Lammers [14] . The remaining 15
cases (including current case) were not associated with malig-
nancy. The nonspecific presentation and aggressive imaging
characteristics make the differentiation between xanthogran-
ulomatous inflammation and malignancy difficult, if not
impossible. Although no local lymphadenopathy has been re-
ported in the literature, reactive lymphadenopathy is theoret-
ically possible and may not be a useful distinguishing feature.

Diabetes has been reported as a risk factor for xanthogran-
ulomatous inflammation in gallbladder, kidneys and testis
[15–18] . Leukocyte dysfunction, in terms of leukocyte adher-
ence, chemotaxis, and phagocytosis, is more common in dia-
betic patients [19–21] . The presence of poorly controlled dia-
betes in our patient supports the notion that diabetes is a risk
factor for developing xanthogranulomatous inflammation in
general. 

On histology, XGE should not be misinterpreted as
malakoplakia, pseudodecidual change of endometrial stroma
or Langerhans cell histiocytosis (LCH). In malakoplakia,
Michaelis-Gutmann bodies, intracytoplasmic inclusions com-
posed of degenerate encrusted bacteria, should be visible
with stains for calcium. Pseudodecidualized stroma should be
CD10 positive. In XGE, histiocytes are CD68 positive while in
LCH, they are CD1a and langerin (CD207) positive. Targeted
investigations in our patient did not reveal findings suggest-
ing any of these other diagnostic entities. Although XGE may
be found with endometrial hyperplasia and neoplasm, these
should not pose a problem for diagnosis. In both endometrial
hyperplasia and carcinoma, the gland to stroma ratio is al-
tered in favor of glandular growth. The glands become variable
in shape, show increased structural complexity, and, if prema-
lignant/malignant, cytologic atypia. In carcinoma, glands be-
gin to fuse and may display solid growth in keeping with an
invasive process. 

Conclusion 

Xanthogranulomatous endometritis is a rare entity that mim-
ics endometrial carcinoma both clinically and radiologically.
Diabetes mellitus may be a risk factor for the development
of xanthogranulomatous inflammation. Since xanthogranu-
lomatous inflammation can be associated with endometrial
carcinoma, surgical excision remains the standard treatment.
The endometrium in its entirety should be analyzed to rule
out malignancy. 

R E F E R E N C E S  

[1] Goodman M , Curry T , Russel T . 
Xanthogranulomatouspyelonephritis (XGP). Medicine 
1979;58:171–81 .
[2] Guzman-Valdivia G . Xanthogranulomatous cholecystitis: 15 
years’experience. World J Surg 2004;28:254–7 .

[3] Korkes F , Favoretto RL , Broglio M , Silva CA , Castro MG ,
Perez MD . Xanthogranulomatous pyelonephritis: clinical 
experience with 41 cases. Urology 2008;71:178–80 .

[4] Noak F , Briese J , Stellmacher F , Hornung D , Horny H . Lethal 
outcome in xanthogranulomatous endometritis. APMIS 
2006;114(5):386–8 May .

[5] Gami N , Mundhra R , Guleria K , Arora VK , Garg S . Recurrent 
pyometra and xanthogranulomatous salpingitis: a rare 
pathologic association in a postmenopausal lady. J Midlife 
Health 2014;5(3):156–8 .

[6] Liao CY , Chiu CH , Luo FJ . Xanthogranulomatous 
inflammation of myometrium with uterine perforation. 
Taiwan J Obstet Gynecol 2013;52(3):428–30 .

[7] Do ̆gan-Ekici AI , Usubütün A , Küçükali T , Ayhan A . 
Xanthogranulomatous endometritis: a challenging imitator 
of endometrial carcinoma. Infect Dis Obstet Gynecol 
2007;2007:34763 .

[8] Wader JV , Jain A , Kumbhar SS , Vhawal V . Histiocytic 
endometritis. Am J Case Rep 2013;14:329–32 Aug 26 .

[9] Makkar M , Gill M , Singh D . Xanthogranulomatous 
endometritis: an unusual pathological entity mimicking 
endometrial carcinoma. Ann Med Health Sci Res 
2013;3(Suppl 1):S48–9 Nov .

