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Malakoplakia is a chronic xanthogranulomatous condition that affects the 
genitourinary tract reported earlier as urinary granulomas and pelvic masses. 
We report a different clinical manifestation of malakoplakia presenting as 
postmenopausal pyometra. A  64‑year‑old postmenopausal female presented with 
foul‑smelling vaginal discharge with a past history of induced abortion, followed 
by dilatation and evacuation. On examination, abdomen was soft, vaginal 
examination revealed pus discharge, parous size uterus with free fornices, and 
pap smear ruled out malignancy. Ultrasonography revealed linear, echogenic 
structures in the endometrial cavity suspicious of bony spicules with fluid around. 
Hysteroscopy revealed congested endometrium with multiple pieces of shredded 
bone‑like structures that were removed followed by curettage. Histopathological 
examination was suggestive of malakoplakia with osseous metaplasia. Retained 
bony spicules can cause chronic granulomatous inflammation that may become 
symptomatic postmenopause due to absent cyclical shedding. This is the first 
reported case of malakoplakia of uterus following retained bony spicules.
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asymptomatic with no history of postmenopausal 
bleeding. She had five spontaneous vaginal deliveries 
and one termination of pregnancy  (medical termination 
of pregnancy  [MTP]). Her antepartum and postpartum 
periods were uneventful with five living issues and her 
last childbirth 35  years back. Thirty years back, she 
underwent MTP at 16  weeks by dilatation, evacuation, 
and history of excessive bleeding, requiring blood 
transfusion. No other history of past surgeries or 
tuberculosis. She is a well‑controlled hypertensive 
on medication and coronary artery disease, for which 
she underwent percutaneous transluminal coronary 
angioplasty and stenting 5 years ago.

On examination, general physical examination was 
unremarkable. The abdomen was soft, with no mass or 

Case Report

Introduction

Malakoplakia is a chronic granulomatous disease 
of infectious etiology that usually involves the 

urinary bladder, testicles, prostate, lymph node, and 
skin in immunocompromised individuals. Uterine 
malakoplakia is very scarcely reported in the literature. 
Endometrial osseous metaplasia is another rare and 
distinct entity referring to the presence of bone‑like tissue 
in the uterine cavity. Both the conditions have varied 
clinical presentation, risk factors, and controversial 
etiopathogenesis. We report a case of uterine endometrial 
malakoplakia coexistent with osseous metaplasia.

Case Report
A 64‑year‑old postmenopausal female, P5 L5A1, 
attended a gynecological clinic with a history of mucoid 
to foul‑smelling white discharge per vagina for the past 
6  months. Her previous menstrual cycles were regular, 
the perimenopausal transition was smooth, and she 
attained menopause 14  years ago. She was previously 
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organomegaly. On gynecological examination, the vulva 
and vagina were atrophic. Per speculum revealed pus‑like 
discharge with normal ectocervix. The uterus was 
enlarged to parous size, mobile with free fornices. Pap 
smear was inflammatory and negative for intraepithelial 
lesion or malignancy. Her ultrasonography revealed an 
enlarged uterus of 10.7  cm  ×  7.5  cm filled with linear, 
echogenic structure in the endometrial cavity up to 
the cervix with fluid around. The endometrial cavity 
showed evidence of pyometra. Differential diagnoses on 
ultrasound were suspected retained bones or dystrophic 
calcification. Magnetic resonance imaging done showed 
evidence of pyometra of 39 mm × 26 mm × 31 mm and 
bone‑like echogenicity in the endometrial cavity. The 
patient underwent hysteroscopy, which revealed multiple 
pieces of shredded bony structures embedded in the 
endometrial cavity, all removed using forceps [Figure 1]. 
The endometrial cavity did not have any abnormal 
vascularity or hyperplastic changes. Endometrial 
sampling was done, and specimens were sent for 
histopathological examination.

The microscopic examination of the paraffin‑embedded 
H  and  E sections showed woven bone in bony bits, 
and endometrial tissue showed foamy histiocytes 
with multiple tiny calcareous round basophilic 
bodies  (Michaelis-Gutmann bodies) along with 
lymphocytes, hemorrhage, and fibrin  [Figure  2]. Von 
Kossa and periodic acid Schiff  (PAS) stain highlighted 
the basophilic bodies; Perl’s stain highlighted the iron 
pigment  [Figure  3]. Histopathological diagnosis of 
malakoplakia with osseous metaplasia was made.

Discussion
Malakoplakia  (malakos‑soft, plakos‑plaque) was first 
described in the year 1901 by von Hansemann and in 
1902 by Michaelis and Gutmann. Uterine malakoplakia 
is rarely reported in the literature and has a broad clinical 
spectrum and findings. Few cases of malakoplakia 
have been reported in the literature presenting as 
either cervical ulcerative polyp,[1] as pelvic mass with 
extensive malakoplakia involving ovary, uterus, and 
fallopian tube[2] and as endometrial malakoplakia on the 
evaluation of postmenopausal bleeding.[3]

Our patient presented with chronic postmenopausal 
white discharge per vagina with suspected minimal 
pyometra. Malignancy causing pyometra is always the 
highest suspicion in postmenopausal women with pus 
discharge. In our case, the sonographic picture of intense 
linear echoes with shadowing made us suspicious of 
bones likely retained during the past abortion. We 
proceeded with a hysteroscopy. Surprisingly, the patient 
became symptomatic after so many years. The previous 

menstrual cycles were regular even after second‑trimester 
dilatation and evacuation with no postmenopausal 

Figure 1: Images of hysteroscopy showing multiple bone‑like structures 
in the endometrial cavity

