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Abstract

We report two cases of polypoid endometriosis: a 39-year-old woman 
with menorrhagia and pelvic pain whose ultrasound revealed an intra-
uterine cystic polypoid mass measuring 4.5 cm which was removed 
by hysteroscopy, and a 35-year-old woman with menorrhagia whose 
ultrasound showed a 3.5 cm cystic lesion where resection was not 
possible by hysteroscopy, and the patient underwent hysterectomy. In 
both, the histological examination confirmed polypoid endometriosis. 
Polypoid endometriosis is a rare entity that can be found in several 
places. Here, two cases of polypoid endometriosis in cervical mucosa 
are described.
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Introduction

Polypoid endometriosis is an uncommon variant of endome-
triosis that is characterized as a lesion which is similar to an 
endometrial polyp and can be found most often in the colon, 
ovarian, uterine serosa, cervical canal, vaginal mucosa, ureter, 
fallopian tube, omentum, bladder peritoneum and paraurethral 
and paravaginal regions [1, 2]. We describe two cases of poly-
poid endometriosis in the cervical canal.

Case Reports

Case 1

A 39-year-old woman with four pregnancies, two births and 

two abortions, presented abdominal pain for 1 year, with deep 
dyspareunia, dysmenorrhea and menorrhagia. She had un-
dergone three previous curettages, one due to an endometrial 
polyp. Gynecological examination revealed no alterations. The 
transvaginal ultrasound revealed a 45 × 24 × 20 mm cystic 
lesion with thick fluid in the endometrial cavity. The patient 
underwent hysteroscopy which showed a 5 cm pedunculated 
lesion in the right lateral wall in the isthmus region containing 
a cystic area with chocolate colored content (Fig. 1). Resection 
of the lesion was performed. Histologically, the lesion consist-
ed of smooth muscle cells and showed bleeding inside cysts 
lined by columnar epithelium; there were endometrial stromal 
cells immediately below the epithelium (Fig. 2, 3). The diag-
nosis was polypoid endometriosis.

Case 2

A diabetic, hypertensive and obese, 35-year-old woman with 
six pregnancies, five births and one abortion, presented menor-
rhagia and dysmenorrhea. She used intramuscular medroxy-
progesterone acetate with a slight improvement. The transvag-
inal ultrasound revealed an enlarged uterus (216.1 cm3) and 
hypoechoic collection in the topography of uterine isthmus 
measuring 31 × 35 × 35 mm, displacing the posterior endo-
metrial cavity; and 12 × 6 mm hyperechoic areas with poste-
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Figure 1. Lesion containing a cystic area with chocolate colored con-
tent. 
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rior acoustic shadowing. The patient underwent hysteroscopy 
which showed a 5 cm lesion (approximately) in the isthmic 
anterolateral region. During the resection there was thick choc-
olate colored output, and the procedure was interrupted due to 
difficulties.

Histopathological examination revealed fragments of sub-
mucosal uterine leiomyoma, epithelioid and hydropic degen-
eration areas adjacent to the lesion, with intense stromal edema 
and hemorrhagic areas with morphology suggestive of exoge-
nous hormone-affected endometrium. Immunohistochemistry 
showed negative HMB45, negative melan, positive 1A4 and 
positive desmin confirming the diagnosis of leiomyoma with 
an epithelioid component.

After clinical case discussion, the choice to perform total 
hysterectomy was made. Histopathological examination re-
vealed a 100 × 85 × 60 cm normal volume uterus, a surface cut 
showed a 45 × 35 × 25 cm solid well-defined pedicled nodule 
in the fundus, with small cysts in its interior. Immunohisto-
chemistry revealed positive CD10, positive desmin and posi-
tive 1A4 in the mesenchymal component; positive RE in the 

mesenchymal cells and glandular epithelium of the lesion and 
negative inhibin PR. Histologically, there was a pedunculated 
lesion consisting of apparently normal endometrial glands, 
stroma and smooth muscle tissue, or epithelioid cordonal focal 
pattern (Fig. 4, 5). Thick vessels, a characteristic of smooth 
muscle tumors were observed. An immunohistochemical study 
of desmin was carried out, which confirmed the smooth muscle 
nature of the cells with epithelioid appearance. The diagnosis 
was polypoid endometriosis with a standard focal epithelioid 
smooth muscle component.

Discussion

Polypoid endometriosis was first described by Mostoufizadeh 
and Scully in 1980, for an uncommon and distinctive form of 
endometriosis with histological features simulating those of a 
uterine endometrial polyp [3, 4]. This form of endometriosis is 

Figure 4. On the surface of the polyp observed dilated endometrial 
glands and stroma of endometrial type. Note the boundary area be-
tween the usual arrangement and arranged smooth muscle fibers cor-
donal. 

