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Case Report
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ABSTRACT

Endometrial calcification along with ossification is an uncommon clinical entity. Most of the cases

are asymptomatic or present with secondary infertility. Endometrial ossification associated with
repeated abortions has been reported very infrequently. Here we report a case of endometrial
calcification with ossification due to retained fetal bony tissue in a 38 year old symptomatic female
having previous history of two abortions. This case highlights the importance of detailed clinical
history, ultrasonographic and endometrial evaluation along with histopathological examination
in a patient having repeated abortions. It also emphasizes the need to consider endometrial
tuberculosis in the differential diagnosis of endometrial calcification and subsequent ossification

especially in areas where tuberculosis is rampant.
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Introduction

he presence of mature bony tissue in the

I endometrium is a rare entity. Staid in
1928 was the first to describe the presence

of a bone in the endometrium of an adult female
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(1). Nearly 80 cases have been reported in the
world literature including around 10 cases from
India (2). Most of the cases have a history of
abortion, either spontaneous or therapeutic (3).
They usually present with secondary infertility
and very rarely are symptomatic. Etiology and
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pathogenesis of endometrial ossification remains
controversial with various theories reported in
the literature (4). However, no uniform theory
exists to explain all the cases of endometrial
ossification.

Here we report a case of endometrial calcification
with ossification in a 38 year old female with
previous history of two abortions. She presented
with abnormal menstrual bleeding, pelvic pain
and dysmenorrhea after second abortion 3 years
back. Development of symptoms following
second abortion at 12 weeks of estimated
gestational age (EGA) as well as the histological
features of the lesion suggests the possibility of
retained fetal bone. This case is being reported
because of rarity of endometrial ossification, its
association with spontaneous abortions and to
emphasize the importance of routine endometrial
evaluation in females with history of spontaneous
abortions or termination of pregnancy.

Case Report

A 38 year old female, gravida six, parity four
and abortus two, presented with pain in the
lower abdomen, abnormal vaginal bleeding
and dysmenorrhea for the past 3 years. She
had experienced two consecutive spontaneous
abortions at 10 and 12 weeks of EGA, 5 years and
3 years ago respectively. After the first abortion
she underwent Dilatation and Curettage (D&C).
However, she did not recall any complaints
following the procedure. Four normal full term
pregnancies had occurred prior to these two
abortions. Her last full term pregnancy was 13
years back with a normal delivery. Since then she
had regular menstrual cycles with adequate flow
and duration. Patient was not using intrauterine
contraceptive device or any other method of
contraception. There was no history of urinary
calculi, excessive milk or vitamin D intake.
However, since past three years she developed
pain in lower abdomen, dysmenorrhea and
irregular bleeding off and on. She consulted
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various medical centres but her symptoms did
not subside. She then presented in our hospital
where her gynaecolgical examination was
normal except for forniceal tenderness. Her
urine pregnancy test was negative. Laboratory
investigations were within normal limits. Her
serum calcium was 9.5 mg%, phosphorus 2.8
mg% and alkaline phosphatase was 6 KA.
Serologic tests for syphilis, anti-phospholipid and
antinuclear antibodies were negative. Her Pap
smear showed moderate degree of inflammation.
An ultrasound was then advised which showed
a hyperechoiec area in the endometrial cavity
measuring approximately 19 mm suggestive of
calcified endometrium (Fig. 1).
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Fig. 1- Ultrasound image showing hyperechoiec
area in the endometrium.

