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Abstract:
A 44 years old Saudi female presented with chronic right iliac pain for five years. The patient is gravida 21, parity
14, with 7 abortions. All of the previous successful deliveries were normal vaginal delivery expect 3 that were
Caesarian sections (CS). The patient is positive for Hepatitis B. Tru-cut biopsy was taken and histopathological
report diagnosed the mass as endometriosis. Endometriosis cyst removal elective surgery was performed for the
9x8x3 cm cyst and the patient had no post-operative complications.
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BACKGROUND:

Endometriosis is a chronic disease that causes painful
pelvic discomfort and infertility in women (Gylfason
et al., 2010). It is a chronic hormone-dependent
inflammatory condition described by the presence of
endometrial-like tissue or 'lesions' outside the uterus
cavity, commonly inside the pelvis (Bulun et al.,
2009; Vercellini et al., 2014). Endometriosis affects
6-10% of women of reproductive age, according to
the  World Endometriosis  Society  (WES)
(http://fendometriosis.ca/). This ratio is comparable to
the percentage of women in the UK who suffer from
diabetes or asthma.

Peritoneal endometriosis (PE), ovarian
endometriomas (OE), "endometriosis cysts,” and
deep endometriosis (DE) are the three kinds of
endometriosis. Endometriosis can be classified into
four stages (I-minimal, I1-mild, 11l-moderate, and 1V-
severe) at the time of surgery, depending on the
location, extent, and depth of invasion of the
endometriosis lesions (Schultes, 1999).
"Endometriosis has a major socioeconomic effect due
to its influence on the quality of life (QOL) of women
with endometriosis, their families, and the expenses
to healthcare systems" (Simoens et al., 2012, Simoens
et al., 2007).

Ovarian endometriosis "OE" commonly manifests as
dark brown cystic forms known as chocolate cysts.
The OE does not enter the ovary, but the
endometriotic hematoma most likely clings to the
ovarian's surface. Surface epithelium, endometrial-
like mucosa, and highly vascularised stroma line
these cysts, partly or fully (Brosens et al., 2004). In
roughly 5% of women with endometriosis, bleeding,
twisting, or rupture of these cysts can induce an
urgent abdominal emergency requiring surgical
intervention (Schenken, 1996).

Case presentation

The patient is a 44 years old Saudi female who
resides in Abha, Saudi Arabia, and is currently a
housewife. The patient chief complaint is right lower
abdominal pain (right iliac fossa) for 5 years duration.

History of present illness

Pain started 5 years ago. The pain is colicky in nature
with radiation in the both legs that is associated with
lower limb numbness. The pain increases before and
during menstruation, as well as when she performs
work in home and when she carries heavy objects or
when standing for a long time. The pain is relieved by
leaning forward and relaxing. The pain is associated
with dizziness and not associated with vomiting nor
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diarrhea and there is no history of fever. The severity
of pain is 7 on a scale of 10. The patient denied
taking any medication nor any kind of pain Killers at
her follow up in the gastroenterology clinic.

Past medical history

The patient has hypertension for 10 years, that is
controlled by medication. The patient has been
infection with Hepatitis B 30 years ago due to a blood
transfusion during a Caesarian section; her husband is
vaccinated and all but her first offspring are Hepatitis
B free. No history of contraception use.

Past surgical history

The patient has a regular menstrual cycle, normal
menstrual blood flow and the average duration of
menstrual bleeding is 7 days. There is no history
suggesting premenstrual syndrome, intermenstrual
bleeding, nor postictal bleeding.

The patient is gravida 21, parity 14, with 7 abortions.
All of the previous successful deliveries were normal
vaginal delivery expect 3 that were Caesarian
sections (CS). The first CS was done because the
patient was bleeding and she received blood
transfusion, whereas the second and third CSs were
due to preeclampsia.

Family history

The patient’s five brothers are Hepatitis B positive.
Her father has hypertension for over 30 year duration
and he is on medication.

Social history

The patient is illiterate, not employed, and no history
of travel. Her husband 50 years old he is hypertensive
for 5 years that is controlled by medication. Her
husband has hypothyroidism for which he took
thyroxin 25 mcg daily for 3 years. He is not smoker
and he also has no history of travel.

Examination

On general examination, patient looks ill, and on
pain. The patient was vitally stable with normal blood
pressure. Hand examination showed no sign of
cyanosis no clubbing no koilonychia no palmer
erythema. Eye examination revealed minimal sign of
jaundice and no pallor. Oral examination reveals no
pallor, no cyanosis, no artificial teeth, and good oral
hygiene. Neck examination is normal for thyroid and
there is no lymphadenopathy. Chest and cardiac
examination were normal.

Abdominal examination
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By inspection, there was no dilated veins, normal
umbilical shape. The abdomen was slightly distended
and there is scar of previous CS. The abdomen was
symmetrical and there are no signs suggesting hernia.
By palpation, there is tenderness and there is a
palpable mass in right iliac fossa. There is no sign of
splenomegaly. Liver palpation revealed normal
measurements. Other system examination were
normal.

