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Abstract

Case Report

Prevalence of persistent endometriosis in women after menopause
without any hormonal replacement therapy is very rare. This is a
case of a woman with previous history of total hysterectomy and
bilateral salpingo-oophorectomy for endometriosis who presented
with hemoperitoneum, vaginal bleeding, pelvic mass, and pulmonary
thromboembolism mimicking as rectovaginal septum carcinoma.
This is the first case report with a unique mode of presentation
wherein the patient presented with hemoperitoneum requiring
emergency embolization of the vessel to stabilize the patient.
She underwent en bloc resection of the tumor with high anterior
resection of the rectum. Histopathology confirmed endometriosis.

A 50-year-old para 2 was referred to our hospital in view of pelvic
mass, bilateral hydronephrosis and pulmonary embolism. She
had initially presented to a private hospital with a history of acute
abdomen due to hemoperitoneum and bleeding per-vagina. A
contrast enhanced CT scan of the abdomen and pelvis showed large
hemoperitoneum with solid dense areas in the caudal portion of the
pelvis with a blush of increasing contrast enhancement in the central
part of the pelvis indicating active bleeding likely from a branch
of inferior mesenteric artery (Figs. 1A and B). She underwent
emergency embolization of the feeding vessels with gelfoam to
stop the active bleeding. Following the embolization, CT showed a
lobulated soft tissue density mass in the pelvis measuring about 15
× 6.6 × 6.5 cm which was compressing the rectum and the bladder
and with bilateral hydronephrosis (Figs. 2A and B). Serum CA-125
was 595.8 and CA-19.9 was 26.9.
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Introduction

T

he incidence of endometriosis in post-menopausal women
is 2% to 5%1,2 and is commonly seen in those who have received
hormonal replacement therapy after menopause.3 This report is
about a rare case of a patient with post-menopausal endometriosis,
who presented with intra-abdominal bleeding, pelvic mass, vaginal
bleeding and pulmonary thromboembolism. With clinical and
radiological findings and past history of endometriosis, the disease
was considered as rectovaginal septum carcinoma of clear cell type
resulting from malignant transformation of endometriosis.
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Figures 1A and B: Computed tomography (CT) of abdomen,
pelvic and chest. A: Large amount of dense free fluid within the
pelvis and moderate amount of more hypodense free fluid is also
visualized in the abdomen. B: There is a blush of increasing contrast
enhancement in the central and right hemipelvis in keeping with
active hemorrhage.
Her past surgical history suggested that she had undergone
total hysterectomy for fibroid uterus and after two years she had
bilateral salpingo-oophorectomy and partial vaginectomy for deeply
infiltrating endometriosis. Post-operatively, she was neither treated
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for her endometriosis nor was she on any hormonal replacement
therapy. With this mode of clinical presentation, the differential
diagnosis considered were carcinoma of the peritoneum or rectovaginal septum due to malignant transformation of the remnant
endometriosis mainly of clear cell type due to the typical features of
pelvic mass, pulmonary embolism and past history of endometriosis.

Figures 2A and B: CT of abdomen, pelvis and chest after
embolization of inferior mesenteric artery: Lobulated soft tissue
density mass seen in the pelvis measuring about 15 × 6.6 × 6.5 cm,
compressing the rectum and bladder and displacing the small bowel
loops laterally.
She underwent laparotomy revealing a 5 × 3 × 2.5 cm mass
which was densely adherent to the rectosigmoid colon, to the
pelvic side walls involving bilateral ureters, and eroding into the
vagina causing ulceration of the vaginal vault. There was neither
free intraperitoneal fluid nor any signs of pelvic or abdominal
endometriosis. Preoperative CT showed a 15 × 6.6 × 6.5 cm mass
in the pelvis, but intraoperatively, only a 5 × 3 × 2.5 cm mass was
noted in the pelvis giving rise to a possibility that the intraperitoneal
bleeding had undergone resorption. She underwent uretrolysis,
en bloc resection of the tumor, and high anterior resection of the
rectum. Postoperatively, the patient made uneventful recovery
and was discharged home on the 9th postoperative day. Final
histopathological findings showed features consistent with so-called
necrotic pseudoxanthomatous nodule, associated with longstanding
endometriosis and no features of malignancy.