Patient gave history of contact with tuberculosis
patient as her husband was a known case of pul-
monary Koch’s. Initially tubercular endometritis
was suspected in view of positive family history
and USG findings. However her Montoux test,
ESR and X-ray chest were normal. PCR for tu-
berculosis was negative. D&C was done and cu-
rettage was sent for histopathology. Grossly, one
of the tissue bit was bony hard measuring 0.7 cm
along with multiple grayish-brown soft tissue
pieces aggregate measuring 1.2 cm. Bony hard
tissue was decalcified in 5% hydrochloric acid.
Microscopic examination revealed fragmented
endometrium with glands in proliferative phase
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foci of calcification in the endometrial stroma
(Fig. 2) along with spicules of mature bone were
seen (Fig. 3). Endometrial stroma showed infil-
tration by plasma cells, eosinophils and lympho-
cytes with occasional multinucleated giant cells.
A histopathological diagnosis of chronic endo-
metritis with endometrial ossification was made.
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Fig. 2 - Photomicrograph showing foci of
calcification in the endometrial stroma (H&E
x400).

Fig. 3 - Photomicrograph showing endometrial
glands and stroma with spicules of mature bone
(H&E x400).

On follow up, the patient showed significant
symptomatic improvement after removal of the
fragments by curettage. Repeat ultrasonography
was also done which showed no evidence of
endometrial calcification.
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Discussion

Endometrial calcification with ossification is
a rare finding usually seen after abortion (5).
Various plausible theories have been suggested;
most cited being retention of fetal bones after
abortion or following termination of pregnancy
(6). In our case also there was history of repeated
abortions three & five years back. Moreover, the
presence of surrounding tissue reaction around
endometrial bony tissue along with history of
mid trimester abortion suggests the possibility of
retained bony tissue. It has been postulated that
fetal bones might serve as a source of calcium for
ossification. However, this may be valid only for
second trimester abortions when ossification of
fetal skeleton has reached a certain level. Another
possibility is metaplasia of mature endometrial
cells into cartilage or bony tissue as a result of
chronic inflammation or trauma likely to be
present after repeated spontaneous or therapeutic
abortion (7). Various other possibilities include
dystrophic calcification and ossification of post
abortive endometritis, metastatic calcification,
hypervitaminosis D and prolonged estrogenic
therapy after abortion.

Very few case reports describe an association
between endometrial ossification and repeated
spontaneous abortions (8). The time lag between
the discovery of the endometrial ossification
and preceding abortion varies between 8
weeks to 14 years (9,10). In our case it was 3
years after the second abortion. In a study fetal
bone had been retained in the endometrium for
8 years following termination, causing only
subfertility (11). In majority of the reported cases
of endometrial ossification, history of previous
abortion is present. Most of them do not make
any distinction between intrauterine retention
of fetal bones and heterotopic bone formation
as their histories and symptoms are almost
similar. However, irrespective of the etiology
of endometrial bone, its presence has a well
documented causal relationship with repeated
abortions and infertility. Usually the patients of
endometrial ossification present with infertility.
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The ectopic bone tissue may act as intrauterine
contraceptive device and this possibly explains
how intrauterine bony tissue is more frequently
associated with infertility than with recurrent
abortions (12).

The diagnosis ofretained fetal bone or endometrial
ossification can be made by visualizing an
endometrial hyperechogenic area on ultrasound,
a filling defect in the hysterosalpingography
or a gritty feel to the endometrium on D&C
(13). Primary treatment options are D&C and
hysteroscopy. Restoration of complete fertility
is reported after complete curettage of bone in
the endometrium (8). In our case also marked
symptomatic improvement was seen after D&C.
In India endometrial tuberculosis should be
considered in the differential diagnosis as it
can cause infertility as well as calcification and
subsequent ossification (14). Initially possibility
of tuberculosis was considered. However, her
PCR was negative. Another differential to be
considered is mixed mullerian tumor of the uterus
which may also be associated with heterotopic
cartilage formation and stromal ossification.
Endometrial ossification or retention of fetal
bone is a rare but treatable entity. It needs to
be considered in symptomatic females having
history of abortions along with endometrial
hyperechoiec areas on ultrasound. In a country
like India where tuberculosis is very common
endometrial tuberculosis should also be kept in
mind in a patient having endometrial ossification.
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