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1  |  INTRODUCTION

Polypoid endometriosis is a rare manifestation of endo-
metriosis, which may mimic pelvic cancer. This subtype, 
commonly encountered in post- menopausal women, may 
be wrongly mistaken for a neoplasm on clinical, radiolog-
ical, perioperative or pathologic assessments leading to 
inadequate treatment. We report the case of a 68- year- old 
woman who presented with a massive polypoid endome-
triosis of the vaginal stump mimicking an invasive pelvic 
cancer. She had a previous hysterectomy and bilateral 
adnexectomy for endometriosis 20 years ago. Based on 
clinical and radiological aspects, the patient underwent a 

carcinologic- type surgery with posterior pelvectomy and 
peritoneal resections. The pathological examination ruled 
out malignancy by revealing deep florid endometriosis 
with polypoid features.

To date, this rare form of benign disease is insufficiently 
known and misdiagnosed by gynecologists, leading to exces-
sive surgical procedure exposing the patient to unnecessary 
morbidity. This didactic short report aims to sensitize clini-
cians to this condition and provide them with some clini-
cal and radiological key elements to facilitate the diagnosis. 
Clinicians should consider it as a differential diagnosis of 
pelvic cancer especially with patients having a medical his-
tory of endometriosis in the pre- menopausal period.
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Key Clinical Message
Polypoid endometriosis is a rare manifestation of endometriosis, which may 
mimic pelvic cancer. This subtype commonly encountered in post- menopausal 
women may be wrongly mistaken for a neoplasm on clinical, radiological, perio-
perative or pathologic assessments leading to inadequate treatment.
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2 | CASE HISTORY

A 68- year- old patient with a history of insulin- 
dependent type 2 diabetes, high- blood pressure, hypo-
thyroidism, and hypercholesterolemia consulted for 
post- menopausal bleeding which had started 2 years 
ago and was associated with discomfort when sitting. 
She was G2P2 with two vaginal deliveries and under-
went total hysterectomy with bilateral adnexectomy 
and appendectomy by laparotomy at 48 years old for 
deep pelvic endometriosis discovered on a latero- 
uterine mass corresponding to multiple endometriomas. 
Anatomopathological analysis of the surgical specimens 
confirmed adenomyosis with extensive ovarian endo-
metriosis and ruled out malignant tumor.

3  |  METHODS (DIFFERENTIAL 
DIAGNOSIS,  INVESTIGATIONS, 
AND TREATMENT)

She had been on menopausal hormone replacement 
therapy for 10 years. Clinically, there was a vaginal 
stump retraction with no visible lesion. Vaginal ex-
amination revealed an infiltrating mass located 4 cm 
from the anus that infiltrated left uterosacral ligament 
and vaginal stump. Rectal examination was normal. 
Ultrasound revealed a well- limited heterogeneous tissue 
mass measuring 45 × 38 × 29 mm located on the vaginal 
stump and close to the sigmoid muscularis. There was 
also a 28 × 11 × 15 mm node in the lower rectum involv-
ing the muscularis and submucosa. MRI revealed a both 
solid and cystic lesion of the vaginal stump with hetero-
geneous T2WI high signal intensity (Figure  1). Small 
hemorrhagic components have been observed with 
T1WI high signal intensity and homogeneous enhance-
ment was present after the injection of a contrast agent. 
The lesion was close to posterior vaginal stump and 
rectovaginal septum endometriotic node with anterior 
transmural involvement of the midrectum. A thoraco- 
abdomino- pelvic CT scan revealed no distant abnor-
malities. Biologically, CEA, CA19- 9, alpha feto protein, 
Bhcg, and CA15- 3 were normal. CA125 was slightly in-
creased up to 48 UI/mL. During laparoscopic explora-
tion no sign of peritoneal carcinosis was found except 
for a 2-  to 3- cm node in the anterior pelvic peritoneum. 
The node was removed completely with no evidence of 
peritoneal carcinosis on the extemporaneous exam. A 
mass in the vaginal stump with grayish tan colored soft 
tissue resembling polypoid and cauliflower- like struc-
ture was found. The mass induced the rectosigmoid to 
retract. Laparoscopic excision was deemed unsafe to 
perform without incising the tumor hence a median 

