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Endometriosis is a common gynecological condition, but involve-
ment of the urinary tract is rare. Ureteral endometriosis can present
in a nonspecific fashion, and may mimic ureteral malignancy. This
case report describes a 44-year-old woman who initially presented
with chronic flank pain and was found to have left-sided renal
dysfunction and a distal left ureteric mass. She was eventually diag-
nosed with ureteral endometriosis after undergoing nephroureter-
ectomy for what was thought to be either a ureteral fibroepithelial
polyp or transitional cell carcinoma. Ureteral endometriosis should
be considered in the differential diagnosis for a woman presenting
with obstructive uropathy in the presence of a ureteric mass.

Introduction

Endometriosis is defined by the presence of endometrial
glands and stroma outside of the normal endometrial cav-
ity and is a common cause of morbidity among premeno-
pausal women.? The overall prevalence of endometri-
osis is unknown and varies widely among various groups
of patients.! It has been found in 1-7% of asymptomatic
women' and in up to 32% of woman undergoing laparos-
copy for chronic pelvic pain.’* It most commonly affects the
ovaries, cul-de-sac, and uterosacral ligaments.>> Ureteral
endometriosis is a rare entity, occurring in approximately
0.1% of all patients with endometriosis.>®

Pathologically, ureteral endometriosis is classified as
intrinsic or extrinsic, with the latter accounting for approxi-
mately 80% of cases.” Intrinsic ureteral endometriosis is
defined by the presence of endometrial tissue in the lamina
propria or tunica muscularis of the ureter, while extrinsic
ureteral endometriosis involves the peri-ureteral tissue.>%9
Interestingly, it is appears to be an asymmetric disease, with
more frequent involvement of the left ureter.310

Several challenges arise in diagnosing ureteral endometri-
osis preoperatively. Typical symptoms include dysuria, urin-

ary frequency, flank discomfort, and hematuria — symp-
toms that are nonspecific and present in other, much more
common conditions.>** Additionally, up to 40% of ureteral
endometriosis may be asymptomatic and discovered during
the course of investigation for unilateral or bilateral renal
dysfunction.? Herein, we report on a case of ureteral endo-
metriosis in a 44-year-old woman with no previous diagnosis
of endometriosis.

Case report

A 44-year-old woman presented to her family practitioner
with a five-year history of recurrent left flank pain. This
pain occurred cyclically with radiation to her anterior left
abdomen, and there were no other associated symptoms.
Her past medical history was significant for only obstruct-
ive sleep apnea and she was not taking any medications.
Surgically she had undergone a tubal ligation and a chole-
cystectomy in the past. She also underwent diagnostic lapa-
roscopy for mennorhagia three years prior to presentation,
but no diagnosis of endometriosis had ever been made.
Physical examination was unremarkable, apart from obes-
ity and moderate left flank tenderness.

Abdominal ultrasonography was performed, which iden-
tified an atrophic left kidney with evidence of left ureteric
obstruction, and she was subsequently referred to a com-
munity urologist for management. Computed tomography
(CT) confirmed the presence of an atrophic left kidney with
evidence of renal dysfunction. Several enlarged lymph nodes
in the left retroperitoneum and left para-aortic area were also
identified (Fig. 1). A followup nuclear renal scan confirmed
the presence of left renal impairment, with the left kidney
contributing 24% function. Ureteroscopy was performed and
identified a distal ureteric stricture that was impassable with a
guidewire. Retrograde pyelography revealed a filling defect in
the left distal ureter proximal to the identified stricture. Urine
cytology was negative for the presence of malignant cells.

Following this, she was referred to our centre for con-
sideration of surgical management due to continuing left
flank pain and the possibility of transitional cell carcinoma.
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Fig. 1. Computed axial tomography (10 min delay after contrast injection)
showing left-sided lympadenopathy in the retroperitoneum (A); Note the
absence of contrast in the left ureter in keeping with significant renal
dysfunction (B).

Repeat ureteroscopy with retrograde pyelography was per-
formed. Again, a filling defect was identified at the level of
the aortic bifurcation with marked hydroureter proximal to
this (Fig. 2). Direct visualization confirmed the presence of
a large, smooth, round mass that appeared to be on a stalk.
It was felt that this had the appearance of a fibroepithelial
polyp, but malignancy could not be excluded, especially in
the presence of lymphadenopathy. She underwent laparo-
scopic nephrectomy followed by open ureterectomy, which
revealed the presence of a bulky distal ureteric mass adher-
ent to the vaginal wall and uterus (Fig. 3). Frozen section
pathology and final pathology confirmed this mass to be
consistent with endometriosis.

Fig. 2. Left retrograde pyelography showing a filling defect distally with
evidence of hydroureter proximally.

Discussion

In this report, we present a case of ureteral endometriosis
that was diagnosed post-ureterectomy in a patient with
no previous diagnosis of endometriosis. A preoperative
diagnosis of ureteral endometriosis is difficult to achieve,
owing to nonspecific symptoms including dysuria, urinary
frequency, flank discomfort, and hematuria, and cases with
an absence of symptomatology.?*>® A high index of suspi-
cion and radiological support are often necessary to obtain
an early diagnosis.>®

In the case presented above, the only symptom was that
of chronic flank pain and unilateral renal dysfunction was
discovered through subsequent investigations. Radiographic

E120 CUAJ ® March-April 2016 o Volume 10, lssues 3-4



imaging was consistent with distal ureteric obstruction and
renal dysfunction, while endoscopy confirmed the presence
of a ureteral mass. Again, these findings are nonspecific and
raise the concern for a possible transitional cell carcinoma.
With this in mind, diagnosing ureteral endometriosis without
a definitive pathological sample presents a unique chal-
lenge; this entity requires consideration when investigating
a woman presenting in a similar fashion.

Owing to the rarity of ureteral endometriosis, the opti-
mal management techniques remain unknown. For mild
symptoms, conservative treatment with nonsteroidal anti-
inflammatory medications may provide adequate relief.” For
more significant disease, medical management with GnRH
analogues or oral contraceptives may play a role, although
hormone therapy is typically only indicated for early-stage
disease.®”? In approximately 25-43% of cases, ureteral
endometriosis can result in ureteral obstructions, which may
lead to a loss of kidney function.? In such cases, as well as
cases in which patients experience intractable symptoms,
surgical intervention may be required.?3®79

Up to 47% of patients may require a nephrectomy for
either loss of kidney function, or ureteral endometriosis
lesions that mimic neoplsms, most notably transitional cell
carcinoma.®

Several treatment strategies have been reported, but the
choice between ureterolysis or a major urological proced-
ure (ureterectomy, ureteroneocystotomy, or nephroureterec-
tomy) is an area of uncertainty." Several cases of surgical
management with ureterolysis or segmental ureteral resec-
tion have been reported.'>"* In these cases, all patients were
known to have ureteral endometriosis preoperatively. In the
present case, where the diagnosis was unknown and the
patient remained symptomatic, nephroureterectomy was
undertaken to alleviate chronic symptoms and to provide
a diagnosis. In patients where the diagnosis is uncertain
and irreversible renal dysfunction is present, this may be a
reasonable option.

Conclusion

Ureteral endometriosis is a rare entity that may mimic a
neoplastic process and can be a silent cause for renal dys-
function.® It can present with either nonspecific symptoms

Ureteral endometriosis

or a lack of symptomatology and for these reasons, a pre-
operative diagnosis is difficult to achieve.?** Ureteral endo-
metriosis should be considered in the differential diagnosis
in any woman presenting with obstructive uropathy and a
ureteral mass.
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