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ABSTRACT
We present a case of a 22-year-old nulliparous woman, initially investigated by a urologist after she presented with a
history of urinary tract symptoms including catamenial hematuria and suprapubic pain. Ultrasonographic and
cystoscopic findings suggested a bladder mass suspicious for endometriosis. Further MRI revealed a 3 X 4 cm mass
in the bladder, and the diagnosis of endometriosis was confirmed by the biopsy. Consequently, the patient was offered
treatment options including combined laparoscopic and transurethral resection of the bladder lesion for definitive
diagnosis and treatment. Using a combination of hydrodissection and CO2 laser energy laparoscopically and
monopolar electro-surgery cystoscopically, the lesion was resected uneventfully and the bladder defect was repaired
laparoscopically. The patient was discharged on the same day with a Foley catheter, which was removed 10 days
later. After 8 weeks follow up period, she remained free of symptoms. Histopathology confirmed endometriosis. We
conclude that this combined approach is feasible, safe and effective therapy for intramural bladder endometriosis.
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INTRODUCTION
Endometriosis is a common gynecological disease that
affects 15% of premenopausal women.1 Deep infiltrative
endometriosis, however, involves a more serious invasion
of uterus, posterior fornix, uterosacral ligament, rectum,
vagina and urinary tract.2 Involvement of the bladder with
a penetrating lesion occurs in less than 2% of all cases of
endometriosis.1 The condition is often accompanied by
pelvic and supra pubic pain, frequency, urgency,
nocturia, and less frequently; hematuria. Those common
symptoms of vesical endometriosis were also reported in
many other diseases of the lower urinary tract, such as
interstitial cystitis and chronic urethral syndrome that

often complicates the diagnosis.2,3 The most effective
treatment for bladder endometriosis is a complete
surgical resection of the nodule followed by bladder
reconstruction.1 We present a case of vesical
endometrioma managed by a combined procedure of
laparoscopic and transurethral partial cystectomy,
followed by laparoscopic bladder reconstruction.
CASE REPORT
A 22-year-old nulliparous woman was referred to us from
her urologist with a history of urinary tract symptoms
consisting of cyclical hematuria and supra pubic pain,
with incidental findings during investigating cystoscopy
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and an ultrasound of a mass suspected for endometriosis.
She was otherwise healthy. Physical examination was
unremarkable. A diagnosis of endometriosis was made
based on her pelvic MRI; which revealed a 3 × 4 cm mass
inside the bladder, and the histopathological findings of
the biopsied specimen. A second look cystoscopy
performed by the urologist showed a lesion at the dome
of the bladder, with both ureteral orifices being free from
endometriosis (Figure 1).

First, the lesion was circumscribed and dissected free
from the anterior uterine wall and cervix using a
combination of hydrodissection and CO2 laser energy.
Following laparoscopic mobilization of the lesion, the
urologist circumscribed the endometriotic lesion through
transurethral cystoscopy using a monopolar Collin’s
electrode. Final resection of the lesion was accomplished
laparoscopically and it was removed through a 10mm
port. Repair of the cystostomy was carried using 2-vicryl
suturing in a double-layer continuous fashion via the
laparoscopic approach. The procedure was uneventful
and the patient was discharged from hospital on the same
day of operation, and the foley catheter was removed on
postoperative day 10, providing a healthy bladder on the
CT cystogram, free from any fistula or leakage at the site
of the repair. At six weeks follow-up, the patient reported
a complete recovery and she was free of her previous
symptoms of supra pubic pain and hematuria. The
histopathology
report
confirmed
nonmalignant
endometriosis implant on the patient’s bladder (Figure 3).