Discussion
It has been hypothesized that endometriosis is estrogen-dependent
and that progesterone inhibits the cellular proliferation, therefore
endometriosis is commonly seen in women of reproductive age
group and very rarely seen after menopause. Different theories
have been postulated for recurrence of endometriosis in women

who have undergone surgical menopause, such as ovarian remnant
syndrome (ORS), wherein part of the ovarian tissue has been left
behind after bilateral oophorectomy which continues to produce
hormone and stimulate the ectopic endometrial implant. The
endometrial implants can also be reactivated by exogenous estrogen
in the form of hormonal replacement therapy,3,4 or endogenous
estrogen which comes from peripheral conversion of androgen
and androstenedione from adrenal glands. Evidence also shows
that endometrial implants harbor aromatase expression which is
stimulated by PGE2 leading to local production of estrodiol. These
implants also lack hydroxysteroid dehydrogenase (17β-HSD) type
2 expression thus impairing conversion of estradiol to estrone which
results in local accumulation of potent estrodiol. Another possible
hypothesis of endometriosis after menopause is due to spontaneous
coelomic metaplasia and vascular endometrial cell transportation. It
is possible that our patient had ovarian remnant syndrome because
her BMI was normal, had no history of HRT but had past history
of deep endometriosis making it possible that part of ovarian tissue
must have been left in-situ during laparotomy done for bilateral
salpingo-oophorectomy and vaginectomy. Since we did not have
preoperative serum estradiol and FSH levels, it was difficult to
demonstrate her true menopausal status.
Table 1 shows a summary of studies on endometriosis in
women who have undergone surgical menopause. Presentation of
endometriosis in post-menopausal patients can be unpredictable
and mainly depends on the location of the endometriotic implants.
Since endometriosis is usually associated with surrounding
inflammation and fibrosis, symptoms can sometimes be very severe.
Since the time of Sampson in 1925,5 numerous case reports and
review of the literature have shown that endometriosis can be a
precursor of ovarian, primary peritoneal or recto-vaginal septum
cancer mainly of clear cell, endometroid type.6,7 Literature has also
shown that endometriosis can act as a precursor for both cystic
and adenofibromatous types of clear cell carcinoma of the ovary.8
Endometriosis can sometimes present with ascites, pelvic mass and
pleural effusion mimicking as advanced ovarian cancer,9 thus making
preoperative diagnosis of endometriosis, especially in women
who have undergone total hysterectomy and bilateral salpingooophorectomy, very challenging to the treating physician. Clear cell
carcinoma demonstrates unique clinical features such as large pelvic
mass, thromboembolic complications and hypercalcemia.
In this case report, the patient had clinical features of pelvic mass,
hemoperitoneum and pulmonary embolism and our diagnosis was
carcinoma of the recto-vaginal septum of clear cell type associated
with endometriosis. Surgical resection of all endometriotic implants
and restoring normal anatomy is the treatment of choice. Hence,
in patients with deeply infiltrating endometriosis, radical surgery
involving bowel resection becomes inevitable. Following surgery
postoperative hormonal treatment to suppress endometriosis has
not yet been established.10
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Age

Case Reference
no

Yes

Yes

Yes

Menopause
status

Gross
hematuria

Painless vaginal
bleeding

Pelvic pain

Mode of
presentation

Right sided
retroperitoneal
mass causing
sever hydroureteronephrosis

Pelvic mass

Bilateral
distal ureteral
obstruction

Clinical
features

Yes

Yes

Yes

THBSO*

THBSO*

THBSO*

No

No

No
Endometriosis

Histology

Endometriosis
Excision of the
endometriosis and
reimplantation
of bilateral ureter
into the bladder.
Recurrence of
endometriosis after 3
years was treated with
aromatase inhibitor.

Treatment

No

Not mentioned

Endometriosis
Right simple
nephrectomy, radical
resection of the
retroperitoneal mass
including dissection
of part
of the psoas muscle
and the inferior vena
cava, resection of the
distal
ileum plus cecum
and appendix due to
mesenteric invasion,
and primary
ileoascending colon
reanastomosis

Yes
Malignant Excision of the pelvic Endometriosis
(conjugated
neoplastic
mass with anterior
estrogen) lesion, possibly a resection of the
sarcoma
sigmoid colon.

Yes (oral
conjugated
estrogen)

Past history Past history of History of Past history of Pre-operative
of
surgery
hormonal
HRT*** diagnosis made
endometriosis
treatment for
endometriosis

Table 1: Summary of studies of endometriosis in women after total hysterectomy with bilateral salpingo-oophorectomy (THBSO).
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Yes

Left lower Peri-aortic mass
abdominal pain with ureteral
obstruction

Hematochezia, Colonoscopy
tenesmus and
revealed a
pelvic pain
friable and
stenosing tumor
formation in the
upper rectum.

