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ABSTRACT

Endometriosis is a benign, estrogen-dependent condition, usually occurring inmenstruating and, rarely, in postmenopausal women,
in which endometrial glands and stroma grow ectopically outside the uterus. Most often, ectopic endometrial tissue is found within
the pelvis and nearby structures. However, endometrial tissue within the upper gastrointestinal tract is very rare and can be a source
of bleeding and abdominal pain. Here, we report a case of a 71-year-old postmenopausal woman with hematochezia and diffuse
abdominal pain, who was found to have pyloric endometriosis, the pathogenesis of which we will briefly explore.
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INTRODUCTION

Endometriosis is a benign condition where endometrial glands and stroma grow ectopically outside the uterus in an estrogen-
dependent manner. Endometriosis most often occurs in the reproductive years with declining prevalence after menopause as
estrogen levels decrease.1,2 Ectopic endometrial tissue is found most frequently within the pelvis and nearby areas such as the
sigmoid colon, dome of the bladder, ovaries, and pelvic ligaments; however, extragenital lesions have been reported less
commonly in the upper gastrointestinal (GI) tract, diaphragm, urinary tract, and lungs.3 The pathogenesis of endometriosis is
complex and yet to be fully elucidated; however, in postmenopausal women, the mechanism is even more undefined. We
describe a case of a postmenopausal patient with no known history of endometriosis who presented with hematochezia and
abdominal pain, found on esophagogastroduodenoscopy (EGD) to have a 5-mm gastric pyloric polyp consistent with endo-
metriosis on histopathology.

CASE REPORT

A71-year-old postmenopausal woman presented with acute hematochezia and diffuse abdominal pain beginning 3 hours before her
visit to the emergency department. She had no fevers, chills, night sweats, nausea, vomiting, dizziness, or unsteadiness. She felt well
before this presentation with no history of polyps, GI bleeding, hemorrhoids, or abdominal surgery. She was up-to-date with
colorectal cancer screening. While in the emergency department, she had a large bloody bowel movement with associated hypo-
tension (blood pressure 66/45mmHg) and a drop in hemoglobin (Hgb) from a previous baseline of 10.0 to 7.0 g/dL. The patient has
chronic kidney disease and a chronically elevated blood urea nitrogen (BUN) that rose from 31 to 37mg/dL with a concurrent rise in
creatinine from 1.8 to 2.7 mg/dL during the initial part of her hospitalization. She received 2 units of packed red blood cells with
a subsequent hemoglobin increase to 9.6 g/dL. An abdominal/pelvic computed tomography showed uterine calcifications likely
representing fibroids, but no other significant abnormal GI findings, adrenal lesions, or a source of bleeding. Helicobacter pylori
testing was not obtained. She required admission to the intensive care unit and underwent an EGD and colonoscopy. The EGD was
notable for a 5-mm nonbleeding inflammatory-appearing polyp in the pylorus that was removed without complication (Figure 1).
The colonoscopywas significant for nonbleeding diverticulosis of the ascending and transverse colon and nonbleeding small internal
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hemorrhoids. Pathology from the polyp showed variably sized
glands lined by cuboidal cells in a crushed cellular stroma,
without cytologic atypia (Figure 2). The stromal cells were
initially interpreted as an atypical lymphoid proliferation with
residual atrophic gastric mucosa. Immunohistochemistry
showed stromal cells to be positive for estrogen receptor and
CD10, but negative for cytokeratin, and glands positive for es-
trogen receptor and CD56, markers often positive in endome-
triosis and adenomyosis (Figure 3). Taken together, these
findings were consistent with endometriosis.

DISCUSSION

Endometriosis is defined by the presence of extrauterine en-
dometrial tissue and a subsequent inflammatory response. In
reproductive-age women, the prevalence of endometriosis
ranges between 6% and 10%, and as women transition into
postmenopausal years and estrogen levels naturally decrease,
the reported prevalence of endometriosis falls to 2%–5%.2,4

The pathogenesis of endometriosis is complicated and con-
tinues to be studied, but current mechanisms include retro-
grade menstruation of hormone-sensitive endometrial cells
into the peritoneal space, differentiation of stem cells that lead
to growth of ectopic endometrial tissue, impaired immune
regulation and inflammation, genetic mutation, and envi-
ronmental factors.4–6 Endometriomas are most often found in
the pelvic organs but have also been reported in various areas
of the GI tract, especially in the sigmoid colon, rectum, and
appendix.7