laparotomy was performed. The pelvic exploration over-
turned peritoneal carcinosis lesion. A posterior mono-
bloc pelvectomy including sigmoidectomy and resection 
of its corresponding meso was performed. The rectum 
was mobilized to both sides and bilateral ureterolysis 
was practiced. The peritoneum was opened anteriorly 
and laterally to separate the bladder until a healthy zone 
in the vaginal area was reached. The lateral rectal dis-
section was continued until healthy recto- vaginal space 
was reached. The entire tumor mass was progressively 
dissected. Colorectal continuity was re- established for 
end- to- end anastomosis using the Knit technique. A 
post- operative cerebral CT scan was performed in search 
of a hormone- secreting lesion and returned normal. 
Hormonal assays for FSH, LH, and estradiol showed a 
menopause profile.

4  |  RESULTS: PATHOLOGICAL 
DESCRIPTION

4.1 | Macroscopic description

Gross findings of the posterior pelvectomy revealed a 38- 
mm diameter, well- demarcated, firm and tan round- cystic 
mass with hemorrhagic and myxoid changes protruding 
through the posterior vaginal and the anterior rectal walls. 
Parts of macroscopic findings are illustrated in Figure 2. 
The associated peritoneal resection specimen showed a 
homogeneous, white, firm and microcystic- polypoid mass 
measuring 20 mm diameter.

4.2 | Histologic description

Pathological examination revealed exophytic, polypoid 
and diffuse areas of abundant cellular fibrous stroma with 
thick- walled blood vessels containing numerous tubular 
glands. These narrow or dilated and sometimes cystic 
glands were lined by pseudostratified columnar basophilic 
epithelium devoid of cytonuclear atypia with low mitotic 
activity consistent with benign endometrial glands. Focal 
tubal metaplasia and foci of stromal hemorrhage char-
acteristic of endometriosis were also identified. These 
lesions diffusely extended to the vaginal chorion, the ex-
ternal muscularis propria of the rectal wall, and the peri-
toneum. Furthermore, neither leaf- like (phyllodes- like) 
pattern nor periglandular cuffs nor stromal cell atypia 
were seen hence ruling out adenosarcoma as no evidence 
of malignancy was found. The diagnosis of polypoid or 
deep florid endometriosis with simple non- atypical endo-
metrial hyperplasia was definitively retained. The main 
morphological findings are illustrated in Figure 3.
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F I G U R E  1  MRI: (A) T2W axial 
image: endometriotic nodule of posterior 
vaginal wall (star) with contiguous 
transmural digestive involvement 
(arrows). (B) T2W sagittal image: the 
lesion is close to a fibrous endometriotic 
nodule of the posterior vaginal fornix 
and of the rectovaginal septum (star). 
Transmural involvement of the anterior 
wall of the middle rectum with typical 
“mushroom cap” in the sagittal plane 
(arrows). (C) T2W- T1W- T1W post 
contrast axial images: mainly solid lesion 
of the vaginal stump in heterogeneous 
T2 hypersignal, with hemorrhagic 
remodeling in T1 hypersignal, 
homogeneous enhancement after contrast 
injection.

