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Abstract In recent years, laparoscopic surgery has become
the gold standard in the management of presumed benign
adnexal masses. As preoperative selection is not perfect,
some cases of ovarian malignancy are encountered at
laparoscopy, during the management of adnexal masses
presumed to be benign. We report the case of a 45-year-old
lady with endometriosis, who presented with a pelvic
abscess 6 months after the treatment of an endometrioma
managed at another unit. She subsequently underwent a
laparoscopic salpingo-oophorectomy. The histology
returned showing an endometrioid adenocarcinoma of the
ovary. We review the literature regarding the use of
laparoscopy for ovarian masses, especially in the case of
ovarian endometrioma in the perimenopause. Though
conservative surgical management of endometriomas in
young women is advocated by some authors, this article
highlights the possible pitfalls in the management of
endometriomas in women over the age of 40 years, as
endometriomas can be associated with an increased risk of
endometrioid and clear-cell adenocarcinoma of the ovary.
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Introduction

Laparoscopic surgery in the management of adnexal masses
has enormously increased in popularity since the late

1980s, and has mostly replaced the abdominal approach.
Several prospective randomised studies have demonstrated
the value of laparoscopic surgery in the management of
adnexal masses [1].

Most authors consider operative laparoscopy superior to
laparotomy, especially in the management of endometriomas
[2]. Others consider this issue controversial, since the
preoperative assessment for the diagnosis of malignancy in
adnexal masses cannot be established in all cases, especially
before the menopause [3].

As a consequence, adnexal masses expected to be benign
may be later found to be malignant and possible spillage at
the time of laparoscopic surgery can lead a worsening of
the prognosis [4].

Case report

A 45-year-old nulliparous lady presented to our gynaeco-
logical emergency service complaining of abdominal and
pelvic pain of acute onset. The pain was aggravated by
movement and was radiated to the shoulder.

She was pale, tachycardic and with a temperature of
38.5°C. On examination, there was rebound tenderness and
guarding, especially in the left iliac fossa. Vaginally, there
was left adnexal tenderness. Her pregnancy test was
negative, urinalysis and blood profile was normal, except
for the Ca125, which was slightly elevated.

Ultrasound of the pelvis revealed a 7–8-cm left ovarian
cyst, suggestive of an “endometrioma,” with some free
fluid in the pouch of Douglas.

Six months earlier, she had presented to another unit
with lower abdominal pain and dyspareunia. A scan at the
time had shown a 3-cm endometrioma, for which she had
undergone laparoscopic management; however, no tissue
biopsy was taken. At her 2-month follow-up, the cyst had
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recurred. As her symptoms had not changed, it was decided
to manage her conservatively with a progestagen and 6-
weekly scans. The Ca125 estimations were elevated during
her conservative management (209.2 kU/L).

During her current presentation, despite analgesia and
antibiotics, her pain became uncontrollable. She was, thus,
offered an emergency laparoscopy after counselling regard-
ing the possible loss of the left adnexa and that further
operation may be necessary, depending on the findings.

The intraoperative findings were: a ruptured left tubo-
ovarian abscess of 8 cm which was adherent to the pelvic
sidewall and left uterosacral ligament, and 300 ml of purulent
fluid in the pouch of Douglas and under the diaphragm (Fig. 1).

There was endometriosis on both uterosacral ligaments,
the anterior pouch and, on the right ovary, there was grade
II–III endometriosis, as per rAFS classification.

Peritoneal fluid was aspirated and sent for microbiology
and cytology.

Once the ovary was drained, the interior looked
suspicious, thus, a left salpingo-oophorectomy with exci-
sion of the peritoneum of the sidewall where the ovary was
attached was performed. The specimen was removed
through a 10-mm port with an endobag and was sent for
urgent histology.

The patient recovered from the surgery uneventfully and
was discharged from hospital 2 days post-operatively.

Pathology analysis of the specimen revealed an endome-
trioid neoplasm with high-grade proliferation, showing
prominent foci of squamous metaplasia (Fig. 2).

Upon receipt of the pathology report (stage IIb), referral was
made to a gynaecologic oncologist at the local cancer centre.

The patient underwent completion surgery, at which there
was no upstaging of disease, followed by chemotherapy.

