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Abstract: Introduction: We aimed to describe and review the epidemiological aspect of the disease
pattern of a series of perimenopausal and postmenopausal women with a histology confirmation
of endometriosis. Material and Methods: We retrospectively examined the clinical records of 184
perimenopausal and 46 postmenopausal women with endometriosis. Data were collected and
analyzed from 1100 patients’ charts with confirmed endometriosis and involved cases from two
different geographical areas, New Haven (US) and Greece. The statistical methods included ×2

and the Mann-Whitney U test. In the perimenopausal group (age 45–54 years), there were 184
patients (16.7%) and the postmenopausal group (55–80 years) had 46 (4.2%). The average age of
diagnosis was (49 ± 2.3) and (61.2 ± 5.1), respectively (p < 0.01). Results: Advanced endometriosis
was more aggressive in the perimenopausal group (p < 0.05); in the same group, we observed
a higher left-sided predisposition of endometriosis in comparison with the right side (p < 0.01).
Endometrioma was the most common gynecological condition among patients with perimenopausal
endometriosis in relation to the postmenopausal group (p < 0.001). Additionally, we found uterine
leiomyomata more prominent in the perimenopausal group (p < 0.05). In contrast, adenomyosis
was found higher in postmenopausal patients (p < 0.05); further, 24 cases with dry eye we observed.
Conclusions: Postmenopausal endometriosis is an important underestimated condition. Although
the reported situation is not common, various clinicopathological characteristics were observed
in both groups. Clinicians should be aware that there is a correlation between endometriosis and
endometriosis-associated ovarian cancer in perimenopausal and postmenopausal age.
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1. Introduction

Endometriosis is an estrogen-dependent chronic inflammatory condition, estimated to occur
in 5%–10% of women of reproductive age [1]. Perimenopausal and postmenopausal endometriosis
is rare, because of the reduction or absence of estrogen hormone production, which could prevent
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estrogen–dependent endometriosis [2].The human perimenopausal period, which starts when ovarian
function begins to decline, is defined by the World Health Organization and the North American
Menopause Society as a period of 2–8 years preceding menopause and lasts up to one year after the
last menstruation [3,4]. Although endometriosis typically ends when menopause occurs due to the
decreased levels of estrogens, reactivation of endometriosis can occur in some postmenopausal women,
either as a side effect of therapy with administered hormones or because of the presence of endogenous
hormones [5,6]. The prevalence in the postmenopausal group varies from 2% to 5% [7].

A PubMed search with the key word “endometriosis” yielded a total of 24,678 papers. By using
the combination of “endometriosis” and “postmenopause”, we detected 347 papers or 0.7% of the total
literature on endometriosis. Moreover, 64 case reports (18%) on postmenopausal endometriosis were
observed (accessed January 2018). In postmenopause, the real incidence of endometriosis is limited
and not consistent. Recently, Haas et al. performed a retrospective analysis of 42,079 women with
surgically confirmed endometriosis in Germany and they found 1,074 (2.55%) cases in the climacteric
age group (55–95 years) [8]. Moreover, in a subsequent study, Haas et al. [9] found that physical
fitness and freedom from physical restrictions, a good social environment and psychological care in
the postmenopausal period lead to a remarkable improvement in pain, dyspareunia, and influence on
sexual life in women with endometriosis.

In the framework of this study, we aimed to investigate the clinical characteristics of a series of
perimenopausal and postmenopausal women with endometriosis, to present any relation between
other gynecologic conditions in our cohort and, furthermore, to describe the disease pattern in
postmenopausal cases.

2. Materials and Methods

The current work involved 1,100 women with endometriosis from two different countries, over a
25-year period. The clinical, surgical and pathological records of 550 women with endometriosis, who
underwent surgical treatment between 1996–2005 at Yale University Hospital and 550 cases between
1990 and 2015 from the Departments of Obstetrics and Gynecology at the University of Crete and
Venizeleio General Hospital of Crete, were reviewed. The stage of endometriosis was scored according
to the revised Classification of the American Fertility society [10].