F I G U R E  2  Macroscopic photographs of the posterior pelvectomy with endometriosis lesions before and after formalin fixation. Gross 
findings of the resected specimen at first examination before fixation, with the vaginal wall (black star) attached to the rectum (white star) 
(A). Post- fixation transversal section revealed a firm and gray- tan, round cystic mass (star), located between and protruding through the 
vaginal chorion (white arrow) and the anterior rectal wall (black arrow) (B).
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5  |  DISCUSSION

Endometriosis is defined by the presence of endometrial- 
type tissue including glands and stroma outside of the 
normal uterine cavity. This condition occurs approxi-
mately in 10%–15% of patients in pre- menopausal period 
and could be responsible for pelvic pain and infertility.1

Polypoid endometriosis is a rare distinctive variant of 
endometriosis forming large and often multiple polypoid 
masses. It was first described in 1980 by Mostoufizadeh 
and Scully and the largest case series published by 
Parker et al. only included 24 cases.2 Since this review, 11 
cases of polypoid endometriosis in post- menopausal pa-
tients have been reported in the literature (Table 1). This 

subtype of endometriosis is most frequently found in peri-  
or post- menopausal patients with a mean age at diagnosis 
of 52.5 years old.2 Localizations are mainly pelvic involving 
the vagina, the cervix or ovaries, but can also be peritoneal 
notably in the Douglas pouch.3–6 Clinical presentation 
may mimic a neoplastic pathology particularly in post- 
menopausal patients even though it is a benign diagnosis.3 
The progression can be fast and recur after surgical removal 
with true invasive cancer development in very rare cases.7–10

In our case, the patient's age and the clinical and ra-
diological presentation pointed to a cancer etiology. We 
prescribed usual pelvic neoplasia tumor markers (ovar-
ian, uterine, peritoneal, and digestive tumors) in order to 
establish an initial pre- operative diagnosis. Oncological 

F I G U R E  3  Representative H&E 
histologic sections of deep florid 
endometriosis involving the vagina and 
the rectum at different magnifications. 
Lesions forming polypoid and cystic 
masses reminding benign endometrial 
polyp (A and B), with mural infiltrative 
aspects of the vaginal chorion and 
the anterior rectal wall (C and D), 
respectively, at low magnification. Mild 
and high power views show endometrial- 
type glands dispersed within an abundant 
fibrous stroma with focal hemorrhage (E) 
and lined by pseudostratified columnar 
cells without cytonuclear atypia and low 
mitotic activity (F).
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etiology remained an important probability given the 
slightly elevation of CA125. As recommended in the 
literature, the performed surgery took into account the 
suspicion of cancer and required laparotomy and pel-
vectomy to obtain R0 resection margins (Table  1). As 
we faced these unexpected findings during surgery we, 
therefore, decided to perform a brain CT scan to com-
plete the extensive workup and to ensure that a secre-
tory brain tumor was not overlooked.

Clinical examination is often poor in differentiating 
this subtype of endometriosis to a true malignancy though 
some radiologic signs can help to guide the gynecologist. 
Indeed a pelvic lesion with a black rim sign in the MRI 
should bring to mind this diagnosis. No diffusion restric-
tion and late contrast- enhancement pattern may reflect its 
benign nature.8

Although some radiologic findings can help the gyne-
cologist, only pathological examination can definitively 
rule out malignancy and confirm the diagnosis. Unlike 
some cases in the literature, we were unable to obtain 
a biopsy of the lesion prior to surgical management be-
cause of its location.11 Despite the worrying macroscopic 
appearance, histological findings are most of time charac-
teristic of endometriosis. Microscopic examination shows 

endometrial glands lined by a glandular pseudostratified 
columnar basophilic epithelium embedded in a variable 
amount of an endometrial- type stroma. These structures 
are characteristically organized on an abundant fibrous 
background with thick- walled blood vessels resembling 
an endometrial polyp. These lesions can show a wide 
range of glandular density and variety of architectural 
pattern with frequent metaplastic changes and sometimes 
some degree of hyperplasia and/or cytological atypia. Rare 
malignancy such as endometrioid adenocarcinoma have 
been reported to arise in polypoid endometriosis.12

The main differential diagnosis to evoke and elimi-
nate these aspects, associating endometrial- type gland 
and stroma, is the Mullerian adenosarcoma. Indeed, the 
dark appearance of endometrial stroma around glandular 
structures can be misinterpreted as periglandular stromal 
condensation characteristic of adenosarcoma. However, 
in polypoid endometriosis, no leaf- like (phyllodes- like) 
pattern or stromal cell atypia are seen, contrary to typical 
adenosarcoma. The distinction between both diagnoses 
can be very challenging in some cases.

