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Abstract 

Malakoplakia is a rare chronic granulomatous disease that may affect many organs, including the 

lung, brain, adrenal glands, pancreas, bone, and the genitourinary tract. The gastrointestinal tract is 

the most common site of involvement outside of the urinary tract. Herein, we present a case of a 

65-year-old male who presented with abdominal pain and unintentional weight loss. Physical ex-

amination findings were unremarkable, but colonoscopy revealed an isolated large, flat, soft, and 

pale lesion in the transverse colon. Histopathological examination of the lesion showed expansion 

of the lamina propria due to numerous lymphocytes, plasma cells, neutrophils, and polygonal cells. 

Von Kossa stain showed small intracytoplasmic basophilic granular inclusions, and these histiocyte 

cells showed numerous Michaelis-Gutmann bodies, findings considered as diagnostic features of 

colonic malakoplakia. This is a rare case of isolated malakoplakia of the transverse colon diagnosed 

on endoscopic specimens. The majority of reported cases have shown an association between sys-

temic diseases and colorectal adenocarcinoma. In addition, most reported cases of colonic involve-

ment have been in the rectum, sigmoid, and right colon. © 2018 The Author(s) 
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Introduction 

Malakoplakia is a rare chronic granulomatous disease that may affect many organs, in-
cluding the lung, brain, adrenal glands, pancreas, bone, and the genitourinary tract. The gas-
trointestinal tract is the most common site of involvement outside of the urinary tract [1, 2]. 
With regard to the pathogenesis of malakoplakia, the disease is considered to be related to 
immunosuppression and/or infectious processes [3]. The treatment of Malakoplakia varies, 
ranging from antibiotic therapy to surgical resection [1]. Herein, we describe the case of a 65-
year-old male who presented for abdominal pain and unintentional weight loss and was found 
to have an incidental colonic malakoplakia. Endoscopy revealed the atypical finding of an iso-
lated large and flat lesion in the transverse colon. 

Case Report 

A 65-year-old male presented with complaint of diffuse and colicky abdominal pain that 
had lasted for 6 months. He reported unintentional weight loss of about 4 kg (from 77 kg to 
73 kg, i.e., 5.2% weight loss) that had occurred over the previous 6-month period, with no 
change in bowel habits. The patient denied any use of immunosuppressive or chemothera-
peutic drug, recurrent infections, malnutrition, or other associated medical conditions. Physi-
cal examination yielded no remarkable findings. The results of the complete blood count, elec-
trolytes, carcinoembryonic antigen (1.2 ng/mL), liver chemistry, and function tests were 
within normal limits. HIV serology was negative. Computed tomography scan of the abdomen 
and pelvis, with intravenous and oral contrast, produced normal findings. Colonoscopy re-
vealed a 3-cm large, flat, soft, and pale lesion in the transverse colon (Fig. 1a). Histopatholog-
ical examination of the lesion using Von Kossa stain revealed expansion of the lamina propria 
due to numerous lymphocytes, plasma cells, neutrophils, and polygonal cells. The latter cells 
showed small intracytoplasmic basophilic granular inclusions; these cells were histiocytes 
and showed numerous Michaelis-Gutmann bodies (Fig. 1b), findings considered as diagnostic 
features of colonic malakoplakia [3]. As a treatment option, the antibiotic ciprofloxacin was 
used and was successful. 

Discussion 

Malakoplakia, a term derived from the Greek adjectives “malakos” (soft) and “plaka” 
(plaque), describes a rare chronic granulomatous condition. Initially described by Michaelis 
and Gutmann in 1902 [3], the disease is mainly diagnosed according to the characteristic fea-
ture of accumulated histiocytes having cytoplasmic inclusions, known as Michaelis-Gutmann 
bodies [4]. The majority of reported cases (~75%) involve the genitourinary tract [5]. The 
second most common site is the gastrointestinal tract, and the majority of these cases involve 
the rectum, sigmoid, and right colon [1, 2]. The remaining cases affect a diverse range of or-
gans, including the lung, brain, adrenal glands, lymph node, tonsils, skin, abdominal wall, liver, 
pancreas, bone, and the retroperitoneum [6]. To date, the etiology of malakoplakia remains 
unknown. However, several pathogenic mechanisms have been proposed, such as infection, 
immunosuppression (immune deficiency disorders and organ transplantation), systemic ill-
ness, neoplasia, and genetic disorder. Intriguingly, most of the cases reported have shown an 
association between systemic diseases and colorectal adenocarcinoma [2, 7–9]. 
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Clinical manifestations of colonic malakoplakia are very diverse, from asymptomatic to 
the presence of diarrhea, abdominal pain, rectal bleeding, intestinal obstruction, vomiting, 
malaise, fever, and constipation [6]. Colonoscopic examination generally reveals the following 
3 patterns of the disease (possibly but not always concurrent): isolated rectosigmoid involve-
ment, in which lesions appear as yellowish plaques that may be sessile, polypoid, and ulcer-
ated; strictured colonic lumen and intestinal fistulas, suggesting a concomitant diagnosis of 
cancer or Crohn’s disease; and diffuse colonic involvement, a characteristic of immunosup-
pressed patients. The presence of focal lesions may be associated with an adenomatous polyp 
or cancer [10]. 

Colonic malakoplakia can resemble other diseases, both in gross and histological findings. 
The endoscopic deferential diagnoses for colonic malakoplakia include malignancies, miliary 
tuberculosis and Crohn’s disease [6]. By pathology, colonic malakoplakia could appear similar 
to Whipple’s disease, ceroid colonic histiocytosis, Wolman’s disease [11], Chediak-Higashi 
syndrome, sarcoidosis and other granulomas, and histiocytic storage diseases [6]. 

For the patient described in this case report, we performed a careful history review and 
physical examination. There was no history or sign of immunosuppressive or chemotherapeu-
tic drug use, recurrent infections, malnutrition, or other associated medical conditions. Since 
an infectious etiology was considered likely, ciprofloxacin (a broad-spectrum antibiotic capa-
ble of penetrating macrophages) was administered [12] and effective. The long-term treat-
ment (500 mg twice daily) was intended as an add-on to prevent recurrence and treat any 
other possible lesions not seen on colonoscopy. 

This case of isolated malakoplakia in the colon of a generally healthy male with no obvious 
associated disease illustrates the rarity of this presentation and the need for a high level of 
clinical suspicion to diagnose the disease. 
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Fig. 1. Colonoscopy and histologic findings. a A 3-cm lesion was detected in the transverse colon. b Von 

Kossa stain of the lesion (original magnification ×800) showing histiocytes with numerous Michaelis-Gut-

mann bodies (arrows). 
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