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ABSTRACT

In this study it is aimed to define a rare case of deep pelvic endometriosis with massive serous ascites

and infertility.

Literature search revealed sporadic cases of endometriosis presenting with bloody or brownish ascites,
some had also pleural effusion and CA-125 levels were elevated in all cases.

Our case had normal CA-125 level and normal looking ovaries. Besides classic endometriosis symp-
toms, our case was asymptomatic. Endometriosis is diagnosed postoperatively on the basis of
histopathology. Management of infertility was IVF-ET, which resulted with a succesful pregnancy.

This is the first case of deep pelvic endometriosis presenting with serous ascites and infertility. More re-
ports are required to determine whether endometriosis with serous ascites has good prognosis in infer-

tility or not.
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Introduction

Endometriosis mostly presents with pelvic pain, dysparo-
nia or dysmenorrhea, very rarely ascites and even pleural ef-
fusions are seen. Carbohydrate antigen 125 (CA-125) is a tu-
mour marker and can be elevated in most of the cases and
sometimes CA-125 levels are found so high that co-occurence
with endometriomas leads clinician to suspect from malig-
nancy. Literature search revealed sporadic cases of en-
dometriosis presenting with bloody or brownish ascites.
Elevated CA-125 levels are common in all these cases whilst
some had pleural effusion.

This is the first case of deep pelvic endometriosis present-
ing with serous ascites and infertility, with normal looking
ovaries and normal CA-125 levels. Management is same as
other endometriosis cases, while we achieved pregnancy with
in vitro fertilisation. More reports are required to determine
whether endometriosis with serous ascites has good prognosis
in infertility or not.
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Case Report

A 25-year-old patient referred to our clinic for infertility
and pelvic ascites with 4 years of unprotected intercourse. Her
menstrual period was regular, she did not report any dismen-
orrhea or dysparonia, also she did not experience any pelvic
pain during menses. Patient was otherwise healthy without
any systemic illness. Pelvic examination revealed normal ex-
ternal genitalia and cervix. Body mass index caltulated to be
19 kg/m?. Her PAP smear result was normal. Transvaginal ul-
trasonography (USG) result revealed a normal uterus with reg-
ular 3 mm endometrial lining, her both ovaries were normal
with including 4-5 antral follicles in each ovaries and there
was high volume of free fluid in the cul-de-sac region (Figure
1). The free fluid in pelvis was known for more than a year,
and different centers examined the fluid by aspirating thor-
ough culdocentesis, and many cultures were taken and results
were non diagnostic.

Follicular Stimulating Hormone (FSH) level on third day
of mensturel cycle was 5 mLU/mL, Estradiol level was 42
pg/ml and mid-lutheal Progesterone level was 8 ng/mL, all
were in normal ranges. CA-125 level was 8.21 IU/mL and in
normal ranges. Hysterosalpingography revealed bilateral
patent fallopian tubes, and normal uterine cavity. Her hus-
bands spermiogram was normal. Her systemic evaluation was
normal, renal and liver function tests, complete blood count,
urinanalysis, thyroid functions and electrolytes were in normal
ranges; abdominal USG revealed free ascitic fluid in pelvis
and in Morrrison’s space. Chest X-ray was normal, there were
no pleural effusion. Tuberculin skin test was negative, sputum
culture was also normal.



We performed laparoscopy for ascites and infertility. There
was 800 cc free serous ascitic fluid in the pelvic cavity. Uterus
and bilateral ovaries appeared normal but relation between bi-
lateral fallopian tubes and ovaries were abnormal, fimbrial
ends were edematous and distortioned. There were 6 deep
pelvic endometriosis nodules near bilateral pelvic ligaments,
vesicouterine regions and both ovarian fossas. There were
multiple peritoneal endometriotic foci (Figure 2). We aspi-
rated serous fluid, samples were taken for further examina-
tions. Endometriotic nodules were excised, and peritoneal en-
dometriotic foci cauterized. Histopathologic examination of
excised nodules revealed diagnosis as endometriosis externa.
Cytology was benign, the bacterial cultures were negative.
Polymerised Chain Reacstion Test (PCR) was negative.

We evaluated this patient as an unusual case of deep pelvic
endometriosis presenting with serous ascites and endometri-
otic nodules. Three doses of Gonadortopin Releasing
Hormone (GnRH) analouge was given postoperatively with
21 days interval. On the third month we controlled the patient
with USG examination, there were no fluid in the abdomen
nor in cul-de-sac region. In vitro fertilisation and embryo
transfer (IVF-ET) with GnRH- antagonist drugs performed for
infertility treatment.

Figure 1: Transvaginal ultrasonographic view of the patient. A:
Right over and 2 antral follicles, free fluid in cul-de-sac. B:
Uterus and free fluid in cul-de-sac.