The clinicopathologic features of the gynecologic diseases were classified according to the criteria
of FIGO [11]. In our inclusion criteria, we involved all cases confirmed by tissue biopsy and laparotomy
or laparoscopy during the perimenopausal and postmenopausal period. The primary exclusion criteria
were patients with incomplete medical records and surgically induced endometriosis.

Data, which included age, symptoms, stage and side of endometriosis, were recorded. Information
on the histological type of cancer and gynecologic conditions were obtained from pathological
records. Group I included 184 patients in perimenopause, and group II had 46 women with
postmenopausal endometriosis.

The Human Committee of Yale University School of Medicine approved this study (HIC #12590)
as did the Ethics Committee for Human Research of Venizeleio Hospital (ECHR#46/6686 and
47/773/2017).

Student t test and ×2 tests were used for comparison of the mean of the various characteristics.
The Mann-Whitney U test was performed for data not distributed normally. The results are reported
as mean ± SD or as percentages where appropriate. Differences were considered statically significant
at p < 0.05.

3. Results

During the study period, 1,100 medical records with a diagnosis of endometriosis or
endometrioma were identified and reviewed. We found 184 (16.7%) patients with perimenopausal
endometriosis (age 45–54 years) and 46 (4.2%) patients with postmenopausal endometriosis
(55–80 years). Mean age at the time of surgery was different for perimenopausal women (49 ± 2.3)
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compared to the postmenopausal group with endometriosis (61.2 ± 5.1) (p < 0.01) (Table 1). In the
postmenopausal cases, we reported 6 women in the age of 75 to 80 years old. The main symptoms
were similar in the two groups (Table 1). However, advanced endometriosis (stage III, IV) was
more aggressive in the perimenopausal group (p < 0.05). (Table 1). Furthermore, in patients with
perimenopausal endometriosis, we found left-sided endometriosis in 98/152 (64.5%), compared to
right-sided 54/152 (35.5%) (p < 0.01) (Table 1). In the postmenopausal group, the observed proportion
of endometriosis was similar in both sides (left and right) (Table 1).

Table 1. Clinical characteristics and frequency of left- and right–sided unilateral ovarian endometriosis
in the two groups.

Group 1
Perimenopausal Women with

Endometriosis
(n = 184)

Group 2
Postmenopausal Women with

Endometriosis
(n = 46)

p-Value

I. Age (years) at time of surgery 49 ± 2.3 (45–54) 61.2 ± 5.1 (55–80) p < 0.01
II. Main complaints (%)

Pelvic pain 34(18.4%) 10(21.8%) N.S
Adnexal mass 150(81.6%) 36(78.2%) N.S

III. Endometriosis stage (%)
Stage I 20(11%) 21(45.6%) p < 0.05
Stage II 23(12.5%) 15(32.6%) p < 0.05
Stage III 69(37.5%) 5(10.9%) p < 0.05
Stage IV 72(39%) 5(10.9%) p < 0.05

IV. Side predisposition
Left-sided 98/152(64.5%) 20/38(52.6%) N.S

Right-sided 54/152(35.5%) 18/38(47.4%) N.S
Bilateral 32 8

All unilateral n = 152 n = 38
Left/right p < 0.01 Left/right N.S

Data are expressed as the mean ± SD or Percentage as appropriate; N.S = Not Significant.

Table 2 shows the results of distribution of gynecologic conditions between the two groups.
Endometrioma was the most common condition among women with perimenopausal endometriosis,
125/184(68%) in comparison with the postmenopausal group 5/46 (10.8%) (p < 0.001). Besides,
we found uterine leiomyomata more frequent in the perimenopausal group (p < 0.05); in contrast,
adenomyosis was found to be higher in postmenopausal patients (p < 0.05). Endometriosis-associated
ovarian cancer and uterine cancer was similar in both groups (Table 2). In addition, according to the
medical records, 24 women in the postmenopausal group complained of dry eye symptoms (p < 0.001).
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Table 2. Thecoexistence of endometriosis with various benign and malignant conditions (n and %).