Figure 1: Cystoscopy view of bladder
endometriosis.
The laparoscopic panoramic view of the pelvis disclosed
negative findings for the presence of any mass in the culde-sac and ovaries. For her concurrent bladder symptoms,
she was offered laser laparoscopy and transurethral
resection of the bladder lesion. Risks and benefits of the
surgery were explained to the patient and formal consent
was obtained. A combined procedure of laparoscopic and
transurethral resection of the lesion was selected as the
surgical approach for this patient. Following bilateral
ureteric stenting to ensure the safety of the ureters, a
Foley catheter was inserted and the laparosopic surgery
was performed. Three trocars were inserted, a 10 mm at
the umbilicus, and two others 5 mm each on either side of
the umbilicus, using the entry technique described by
Vilos et al.4 The bladder was densely adherent to the
anterior wall of the uterus and the bladder lesion was
visualized and documented (Figure 2).

Figure 2: Laparoscopic view of bladder
endometriosis.

Figure 3: Histopathology slide.
DISCUSSION
The presence of endometrial tissue outside the uterus is
known as endometriosis. It is believed to be the thirdleading cause of gynecological admissions in the United
States.5 Deep infiltrative endometriosis (DIE) however, is
a terminology given for the implantation of the
endometrial glandular epithelium that penetrates the
retroperitoneal space and invades the pelvic organs to a
depth of 5 mm or more. The bladder is the most affected
organ of the urinary tract system by DIE. 2 Laparoscopic
diagnosis of the visualized lesion, combined with
histopathology, for any disease causing chronic pelvic
pain has a sensitivity of 85.7%.6 Moreover, transvaginal
ultrasound (TVUS) remains the primary screening
modality of choice for suspected cases of urinary tract
endometriosis.7 In contrast with the limitations of TVUS
in diagnosing deep posterior implants, MRI has
demonstrated efficacy for both anterior and posterior
implants, with 88% sensitivity and up to 99%
specificity.2,8 It is crucial to emphasize that noninvasive
imaging is preferred in the context of chronic pelvic pain,
being better tolerated, safer and cheaper than surgery.6
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Both hormonal-medical and surgical approaches for
managing vesical endometriosis have been reported in the
literature. It is worth noting that hormonal-medical
therapy should not be prescribed alone, as the recurrence
rate after discontinuation of the treatment is high.2 Partial
cystectomy of bladder endometriosis can be achieved by
open laparotomy or laparoscopic approach with or
without utilization of robotic assistance. However, the
laparoscopic approach has shown several advantages over
the open procedure, namely, less bleeding, shorter
operation time, shorter postoperative hospital stay and a
general decrease in postoperative complications.9
It has been proposed that the laparoscopic approach
should be reserved only for cases that allow free resection
margin of at least 1–2 cm, requiring the lesion to be far
from the bladder neck, ureteral orifices and trigone.9 In a
retrospective study by Chapron et al, which included 13
women who underwent laparoscopic excision for vesical
lesions, with follow-up periods ranging from 4 to 77
months, the patients were clear from peri- and postoperative complications, and complete resolution of the
symptoms was obtained.10
Transurethral surgery is another alternative that has been
reported in the literature; however, if performed alone, it
has several disadvantages, including high risk for bladder
perforation, incomplete resection of the lesion,
persistence of symptoms as well as high recurrence rate.
Nevertheless, when transurethral surgery is combined
with GnRH analogue hormonal therapy, a better control
of the symptoms can be achieved, but with an estimated
25-35% recurrence rate.2 In this case, we performed a
combined procedure of laparoscopic and transurethral
partial cystectomy. However, this has not yet been
adopted as a standard approach. A previous case report
stated the advantages of performing a cystoscopic
excision of the bladder lesion followed by laparoscopic
intervention, which allowed better visualization of the
transmural lesion that can be missed sometimes by the
standard laparoscope. Furthermore, it granted a safer
surgical margin for resection, especially for those nodules
implanted on the trigone, bladder neck or near ureteral
orifices.9 The present case indicates that the combined
laparoscopic and cystoscopic approach is feasible, safe
and results in good clinical outcomes as demonstrated by
the absence of peri-operative complications as well as the
complete resolution of symptoms.

the adoption of this procedure as the new standard
technique.
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CONCLUSION
A combination of laparoscopic and transurethral partial
cystectomy may represent a safer alternative to the
traditional
laparoscopic
approach
for
bladder
endometriosis; we recommend further studies to explore
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