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ABSTRACT

Objectives: Endometriosis originating in mesonephric cyst
is unusual and with unknown prevalence. Endometriotic
lesion in vestigial remnant of wolffian duct (mesonephric
cyst) is exceptional. In the extended literature review only
three cases have been reported in animal studies, and our
case reported here is the first in human beings. We present
a case of mesonephric cyst endometrioma in a 37-year-old
patient who was referred for severe dysmenorrhea, long
duration pelvic and back pain, subfertility, severe dyspareu-
nia, and groin discomfort. The patient underwent laparo-
scopic removal and we performed a literature review to
gain insight about the origin and surgical management of
an atypical site endometriosis.

Methods and Procedures: Case report presentation rests
on information obtained from the patient database. We per-
formed the literature review using a Medline search with
the keywords: mesonephric cyst endometriosis, atypical

location of endometriosis in vestigial remnant in wolffian
duct, and Gartner duct cyst endometrioma.

Results: On physical examination, fullness and tender-
ness in left adnexa and lateral vaginal wall fullness on left
side with restricted mobility of uterus was noted. Based
on the examination and imaging the left ovarian cyst and
mesonephric cyst were suspected. Surgical exploration
revealed the left hemorrhagic cyst with deep infiltrating
endometriosis involving left ureter and left uterosacral lig-
ament with mesonephric cyst endometriosis. The review
of literature revealed three cases where ectopic endome-
trial tissue in mesonephric cyst remnant was found in
female dogs.

Conclusion: Mesonephric cyst endometrioma, although
rare, can be a representative of extensive endometriosis.
This case highlights an importance of careful clinical ex-
amination, correlation of patient symptoms with ex-
amination and imaging, and successful laparoscopic
management of an atypical location endometriotic
lesions. We completed the literature review on suc-
cessful surgical management of such cases.

Key Words: Atypical site endometriosis, Deep infiltrat-
ing endometriosis, Endometrioma (chocolate cyst),
Endometriosis, Gartner’s duct cyst, Mesonephric cyst,
Operative laparoscopic surgery.

INTRODUCTION

Endometriosis is defined as the presence of an endome-
trial gland and/or stroma in an ectopic location.
Extragenital-intrapelvic and extragenital-extra pelvic
endometriotic lesions spread by lymphatics, blood, or
by direct dissemination. The typical cyclical symptoms are
present only in 50% patients.1–5 Its pathogenesis is widely
argued, and its inconsistent morphology represent a continu-
ity of individual presentations and progressions. With increas-
ing distance from uterus these lesions appear asynchronous
with tendency to lose hormonal receptors. More often
the distant lesions are independent of hormone stimula-
tion supporting their premalignant potential if undiag-
nosed for many years. Undiagnosed, late detected, and
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untreated endometrioma can have premalignant poten-
tial.1–3 A mesonephric cyst (Gartner’s duct cyst) is a prim-
itive remnant of the Wolffian duct in females and is
benign in nature.4 This case is being reported to provide
insight into a very rare location of endometriosis, symp-
toms correlation with location, its effect on fertility and
premalignant potential if undetected for many years.
Atypical site endometriosis is associated with diagnostic
difficulties even on laparoscopy and missed by the
expert on imaging studies.7

We report a case of mesonephric cyst endometrioma after
missing it for many years, which was then removed, and
complete clearance was obtained at the end of surgery.
Only 3 cases have been reported in animal studies.8 We
report a case of mesonephric cyst endometrioma as atypi-
cal location of endometriosis and its laparoscopic manage-
ment to provide an insight about the rare presentation.

