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INTRODUCTION 

Endometriosis is a benign estrogen-dependent 

inflammatory disease that is recognized as a consequence 

of the presence of endometrial cells outside the uterus; 

prevalence is estimated between 2 and 10% in women of 

reproductive age, with an incidence between 1.6 and 6. 9 

new cases per 1000 caucasian women.1,2 When studying a 

selected population, the numbers increase between 25 and 

50% of women with infertility suffering from 

endometriosis and around 30-50% of women with 

endometriosis are infertile.3  

Endometrial tissue inside the uterus, as well as, 

endometriosis lesions contain endometrial glands and 

stroma, but these last ones outside the uterine cavity. Those 

lesions are usually located in the pelvis in places such as 

the ovary, ovarian fossa, uterosacral ligaments, pouch of 

Douglas, and bladder, but they can be located in multiple 

extrapelvic areas, the most frequent being intestinal and 

urinary tracts, rarely, endometriosis has been reported in 

the breast, pancreas, liver, gallbladder, kidney, urethra, 

extremities, vertebrae, bones, peripheral nerves, spleen, 

diaphragm, central nervous system, the hymen and the 

lung.4,5 

CASE REPORT 

In this case, a 29-year-old female arrived at the emergency 

room due to abdominal pain in epigastric, in addition to 

nausea, vomiting, and the incapacity to eat or drink. She 

had a history of weight loss, approximately 20 kg in the 

last semester, and a pancreatitis episode 2 months before. 

At physical examination, a tumor is palpated in the 

epigastrium. An abdominal CT scan showed a pancreatic 

gland with a poorly evaluable nodular appearance and a 

quistic-like lesion on the body of the pancreas was noted, 

measuring 15×14×9 cm (Figure 1). Laboratory analysis 

didn't have any alteration. A malignant or premalignant 

lesion was suspected, therefore, an exploratory laparotomy 

was performed showing macroscopically an 

endometrioma, a sample from the quistic liquid was taken 
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for analysis. The histopathological specimen examination 

showed loose connective tissue and fibrosis zones with 

venules and mononuclear inflammatory cell infiltrate, 

including gold pigmentation attached to fibrous connective 

tissue, in addition to phagocytosis of hemosiderin by 

macrophage (Figure 2). The patient had a favorable 

evolution and was discharged home 3 days after 

hospitalization for follow-up in the outpatient clinic with 

referral to the gynecology service to continue management 

of endometriosis. 

 

Figure 1 (A and B): The abdominal CT scan revealed 

a pancreas with a poorly evaluable nodular 

appearance, a cystic-looking tumor on the body of the 

pancreas measuring 15×14×9 cm, thick walls, and 

hypodense homogeneous content. 

 

Figure 2: Loose connective tissue and fibrosis zones 

with venules and mononuclear inflammatory cell 

infiltrate, including gold pigmentation attached to 

fibrous connective tissue, in addition to phagocytosis 

of hemosiderin by macrophage. 