The heterogeneity of endometriosis exists not only in lesion sites
but also in reported symptoms and treatment modalities. Some
patients remain relatively asymptomatic, whereas others can
experience significant and severe symptoms, including abdom-
inal pain, changes in bowel habits or urinary habits, abnormal
bleeding, and infertility.8 The most conclusive method of di-
agnosis and staging for endometriosis is surgical visualization,
although magnetic resonance imaging and ultrasonography
can also be used.4 Treatment for endometriosis often involves
medical and surgical therapy. Pain control with nonsteroidal
anti-inflammatory drugs along with hormonal regulation with
combined oral contraceptives, progestin therapy, GnRH ago-
nists, and aromatase inhibitors are the most common medical
options. However, surgical treatment strategies, which are more
definitive for disease management, involve local excision or ab-
lation of ectopic endometrial lesions, oophorectomy, or hyster-
ectomy, if necessary.4 Treatment of these lesions is important for
pain control and improvement in infertility but also to prevent
malignant transformation of endometrial tissue.9

The case we present is unique for several reasons. This patient
presents with endometriosis for the first time when she is
postmenopausal. It remains unclear how endometrial tissue
grows ectopically in postmenopausal patients who are relatively
hypoestrogenic compared with reproductive-age women. In
postmenopausal women, estrogen production is mediated by
peripheral aromatase conversion of adrenally produced
androstenedione.10 There are theories that local estrogen acts
on steroid-sensitive receptors and enhances neurogenesis and

Figure 1. Esophagogastroduodenoscopy images depicting a 5-mmnonbleeding polyp in the pylorus. View from the antrum (A) and view from
the inlet to the pylorus (B).

Figure 2. Histologic section of the polyp demonstrating variably sized glands (arrows) lined by cuboidal cells in a crushed cellular stroma.
Panel (A) is stained with hematoxylin and eosin (H&E). Panel (B) is stained with hematoxylin only. Magnification (2003, 203 objective).
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neovascularization pathways to promote the development of
endometriomas, but research continues to be ongoing in this
area.2 Furthermore, postmenopausal endometriosis is most
often found in the ovaries, although there have been case reports
of appendiceal, colonic, and ureteric endometriosis.9,11–13 It
seems quite rare to discover endometrial tissue within the
stomach pylorus, and to the best of our knowledge, there have
been no other published reports of this finding.

Ultimately, despite this patient’s presentation, no definitive
source of bleeding was identified. From a GI standpoint, it is
possible that thepyloric polyp of endometrial tissuewas the cause
of bleeding, but it remains unknown. If suspicion remains high,
an endoscopic ultrasound could be obtained to determine the full
extent of the known lesion. Should this patient have recurrent
episodes of overt GI bleeding, a repeat EGD followed by capsule
endoscopy to evaluate the small bowel would be indicated. If
there is clear evidence of bleeding from pyloric endometrial tis-
sue, initial management should focus on controlling the bleed,
followed by endoscopic ultrasound to further characterize the
extent of the endometrial tissue. Resection with endoscopic
mucosal resection is recommended if the endometrial tissue is
confined to the submucosa and does not extend beyond 20 mm
in depth.14 For endometrial tissue that is between 20 and 30 mm
in depth without extending beyond the submucosa, we recom-
mend endoscopic submucosal dissection.14 Finally, for endo-
metrial tissue involving the serosa, we recommend endoscopic
full-thickness resection.15 Lesions .5 cm are typically referred
for surgical intervention.14

If the endometrial tissue is unable to be removed endoscopi-
cally, it will be important to have goals of care discussions re-
garding the risks/benefits of surgical intervention. This patient
will require close primary care and gynecological follow-up
along with a pelvic magnetic resonance imaging, which has not
been obtained at the time of publication. Typically, routine
surveillance is not indicated after the initial staging pelvic
magnetic resonance imaging.Wewant to bring this case to light
as symptoms of endometriosis commonly mimic those of GI
disease, and we believe that gastroenterologists should be fa-
miliar with the basics of endometriosis symptoms, diagnosis,
and management.
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