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A Rare Presentation of Endometriosis with RecurrentMassive Hemorrhagic Ascites which Can MisleadFidia Mumtahana1, Jun Jiao1, Cui A Baoxia1*Abstract :Endometriosis is an estrogen dependent disease where activeendometrial tissue is present in extra uterine sites. Presence ofrecurrent massive hemorrhagic ascites due to endometriosis isa rare phenomenon which can mislead physicians to otherpathological conditions like malignancy and wrong treatmentprotocol may be applied. For confirming the cause of this hugebloody ascites laparoscopy or laparotomy followed by biopsy issignificantly essential.
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Introduction:Massive hemorrhagic ascites secondary toendometriosis is rare (1) and recurrenthemorrhagic ascites due to endometriosis ishardly seen in clinic. Huge hemorrhagicascites in reproductive age may be acomplication of endometriosis but properdiagnosis is essential for excludingmalignancy.Case Report:A 36 years nullipara Chinese female patientwas admitted in the gynecologicaldepartment of Qilu Hospital of ShandongUniversity with the diagnosis ofendometriosis and presentation of hugeascites due to unknown cause. She hadabdominal distention for one month andabdominal pain especially after food intake.She also had dysmenorrhea for more than 10years and infertility for 5 years.Dysmenorrhea was progressively increasingwith menstrual volume and clotted blood.On examination the patient had a normalbody built with a distended abdomen. Noother abnormalities were found except forpositive shifting dullness which is consistentwith ascites. On gynaecological examinationuterus was found to be 8 weeks pregnancysize, hard and non-tender with normal bothsided adnexa. From her blood biochemistryshe was found mild anemic with elevatedCancer Antigen-125 (CA-125:  78.23 U/L)and other tests were normal. Her ultrasoundand CT scan revealed small fibroid in theposterior abdominal wall with a largenumber of free fluids in the abdominalcavity; she had an abdominal paracentesiswhich obtained 3000 ml of hemorrhagicascitic fluid. Analysis of ascitic fluid showedsigns of inflammation and high count oferythrocyte (++++) but there was no acid-fast bacilli or cancer cells. Her endoscopyand colonoscopy examination were normal.Her anti-TB antibody showed weaklypositive along with weakly positivePurified Protein Derivative test (PPD) so aprovisional diagnosis of tuberculousperitonitis was made. Medication given toher included anti tubercular drugs andsteroids. Her condition improved and shewas discharged with anti-TB drug regime.

After 10 days of discharge, distention of herabdomen again gradually returned alongwith abdominal pain. Her dysmenorrhearemained same with excessive bleeding,painful micturation and defecation mostlyduring menstruation. After 5 months shewas again admitted in the gynecologydepartment with the same distendedabdomen. She was found severe anemic andexcept shifting dullness no abnormality wasfound. From her gynecological examinationher uterus was found to be 8 weekspregnancy size with normal adnexa. Herblood hemoglobin was - 78 g/L, CA-125: 86.6U/L, test for tuberculosis and other testswere negative. Her X-ray, ECG, colonoscopywere normal like before. Her ultrasoundshowed- large number of free fluid in theabdomen which is about 7.2 cm deep and asmall fibroid in the posterior wall of theuterus. Left sided ovary was normal but inthe right sided ovary a 1.9 × 1.6 cm mass wasfound but the nature of the mass could notbe revealed. Doppler study of the massshowed circular blood flow which wasinconclusive. Her D&C report showed -proliferative advanced endometriosis.Ascitic fluid analysis from abdominalparacentesis (2500 ml of fluid) showedpresence of inflammation, blood and highlevel of tumor markers (CA 125: >5009U/L,CA 19-9: 694.5 U/L).As the cause of recurrent huge ascites andnature of the ovarian mass was unknownlaparoscopic examination was planned butdue to severe adhesion in the abdominalcavity laparoscopy was not possible.Exploratory laparoscopy was done with theconsent of the family. Fibrosed and scartissue were visible in different parts of theperitoneum and bowel with dense adhesion.After blunt separation of adhesion the uteruswas found about 8 weeks pregnancy sizeattached with surrounding structures. Asmall ill-defined fibroid was present in theposterior wall and two ovaries were packedwithin fibrosed scar tissues. In the left ovaryabout 2 × 2 cm cyst was found which was notseen in the ultrasound. In the right ovary acystic mass was found which was about3 × 2 cm. Violet-blue nodular lesions werefound in the pouch of Douglas and rectalwall. Peritoneal adhesion, bilateral ovarian
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cyst, uterine fibroid, endometrial tissue,nodules in the pouch of Douglas and rectumwere removed. They were send for a quickpathological test which showed- left ovarianendometrioma and right ovarian corpusluteal cyst with peritoneal endometriosis,but there was no trace of tuberculosis or anyabnormal growth. Upper abdomen wasexamined but no palpable lesion was found.For fertility requirement no more extendedsurgery was done and abdomen was closed.Goserelin acetate (GnRH agonist) injectionwas prescribed on a monthly basis for acertain period for severe endometriosis.Postoperative recovery was good and nomore recurrence of ascites was reported.Discussion:Endometriosis is a benign estrogendependent gynaecological disease wherefunctioning endometrium is found in extrauterine sites of the body usually in ovaries,uterus, fallopian tubes, ovarian ligaments,pouch of Douglas, bowel, rectum, urinarytract, chest cavity, skin, surgical scars etc (2-3). The appearance of endometriotic lesionvary from a few minimal lesions to largeovarian endometriotic cyst (endometrioma)filled with old chocolate color blood. Usuallyin the ovaries it distorts tubo-ovariananatomy and in severe condition causesextensive pelvic adhesion with distortion ofthe pelvic anatomy which results in pain andinfertility (3-4).The prevalence is mostly in reproductive agewhere the percentage is 6-10% in females.But prevalence is difficult to determine assome times the patient remainsasymptomatic or have diverse symptoms (2,4). The usual manifestation includesdysmenorrhea, menstrual disturbance,infertility, pelvic pain, gastrointestinalsymptoms, urogenital symptoms, migraine,fibromyalgia etc (2, 4). However abdominaldistention due to huge ascites secondary toendometriosis is an uncommon presentationand recurrent massive hemorrhagic ascitesis extremely rare which misleads to ovariancancer. Abdominal pain may arise fromrupture of endometrioma and consecutiveirritation of serosal surfaces by free bloodcausing ascites and adhesions. The fluid isusually exudative (1).