Group 1
Perimenopausal Women with

Endometriosis
(45–54 years)

n = 184

Group 2
Postmenopausal Women with

Endometriosis
(55–80 years)

n = 46

p-Value

1. Endometrioma 125(68%) 5(10.8%) p < 0.001
2. Ovarian or Paraovarian cyst 21(11.4%) 7(15.2%) N.S
3. Uterine Leiomyomata 82(44.5%) 8(17.4%) p < 0.05
4. Adenomyosis 29(16%) 15(32.6%) p < 0.05
5. Uterine leiomyomata and
adenomyosis 21(11.4%) 5(10.8%) N.S

6. Other benign gynecologic
conditions 13 (7%) 3 (6.5%) N.S

7. EAOC (Endometriosis associated
ovarian cancer) 8 (4.3%) 3 (6.5%) N.S

8. Uterine cancer 6 (3.2%) 6 (13.1%) N.S
9. Bowel cancer 3 (1.65) 0 N.S
10. Other cancers 2 (1%) 1 (2.1%) N.S
11. DED (Dry eye disease) 0 24 (52.1%) p < 0.001
Total 184/1100(16.7%) 46/1100(4.2%)

Data are expressed as the mean ± SD or Percentage as appropriate; NS = Not Significant.

4. Discussion

In the current work, we investigated the epidemiological aspect of perimenopausal and
postmenopausal endometriosis. Our results support a significant association between endometriosis
in the perimenopausal and postmenopausal age and further confirm the coexistence of endometriosis
with numerous benign or malignant diseases.

A PubMed search of the literature in the English language found that a few studies were focused
on postmenopausal endometriosis. In 1960, Kempers et al. conducted the first large study that
described postmenopausal endometriosis. Over a 13-year period, they observed 39 cases with
postmenopausal endometriosis [12]. Morotti et al. studied the clinical records of 72 postmenopausal
cases and reported that the median age was 58.5 years. Moreover, they concluded that the usual
location of endometriotic lesions was the ovary [2].

In general, endometrioma represents the most frequent adnexal masses in the premenopausal
population [13]. During the perimenopausal period, estrogen is gradually decreased; thus, in our
retrospective study, we detected more endometrioma cases in the perimenopausal group compared to
the postmenopausal group.

Interestingly, according to Haas et al., clinicians should take into consideration the risk of
endometriosis in cases of unclear pelvic pain in the perimenopausal age [8]. In a recent study, Anastasi
et al. observed the coexistence of endometriosis with moderate pelvic pain and a significant decrease of
25-OH-vitamin D levels; this phenomenon might be due to the imbalance of prostaglandin production,
resulting in an altered inflammatory cascade [14].

Depriest et al. suggested a correlation between postmenopausal endometriosis and ovarian
cancer [15]. In our case, we found 184 patients (16.7%) in the perimenopause group and 46 (4.2%)
in the postmenopausal group. Even though these data are consistent with the observations of
previous studies and indicate that physicians should be aware of the possibility of endometriosis
and endometriosis-associated ovarian cancer in postmenopausal age, we cannot tell if cancer and
endometriosis coincide, thus posing a limitation to our study. A review of the literature confirms
that this is the first large report to examine the association of endometriosis in perimenopausal and
postmenopausal age.

Although the mechanism through which endometriosis may be associated with postmenopausal
age is not clear, several theories are described. During the reproductive stage, it is well known
that endometriosis represents an estrogen-dominated syndrome [16,17]. Estrogen production during
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menopause may be derived from extra-ovarian sources such as the adrenal gland, endometrial stroma,
adipose tissue, and skin [18]. Other possibility is that of hormonal replacement therapy (HRT), which
can reactivate endometriosis or even create new implants in climacteric women with history of the
disease [16]. The effect of postmenopausal hormonal therapy on recurrence of postmenopausal
endometriosis is contradictory.