Discussion

The ovary is a common site for endometriosis [5]. The
exact incidence and prevalence of malignant transforma-

tion in endometriosis is unknown. However, it is thought
to occur in 0.7–5% of all cases with ovarian endometriosis
[6].

When it occurs, carcinoma of the ovary is seen in
women with endometriosis 10 to 20 years younger than
those who develop endometrial or ovarian cancer. In Heaps
et al.’s review of 195 cases of endometriosis associated
with ovarian cancer, the average age of the patients was
46 years and 50% of the patients were nulliparous [7].

In patients with long-standing endometriomas, the
relative risk of ovarian cancer has been shown to be
increased (standardised incidence ratio of 4.2) [8], which is
in keeping with the follow-up study by Melin et al., which
had a longer follow-up [6].

The working diagnosis in our patient was that of an
endometrioma with a pelvic infection. She thus underwent
laparoscopy, as it is known that pelvic abscesses can result
after the treatment of endometriomas and that laparoscopy,
apart from being the best way to manage endometriomas,
also has a place in the management of pelvic abscess [9].

It was also kept inmind, however, that she was a 45-year-old
nulliparous woman with an elevated Ca125.

At the time of the surgery, laparoscopic drainage of the
abscess may have been adequate, as suggested by some
authors [10]. It is, however, important with endometriomas
to perform a “cystoscopy” to visualise the interior of the
cyst. All of the fluid should be washed out and a biopsy
taken from the cyst. This approach may not be appropriate
for women over the age of 40 years because of the
association of endometriosis and cancer [8]. The interpreta-
tion may, however, be difficult in the presence of infection.
In our case, suspicious features were noticed and, on further
dissection, it was difficult to separate the ovary from the
pelvic sidewall. This difficulty of cleavage is considered by
some authors as a pointer to malignancy [1].Fig. 1 Endometrioma at the second laparoscopy

Fig. 2 High-grade endometrioid ovarian adenocarcinoma showing
prominent focal squamous differentiation
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The decision was, thus, between performing a frozen
section or the removal of the adnexa with urgent histology
followed by completion surgery.

It was decided not to perform a frozen section, as success
of frozen sections in the presence of infection was doubtful
[11] and the suspicious appearance in itself may have been
due to the presence of acute on chronic inflammation. In
addition, there are reports of tubo-ovarian abscess resem-
bling ovarian malignancy and cases of ovarian abscess
arising within an endometrioma have been described [12].

The patient underwent salpingo-oophorectomy with
excision of the site of adherence of the ovary, which is
important in staging, should the mass turn out to be
malignant, as in this case.

If a frozen section is not carried out, it is important that
the specimen be sent off for histology urgently, as a delay
beyond 17 days has been reported to increase the stage of
disease [13]. The specimen, however, should also be
removed in an endoscopic bag, as this, theoretically, would
reduce the occurrence of port site metastasis.

The choices for the surgical management of endome-
triomas include: laparoscopic cyst aspiration, fenestration
and ablation or excision of the cyst. Women undergoing
endometrioma coagulation or vaporisation are three times
as likely as women undergoing cyst excision to have a
recurrence, with recurrence rates ranging from 6–30% [14].

Some investigators have also suggested a two-stage
procedure, where the cyst is aspirated, irrigated and
inspected, followed by GnRH analogues. This procedure
may be appropriate for large cysts [15].

Excision should be the treatment of choice for endome-
triomas, such as that for our 45-year-old nulliparous patient
in this report.

Another issue is the follow-up of women after the
treatment of endometriomas. In this patient, there was a
recurrence with minimal symptoms; thus, she was followed
up with serial scans instead of re-operation. The possibility
of malignancy should be kept in mind in older women.
Conservative management without tissue diagnosis should
be reserved for women with ultrasonographically suspected
simple ovarian cysts [16].

The patient in this study received the most appropriate
operation for the presenting symptoms, but at her original
treatment, her background history was overlooked and
tissue diagnosis was not made.

Though laparoscopy is the best management for women
with ovarian cysts, it is important that the background history
should always be taken into consideration, as malignancy is a
possibility, especially in older women with an elevated Ca125
and an “endometrioma,” as demonstrated by this case.