Endometriosis is one the most common benign gy-
necologic disease in pre- menopausal women. Even if its 
hormonal dependence is now well recognized, its precise 

T A B L E  1  Polypoid endometriosis: literature cases in post- menopausal women between 2004 and 2024.

Article
Age 
(years) Localization Symptoms Treatment

Laird, et al.17 80 Pelvic Venous thrombosis 
of the deep femoral 
vein, embolism vaginal 
bleeding

Radical hysterectomy, bilateral salpingo- 
oophorectomy, and pelvic lymph node dissection

Santos, et al.18 70 Retroperitoneal, rectal 
serosa

Incidentally Surgical excision

Hansen, et al.19

Case 1 57 Ovarian mass Abdominal fullness Surgical excision

Case 2 81 Ovarian mass Post- menopausal bleeding 
and abdominal fullness

Focal endometrioid adeno- carcinoma arising in 
polypoid endometriosis. Surgical excision, surgical 
staging

Choi, et al.20 66 Ovarian Incidentally Hysterectomy with bilateral salpingo- oophorectomy

Gunawardane and 
Allen11

50 Pouch of Douglas Pelvic pain Surgical excision

Jaegle, et al.14 62 Pelvic carcinomatosis Hematuria Radical tumor cytoreduction

Han, et al.21 58 Rectum/sigmoid Chronic diarrhea and 
post- menopausal uterine 
bleeding

Laparotomy with removal of the rectosigmoid 
mass, proctosigmoidectomy with ileostomy, 
total abdominal hysterectomy, and bilateral 
salpingo- oopherectomy

Zhuang, et al.22 62 Ureteric Haematuria, 
hydroureteronephrosis

Ureterectomy along with partial cystectomy, 
hormonal therapy

Ghafoor, et al.3 60 Pelvic Incidentally Discontinuation of hormone replacement therapy

Stuparich, et al.23 60 Peritoneal 
carcinomatosis

Incidentally Laparoscopic radical cytoreduction, discontinuation 
of hormone replacement therapy
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pathogenesis remains poorly understood. Peritoneal endo-
metriosis could be due to diffusion of endometrial tissue in 
the peritoneal cavity by conventional retrograde menstru-
ations.13 However, this endometrial tissue implants and 
grows only in a small subset of women under the influence 
of hormone secretions. This hypothesis can explain the evo-
lution of endometriosis in pre- menopausal women in which 
hormonal secretion cycles can regulate the disease develop-
ment. For older post- menopausal patients, hormone based 
treatments uses, such as combined estrogen- progestin ther-
apy or tamoxifen among others and synchronous secretory 
ovarian tumors like thecomas could be partly responsible for 
stimulation and growth of endometriosis.2,13,14 Moreover, in 
a recent study, Syrcle et al. show an increased local estro-
gen production in polypoid endometriosis due to an altered 
gene expression profile in pathologic tissue.15 These results 
can also explain the persistence and development of polyp-
oid endometriosis in post- menopausal period. This hypoth-
esis is further supported by others.16

6  |  CONCLUSION

Polypoid endometriosis is a rare and distinctive variant of 
endometriosis, often with polymorphous and disturbing 
clinical presentation, that may mimic pelvic malignan-
cies. This uncommon diagnosis, most frequently observed 
in post- menopausal women, must be known by gynecolo-
gists and pathologists and taken into account in differen-
tial diagnoses of pelvic cancer. Our case highlights the 
importance for gynecologists and radiologists to raise this 
uncommon diagnostic hypothesis particularly in patients 
with a past history of endometriosis in pre- menopausal 
period to adapt their surgical procedure in order to avoid 
excessive resection.
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