Yes

6

Yes

Khong SY, Lam A, Coombes 62
G, Ford S. Surgical
management of recurrent
ureteric endometriosis causing
recurrent hypertension in a
postmenopausal woman.
J Minim Invasive Gynecol.
2010 Jan-Feb;17(1):100-3.
74
Popoutchi P, dos Reis Lemos
CR, Silva JC, Nogueira AA,
Feres O, Ribeiro da
Rocha JJ: Postmenopausal
intestinal obstructive
endometriosis: case
report and review of the
literature. Sao Paolo Med J
2008, 126:190-193.
59
R. Flyckt, S. Lyden, A. Roma
and T. Falcone*
Post-menopausal
endometriosis with inferior
vena cava invasion requiring
surgical management
Hum Reprod. 2011, 26
(10):2709-2712.doi: 10.1093/
humrep/der260

5

Clinical
features

Bilateral
hydronephrosis
induced by
extrinsic
compression of
both ureters (at
supravesical
fossa) by
nodules
compatible
Obstructed
Recurrent
urinary tract left ureter and
infection and hydronephrosis
pain in left iliac
fossa

Renal failure

Mode of
presentation

Yes

Menopause
status

Indraccolo U, Barbieri F. Silent 54
onset of postmenopausal
endometriosis in
a woman with renal failure in
hormone replacement therapy:
a case report. J Med Case
Reports. 2010 Aug 4;4:248.

Age

4

Case Reference
no

THBSO*

Yes

THBSO*

THBSO*

Yes

YES

THBSO*

Yes

No

No

No

No

Treatment

Histology

Endometriosis
Abdominal
A biopsy
rectosigmoidectomy
revealed
with a low mechanical
mucosal
fragments of colorectal anastomos
endometrial and transversostomy
in a protective loop
type
performed.
Yes
CT** guided Excision of the tumor Endometriosis
(Conjugated biopsy revealed with resection and
endometriosis ligation of inferior
equine
estrogen)
vena cava

No

Endometriosis
Yes (estrogen Endometriosis
Excision of
patch)
endometriotic nodule

Yes (estrogen Endometriosis laparoscopic excision Endometriosis
based only)for
of the endometriotic
seven years
nodules

Past history Past history of History of Past history of Pre-operative
HRT*** diagnosis made
of
surgery
hormonal
treatment for
endometriosis
endometriosis

Table 1: Summary of studies of endometriosis in women after total hysterectomy with bilateral salpingo-oophorectomy (THBSO).
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Yes

Yes

30

Joseph J, Reed CE,
Sahn SA. Thoracic
endometriosis. Recurrence
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treatment with talc
pleurodesis.
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1996 May;3(3):423-6.

8

9

Vaginal
bleeding and
pelvic pain

Intermittent
right- and leftsided pleuritic
chest pain,
hemoptysis of
6-years'
duration, and
recent pleural
effusion.

Mode of
presentation

Histology
Past history Past history of History of Past history of Pre-operative
Treatment
of
HRT*** diagnosis made
surgery
hormonal
treatment for
endometriosis
endometriosis
Yes
THBSO* + Yes (danazol) Yes (estrogen Endometriosis Talc Pleurodesis for Endometriosis
Decreased vocal
recurrent thoracic
and
past history of
fremitus and
endometriosis
progesterone)
thoracotomy
diminished
and excision of
breath
right lung blebs
sounds in
and pleural
the left base,
abrasion
Thoracentesis
were done
revealed
for recurrent
a hemorrhagic
pneumothorax
fluid
for recurrent
endometriosis.
Yes (ethinyl Endometriosis Vaginal resection of Endometriosis
Yes
Cystic lesion in
Yes
Had
estradiol)
the
(cyclicthe pelvis
Supracervical
cervical stump and
hysterectomy
laparoscopic resection
norethinoand BSO
of the ovarian
drone acetate)
following
remnant.
failed medical
management
for
endometriosis,
but had
recurrence in
spite of medical
management of
endometriosis
Clinical
features

*THBSO: Total hysterectomy with bilateral salpingo-oophorectomy, **CT: Computed tomography, ***HRT: Hormonal replacement therapy

Menopause
status

Age

Case Reference
no

Table 1: Summary of studies of endometriosis in women after total hysterectomy with bilateral salpingo-oophorectomy (THBSO).
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Conclusion
Endometriosis after surgical menopause is rare and symptoms
can vary based on the site of endometriotic implants. Sometimes
endometriosis can present with symptoms which can mimic
pelvic malignancies and also since endometriosis confers the risk
of malignant transformation, this makes it difficult for a treating
physician to make appropriate pre-operative diagnosis. Although
endometriosis after surgical menopausal is rare, it should be
considered in the differential diagnosis of abdominal or pelvic mass,
especially in women with past history of endometriosis.
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