CASE REPORT

A 37-year-old female presented to the gynecological out-
patient department with history of secondary infertility,
chronic pelvic pain, cyclical lower backache, dyspareunia,
and dysmenorrhea for 3 years. Apart from classical symp-
toms of endometriosis, she had atypical symptoms of
groin discomfort, leg pain and hip discomfort, pain in glu-
teal region, and symptoms of acid reflux. The onset of
menarche was 13 years. She had regular menstrual cycles
with normal flow for many years post menarche. She had
one spontaneous miscarriage in 2009 which was treated
surgically by suction and evacuation. In 2017, she under-
went diagnostic hysteroscopy and diagnostic laparoscopy
as a part of a subfertility evaluation; findings on laparo-
scopy were mild congestion of the left tube and the left
ovary was adherent in the ovarian fossa. On dye test,
there was a free flow of methylene blue from both the
tubes. There was no evidence of deep infiltrating endo-
metriosis (uterosacral, retrocervical, rectovaginal septum,
and vaginal fornix) at that time. The mesonephric cyst
was missed on laparoscopic evaluation because of the
location and uncommonness the of lesion. Husband
semen parameters were within the normal range. The
patient took infertility treatment in the form of ovulation
induction in 2017 for many months and she did not con-
ceive. She suffered with pelvic pain, low back pain, and
subfertility for 4–5 years without any conclusive diagnosis.
On physical examination, she had tenderness and fullness
in left fornix and fullness in lateral vaginal wall on left
side. Also, uterus mobility was restricted and painful.
Transvaginal ultrasound was done which showed well

defined left ovarian cyst with septation and of 30 �
30mm size suggestive of left ovarian simple cyst which
appeared adherent to the posterior surface of the uterus.
Another cyst of 70 � 70mm in size with dense echoes
and homogenous ground glass appearance adjacent to
the above-mentioned cyst was seen arising from the an-
terolateral aspect of the vagina on the left side and was
seen separated from the left ovary suggestive of meso-
nephric cyst endometrioma (Figure 1). Considering all
these findings, patient and her family members were
counselled thoroughly about the possibility of the pres-
ence of endometriosis and its rare presentation causing all
her atypical symptoms.

RESULTS

The patient was taken for operative laparoscopy and re-
moval of endometriotic lesions. The left ovarian cyst was
drained, and a cystectomy was done. The peritoneum
over the left ureter was excised and the ureter was traced
up to the ureteric tunnel. The mesorectum of the left side
was dissected with a harmonic scalpel and the rectum
was separated from the medial wall of the lesion and the
posterior wall of the uterus by sharp dissection with cold
scissors. After adhesiolysis a cyst was found arising from
the anterolateral wall of the proximal vagina extending
towards and abutting rectovaginal space medially. The
cyst was related to left ureter and left uterine artery later-
ally. Cranially it was extending into pararectal space and
caudally it was related to the pelvic bone (Figure 2). The
cyst was removed by blunt and sharp dissection after

Figure 1. Laparoscopic image of atypical site endometrioma
below the left uterosacral ligament, lateral to fornix and arising
from the apex of the vagina depicting the exact location of
mesonephric cyst. Abbreviations: USL, uterosacral ligament; FT,
fallopian tube.
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lateralization of the ureter. After the removal, the cyst was
drained the chocolate material. Apart from this mesonephric
cyst there was no evidence of deep infiltrating endometriosis
involving rectovaginal septum, vaginal fornix, uterosacral lig-
aments, and retro cervical region. Histopathology of the
ovarian cyst wall showed a simple cyst with no evidence of
malignancy. Histopathology of another cyst from vaginal
wall showed a mesonephric cyst with endometriotic
implants. The postoperative period was uneventful. On the
second day following surgery, the patient was discharged
with no postoperative symptoms. After the surgery on follow
up visits her symptoms of back pain and dyspareunia were
relieved completely. Six months after the surgery, the patient
conceived naturally.