In 2010, the European Menopause and Andropause society postulated that hormonal therapy
may reactivate residual implants, and further increase the risk of malignant transformation in
postmenopausal women [19–21]. In our findings, we noticed a greater incidence of uterine
leiomyomata in the perimenopausal group, although adenomyosis was prominent in postmenopausal
patients. Adenomyosis appears during the reproductive period; thus, our findings are not in agreement
with the literature—it is believed that adenomyosis is a pre-existing condition that can diagnosed via
surgery after menopause [22].

Of note, hormonal disturbance can affect the appropriate function of distinct organs. We detected
several cases with dry eye in the postmenopausal group. This can be explained by two mechanisms.
First, age is responsible for reduced tear production by the lacrimal gland [23]. Moreover, the endocrine
system plays a significant role in the regulation of the ocular surface and the development and/or
treatment of aqueous-deficient and evaporative dry eye disease (DED). Both estrogen and progesterone
affect the anatomy and physiology of the lacrimal gland and tear secretion, can been detected in human
tears, and are reported to be correlated with levels in serum of premenopausal females [24]. Finally,
hormonal replacement therapy (HRT) alone has been associated with the prevalence of DED [25].

Considering that an important genetic component accounts for both endometriosis [26] and the
variability observed in the timing of menopause [27], we assumed that it would be reasonable to
review genetic factors that have been reported to influence both perimenopausal and postmenopausal
endometriosis in order to extract evidence for clinical recommendations to handle this disease.
Although these conditions are rare, it is important to be aware of a putative genetic background that
may contribute to the development of these conditions, especially for postmenopausal endometriosis,
which infers a risk of malignant transformation [6]. To date, it has been observed that aromatase
inhibitors treat both premenopausal and postmenopausal endometriosis by suppressing local estrogen
production. Notably, postmenopausal women produce estrogen by the steroidogenic gene aromatase,
which is expressed in the stromal cells of endometriosis [28]. Furthermore, no evidence for an
association between CYP1B1 genotype and postmenopausal endometrial cancer risk was found in a
study performed by Rylander-Rudqvistet et al. [29]. Importantly, it has been reported that, with regard
to perimenopausal endometriosis, endometrioid ovarian carcinomas (ENOC) and clear cell ovarian
carcinomas (CCOC) are associated with mutations of ARID1A, a tumor suppressor gene [30], PTEN,
KRAS and -catenin (CTNNB1) genes [31]. However, no genetic data regarding the predisposition or
prediction for perimenopausal and postmenopausal endometriosis have been collected thus far.

5. Conclusions

We aimed to describe and compare the demographic characteristics and disease features
of perimenopausal and postmenopausal cases with endometriosis. Our results support an
association between endometriosis with perimenopausal and postmenopausal age. We detected
that endometrioma, uterine leiomyomata, and advanced endometriosis are more prominent in the
perimenopausal group, compared to the postmenopausal group, where adenomyosis was found at a
higher rate. We also confirmed an association between endometriosis and endometriosis-associated
ovarian cancer in both groups; thus, clinicians should keep an eye out for follow up on a long-term
basis in cases operated for endometriosis.

Author Contributions: M.M. and C.M. conceived and designed the study. A.A., M.T. and I.M. obtained the
data. M.M., G.N.G., A.T., M.I.Z., C.M. and I.K. analysed and interpreted the data. M.M. and C.M. drafted the
manuscript. G.N.G., M.I.Z., A.T. and I.K. revised the manuscript.

Funding: This research received no external funding.



Diseases 2019, 7, 29 6 of 7

Acknowledgments: We would like to thank all the clinicians of the Division of Reproductive Endocrinology and
Infertility at Yale University and the obstetricians and pathologists of both University and Venizeleio Hospitals of
Crete for providing the data used in this study.