Management plan

The patient undergone an abdominal ultrasonography
and there were findings suggesting endometrial cyst,
from which we took a tru—cut biobsy and sent it to
histopathology for examination. The
histopathological report for the tru-cut specimen was
issued on April 29, 2021 and it revealed a lesion that
is ER and CD10 positive, which was compatible with
endometriosis.

A battery of tests was ordered that confirmed that the
patient is positive for hepatitis b. No other significant
findings were reported. The patient was scheduled for
endometriosis cyst removal admitted for elective
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surgery on February 20, 2022, which is two days
prior to the operation. Operation time was 43 minutes
in which the endometriosis cyst was completely
resected (figure 1-2) and send for histopathologic
examination.

Histopathological report for the resected mass
revealed that the mass grossly is fibrofatty that
measures  9x8x3 cm, whereas  microscopic
examination revealed that sections show adipose
tissue containing endometrial tissue. The specimen
showed no signs of malignancy.

After the surgery, the patient was prescribed
intravenous fluids (125 ml/hr), omeprazole injection
(40 mg once), primperan injection (10 mg once),
captopril tablets (25 mg once daily), cefazolin 1V (1
gm BID), flagyl IV (500 mg BID), clexane s.c. (40
mg once daily), and paracetamol 1V (1 g TID).

The patient was then discharged with no post-
operative complications and she was prescribed
flagyl PO (500 mg TID for 5 days), clexan s.c. (40
mg once daily for 8 days), and augmentin PO (625
mg BID for 7 days).

Figure (1): Endometriosis cyst after resection.
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Figure (2): Endometriosis cyst dissection.

DISCUSSION:

Endometriosis affects about 176 million women
worldwide (Adamson et al., 2010), with a frequency
of 0.5-5% in fertile women and 25-40% in infertile
women (Adamson et al., 2010). (Ozkan et al., 2008).
Endometriosis is expected to afflict 1.5 million
women in the United Kingdom (www.endometriosis-
uk.org), accounting for around 10% of all
gynaecological consultations (Bijlani and Sonaware,
2012).

Endometriosis is caused by a combination of
environmental and genetic factors, and it is believed
that endometriosis is inherited in roughly 51% of
instances. Many research have backed up the idea
that hereditary variables have a role (Simpson and
Bischoff, 2002, Treloar et al., 2002, Zondervan et al.,
2001). Endometriosis has been studied in four
genome-wide association studies, two in European
populations and two in Japanese populations (Hino et
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al., 2010). Three of these investigations found
substantial signals throughout the whole genome.

The reason why some women develop symptomatic
endometriosis but not all do is still unknown,
although it is a hotbed of scientific effort (Vitonis et
al., 2014). Retrograde menstruation, increased
immunity, germinal epithelium metaplasia, and
hormone components have all been postulated as
possible causes (Macer and Taylor, 2012).

Chronic pelvic pain (CPP) and sub- or infertility
(Giudice, 2010) are the two most often reported
endometriosis symptoms, and both result in high
healthcare expenses and impaired quality of life
(Simoens et al., 2012). Despite the fact that this
woman is fertile, endometrial lesions have been
observed in up to 50% of symptomatic women
visiting infertility clinics (Zondervan et al., 2001,
Meuleman et al., 2009).

Women's symptoms alone can be used to make a
preliminary diagnosis of probable endometriosis.
However, because many of the symptoms of
endometriosis are the same or very similar to those of
other gastrointestinal, urological, or gynaecological
diseases, such as irritable bowel syndrome, pelvic
floor spasm, and painful bladder syndrome, a
definitive diagnosis can only be made after surgical
investigation (Kennedy et al., 2005).

There are presently no accurate non-invasive
diagnostic  tests, ultrasound scans, magnetic
resonance imaging (MRI), or biomarkers for
endometriosis, and diagnosis requires direct
visualisation by laparoscopy verified by histological
testing (Kennedy et al., 2005).

Endometriosis management is difficult, complicated,
and sometimes unsatisfying. There is currently no
cure for endometriosis, and the major treatment
choices for controlling the symptoms associated with
this health problem are medicinal and surgical
treatments (Dunselman et al., 2014a).

Empirical therapies with analgesics and hormone
medicines can be begun before a diagnosis is
obtained for endometriosis-related  discomfort.
Nonetheless, the existence or absence of
endometriosis is not necessarily predicted by the
response to hormone treatment. If women are
unhappy with their therapy or are still experiencing
symptoms, a diagnostic laparoscopy can be used to
identify (and perhaps cure) or rule out the condition
(Dunselman et al, 2014b). Women with
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endometriosis should ideally get care from a
multidisciplinary team.

Cystectomy, rather than drainage or coagulation, is
indicated for OE because it reduces endometriosis-
related discomfort (Hart et al., 2008). Furthermore,
cystectomy is favoured to carbon dioxide laser
vaporisation since the recurrence rate is lower after
cystectomy (Carmona et al., 2011), and women may
rest certain that cystectomy does not impair ovarian
reserve (Hart et al., 2008).

CONCLUSION:

In women of reproductive age, endometriosis must be
included in the differential diagnosis of painful pelvis
not associated with infertility.
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