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Introduction

Endometriosis is the presence of endometrial glands
and stroma outside the uterus. It is a common problem
among women in reproductive age having an incidence
up to 10% in the general female population [1, 2].
Endometriosis is an estrogen-dependent disease and is a
usual cause of pelvic pain and infertility.

Endometriosis is very common in the ovaries, fallopian
tubes, uterosacral ligaments and lateral pelvic peri-
toneum. Less commonly it can be found in the vagina,
rectovaginal septum and the colon and rectum. 

Many studies correlate endometriosis with clear cell
and endometrioid cancer in premenopausal women with
large endometriomas. We present a case of a 33-year-old
woman with a 5 cm endometrioma who had ovarian
endometrioid adenocarcinoma together with a review of
the literature.

Case Report

A 33-year-old-woman, gravid 2, para 2 was admitted to our
department with a 5 cm adnexal mass. The patient had had
chronic pelvic pain for the previous two years, but she did not
complain about dysmenorrhea or dyspareunia. Her physical
examination revealed a soft mass in the area of the left adnexa
and no pain during palpation of the uterosacral ligaments. An
abdominal ultrasonography showed a 5 x 3 cm endometrioma
of the left ovary. The serum concentration of CA 125 was
within normal limits (19.8 IU/ml, normal range < 35 IU/ml).

After written and informed consent of the patient was
obtained, a diagnostic laparoscopy was performed. Intraopera-
tive observation demonstrated an endometrioma of the left
ovary with a maximum diameter of about 5 cm; the rest of the

abdominal organs were normal. Peritoneal washing was
obtained and the mass was removed intact and sent for frozen
section examination which suggested no existence of malig-
nancy. Pathological examination demonstrated an endometriotic
cyst with an area of well differentiated ovarian endometrioid
adenocarcinoma and no capsular invasion. It consisted of con-
fluent glands and cribiform areas. The neoplastic cells included
rounded nuclei, clumped chromatin and small nucleoli. Mitotic
figures were scanty. One month after the operation the patient
underwent magnetic resonance imaging (MRI), which revealed
a 6 cm mass in the Douglas pouch. The multidisciplinary oncol-
ogy council decided on exploratory laparotomy which revealed
no pathology. Nevertheless, total hysterectomy with bilateral
oophorectomy, omentectomy, appendectomy and pelvic lym-
phadenectomy were performed. Recovery was uneventful and
pathology examination revealed no cancer cells. After that the
multidisciplinary oncology council decided on adjuvant
chemotherapy and the patient received four cycles of carbo-
platin/taxol.    

Discussion

Criteria to identify malignant tumors arising from
endometriosis were first proposed by Sampson in 1927
[3] and in 1953 Scott [4] added stricter criteria. The fre-
quency of malignant transformation of endometriosis is
not exactly evaluated, but it is estimated that 1% or less
of women will develop neoplasms associated with
endometriosis [5].

The ovary is by far the most common site where malig-
nancy arises in association with endometriosis, account-
ing for about 75% of such cases [6]. Endometrioid ade-
nocarcinoma and clear cell adenocarcinoma are the most
common malignancies found to arise in ovarian
endometriosis, accounting for roughly two-thirds of all
such reported cases [7]. While endometrioid adenocarci-
noma is the more common of the two entities by a ratio
between 1.3:1 and about 4:1, women who have clear cell
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changed the approach to diagnosis of cystic endometrio-
sis. Our case report shows that even when there are no
risk factors for malignancy occurrence, a high index of
suspicion is necessary and will help to prevent delay in
diagnosis of this rare neoplasm. Furthermore, the surgeon
must be very careful to avoid intraoperative rupture of the
ovarian cyst.

Recent papers show a role of K-ras and PTEN in the
development of endometriosis and ovarian cancer in a
mouse model [11]. It seems though that there is a long
way to go, in order to completely understand the patho-
physiology and the biologic mechanisms involved in the
malignant transformation process.
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adenocarcinoma are often reported to have a much higher
frequency of coexistent pelvic endometriosis. 

Recent data suggest that patients with long-standing
endometriosis have a higher risk of developing ovarian
cancer [8]. In our case, the patient reported chronic pelvic
pain of two years duration and no other sign of
endometriosis such as dyspareunia or dysmenorrhea.
Moreover, endometriosis did not result in infertility, as
she had had two normal conceptions and labors. Previous
publications considered infertility an established risk
factor for ovarian cancer [9], explaining the correlation
between ovarian endometriosis and malignancy.

Kobayashi et al. found that excess risk for ovarian
cancer increases markedly with increasing age at diagno-
sis of ovarian endometriomas [10]. The risk of ovarian
cancer was restricted to women after the age of 40. We
report the case of a young patient, 33 years old, with an
endometrioma measuring 5 cm. In a Japanese study
tumor size > 9 cm was found as an independent predic-
tive factor for development of ovarian cancer [10].

Serum level of CA 125 is a marker of ovarian cancer,
but it also increases in cases of endometriosis. Elevated
serum CA 125 is expected in patients with endometrioid
epithelial ovarian cancer and concurrent endometriosis.
In our case the preoperative CA 125 was within normal
limits, so no malignancy occurrence was suspected.

Today we treat almost all cases of endometriomas by
laparoscopy. Preoperative transvaginal sonography has

Figure 1. — Well differentiated endometrioid adenocarcinoma
arising in an ovarian endometriotic cyst (H-E x 200).
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