[10] Zhang XS , Dong HY , Zhang LL , Desouki MM , Zhao C . 
Xanthogranulomatous inflammation of the female genital 
tract: report of three cases. J Cancer 2012;3:100–6 .

[11] Badhe PB . Xanthogranulomatous endometritis. Indian J 
Pathol Microbiol 1996;39(4):321–3 Oct .

[12] Buckley CH , Fox H . Histiocytic endometritis. Histopathology 
1980;4(1):105–10 Jan .

[13] Pounder DJ , Lyer PV . Xanthogranulomatous endometritis 
associated with endometrial carcinoma. Arch Pathol Lab 
Med 1985;109(1):73–5 Jan .

[14] Russack V , Lammers RJ . Xanthogranulomatous endometritis.
Report of six cases and a proposed mechanism of 
development. Arch Pathol Lab Med 1990;114(9):929–32 Sep .

[15] Hakeem LM , Bhattacharyya DN , Lafong C , Janjua KS ,
Serhan JT , Campbell IW . Diversity and complexity of urinary 
tract infection in diabetes mellitus. Br J Diabet Vasc Dis 
2009(9):119–25 .

[16] Parihar A , Sharma S . Bilateral xanthogranulomatous 
orchiepididymitis in a diabetic patient. J Clin Diagn Res 
2016;10(7) JulEL01-2 .

[17] Nistal M , Gonzales-Peramatao P , Serrano A , Regadera J . 
Xanthogranulomatous funiculitis and orchiepididymitis: 
report of 2 cases with immunohistochemical study and 

literature review. Arch Pathol Lab Med 2004;128(8):911–14 
Aug .

[18] Kitagawa S , Nakagawa M , Yamada T , Mori Y , Simizu H , Rin S ,
et al. Clinico-pathological study of xanthogranulomatous 
cholecystitis. Nihon Geka Gakkai Zasshi 1990;91(8):1001–10 
Aug .

[19] Valerius NH , Eff C , Hansen NE , Karle H , Nerup J , Søeberg B ,
et al. Neutrophil and lymphocyte function in patients with 

diabetes mellitus. Acta Med Scand 1982;211:463–7 .
[20] Dalamaire M , Maugendre D , Moreno M , Le Goff MC ,

Allannic H , Genetet B . Impaired leucocyte functions in 

diabetic patients. Diabet Med 1997;14:29–34 .
[21] Gallacher SJ , Thomson G , Fraser WD , Fisher BM , Gemmell CG ,

MacCuish AC . Neutrophil bactericidal function in diabetes 
mellitus: evidence for association with blood glucose control.
Diabet Med 1995;12:916–20 .

http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0001
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0001
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0001
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0001
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0002
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0002
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0003
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0003
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0003
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0003
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0003
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0003
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0003
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0004
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0004
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0004
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0004
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0004
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0004
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0005
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0005
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0005
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0005
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0005
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0005
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0006
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0006
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0006
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0006
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0007
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0007
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0007
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0007
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0007
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0008
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0008
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0008
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0008
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0008
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0009
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0009
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0009
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0009
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0010
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0010
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0010
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0010
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0010
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0010
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0011
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0011
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0012
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0012
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0012
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0013
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0013
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0013
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0014
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0014
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0014
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0015
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0015
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0015
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0015
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0015
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0015
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0015
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0016
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0016
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0016
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0017
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0017
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0017
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0017
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0017
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0018
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0018
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0018
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0018
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0018
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0018
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0018
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0018
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0019
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0019
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0019
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0019
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0019
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0019
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0019
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0019
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0020
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0020
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0020
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0020
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0020
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0020
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0020
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0021
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0021
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0021
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0021
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0021
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0021
http://refhub.elsevier.com/S1930-0433(18)30144-4/sbref0021

	Xanthogranulomatous endometritis mimicking endometrial carcinoma: A case report and review of literature
	 Introduction
	 Case
	 Pathology findings
	 Discussion
	 Conclusion
	 References