Figure 2: Laparoscopic appearance of the patient. A: Serous
ascitic fluid seen when entering the peritoneum. B: Endometri-
otic foci on the pertitoneal wall and aspirated ascites

AS: Ascitic fluid, EN: Endometriotic foci

Discussion

Endometriosis is defined as ectopic endometrial tissue out-
side uterine cavity. Most frequent localisation is peritoneum,
ovaries and rectovaginal space. The common symptoms are
dysmenorrhea, pelvic pain, dysparonia and infertility.

Gynecology Obstetrics & Reproductive Medicine 2015;21:2 113

Sometimes the ectopic uterine tissues are seen in gastorin-
testinal system, urinary system and outside abdominal or
pelvic cavity, and give symptoms monthly or continous ac-
cording to location.!

Ascites with endometriosis is rare and these cases are clas-
sified as deep pelvic endometirosis. There are various theories
for ascite production, the generally acknowledged one is lym-
phatic obstruction theory. Ascitic fluid is found as hemor-
rhagic in 50% and brownish in other 50% of cases till the day,
there were no recorded serous ascites cases so far.> Brews et.
al.’3 reported first hemorrhagic ascites and endometriosis case
in 1954, since that time there were 63 cases presented to liter-
ature. Our case had serous ascites and this finding is different
than other cases in literature.

CA-125 levels are generally moderately elevated in en-
dometriosis cases, when together with ascites levels are gen-
erally in between 30 and 4300’s, in the literature there is a re-
port of Kahraman et. al*, having this level as 7900. In our case,
CA-125 was not elevated, and found in normal reference levels.

Hemorrhagic ascite and elevated CA-125 levels together
with large ovarian cysts (mostly endometiomas) were consid-
ered as malignancies and operated likely, and the final patho-
logic investigation revealed only endometriosis.> We found
serous ascitic fluid and bilateral normal ovaries also normal
CA-125 level, so we excluded malignancy before operation.

Closely associated with endometriosis, as roughly 30% of
infertile patients have endometriosis and 10-30% of infertile
patients have endometriosis.® Treatment of endometriosis pre-
senting with ascites is similar to other endometriosis cases. If
left untreated these cases present with progressively increase
in ascites and increase abdominal circumference also 38% of
patients develop dyspnea due to pleural effusion.” In a study
of infertile patients with endometriosis and pelvic ascite, be-
cause of increased ascite production and risk of ovarian hy-
perstimulation, they suggested that ovulation induction treat-
ment required close monitoring.® Our patient presented with
infertility, even her ascitic fluid was not in hemorrhagic na-
ture, we applied 3 cycles of GnRH-analogue and IVF-ET pro-
tocol revealed a succesful pregnancy outcome, the woman
gave birth vaginally to a healthy baby in 38" gestational week.

This article is the first case of deep pelvic endometriosis
presenting with serous ascites and infertility. Management
seems to be same as other endometriosis cases with ascites.
More reports are required to determine whether endometriosis
with serous ascite has good prognosis in infertility or not.

Seroz Asit ve Infertilite ile Basvuran Nadir Bir
Derin Pelvik Endometriozis Olgusu
OzZET

Bu calismada ser6z asit ve infertilite ile bagvuran nadir bir de-
rin pelvik endometriozis vakasi sunuyoruz.
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Literatirde batinda kanli veya kahverengimsi asit olusumu ile
beraber gorilen nadir endometriozis vakalarina olgu sunumla-
ri seklinde rastlanmaktadir. Bazi olgularda batindaki asite eslik
eden plevral eflizyon da olabilmektedir. Bu vakalarin hepsinde
CA-125 seviyesi yukselmistir. Bizim vakamizda CA-125 sevi-
yesi normaldi ve overler normal gorinimde idi. Klasik endo-
metriozis sikayetlerinin aksine bizim hastamizda herhangi bir
semptom yoktu. Endometriozis tanisi laparoskopi sonrasinda
histopatolojik olarak konulmustur. Vakanin infertilitesine yone-
lik tedavisi diger derin pelvik endometriozis vakalari ile ayni ol-
mus, basarili bir tiip bebek tedavisi ile gebelik elde edilmis ve
hasta normal dogum yapmistir.

Bu makale derin pelvik endometriozisin normal over gérinimu
ile normal CA-125 seviyeleri olup, serdz asit ve infertilite ile be-
raber olmasi acisindan literatirde goérilen ilk makaledir.
infertilite konusunda serdz asitli endometriozislerin iyi progno-
za sahip olup olmadiginin anlasiimasi igin daha gok vaka go6-
rulmesine ihtiyac vardir.

Anahtar Kelimeler: Endometriozis, Serdz asit, infertilite
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