Conflicts of Interest: The authors declare that there are no conflicts of interest in connection with this paper, and
the material described is not under publication or consideration for publication elsewhere.

References

1. Missmer, S.A.; Hankinson, S.E.; Spiegelman, D.; Barbieri, R.L.; Malspeis, S.; Willett, W.C.; Hunter, D.J.
Reproductive history and endometriosis among premenopausal women. Obstet. Gynecol. 2014, 104, 965–974.
[CrossRef] [PubMed]

2. Morotti, M.; Remorgida, V.; Venturini, P.L.; Ferrero, S. Endometriosis in menopause: a single institution
experience. Arch Gynecol. Obstet. 2012, 286, 1571–1575. [CrossRef] [PubMed]

3. World Health Organization. Research on the menopause in the 1990’s. Report of a WHO Scientific group.
World Health Organ. Tech. Rep. 1996, 866, 12e4.

4. Daan, N.M.; Fauser, B.C. Menopause prediction and potential implications. Maturitas 2015, 82, 257–265.
[CrossRef] [PubMed]

5. Sesti, F.; Vettraino, G.; Pietropolli, A.; Marziali, M.; Piccione, E. Vesical and vaginal endometriosis in
postmenopause following estrogen replacement therapy. Eur. J. Obstet. Gynecol. Reprod. Biol. 2005, 118,
265–266. [CrossRef] [PubMed]

6. Oxholm, D.; Knudsen, U.B.; Kryger-Baggesen, N.; Ravn, P. Postmenopausal endometriosis. Acta Obstet.
Gynecol. Scand. 2007, 86, 1158–1164. [CrossRef]

7. Polyzos, N.P.; Fatemi, H.M.; Zavos, A.; Grimbizis, G.; Kyrou, D.; Velasco, J.G.; Devroey, P.; Tarlatzis, B.;
Papanikolaou, E.G. Aromatase inhibitors in post-menopausal endometriosis. Reprod. Biol. Endocrinol.
2011, 9, 90. [CrossRef]

8. Haas, D.; Chvatal, R.; Reichert, B.; Renner, S.; Shebl, O.; Binder, H.; Wurm, P.; Oppelt, P. Endometriosis: A
premenopausal disease? Age pattern in 42,079 patients with endometriosis. Arch Gynecol. Obstet. 2012, 286,
667–670. [CrossRef]

9. Haas, D.; Wurm, P.; Schimetta, W.; Schabetsberger, K.; Shamiyeh, A.; Oppelt, P.; Binder, H. Endometriosis
patients in the postmenopausal period: pre- and postmenopausal factors influencing postmenopausal health.
Biomed. Res. Int. 2014, 746705. [CrossRef]

10. The American Fertility Society. Revised American Fertility Society classification of endometriosis: 1985.
Fertil Steril 1985, 43, 351–352. [CrossRef]

11. Announcements. FIGO Stages–1988 Revision. Gynecol. Oncol. 1989, 35, 125–127.
12. Kempers, R.D.; Dockerty, M.B.; Hunt, A.B.; Symmonds, R.E. Significant postmenopausal endometriosis.

Surg. Gynecol. Obstet. 1960, 111, 348–356. [PubMed]
13. Matalliotaki, C.; Matalliotakis, M.; Ieromonachou, P.; Goulielmos, G.N.; Zervou, M.I.; Laliotis, A.;

Spandidos, D.A.; Arici, A.; Matalliotakis, I. Co-existence of benign gynecological tumors with endometriosis
in a group of 1000 women. Oncol. Lett. 2018, 15, 1529–1532. [CrossRef] [PubMed]

14. Anastasi, E.; Fuggetta, E.; De Vito, C.; Migliara, G.; Viggiani, V.; Manganaro, L.; Granato, T.; Benedetti
Panici, P.; Angeloni, A.; Porpora, M.G. Low levels of 25-OH vitamin D in women with endometriosis and
associated pelvic pain. Clin. Chem. Lab Med. 2017, 55, e282–e284. [CrossRef]