The diagnosis of endometriosis needs longtime as the symptoms are confusing withother conditions and lack specific diagnostictool. Ultrasound may help in detection ofendometrioma but it is not able to detect thediffuse small lesions (4). Other imagingmodules are expensive and the results maynot be very satisfactory. It is reported thattumor marker CA 125 is higher inendometriosis but CA 125 is also higher inovarian cancer, tubercular peritonitis,uterine fibroid, PID and other diseases.Again huge ascites with adnexal mass andraised CA 125 primarily give the impressionof ovarian malignancy (5). Another tumormarker CA 19-9 is elevated in pancreatic,colonic and ovarian cancer. But high level ofCA 19-9 is also demonstrated in benignconditions like benign hepatobiliary lesions,benign lung diseases, DM, ovarian cyst,endometriosis and pregnancy (6). Onlysurgical intervention by laparoscopy orlaparotomy is considered as “gold standard”for diagnosis of endometriosis (4).We refer ascitic fluid as hemorrhagic asciteswhen it contains more than 50,000RBC/cubic mm and the main cause is ovariancancer, tuberculous peritonitis andhepatoma (1). In the prior of this casepatient was found anemic with elevated CA-125 but the imaging reports showed fibroidand normal adnexa without any mass butwith huge ascites which contained highcount of RBC however no cancer cells oracid-fast bacilli. Though her blood anti-TBantibody and PPD test were weakly positiveand other tests were normal, she wasdiagnosed to have endometriosis withtuberculous peritonitis as tuberculosis isdifficult to diagnose as often the results ofdiagnosis come negative or inaccurate (5)and it was considered the only explanationfor the massive hemorrhagic ascites.The main objective of the treatment ofendometriosis is pain relief and correction ofinfertility. Now it is known that estrogenstimulates the growth of this ectopicendometrial tissue. In patient withendometriosis estrogen production is higherand the sources of which are: ovary,conversion of androgens to estrogen inadipose tissue and local endometriotictissue. To suppress this estrogen level
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Androgens, GnRH agonists, Progestagensand Combined oral contraceptives are used(3). Surgical options include laparoscopicexcision with ablation of the lesions andadhesions along with laparoscopiccystectomy and hysterectomy with orwithout bilateral oophorectomy (7).Conclusion :Recurrent huge ascites secondary toendometriosis is very rare. However, thiscondition is important as massivehemorrhagic ascites in reproductive age canbe mistaken for malignancy and otherdiseases and the chance of getting mis-treatment is high which can be dangerous. Ifdysmenorrhea, pelvic pain, abdominaldistension are present with  paracentesisthat reveals RBC but no evidence ofmalignant cells then laparoscopy orlaparotomy and biopsy may be stillnecessary for excluding malignancy.Follow up :4 months later after discharge, the patientwas followed and there was no newproblems in her situation and the chikd wasdoing fine.Figures :Figure1. Laparoscopic view showingextensive adhesion with fibroids in theposterior wall of uterus , packed ovaries andvisible hemorrhagic ascites.

Figure2. Endometriotic lesions in the pouchof douglas
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