References

1. Canis M, Rabischong B, Houlle C, Botchorishvili R, Jardon K,
Safi A, Wattiez A, Mage G, Pouly JL, Bruhat MA (2002)
Laparoscopic management of adnexal masses: a gold standard?
Curr Opin Obstet Gynecol 14:423–428

2. Catalano GF, Marana R, Caruana P, Muzii L, Mancuso S (1996)
Laparoscopy versus microsurgery by laparotomy for excision of
ovarian cysts in patients with moderate or severe endometriosis. J
Am Assoc Gynecol Laparosc 3:267–270

3. Chapron C, Dubuisson J-B, Fritel X, Rambaud D (1996)
Diagnosis and management of organic ovarian cysts: Indications
and procedures for laparoscopy. Hum Reprod Update 2:435–
446

4. Vergote I, De Brabanter J, Fyles A, Bertelsen K, Einhorn N,
Sevelda P, Gore ME, Kaern J, Verrelst H, Sjövall K, Timmer-
man D, Vandewalle J, Van Gramberen M, Tropé CG (2001)
Prognostic importance of degree of differentiation and cyst
rupture in stage I invasive epithelial ovarian carcinoma. Lancet
357(9251):176–182

5. Parazzini F, Luchini L, Vezzoli F, Mezzanotte C, Vercellini P
(1994) Endometriosis: prevalence and anatomical distribution of
endometriosis in women with selected gynaecological conditions:
results from a multicentric Italian study. Hum Reprod 9(6):1158–
1162

6. Melin A, Sparén P, Persson I, Bergquist A (2006) Endometriosis
and the risk of cancer with special emphasis on ovarian cancer.
Hum Reprod 21(5):1237–1242

7. Heaps JM, Nieberg RK, Berek JS (1990) Malignant neoplasms
arising in endometriosis. Obstet Gynecol 75:1023–1028

8. Brinton LA, Gridley G, Persson I, Baron J, Bergquist A (1997)
Cancer risk after a hospital discharge diagnosis of endometriosis.
Am J Obstet Gynecol 176(3):572–579

9. Yang C-C, Chen P, Tseng J-Y, Wang P-H (2002) Advantages of
open laparoscopic surgery over exploratory laparotomy in patients
with tubo-ovarian abscess. J Am Assoc Gynecol Laparosc 9
(3):327–332

10. Henry-Suchet J (2002) Laparoscopic treatment of tubo-ovarian
abscess: thirty years’ experience. J Am Assoc Gynecol Laparosc 9
(3):235–237

11. Canis M, Mashiach R, Wattiez A, Botchorishvili R, Rabishong B,
Jardon K, Safi A, Pouly JL, Déchelotte P, Mage G (2004) Frozen
section in laparoscopic management of macroscopically suspicious
ovarian masses. J Am Assoc Gynecol Laparosc 11(3):365–369

12. Wang CN, Lai CH, Hsueh S, Chou HH (2005) Ovarian
endometrioma complicated by a Salmonella abscess caused by
an enteroovarian fistula: a case report. J Reprod Med 50:871–873

13. Lehner R, Wenzl R, Heinzl H, Husslein P, Sevelda P (1998)
Influence of delayed staging laparotomy after laparoscopic
removal of ovarian masses later found malignant. Obstet Gynecol
92(6):967–971

14. Koga K, Takemura Y, Osuga Y, Yoshino Y, Hirota Y, Hirata T,
Morimoto C, Harada M, Yano T, Taketani Y (2006) Recurrence of
ovarian endometrioma after laparoscopic excision. Hum Reprod
21:2171–2174

15. Donnez J, Nisolle M, Gillet N, Smets M, Bassil S, Casanas-Roux
F (1996) Large ovarian endometriomas. Hum Reprod 11:641–646

16. Zanetta G, Lissoni A, Torri V, Dalla Valle C, Trio D, Rangoni G,
Mangioni C (1996) Role of puncture and aspiration in expectant
management of simple ovarian cysts: a randomised study. BMJ
313(7065):1110–1113

Gynecol Surg (2008) 5:309–311 311


	Unsuspected unusual endometriotic ovarian cancer
	Abstract
	Introduction
	Case report
	Discussion
	References




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (None)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 524288
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org?)
  /PDFXTrapped /False

  /SyntheticBoldness 1.000000
  /Description <<
    /ENU <>
    /DEU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [5952.756 8418.897]
>> setpagedevice


