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Introduction

Endometrial ossification is a rare condition affecting repro-

Abstract

Introduction: Endometrial ossification is a rare condition in which
its actual etiology and pathogenesis is controversial and debatable
however, the condition is usually related to secondary infertility after
abortion and endometritis.

Case presentation: A 32-year-old para 2 living 1 lady who presented
with long-standing intermittent sharp pelvic pain for seven years. She
was a self-referral to BMC gynecology outpatient unit due to chronic
pelvic pain. No prior history of intrauterine copper device insertion.
Upon evaluation, she had normal ovulatory cycles. A pelvic x-ray could
not show any spine deformities or any pelvic abnormalities. During
transabdominal pelvic ultrasound imaging, a well-defined thick linear
hyperechogenic structure with acoustic shadowing was seen in the en-
dometrial cavity measuring 2 x 3 cm aligned to endometrial strips.

Ultrasound guided sharp dilatation & curettage (D&C) was per-
formed by using ovum forceps in which we successfully removed a tu-
bular structure measuring 2.3 by 3.4 cm with sharp ends deep in the
endometrium. Histopathological analysis revealed trabecula and extra-
cellular matrix osteocytes in keeping with endometrial ossification.

Conclusion: Endometrial ossification can be effectively treated with
ultrasound guided dilation and curettage as an alternative to hyster-
oscopy.

Keywords: Endometrial ossification; Chronic pelvic pain; Ultra-
sound-guided dilatation; Curettage.

The most common presenting symptoms are secondary in-
fertility in more than 80% of cases and rarely heavy menstrual
bleeding and chronic pelvic pain [3]. There are controversies in

ductive aged women characterized by presence of mature or
immature bone tissue in the endometrium. The incidence of
endometrial ossification is estimated to be 3/10,000 cases and
often results from termination or spontaneous abortion that
leads to either persistence of fetal bone or may follow true os-
seous metaplasia of endometrial tissue [1,2].

the mechanism of endometrial ossification however, the widely
accepted theory is the metaplasia of the stromal cells into os-
teoblastic cells that produce mature bone [4,5].

Hysteroscopy is the gold standard for diagnosis and treat-
ment for endometrial ossification, with histopathological exam-
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ination as an adjunct diagnostic aid to hysteroscopy [3,6]. How-
ever, in resource scarce setting, ultrasonography examination
offers an alternative to hysteroscopy. Furthermore, the majority
of cases resume their fertility sooner once the tissue had been
removed. Moreover, saline infusion hysterography with Dop-
pler studies may be performed to evaluate the stratum basalis
and spinosum if there is a chance of fertility [7]. Here, we report
a case of endometrial ossification in a woman presenting with
chronic pelvic pain.

Case presentation

A 32-year-old woman, para 2 living 1 complained of lower
abdominal pain for seven years. The pain was severe and came
and went at regular intervals. Symptoms began two weeks af-
ter termination of her 3rd pregnancy at 29 weeks’ gestation in
2015. Without any regular pattern, the pain intensified with ac-
tivity and decreased with rest. She was kept on multiple anal-
gesics, but she remained in excruciating agony for quite some
time.

She had her first vaginal birth successfully ten years back in
2010, she then conceived again in 2014 in which it ended up
with spontaneous abortion at 2 months without any adverse
event reported thereafter. Prior to her third pregnancy, she con-
tinued to experience regular menstrual cycles, normal volume
and length, her cervical cancer screening was negative, and she
had never experienced symptoms suggestive of sexual trans-
mitted infections.

Her ongoing suffering led to bouts of chronic tension and
worry, as well as social withdrawal and marital problems, all of
which contributed to divorce in 2019. In 2018 and 2019, she
visited several different medical facilities and had two uterine
evacuations, but the pain continued despite these procedures.
In 2021, she went to three further Primary Healthcare (PHC)
facilities and underwent a number of ultrasounds, all of which
produced results that were inconclusive. After some time, she
made the decision to check in at our medical center with above
history.

Clinical examination revealed a young woman who appeared
stressed but well-kept and well-nourished. She was not pale,
her blood pressure was 111/65 mmHg, pulse rate 72 beats per
minute, respiratory rate 18 cycles per minute and temperature
of 36 Celsius, and normal oxygen saturation.

Her cardiovascular and respiratory findings were normal.
Her abdomen was normal in contour and shape, with a tender
hypogastrium, with no palpable mass. Her uterus appeared
slightly bulky on bimanual examination with a positive cervical
excitation test however on visual inspection vulva, vaginal and
cervix were normal.

Investigations

She had serum BhCG of 0.3 miu/ml, her full blood count
was within normal reference, Hemoglobin level was 12.4 g/dl,
WBC 4 x 10° Platelets count 234 x 10° and normal white blood
cell differentials. She underwent trans-abdominal pelvic ultra-
sound, which revealed a well-defined thick linear hyperecho-
genic structure with acoustic shadowing in the endometrial cav-
ity measuring 2 x 3 cm (Figure 1). Her pelvic x-ray was normal.