15. De-Priest, P.D.; Banks, E.R.; Powell, D.E.; van-Nagell, J.R., Jr.; Gallion, H.H.; Puls, L.E.; Hunter, J.E.;
Kryscio, R.J.; Royalty, M.B. Endometrioid carcinoma of the ovary and endometriosis: The association
in postmenopausal women. Gynecol. Oncol. 1992, 47, 71–75. [CrossRef]

16. Jeon, D.S.; Kim, T.H.; Lee, H.H.; Byun, D.W. Endometriosis in a postmenopausal woman on hormonal
replacement therapy. J. Menopausal Med. 2013, 19, 151–153. [CrossRef]

17. Bulun, S.E.; Yang, S.; Fang, Z.; Gurates, B.; Tamura, M.; Sebastian, S. Estrogen production and metabolism in
endometriosis. Ann N Y Acad. Sci. 2002, 955, 75–85. [CrossRef]

18. Fatemi, H.M.; Al-Turki, H.A.; Papanikolaou, E.G.; Kosmas, L.; De-Sutter, P.; Devroey, P. Successful treatment
of an aggressive recurrent post-menopausal endometriosis with an aromatase inhibitor. Reprod. Biomed.
Online. 2005, 11, 455–457. [CrossRef]

http://dx.doi.org/10.1097/01.AOG.0000142714.54857.f8
http://www.ncbi.nlm.nih.gov/pubmed/15516386
http://dx.doi.org/10.1007/s00404-012-2473-5
http://www.ncbi.nlm.nih.gov/pubmed/22825693
http://dx.doi.org/10.1016/j.maturitas.2015.07.019
http://www.ncbi.nlm.nih.gov/pubmed/26278873
http://dx.doi.org/10.1016/j.ejogrb.2004.04.028
http://www.ncbi.nlm.nih.gov/pubmed/15653219
http://dx.doi.org/10.1080/00016340701619407
http://dx.doi.org/10.1186/1477-7827-9-90
http://dx.doi.org/10.1007/s00404-012-2361-z
http://dx.doi.org/10.1155/2014/746705
http://dx.doi.org/10.1016/S0015-0282(16)48430-X
http://www.ncbi.nlm.nih.gov/pubmed/14408461
http://dx.doi.org/10.3892/ol.2017.7449
http://www.ncbi.nlm.nih.gov/pubmed/29434846
http://dx.doi.org/10.1515/cclm-2017-0016
http://dx.doi.org/10.1016/0090-8258(92)90079-X
http://dx.doi.org/10.6118/jmm.2013.19.3.151
http://dx.doi.org/10.1111/j.1749-6632.2002.tb02767.x
http://dx.doi.org/10.1016/S1472-6483(10)61140-6


Diseases 2019, 7, 29 7 of 7

19. Oral, E.; Demir, B.; Inceboz, U. Endometriosis and ovarian reserve. Womens Health (Lond) 2015, 11, 671–675.
[CrossRef]

20. Moen, M.H.; Rees, M.; Brincat, M.; Erel, T.; Gambacciani, M.; Lambrinoudaki, I.; Schenck-Gustafsson, K.;
Tremollieres, F.; Vujovic, S.; Rozenberg, S.; et al. EMAS position statement: Managing the menopause in
women with a past history of endometriosis. Maturitas 2010, 67, 94–97. [CrossRef]

21. Indraccolo, U.; Barbieri, F. Silent onset of postmenopausal endometriosis in a woman with renal failure in
hormone replacement therapy: a case report. J. Med. Case Rep. 2010, 4, 248. [CrossRef]

22. Aleksandrovych, V.; Basta, P.; Gil, K. Current facts constituting an understanding of the nature of
adenomyosis. Adv. Clin. Exp. Med. 2018. [CrossRef]