DISCUSSION 

Pancreatic endometriosis refers to the condition in which 

a tissue that resembles the lining of the uterus or the 

endometrium appears inside or around the pancreas, 

likewise, cystic lesions could develop, clinically showing 

episodes of pancreatitis with elevated pancreatic enzymes, 

cyclical pain, and a palpable mass that could be confused 

with pancreatic cystic lesions, such as those described in 

the Table 1.6 

Table 1: Clinical and imaging characteristics of the pancreatic cystic tumors.6 

Characteristics SCA MCA MD/M-IPMN BD-IPMN SPN NET-C 

Age at 

presentation 

Variable, 

usually the 

5th to 7th 

decade of life 

Variable, 

usually the 

5th to 7th 

decade of 

life 

Variable, usually the 

5th to 7th decade of 

life 

Variable, 

usually the 

5th to 7th 

decade of 

life 

The 2nd 

to 3rd 

decade of 

life 

Variable, 

usually the 5th 

to 6th decade 

of life 

Sex 70% women  90-95% Same Same 
90% 

women 
Same 

Clinical 

presentation 

Incidental 

finding, 

abdominal 

pain, mass 

effect 

Incidental 

finding, 

abdominal 

pain, 

related to 

malignancy 

Incidental finding, 

jaundice, pancreatitis, 

exocrine insufficiency, 

related to malignancy 

Incidental 

finding, 

jaundice, 

pancreatitis, 

related to 

malignancy 

Incidental 

finding, 

abdominal 

pain, mass 

effect 

Incidental 

finding 

(usually 

nonfunction-

ing), 

abdominal 

pain, and 

mass effect 

Location Head>body Tail/body 
Head>body>diffuse> 

tail 

Head/ 

uncinate 

process 

Tail/ 

body 
Body/head/tail 

Solitary or 

multifoca 
Solitary Solitary Solitary/ multifocal 

Solitary/ 

multifocal 
Solitary Solitary 

Malignant 

potential 
Insignificant 

10-39% 36-100% 11-30% 10-15% 
10% 

Note: SCA- Serous cystadenoma, MCA- mucinous cystadenoma, MD/M-IPMN- main duct intraductal papillary mucinous neoplasm, 

BD-IPMN- branch duct intraductal papillary mucinous neoplasm, SPN- solid pseudopapillary neoplasm, NET-C- neuroendocrine tumor 

with cystic degeneration. 

A B 

 



Durán GC et al. Int Surg J. 2024 May;11(5):819-821 

                                                                                              
                                                                                            International Surgery Journal | May 2024 | Vol 11 | Issue 5    Page 821 

Reasons for the spread of endometrial tissue to outlying 

sites are based on the pathogenesis of endometriosis and 

include several theories, such as retrograde menstruation, 

metaplasia of the coelomic epithelium, maturation of 

undifferentiated cells, migration of embryological cells 

from the Müller ducts or lymphatic and hematogenous 

dissemination of endometrial cells. The dominant theory 

of retrograde menstruation and migration of endometrial 

cells through the permeable fallopian tubes into the 

peritoneal cavity cannot explain the presence of 

endometriosis in distant sites, such as the lungs, pancreatic 

parenchyma, or central nervous system. For such areas, the 

theory of lymphatic or hematogenous dissemination has 

gained acceptance, with several publications supporting 

this route of dissemination of endometrial cells.7 

Pancreatic endometriosis often poses difficulties both in 

diagnosis and treatment. Pancreatic cystic lesions can be 

mainly classified into 4 categories: (1) congenital cysts; (2) 

primary pancreatic cystic neoplasms; (3) acquired cysts, 

including cysts of infectious origin and post-inflammatory 

cysts (eg, pancreatic pseudocysts); and (4) pancreatic 

cysts, which develops from extrapancreatic cystic 

disorders.8,9 Endometrial cysts of the pancreas fall into this 

last category. 

Diagnosing pancreatic cystic lesions preoperatively is hard 

to perform, for that reason there is a need to maintain a 

broad differential diagnosis in mind while suspecting this 

pathology, including a variety of benign, premalignant, 

and malignant lesions, as well as non-neoplastic lesions. 

The main problem is due to the fact that endometriotic 

pancreatic cysts can commonly mimic neoplastic cysts 

and, more importantly, tumors with malignant potential, 

due to the overlapping of radiograph and laboratory 

features.10 The main differential diagnosis should be 

mucinous tumors, such as mucinous cystic pancreatic 

neoplasms (MCPNs) and intraductal papillary mucinous 

neoplasms (IPMNs), or solid pseudopapillary tumor 

(SPT), although serous cystadenoma and pancreatic 

pseudocysts are also commonly included in the differential 

diagnosis.10-12 Hence, the diagnosis is commonly made by 

histological examination of the resected specimen.11 

The first-line treatment when there is a strong suspicion of 

pancreatic endometriosis is hormonal suppression, it can 

be offered as a diagnostic therapy. If the diagnosis is 

uncertain or the effect of hormonal suppression is 

insufficient to treat pain, biopsy or surgical resection 

should be considered to rule out other pathologies.7,12,13 

CONCLUSION 

Although the patient in this case did not undergo a biopsy, 

she did comply with the indications for surgery due to 

abdominal pain and lesion enlargement. For pancreatic 

lesions like the one in the patient, unnecessary surgery 

should be avoided, but resection remains the treatment of 

choice in case of suspected malignancy.  
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