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Introduction 

Any significant deviation from a woman’s established 

menstrual pattern may be considered abnormal uterine 

bleeding and it depends on a woman’s age, her menstru- 

al history, and the use of medications such as hormon- 

al pills. Premenopausal disorders that are well evaluated 

with ultrasound (US) include endometriosis, adenomyosis, 

and leiomyomas. In reproductive age group factors con- 

tributing to bleeding are ectopic pregnancy, placental fac- 

tors including position, trauma, and infection, gestational 

trophoblastic disease, preterm labor, bone fragments and 

retained products of conception in pregnant patients while 

in nonpregnant patients especially in infertile women it is 

seen in patients with tubercular endometritis with Asher- 

man Syndrome. While in the postmenopausal patient with 

abnormal uterine bleeding atrophic changes, hormone 

secreting tumours and carcinoma are important. Benign 

conditions should be distinguished from premalignant and 

malignant conditions Postmenopausal vaginal bleeding 

usually is caused by atrophic changes of the vagina or 

endometrium. Depending on age and risk factors, 1–14% 

of women with postmenopausal bleeding will have endo- 

metrial cancer. 
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Case Report Abstract 

Patients presenting with abnormal vaginal bleeding 

may show endometrial microcalcifications are loci of 

calcifications on ultrasonography. Usually associated 

with older age patient, postmenopausal state, atrophic 

endometrium, infertility and endometrial osseous 

metaplasia Tiny locules of gas and endometrial 

polyps may also present with hyperechoic areas. 

Calcification detected incidentally on ultrasonography 

may or may not indicate malignancy. 

Age group of patients may be postmenopausal, 

reproductive or perimenopausal. Histopathological 

examination endometrial types may be atrophic, 

proliferative, benign endometrial polyps or endometrial 

malignancy. Microcalcifications can be concentric or 

amorphous, intraglandular or stromal or may be focally 

associated with minute papillary epithelial projections 

or degenerated endometrial glands. In reproductive 

age group common reasons of calcific endometritis 

are post-abortion (causing chronic inflammation 

from retained tissue after first and second trimester 

abortion), arteriovenous malformation, submucous 

fibroid, polyp and chronic endometritis (due to genital 

TB, non-specific chronic endometritis and pyometra). 

Final confirmation is by histopathology of biopsy 

specimens. 

Biopsy results may show cell changes linked to 

hormone levels, or abnormal tissues, such as fibroids 

or polyps, uterine infections, such as endometritis and 

malignancy which result in abnormal bleeding. 

We had come across one patient presented with 

postmenopausal bleeding and macrocalcification in 

the myometrium detected on ultrasonography 
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Foreign bodies, trauma, polyps, infection and iatrogenic 

causes can be seen in all age groups. Commonest mo- 

dality used for imaging and evaluation of the endometrium 

is pelvic ultrasonography either transabdominally or trans- 

vaginal. 

Sometimes Hyster sonography and magnetic resonance 

imaging are used to evaluate abnormal endometrial thick- 

ness and abnormal appearance of the endometrium and 

uterine cavity. 

Case 1 

The present patient 52 years old, P2A1, postmenopausal 

for 3 years presented with postmenopausal bleeding sin- 

gle episode of painless vaginal bleeding with soakage of 

one pad. There was no history of dilatation & curettage, 

hormonal pill use or intra-uterine contraceptive device 

(IUCD) insertion. 

Past menstrual history: was normal painless regular 

cycles at 26 days interval lasting for 4 to 5 days. 

Past History: Use of unopposed estrogenic and medical 

comorbidities e.g. polycystic ovary syndrome, type 2 dia- 

betes mellitus and chronic cough or tuberculosis were ab- 

sent. 

Family history: of gynecologic malignancy was not sig- 

nificant. 

General Physical Examination: She was well built, well 

oriented to time, place and person and normal BMI. Her 

BP was 120/84 mm of Hg, PR was 88/minute. No pallor 

was detected. Systemic Examinations Cardiovascular 

System, Respiratory System were normal. 

Per Abdomen: Examination was normal. 

Per Speculum Examination: revealed atrophic vaginitis. 

No active bleeding through cervix or vagina or any abnor- 

mal vagina discharge was observed. No cervical polyp or 

fibroid was observed. 

Per Vaginal Examination: revealed anteverted, small 

atrophic mobile uterus with clear fornices. Pap smear was 

taken. 

Pap Smear: Cytological features consistent with reactive 

changes associated with acute inflammation. Negative for 

squamous intraepithelial lesion. 

Transvaginal Sonography: Performed using Voluson 

E10 (GE Healthcare, Chicago, IL, USA) ultrasound ma- 

chine endo-cavitary probe (3 to 8MHz). Longitudinal and 

transverse ultrasound images of uterus, endometrial lining 

and bilateral adnexa were obtained Uterus was 7.2 × 4.0 × 

3.5 cm with a small intramural fibroid in the posterior fun- 

dal region. Endometrial thickness of 4mm with poor vas- 

cularity. In endometrium thick echogenic concentric line of 

calcification (Picture 1). Bilateral Ovaries were small and 

atrophic. 
 