DISCUSSION

Although endometriosis can affect almost any organ or
structure, most endometriotic implants are in the pelvic
cavity. Many ideas have been put out to describe the
pathophysiology of endometriosis, both endometrial
and nonendometrial in origin. The implantation theory,
which indicates implantation and subsequent growth of
retrograde shedding of viable endometrial cells, still is
the most widely accepted theory to explain the pathoge-
nesis.1–4 The second theory of in situ development in
embryonic Mullerian cells, in which Mullerian cells have
the capacity to convert into endometriotic lesions under
the influence of estrogen. This theory supports the

development of endometriosis in the vestigial remnants
of the Wolffian ducts in our case. The benign metastasis
through the lymphatics and/or hematogenous spread sup-
port the third theory of endometriotic lesions in distant
organs like liver and lungs. A nonendometriotic origin con-
cept, also termed as celomic metaplasia includes the transfor-
mation of peritoneal tissue to ectopic endometrial tissue via
metaplasia.5 Extragenital malignant mixed mesodermal
tumors (MMMTs) are extremely rare and have been associ-
ated with endometriosis, Wolfian duct remnants, and ovarian
cyst adenocarcinoma. Twelve cases have been reported in
the literature. With regard to the histogenesis of MMMTs in
the extragenital tract or secondary mullerian system, the
origin of such lesions could be in (1) endometriosis, (2)
coelomic or subcoelomic structures, (3) Mullerian duct
remnants, and (4) totipotential endometrial stromal cells
with capacity for glandular and stromal differentiation.6

The mesonephric cyst is an embryonic remnant of the
mesonephric duct in females and in many cases, it is asso-
ciated with urinary system developmental abnormalities.4

Anatomically it is above the level of the inferior border of
the pubic symphysis. Usually, it is a simple cyst and is
lined by nonmucinous cuboidal or columnar epithelium.10

The presence of ectopic endometrium in mesonephric
duct remnant has been found in one animal study.9 This
finding supports the second concept of endometriosis ori-
gin theory. The catamenial nature of the symptoms
(occurring between 24 hours before and 72 hours after the
onset of menstruation) are present only in 50% of
patients, but imaging is fundamental for the evaluation
of exact location and size of the lesions.3–5 Transvaginal
ultrasound is the most cost-effective imaging modality
and should be performed first.1–3 Magnetic resonance
imaging offers an added advantage compared to other
imaging modalities due to high soft tissue contrast and
multiplanar images.3 Mesonephric cyst endometrioma is
exceptional.8 Because of enigmatic nature of endometri-
osis and absence of pathognomonic signs and symp-
toms the atypically located lesions escape for many
years and has a great impact on patient fertility as
observed in our case. The patient suffered for 4–5 years
without any conclusive diagnosis. Such lesions can have
premalignant potential which needs to be discussed
with the patient and removal of such lesions can have
better prognosis for quality of life and future fertility.6 In
advanced stage of endometriosis and deep infiltrating
endometriosis cases surgical excision is the ideal thera-
peutic option for definitive treatment compared to medi-
cal management, and comprehensive disease mapping
before surgery is necessary to avoid residual disease.5,6

Figure 2. Ultrasound image of atypical location endometrioma
adjacent to and separated from left ovary, with hemorrhagic cyst
in left ovary.
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CONCLUSION

Our case report ofMesonephric cyst endometrioma is unique
due to the atypical location, thorough surgical exploration
and proven extensive pelvic involvement. The goal of con-
servative operative treatment in advanced stage endometrio-
sis is to remove all implants, dissect all adhesions, relieve
pain, restore anatomy, and improve fertility and quality of
life. We report the first case of Mesonephric cyst endome-
trioma in human beings in the literature. Additional unique
finding of our case is that the lesion was missed in previous
laparoscopic exploration and magnetic resonance imaging
done for low back pain. Late diagnosis is common in patients
with atypical site endometriosis and ismore common in those
with extra pelvic diseasewith a documented delay of an aver-
age 4–5years from the onset of symptoms. Thorough physi-
cal examination and correlation of symptoms with imaging
remain the paramount important in evaluation and treatment
of atypical site endometriosis. Surgical excision of such lesion
is the best approach for definitive treatment.
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