Transabdominal ultrasound findings

Management and follow-up: She had been scheduled for a
dilatation and curettage (D&C), and with the help of grayscale
2D ultrasound guidance, a tubular structure that had been
deeply adhered to the endometrium was evacuated. The tissue
biopsy was sent to histopathology for analysis, and the patient
was released the next day in excellent condition.

Figure 1: Showing a linear hyper echogenic structure in the endo-
metrial cavity measuring 2x3 cm occupying the internal os and mid
\\cavity of the endometrium shown by orange arrow.

Histopathological findings

Gross findings: Showed multiple hemorrhagic tissue biopsy
from endometrial curettage measured (2 x 1) cm mixed with
hard calcified bone fragments measured 2 cm long as shown in
figure 2 below.

Microscopic findings: Section showing fragments composed
of endometrial gland and its stroma accumulated with area of
bone trabecular some with calcification as shown in figures
3and 4 below.

Discussion

Endometria ossification is an occasional phenomenon most-
ly occurring following termination or spontaneous abortion
in more than 80% of the cases reported [2]. About 100 cases
worldwide have been documented. Its presentation varies but
the frequent complaint is secondary infertility and heavy men-
strual bleeding, and chronic pelvic pain [3,5].

~

Figure 2: Showing the gross appearance of the bone tissue from
the submitted sample of the endometrial curettage.
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Figure 3: Hematoxylin and Eosin section showing the area of bone
trabecular on endometrial glands and its stroma pointed by red

arrow (x10Hpf).
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\
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Figure 4: Hematoxylin and Eosin section showing the area of bone
trabecular infiltrated within the endometrial stroma pointed by
\\red arrow (x10Hpf). j

Controversies exists in the mechanism of endometrial ossi-
fication; the widely accepted mechanism is metaplasia of the
stromal cells into osteoblastic cells that produce mature bone.
The endometrial ossification can be confused with an intra-
uterine copper devices making difficult to diagnose [5,8].

Our patient presented with history of chronic pelvic pain for
seven years with multiple uterine evacuation without conclu-
sive results. However, prior to this, she had termination of an
advanced pregnancy. This patient had termination of pregnan-
cy at 29 weeks followed by 2 episodes of uterine evacuations.
Upon review of literature, the major risk factor for endometrial
ossification is the termination of pregnancy at least > 3 months
either spontaneous or surgical termination [3,9].

There was a delay in making of the diagnosis to this patient
from lower health facilities due to lack of pathologists in her
residential area and lack of clinician awareness of this condi-
tion [5]. On other hand our patient presented with unique and
unusual activity-related pain which is an occasional symptom in
endometrial ossification [10]. Infertility was not a concern for
her because she had early been divorced. In several cases, di-
agnosis of endometrial ossification can be delayed due to the
confusion with other diagnoses such as the Intrauterine Copper
Devices (IUCDs), foreign bodies, calcified submucous fibroids,
endometrial tuberculosis, Asherman’s syndrome, and rarities
such as heterotopic bone and uterine malignant mixed Mulle-
rian tumor and furthermore due to the fact that in most cases is
silent unless it present with either infertility or abnormal uter-
ine bleeding. In majority of cases, diagnosis of the endometrial
ossification requires a high degree of suspicion, expertise and
technology [5,11].

Endometrial ossification is best simultaneously diagnosed
and treated with office hysteroscopy. Endometrium hypertro-
phy like white coral is usually visualized during hysteroscopy
[3]. Hysteroscope offers the best modality in both diagnosing
and removing the bone fragment [3,5,12], however, in resource
limited setting like ours due to lack of hysteroscope we opted
initially to perform D&C using an ovum forceps, but the bone
could not be felt. Transvaginal ultrasound which is available in
limited resource settings is an excellent alternative, with a high
sensitivity and specificity for endometrial pathology, as applied
to our patient [1].

After the removal of the bone from the endometrial cav-
ity, the patient reported disappearance of the pelvic pains she
had. The pain relief, resumption of fertility and less likelihood of
recurrence after treatment has made it to be among diseases
with good prognosis [3,5]. Furthermore, there is no role of hys-
terectomy in the management of endometrial ossification since
most cases present in the reproductive age group and with in-
fertility. Hysterectomy may be an option in women within peri-
menopausal group and have completed family [5].

Our case was different as the blind ovum forceps use was not
successful, we improvised with ultra-sound guided with slight
curette and successful removed the bone piece. On our side, we
declare that this is the first time we encountered the case, and
we present ultrasound guided D&C as an alternative to office
hysteroscopy [3,13].

Conclusion

Ultrasound guided dilatation and curettage can be as effec-
tive as office hysteroscopy in treating endometrial ossification
in low-resource settings.
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