23. Bron, A.J.; de-Paiva, C.S.; Chauhan, S.K.; Bonini, S.; Gabison, E.E.; Jain, S.; Knop, E.; Markoulli, M.; Ogawa, Y.;
Perez, V.; et al. TFOS DEWS II pathophysiology report. Ocul. Surf. 2017, 15, 438–510. [CrossRef]

24. Carney, F.; Krumholz, D.; Sack, R.; Hall, M.; Mc-Crory, K.; Morris, M.A. Key fertility hormones detected in
tears correlate to systemic concentrations. Ocul. Surf. 2005, 3, S52. [CrossRef]

25. Chia, E.M.; Mitchell, P.; Rochtchina, E.; Lee, A.J.; Maroun, R.; Wang, J.J. Prevalence and associations of dry
eye syndrome in an older population: The Blue Mountains Eye Study. Clin. Exp. Ophthalmol. 2003, 31,
229–232. [CrossRef]

26. Sapkota, Y.; Steinthorsdottir, V.; Morris, A.P.; Fassbender, A.; Rahmioglu, N.; De Vivo, I.; Buring, J.E.;
Zhang, F.; Edwards, T.L.; Jones, S.; et al. iPSYCH SSI Broad Group: Meta analysis identifies five novel loci
associated with endometriosis highlighting key genes involved in hormone metabolism. Nat. Commun.
2017, 8, 15539. [CrossRef]

27. De-Bruin, J.P.; Bovenhuis, H.; van-Noord, P.A.; Pearson, P.L.; van-Arendonk, J.A.; te-Velde, E.R.;
Kuurman, W.W.; Dorland, M. The role of genetic factors in age at natural menopause. Hum. Reprod.
2001, 16, 2014–2018. [CrossRef]

28. Attar, E.; Bulun, S.E. Aromatase and other steroidogenic genes in endometriosis: Translational aspects.
Hum. Reprod. Update. 2006, 12, 49–56. [CrossRef]

29. Rylander-Rudqvist, T.; Wedrén, S.; Jonasdottir, G.; Ahlberg, S.; Weiderpass, E.; Persson, I.;
Ingelman-Sundberg, M. CytochromeP4501B1genepolymorphisms and postmenopausal endometrial
cancerrisk. Cancer Epidemiol. Biomark. Prev. 2004, 13, 1515–1520.

30. Scarfone, G.; Bergamini, A.; Noli, S.; Villa, A.; Cipriani, S.; Taccagni, G.; Vigano, P.; Candiani, M.; Parazzini, F.;
Mangili, G. Characteristics of clear cell ovarian cancer arising from endometriosis: A two center cohort study.
Gynecol. Oncol. 2014, 133, 480–484. [CrossRef]

31. Mangili, G.; Bergamini, A.; Taccagni, G.; Gentile, C.; Panina, P.; Viganò, P.; Candiani, M. Unraveling the
two entities of endometrioid ovarian cancer: A single center clinical experience. Gynecol. Oncol. 2012, 126,
403–407. [CrossRef] [PubMed]

© 2019 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.2217/whe.15.53
http://dx.doi.org/10.1016/j.maturitas.2010.04.018
http://dx.doi.org/10.1186/1752-1947-4-248
http://dx.doi.org/10.17219/acem/79176
http://dx.doi.org/10.1016/j.jtos.2017.05.011
http://dx.doi.org/10.1016/S1542-0124(12)70371-3
http://dx.doi.org/10.1046/j.1442-9071.2003.00634.x
http://dx.doi.org/10.1038/ncomms15539
http://dx.doi.org/10.1093/humrep/16.9.2014
http://dx.doi.org/10.1093/humupd/dmi034
http://dx.doi.org/10.1016/j.ygyno.2014.03.017
http://dx.doi.org/10.1016/j.ygyno.2012.05.007
http://www.ncbi.nlm.nih.gov/pubmed/22609111
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Results 
	Discussion 
	Conclusions 
	References