Picture 1: Uterus Showing Concentric Calcification The myo- 

metrium is heterogeneously echogenic in the fundus due to cal- 

cified arcuate arteries (asterisk) 
 

Picture 2: USG Showing Right Small Atrophic Ovary with No 

Antral Follicles 
 

 

Picture 3: USG Showing Left Small Atrophic Ovary with No An- 

tral Follicles 

 
Picture 4: 3D USG Showing Echogenic Foci in the Centre of 

Uterine Cavity 
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Although there was no history of forgotten IUCD  an 

X-Ray Pelvis was also done to detect forgotten IUCD, 

which revealed none (Picture 5). 
 

Picture 5: X –Ray Pelvis Showing No Calcification in the Pelvic 

Region 

Diagnostic hysteroscopy and guided biopsy was per- 

formed. 

Office hysteroscopy was performed. There was slight diffi- 

culty in negotiating the internal os. Uterine cavity was nor- 

mal with both ostia visible. Endometrium was slightly pale 

looking and atrophied otherwise normal looking. Using 

monopolar electrocautery and Glycine 1.5% as distending 

medium with a loop endometrial biopsy was taken and 

sent for histopathological examination in 10% formalin. 
 

Picture 6: Hysteroscopy showing atrophied endometrium and 

normal uterine cavity 

Histopathology Report: Inactive Endometrium with cyst- 

ic atrophy, Myometrium unremarkable, No evidence of 

hyperplasia or malignancy. 

 

Picture 7: Picture showing atrophied endometrial gland-HE 50X 

 

 
 

Picture 8: Picture showing atrophied endometrial gland - HE 

200X 

Discussion 

Vaginal bleeding is the presenting sign in more than 90% 

of postmenopausal women with endometrial carcinoma. 

The normal endometrium in a postmenopausal woman 

measures less than 5 mm. When there is fluid in the endo- 

metrial canal, the 2 layers of endometrium are measured 

separately and added together [1]. In a woman with post- 

menopausal bleeding, the endometrium is abnormal if it 

measures 5 mm or greater and this warrants endometrial 

biopsy [1,2]. In asymptomatic postmenopausal women 

without vaginal bleeding, the endometrium is abnormal 

if it measures 9 mm or greater, and this warrants endo- 

metrial biopsy [3]. Ultrasound signs that are more specific 

for endometrial cancer are a heterogeneous endometrium 

with colour flow or an indistinct endometrial-myometrium 

interface [1]. Cystic areas may be observed in cases of 

atrophic endometrium, hyperplasia, polyps, or cancer and 

the presence of cysts in the endometrium is nonspecific 

[4]. 

Some postmenopausal women are on hormone replace- 

ment and receive estrogen and progesterone that induces 

cyclical bleeding. It is important to measure their endo- 

metrium 4-5 days after the start of menses when it should 

measure less than 5 mm [1,2]. Menopause is defined as 

the absence of menses for greater than 12 months and 

typically occurs in women over 50 years of age [5]. 

Myometrium arterial calcifications are thought to increase 

with advancing age and may represent calcification of ra- 

dial or arcuate arteries of the uterus. 

They may have an increased association with atheroscler- 

osis elsewhere. Arcuate arterial calcification manifests as 

symmetric, hyperechoic foci with acoustic shadowing at 

the periphery of the uterine myometrium. Both benign and 

malignant conditions affect the endometrium. 

Endometrial ossification is an uncommon finding with sev- 
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eral suggestions been made regarding the pathogenesis 

of this lesion [6] like osseous metaplasia from multipoten- 

tial stromal cells, usually fibroblasts, which become osteo- 

blasts; continuous and strong endometrial estrogenic 

stimulation; retention of fetal bones that secondarily pro- 

mote osteogenesis in the surrounding endometrium; im- 

plantation of embryonic parts without pre-existing bone 

after abortions at an early stage; dystrophic calcification 

of retained and necrotic tissues, usually after an abortion; 

chronic endometrial inflammation such as endometritis 

or pyometra; and metabolic disorders such as hypercal- 

cemia, hypervitaminosis D or hyperphosphatemia [5]. The 

actual contribution of these pathogenic mechanisms is un- 

known. 

The differential diagnosis of such unusual findings on 

ultrasound examination includes intrauterine contracep- 

tive devices, foreign bodies, calcified submucous fibroids, 

endometrial tuberculosis, Asherman’s syndrome, and 

rarities such as heterotopic bone and uterine malignant 

mixed Mullerian tumour [2]. In premenopausal women, 

endometrial polyps may cause intermenstrual bleeding 

or menorrhagia [6]. In postmenopausal women, they may 

cause postmenopausal bleeding. The prevalence of ma- 

lignancy ranges from 0.8%-8% and is greater in women 

over 60 years of age with vaginal bleeding. In a study by 

Costa-Paiva et al [7], the prevalence rate of malignancy 

in endometrial polyps in patients with postmenopausal 

bleeding was 4.5% compared to 1.5% in asymptomatic 

women. Other risk factors for malignant or premalignant 

polyps include obesity, chronic hypertension, chronic dia- 

betes, and size greater than 15 mm [7] Some polyps have 

cystic areas that may be due to dilated glands [5]. 

