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ABSTRACT
Endometriosis is an estrogen-dependent inflammatory disease that affects 8 to 10% of women at reproductive age,
characterized by the presence of endometrial glands and stroma outside the uterine cavity. In our case we are presenting
a case report of a reproductive age group woman with appendicular endometriosis, because of the presence of pelvic
endometriosis combined with an enlarged appendix, the choice was appendectomy, with complete suppression of
abdominal symptoms after the surgery, a fact also reported by other authors. We concluded that endometriosis of the
appendix is rare and almost never diagnosed before the surgery, with the definitive diagnosis obtained through
microscopic examination. However, it should always be taken into account for the diagnosis of chronic pelvic pain,
especially in young women complaining of recurrent pain, history of infertility and pelvic endometriosis.
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INTRODUCTION
Endometriosis is an estrogen-dependent inflammatory
disease that affects 8 to 10% of women at reproductive age,
characterized by the presence of endometrial glands and
stroma outside the uterine cavity.1 It is most commonly
found in the pouch of douglas peritoneum and the ovaries.
It is seen in 12-30% of women with chronic pelvic pain
and almost 50% of women with infertility. It affects the
gastrointestinal tract (GIT) around 12% of the cases of
which 72% occur in recto sigmoid region, 13% in recto
vaginal septum, 7% in small bowel, 4% in caecum and 3%
in appendix.2
Appendicular endometriosis (AE) may present as acute or
chronic appendicitis, cyclical right iliac fossa pain, lower
gastrointestinal (GI) bleeding, intestinal perforation, or
intestinal obstruction as a result of intussusception or
mucocele of appendix.3
In cases of appendix involvement, intraoperative
inspection may not show any alteration that suggests

endometriosis. Then, the definitive diagnosis is confirmed
through histopathological analysis.
This study reports a rare case of appendiceal endometriosis
in a woman with dysmenorrhoea.
CASE REPORT
A 38 years old female patient, with history of
dysmenorrhoea and dyspareunia for four months. She
came to our service with severe pain in suprapubic region
and right iliac fossa for last five days.
On examination, she had normal vital signs, no fever, flat
abdomen, presence of bowel sounds, tenderness in
suprapubic region and right iliac fossa and absence of
peritoneal signs.
At vaginal examination, the patient had retroverted normal
size uterus, intense pain at uterine mobilization and on
palpation of posterior and right lateral cul-de-sac; nonpalpable attachments. She was submitted to abdominal

February 2021 · Volume 10 · Issue 2 Page 794

Bagdi P et al. Int J Reprod Contracept Obstet Gynecol. 2021 Feb;10(2):794-796

ultrasound, which showed Right ovarian endometrioma of
size 7×5 cm normal size of the uterus, with minimal free
fluid in the cavity.
The treatment choice was hospitalization and plan was
exploratory laparotomy with ovarian cystectomy. Intra OP
findings were dense adhesions in between posterior
surface of uterus and bowel. Grade 1 endometriotic spots
were seen in peritoneum. Peritoneal endometriotic lesions
seen. Right ovarian endometrioma measuring around 8x6
cm in diameter fixed to the lateral wall of the uterus.
Nodules noted at the tip of appendix involving the
seromuscular layer and adherent to surrounding bowel
loops careful dissection of appendix and was tried and
proceeded with appendicectomy and the samples were sent
for histopathological examination.

AE frequently involves tip and body of the appendix. The
layers of appendix most commonly affected are muscular
and seromuscular (∼2/3rd cases), followed by the serosa
(∼1/3rd cases).
Types of endometriosis
There are three main types of endometriosis, based on
where it is:
Superficial peritoneal lesion
This is the most common kind. You have lesions on your
peritoneum, a thin film that lines your pelvic cavity.
Endometrioma (ovarian lesion)

Post-operative period was uneventful and was discharged
from the hospital on fourth day after surgery. The
histopathological examination showed impression of
endometrioma of left ovary and appendicular
endometriosis.

These dark, fluid-filled cysts, also called chocolate cysts,
form deep in your ovaries. They don’t respond well to
treatment and can damage healthy tissue.

DISCUSSION

This type grows under your peritoneum and can involve
organs near your uterus, such as your bowels or bladder.
About 1% to 5% of women with endometriosis have it.

Endometriosis is defined as the presence of endometrial
like tissue outside the uterus, which includes chronic,
inflammatory reaction.4 The associated symptoms can
impact on general physical, mental and social wellbeing.
Women in reproductive age group with dysmenorrhoea
with pelvic pain or infertility, a high prevalence of
endometriosis (from a low 20% to a high of 90%) is
reported.5 In women with unexplained infertility (regular
menstrual cycle, normal pelvic imaging, normospermic
partner) with or without pain, the prevalence of
endometriosis is reported to be as high as 50%. In
asymptomatic women undergoing tubal ligation (women
of proven fertility), the prevalence of endometriosis ranges
from 3% to 43%.6
The extent of the disease varies from a few, small lesions
to large, ovarian endometriotic cysts. There can be
extensive fibrosis in structures such as the uterosacral
ligaments and adhesions causing marked distortion of
pelvic anatomy.
Endometriosis typically appears as:19
Superficial ‘powder-burn’ or ‘gunshot’ lesions on the
ovaries, serosal surfaces and peritoneum. Black, darkbrown or bluish lesions, nodules or small cysts containing
old haemorrhage surrounded by a variable extent of
fibrosis. Atypical or ‘subtle’ lesions, including red
implants (petechial, vesicular, red flame like) and serous
or clear vesicles. White plaques or scarring and yellowbrown peritoneal discoloration of the peritoneum.
Endometriomas containing thick chocolate fluid often
adherent to the peritoneum of the ovarian fossa and the
surrounding fibrosis may involve the tubes and bowel.

Deeply infiltrating endometriosis

Therefore, the appendix is an important organ in the
evaluation of non-diagnosed chronic pelvic pain.
However, only 41% of the patients with appendiceal
endometriosis complain of intermittent pain in the right
lower quadrant, which may or may not be related to
menstruation.
Preoperative diagnosis of appendiceal endometriosis is not
common. It is frequently found during the surgical
treatment for pelvic endometriosis, similar to our case
reported.
The definitive diagnosis is obtained through the
histopathological study. Endometriosis was not the
preoperative suspicion, and it was diagnosed through the
histopathological study.
Some authors justify the prescription of appendectomy to
patients with chronic abdominal pain with undefined
origin, even when the organ aspect is normal. Whereas
some authors favor organ resection when it is rigid as a
result of deep infiltrating endometriosis as they can result
in mucocele of appendix. The same author does not
indicate prophylactic appendectomy to all patients
submitted to laparoscopy due to chronic abdominal pain
given the low probability of endometriosis in this organ.
In our case, because of the presence of pelvic
endometriosis combined with an enlarged appendix, the
choice was appendectomy, with complete suppression of
abdominal symptoms after the surgery, a fact also reported
by other authors.
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CONCLUSION
We concluded that endometriosis of the appendix is rare
and almost never diagnosed before the surgery, with the
definitive diagnosis obtained through microscopic exam.
However, it should always be taken into account for the
diagnosis of chronic pelvic pain, especially in young
women complaining of recurrent pain, history of infertility
and pelvic endometriosis.
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