Figure 2: H and E sections showing woven bone in bony bits  (a and 
b) and endometrial tissue showed foamy histiocytes with multiple tiny 
calcareous round basophilic bodies (Michaelis-Gutmann bodies) along 
with lymphocytes, hemorrhage, and fibrin (c and d) -1800 x 1200 pixels
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Figure 3: von Kossa (a) and periodic acid Schiff stain (b and c) highlighting the 
basophilic bodies, Perl’s stain highlighting the iron pigment -1800 x 1200 pixels, 
1.(d) CD 68 antibody [Immunohistochemical stain] highlighting the histiocytes
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bleeding. It is possible that atrophic endometrium loses 
the defense mechanism and results in late symptoms.[4]

The pathophysiology underlying malakoplakia is 
the defective phagolysosomal activity, leading to 
the accumulation of partially digested bacteria in 
macrophage with calcium and iron deposition in the 
residual bacterial glycolipid. The organisms associated 
include Escherichia coli, Klebsiella, Proteus, and 
Mycobacterium tuberculosis.

The histopathological diagnosis is made by the presence 
of von Hansemann cells that are enlarged macrophages 
with foamy cytoplasm, eccentric hyperchromatic nuclei 
with intracytoplasmic, and extra cytoplasmic inclusion 
bodies  (von Kossa positivity due to calcium carbonate 
deposition and PAS stain positivity). The bacterial 
degradation products provide a matrix for deposition of 
needle‑like crystals resembling hydroxyapatite that are 
round to oval concentric, laminated inclusions termed 
Michaelis-Gutmann bodies.[5]

Endometrial osseous metaplasia, a coexistent finding, 
in this case, is another rare entity with the reported 
incidence of 3 in 10,000.[6] The proposed etiologies 
include heterotopia, ossification of postabortive 
endometritis,[7] retained fetal bones, endometrial 
tuberculosis, and dystrophic calcification, [5]  with 
a varied clinical presentation such as pelvic pain 
menstrual abnormalities, infertility, and white discharge. 
Osseous metaplasia is known to alter the milieu of 
the endometrium by increasing the production of 
prostaglandins. This mechanism explains the presentation 
in our patient wherein the previous second‑trimester 
termination by dilatation and evacuation would have 
possibly led to chronic endometritis and metaplastic 
endometrial osseous metaplasia and Gram‑negative 
bacterial infection secondarily leading to malakoplakia. 
The medical methods of second‑trimester abortions 
adopted nowadays are safer and cause reduced 
endometritis compared to the previously practiced 
methods of aspirotomy.

Two hypotheses support the clinical presentation 
in the index patient. One is the osseous metaplasia 
secondary to chronic endometritis, subsequently leading 
to malakoplakia. Another possibility is the retained 
fetal bones[8] embedded in the endomyometrium, 
which probably might not have got dislodged during 
menstruation, similar to a retained neglected intrauterine 
contraceptive device. The chronic inflammation may 
have led to the development of uterine malakoplakia, 
explaining the patient’s symptomatology. The time 
interval between antecedent abortion and the detection 
of endometrial ossification has been reported in the 

literature to range from 8 weeks to 15 years, explaining 
the chronicity of the condition.[9]

Management options include either medical or 
surgical depending on the extent and associated sites 
of involvement. Antibiotics such as aminoglycosides, 
quinolones, and cotrimoxazole[10,11] have been tried with 
or without surgery in the treatment of malakoplakia. 
Retrieval of osseous fragments and curettage has 
been advocated for uterine osseous metaplasia.[12] 
Hysteroscopic removal of bone‑like structures, curettage, 
and treatment with antibiotics  (ciprofloxacin and 
metronidazole) was therapeutic in our patient, and she 
is asymptomatic at 1‑year follow‑up now. It is necessary 
to do hysteroscopy as in the index case for the complete 
retrieval of suspected bony spicules and biopsy from 
suspicious areas after the direct visualization of the 
cavity. Blind dilatation and curettage alone would be 
an incompetent way and hence not advisable for either 
diagnosis or treatment.

The methods to prevent such pathological conditions 
include the practice of safer abortion methods as per 
the guidelines, ensuring completeness of the procedure 
when advocated and follow‑up care. Detailed clinical 
history, thorough examination, ultrasound imaging, 
Doppler for vascularity, and hysteroscopy as indicated 
in abnormal bleeding or leukorrhea would clinch 
the diagnosis earlier in such patients, and prompt 
management will avoid chronicity of the condition. 
Endometrial osseous metaplasia with malakoplakia 
mimics malignancy, but they are benign pathological 
conditions wherein the diagnosis will alter the 
management line to a conservative approach. The risk 
of malignant transformation is not well studied due to 
the rarity of the condition perse, but there is documented 
evidence of malignancies coexisting with malakoplakia, 
which needs to be ruled out.[13] This case report provides 
insight into the varied clinical presentation, diagnosis, 
and successful management of uterine malakoplakia and 
aids the treating gynecologist during subsequent workup 
and the evaluation of persistent leukorrhea.

Conclusion
Although a rare entity, malakoplakia of the endometrium 
and uterine osseous metaplasia may be considered in 
the differential diagnosis of postmenopausal bleeding or 
leukorrhea when the diagnosis is uncertain, prevention 
of the disease by adopting safe abortion methods, early 
diagnosis, ruling out malignancy, recognition, and apt 
medical/surgical management is advocated.

Informed consent
We have obtained informed consent from the patient. 
The institution of study  (Jawaharlal Institute of Post 
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gives approval on informed consent from the patient for 
case reports. The institute does not mandate a separate 
ethical approval for reporting cases.
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