In some cases, the endometrium cannot be evaluated 

with ultrasound that may be due to fibroids, the position 

of the uterus or endometrial cancer [2]. These patients 

benefit from further evaluation with MRI [8]. An axial uter- 

us, obesity, coexisting myomas, adenomyosis, or previous 

uterine surgery can contribute to difficulty in obtaining re- 

liable transvaginal ultrasound assessment of endometrial 

thickness and texture [9]. 

If blind sampling does not reveal endometrial hyperplasia 

or malignancy, hysteroscopy remains the gold standard for 

diagnosis of endometrial pathology [2] along with dilation 

and curettage in the evaluation of women with persistent 

or recurrent bleeding [10]. As rare cases of endometrial 

carcinoma (particularly type II) can present with an endo- 

metrial thickness of less than 3 mm, persistent or recurrent 

uterine bleeding should prompt a histologic evaluation of 

the endometrium regardless of endometrial thickness [10]. 

The most frequently used diagnostic methods were ultra- 

sound (88.5% of articles) and hysteroscopy (85.7%) [11]. 

Submucosal fibroids may be differentiated from polyps 

with Hyster sonography as they are covered with normal 

endometrium and polyps are the protrusions in the endo- 

metrial cavity [6,12]. 

Endometrial polyps are localized overgrowths of endomet- 

rial glands and stroma with a vascular core [13]. They are 

most commonly seen in women who are at or near meno- 

pause [5,6]. The majority of polyps are asymptomatic [4] 

without risk factors for malignancy and can be managed 

conservatively. The treatment for symptomatic polyps is 

hysteroscopic excision [5,12]. 

Tamoxifen is given in some cases of early stage breast 

cancer to reduce recurrence and mortality. It is an estrogen 

antagonist in the breast but an estrogen agonist in the uter- 

us where it induces endometrial proliferation with appear 

thickened with the “hyperechoic line sign” representing 

normal endometrium circumscribing the polyp [14]. Cystic 

areas may be observed in the thickened endometrium and 

sub endometrium [12]. Patients on tamoxifen with vaginal 

bleeding require biopsy when the endometrium measures 

5 mm or greater. There is no consensus on how to manage 

asymptomatic patients on tamoxifen. Patients typically 

have annual screening pelvic ultrasonography. 

On transvaginal ultrasound, the endometrium may re- 

tain products of conception (RPOC) may occur in women 

following spontaneous or therapeutic abortion or in the 

post-partum period (first 6 weeks post-delivery). Clinical- 

ly, women will have vaginal bleeding or a discharge and 

a positive human chorionic gonadotropin. On ultrasound, 

the most specific sign for RPOC is an endometrial mass 

that may or may not demonstrate vascularity with colour 

flow. In at-risk women, the diagnosis may be made if the 

endometrium measures 10 mm or greater even without a 

focal mass or colour flow with a sensitivity of over 80% 

[15,16]. Conversely, the diagnosis of RPOC may be ruled 

out if the endometrium measures less than 10 mm without 

vascularity with a negative predictive value of 63%-80% 

[15,16]. The treatment options for RPOC are conservative 

management, prostaglandin E1 analogs and dilatation and 

curette (D&C) [16]. 

Another cause for vaginal bleeding in women following 

D&C is a post procedure arteriovenous malformation 

(AVM)). On greyscale US, uterine AVMs demonstrate 

heterogeneous echogenicity in the myometrium with cyst- 

like spaces creating a “spongy texture” due to hypoechoic 

tubular areas representing abnormal vascular channels. 

On spectral Doppler, they demonstrate marked hyper- 

vascularity with high-velocity, low-resistance arterial flow 

and abundant venous flow. The peak systolic velocities are 

typically in the 35-97 cm/second range but may be high- 

er and the resistive index is in the 0.3-0.52 range (mean, 

0.42) [17]. Spectral analysis of the normal uterine arteries 
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reveals flows ranging from 9-44 cm/seconds and resistive 

indices ranging from 0.59-0.86 (mean, 0.73) [18]. There 

are also prominent parametrial vessels. Small AVMs may 

resolve spontaneously without intervention. However, 

when patients present with menorrhagia and anemia, 

angioembolization or hysteroscopy guided coagulation of 

spiral arteries may be required. It is important to make the 

diagnosis of AVM because D&C can lead to serious hem- 

orrhage [6,18]. 

Another cause for hypervascularity in the myometrium 

in the post-partum period unrelated to D&C is enhanced 

myometrial vascularity from subinvolution of the placen- 

tal implantation site. Like AVM’s, subinvolution of the pla- 

cental implantation site may cause vaginal bleeding that 

may resolve on its own or require embolization particularly 

when very high velocity flow is detected [16]. Uterine ar- 

teriovenous malformations may also be seen with gesta- 

tional trophoblastic disease and in cases where the beta 
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