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ndometriosis, a major contributor to pelvic pain and subfertility, is
characterized by endometrial-like tissue outside the uterus, primarily
on the pelvic peritoneum, ovaries, and rectovaginal septum, and in

rare cases on the diaphragm, pleura, and pericardium.1,2 Its characteristic
symptoms include dysmenorrhea, pelvic pain, deep dyspareunia and infer-
tility. Moreover the gastrointestinal tract, urinary tract or other extra ab-
dominal sites can be affected. Hence, clinical symptoms such as bloody
stools, renal haemorrhage, hemoptysis and pleural effusion during men-
struation may be observed in some of the patients.3 Endometriosis associated
with massive, bloody ascites is an unusual occurrence. Here we report 50
year-old woman presented with massive ascites as an unusual presentation
of endometriosis.

Endometriosis with
Massive Hemorrhagic Ascites:

Case Report

AABBSSTTRRAACCTT  Endometriosis associated with massive, bloody ascites is an unusual occurrence. This
report draws attention to this condition as a complication of endometriosis. A 50-year old, nul-
ligravida with massive, bloody ascites and a pelvic mass underwent laparotomy, and an intraoper-
ative laparoscopic examination ruled out malignancy. The histologic report was compatible with
endometriosis. Endometriosis should be considered in the differential diagnosis of hemorrhagic as-
cites in premenopausal women. The physician must consider endometriosis in the differential di-
agnosis whenever both ascites and a pelvic mass are found in the same patient. The diagnosis always
requires operative assessment and histologic confirmation.
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ÖÖZZEETT  Masif hemorajik assit ile seyreden endometriyoz nadirdir. Bu yazıda endometriyozin bir
komplikasyonu olarak bu durum anlatılmıştır. 50 yaşında nulligravida kadın hastaya masif, kanlı
assit ve pelvik kitle ile uygulanan laparotomide intraoperatif laparoskopik inceleme ile malignite
ekarte edilmiş, histolojik tanı endometriyoz ile uyumlu gelmiştir. Endometriozis, premenopozal
kadınlarda hemorajik assit ve pelvik kitle mevcudiyetinde ayırıcı tanıda düşünülmelidir. Tanı her
zaman operatif değerlendirme ve histolojik kanıt gerektirir.
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CASE REPORT

A 50 year-old woman presented with massive as-
cites of 2 months duration. Her past medical his-
tory was unremarkable. Physical examination was
normal except tense ascites. A diagnostic paracen-
tesis was performed. Paracentesis and cytological
examination was hemorrhagic. There were no ma-
lignant cells. Laboratory tests were normal. The
serum concentrations of CA 125 were normal. De-
spite that she did not have gynecological symptoms
or significant pelvic disease. We consulted the pa-
tients with gynecologists for a probable gyneco-
logic malignancy and/or pathology. During the
gynecologic examination 0.5x0.5 cm polypoid mass
in cervix was palpated. Transvaginal ultrasonogra-
phy was inconclusive about the uterus and adnex-
ial structures due to massive ascites. Ultrasound
examination revealed that endometrium was thin
and regular, uterus 50x25 mm. Abdominal CT
showed no free fluid inside the abdomen, but re-
vealed a 29x29x24 cm, thin walled, homogeneous,
hypodens cystic lesion on the anterior wall (mesen-
teric cyst or enteric cyst?). Since laparotomy was
planned, she was transferred to the general surgery
clinic. When she was operated, it was demon-
strated that the cyst included solid component in
the inferior. Ten liters of brown, cystic content in-
cluding echoic debris was aspirated from the cyst.
During the exploration the cysts did not have any
participation with any abdominal tissue, but was
adhesive to the transverse colon mesothelium, left
tuba and lateral peritoneum at two different loci.
The cystic material was completely removed. Its,
pathological examination showed cystic en-
dometriosis (Figure 1, 2). After recovery, the pa-
tient was transferred to the gynecology clinic for
further follow-up.

DISCUSSION

Endometriosis is a gynecological medical condition
in which cells from the lining of the uterus appear
and flourish outside the uterine cavity, most com-
monly on the peritoneum which lines the abdom-
inal cavity. The uterine cavity is lined with
endometrial cells, which are under the influence

of female hormones. Endometrial-like cells in areas
outside the uterus are influenced by hormonal
changes and respond in a way that is similar to the
cells found inside the uterus.4

Risk factors for endometriosis include ob-
struction of menstrual outflow, exposure to di-
ethylstilbestrol in utero, prolonged exposure to
endogenous estrogen, short menstrual cycles, low
birth weight, and exposure to endocrine-disrupt-
ing chemicals.5-7 Twin and family studies suggest a
genetic component.8 Consumption of red meat and
trans fats is associated with an increased risk of la-
paroscopically confirmed endometriosis, and eat-
ing fruits, green vegetables, and long-chain fatty
acids is associated with a decreased risk.9 Prolonged

FI GU RE 1: A cystic for ma ti on with fur nis hed cells pres sed down by mac rop -
ha ges lo a ded with he mo si de rin at ne igh bor ho od, HE, x40.

FI GU RE 2: In immunohistochemically staining endometrial glandular ele-
ments (cytokeratin positive), HE, x100.
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lactation and multiple pregnancies are protective.6

Complications of endometriosis include internal
scarring, adhesions, pelvic cysts, chocolate cyst of
ovaries, ruptured cysts, and bowel and ureteral ob-
struction resulting from pelvic adhesions. Infertil-
ity can be related to scar formation and anatomical
distortions due to the endometriosis. Peritonitis
from bowel perforation can occur. Ovarian en-
dometriosis may complicate pregnancy by decidu-
alization, abscess and/or rupture.10 Endometriosis
is associated with increased risks of autoimmune
diseases and ovarian endometrioid and clear-cell
cancers, as well as other cancers, including non-
Hodgkin’s lymphoma and melanoma.1

Hemorrhagic asvites can be a complication of
endometriosis. Ovarian cancer in nulliparous
women of childbearing age can be diagnosed with
following symptoms and findings; abdominal dis-
tention, a pelvic mass, dysmenorrhea, abdominal
pain, weight loss and eventual pleural effusion.11

Abdominal wall endometriosis frequently presents
with noncyclical symptoms.12

Since the description of first case in 1954, en-
dometriosis-related ascites was reported to occur in

a total of 63 women who were aged between 19
and 51 years. In this review, the CENTRAL (in the
Cochrane Library), MEDLINE (Silver Platter, from
1950 to 2010), and EMBASE (from 1950 to 2010)
electronic databases were searched. Key terms
were identified as “endometriosis”, “massive as-
cites”and “pleural effusion” Of the 50 subjects with
known obstetric history, 41 (82.0%) were nulli-
parous. The serum concentrations of CA 125 were
between 20 and 3,504 IU/ml for 19 women whose
CA 125 levels were determined. Pleural effusion
was also present in 38.1% of the reviewed subjects
(24 out of 63). The clinical features of the women
with endometriosis-related ascites and pleural ef-
fusion were similar to those of the women who had
only endometriosis-related ascites.13

Peritoneal tuberculosis, carcinomatosis and
pancreatic ascites are often considered as differen-
tial diagnosis of hemorrhagic ascites. Endometrio-
sis can rarely present as hemorrhagic ascites and
closely mimic these conditions. The physician must
consider endometriosis in the differential diagnosis
whenever both ascites and a pelvic mass are found
in the same patient.
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