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Abstract 

 

Endometriosis is a condition that affects 5-10% women of reproductive age and is characterized by 

abnormal growth of endometrial cells outside the uterus. Most commonly it involves the ovaries, 

fallopian tubes and the tissue lining the pelvis and rarely, endometrial tissue may spread beyond 

pelvic organs. We report a case of a 43-year-old female patient admitted to hospital for a routine 

gynecological clinical examination. Regarding her personal and family medical history no 

important pathology was associated. Clinical examination revealed a normal uterus with a 10 cm 

tumoral mass on the right side. The transvaginal sonography showed a mass with a negative 

ecogenity, well delimited, with 92 mm in diameter. A diagnosis of right ovarian tumor was 

established. Using exploratory laparoscopy, the adnexal tumoral mass was confirmed and because 

the tumor didn’t have definite signs of benignity, the intervention was converted into laparotomy. 

Due to massive hemorrhage the patient underwent abdominal hysterectomy with bilateral salpingo-

oophorectomy. The postoperative evolution was favorable, and the histological examination 

confirmed the ovarian endometriosis and adenomyosis. 
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Introduction  

 

Endometriosis is a benign debilitating 

gynecological disease affecting millions of 

women worldwide, widely accepted as an 

estrogen-dependent condition [1]. Endometriosis 

occurs approximately in 5-10% women of 

reproductive age [2], while the prevalence in 

infertile women can reach 40% [1].  

The mechanisms regarding the origin of 

endometriosis are not fully known and 

understood and there are several theories 

(Figure 1) that are trying to explain the right 

pathogenesis [3]. 

Its symptoms usually consist in chronic 

pelvic pain, dysmenorrhea, dyspareunia and 

infertility [4], changing the quality of life in 

women. There are also many women with 

endometriosis that have no symptoms or 

unspecific symptoms. This disease is detected in 

up to 43% of cases during laparoscopy in 

women with no symptoms [5]. 

 

 

Case presentation 

 

A 43-year-old female patient was 

admitted to the hospital for a routine 

gynecological clinical examination. The patient 

presented with no abdominal pain, without any 

signs of infertility, having no endometriosis 

specific symptoms.  

Her personal medical history revealed no 

important features, having regular menstrual 
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cycles, with two pregnancies and two deliveries, 

at the last one, two years ago, a cesarean 

delivery was performed. Regarding her family 

medical history there was no significant 

pathology. 

The clinical examination revealed a cervix 

with preserved epithelium, without any blood 

loss, a normal uterus with a large tumoral mass 

on the right side of 10 cm, well delimited and 

painful at mobilization. She had no other 

associated pathology on clinical examination. 
 

 
Figure 1 - Theories regarding endometriosis pathogenesis (E2 – Estradiol)

Of the available imagistic explorations, 

transvaginal sonography (TVS) was used, being 

easily accessible and efficient, proving the 

existence of the tumor. This investigation 

revealed an anteverted anteflexed uterus with a 

small enlargement on the right and in the 

anterior part was reported a mass with a 

negative ecogenity, well delimited, with 92 mm 

in diameter, presenting a few intracavitary septa 

and no cystic vegetations. 

Considering the physical and paraclinical 

findings a diagnosis of right ovarian tumor was 

established. 

Using laparoscopy, the gold standard for 

diagnosing endometriosis, we confirmed the 

adnexal tumoral mass (Figure 2) of around 

10/10 cm, very adherent to the posterior wall of 

uterus and rectum. The mass didn`t have 

definite signs of benignity. The laparoscopy 

transformed into laparotomy (Figure 3) because 

of these uncertain features of the tumor and of 

the intense adhesion to the uterus, the broad 

ligament of the uterus, the small intestine and 

the rectum.  

Being highly vascularized with a hematic 

content, a large intraoperative hemorrhage 

occurred, which led to total abdominal 

hysterectomy with bilateral salpingo-

oophorectomy.  

 

  
Figure 2 - Laparoscopic aspect 

 

The postoperative evolution was 

favorable. The laboratory blood test indicated an 

anemia with hemoglobin of 8.6 g/dL so the 
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patient was administered intravenous martial 

therapy. 

After the surgery, the histological 

examination confirmed the ovarian 

endometriosis and adenomyosis. As the 

diagnosis was certain after the histopathological 

examination of the specimens, no 

immunohistochemistry examination was 

performed. The patient short and long-term 

outcome were favorable. 

 

 
Figure 3 - Intraoperative view during exploratory 

laparotomy, prior to total abdominal 

hysterectomy 

 

 

Discussions 

 

Endometriosis is a condition characterized by 

endometrial tissue outside the uterine cavity, 

such as ectopic glands and stroma [3], the most 

common locations are the ovaries and the pelvic 

peritoneum [6]. The characteristic is the 

displaced endometrial tissue which continues to 

act as normal and it thickens, breaks down and 

bleeds with every menstrual cycle. This tissue 

has no way to exit the body becoming trapped 

and forming a cyst.  

There are three major methods to diagnose 

endometriosis: pelvic exam, ultrasonography 

and laparoscopy. 

At transvaginal sonography, the first-line 

imaging technique, endometrial lesions are 

diagnosed through the presence of single or 

multiple cystic formations, with a homogenous 

and hypoechoic content [6]. However, almost 

half of all endometrial lesions display 

ultrasound characteristics other than the typical 

features mentioned above. Atypical lesions can 

manifest some of the following ultrasound 

characteristics: multiple locules, hyperechoic 

wall foci, cystic-solid lesions, or anechoic cysts.  

The optimal rule for the ultrasound diagnosis 

has been stated as an adnexal mass in a 

premenopausal patient with ground glass 

echogenicity of the cyst fluid, one to four 

locules and no papillations with detectable 

blood flow [7]. 

The best-known staging system of 

endometriosis is ASRM (American Society for 

Reproductive Medicine) Classification, in which 

endometriosis ranges from I- minimal, II-mild, 

III-moderate and IV-severe depending on their 

intraoperative location and extend of lesions [6].  

Usually the treatment depends on the 

severity of the symptoms and includes pain 

killers, hormone therapy to conservative surgery 

and finally hysterectomy.  

Endometriosis is a rare disease affecting 

especially women of reproductive age. It can be 

a clinical challenge, due to the sometimes-

difficult diagnosis. In this case, the patient 

revealed no specific signs, with atypical 

sonographic and macroscopic appearance.  

Moreover, the patient`s age is particular (43 

years), endometriosis occurring especially in 

18-29 years old group [8]. 

 

 

Conclusions 

 

The peculiarity of this case is the atypical 

clinical presentation of the patient: no 

abdominal pain, no infertility in a 43 years of 

age patient. The ultrasound examination 

revealed an ovarian cyst without any appearance 

of endometriosis. The laparoscopic finding was 

more appropriate to ovarian cancer, but the 

pathological exam confirmed the endometriosis. 

In this case, the endometriosis has unusual 

presentation regarding clinic, imagistic and 

laparoscopic appearance. 
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