Figure 5. Detail showing the smooth muscle component in cordon epi-
thelioid arrangement. One can notice thick-walled vessels. 

Figure 3. Detail of the cystic area showing endometrial type cylindrical 
epithelium coating, lined by endometrial stromal cells. 

Figure 2. Polypoid lesion consists predominantly of smooth muscle 
cells, centrally presented with hemorrhagic cystic area content. 
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more common in postmenopausal women when compared to 
traditional endometriosis which is more common in premeno-
pausal women. Its pathogenesis is related in general to the use 
of hormone therapy (estrogen therapy) or tamoxifen [1, 5].

While the clinical manifestations of endometriosis are 
dysmenorrhea, dyspareunia, chronic pelvic pain and infertil-
ity, polypoid endometriosis is related to clinical manifestation 
such as mass effect [6]. The most common clinical manifesta-
tion for polypoid endometriosis, in cervical or vaginal regions, 
is increased vaginal bleeding, which were found in our cases 
[1].

This type of endometriosis may form large, often multi-
ple, polypoid masses that not only simulate malignant tumors 
during surgery, but may also recur after operative removal. 
However, histopathologic findings resemble endometrial pol-
yps [1]. Polypoid endometriosis was defined as exophytic or 
polypoid, tumor-like masses that projected from a serosal or 
mucosal surface or from the lining of an endometriotic cyst. 
The involvement sites, in order of frequency, include the co-
lon, ovary, uterine serosa, cervical and/or vaginal mucosa, ure-
ter, fallopian tube, omentum, bladder, paraurethral and para-
vaginal soft tissue and retroperitoneum [1].

Immunohistochemically, glandular ephitelia in polypoid 
lesions was present in CD10 positive periglandular stroma. 
This was described in the literature in a 48-year-old woman 
with cervical polypoid endometriosis [7]. Positive CD10 in 
immunohistochemical was often found in the endometrial 
stromal cells and has an important value for the diagnosis of 
endometriosis [8].

These macroscopic lesions resemble endometrial polyps 
and can measure from 0.5 cm to 14 cm in length and generally 
are solid lesions with cystic areas [1].

Adenomioma lesions are very little studied and there is 
a discussion in literature about the origin, i.e., whether they 
really are neoplasms or represent a variant of adenomyosis, 
circumscribed in the endometrial cavity. No studies on clonal 
proliferation of adenomiomas, hindered the concept and the 
differential diagnosis with adenomyosis. They are also called 
adenomiomatose polyp and differ from normal endometrial 
polyps due to a prominent smooth muscle component. His-
tologically, they consist of three components: endometrial 
glands, endometrial stroma and smooth muscle cells, with the 
characteristic presence of caliber and thick blood vessels ob-
served in smooth muscle tumors [9].

Cervical endometriosis is rare and usually found by 
chance by microscopy. In a Chinese clinic, during 27 years of 
follow-up, among 13,566 cases of treated endometriosis, there 
were only 33 cases (0.2%) of histologically proven cervical 
endometriosis [10]. Veiga et al reported an incidence of 0.1-
2.4% in a colposcopic examination series [11].

It is believed that the pathogenesis mechanism of cervical 
endometriosis occurs through the implantation of endometrial 
fragments on previously traumatized cervix. Almost 85% of 
women have a history of a vaginal delivery or curettage [10]. 
In our cases the women had a history of abortion with curet-
tage.

The differential diagnosis of this pathology includes sev-
eral types of tumors as adenofibroma, endometrial stromal 

sarcoma and adenosarcoma. All these disorders are character-
ized by benign glands, most commonly proliferative endome-
trioids. The adenofibromas are characterized by a fibromatous 
or ovarian type stroma in contrast to the endometrial type 
stroma of polypoid endometriosis. Adenossarcoma presents 
at least mild atypical stromal cells and periglandular cellular 
stromal cuffs, and although the stromal mitotic count may not 
be particularly helpful in differentiation, a high mitotic count 
would favor adenosarcoma. Endometrial stromal sarcoma was 
the characteristic permeative pattern of invasion and frequent 
vascular invasion [1, 12].

Recently, a review of cervical endometriosis that described 
six cases of cervical polypoid endometriosis was published. In 
this paper, all cases showed symptoms such as vaginal bleed-
ing, two cases where immunohistochemical was performed, 
and CD10 and estrogen and progesterone receptors were posi-
tive. In this review, four cases were treated with polypectomy, 
and two were treated with hysterectomy and salpingo-oopho-
rectomy, because there was suspicion of malignancy [12].

The authors described two rare cases of endometriosis that 
resemble polyps which are usually treated conservatively, but 
once malignancy is suspected they can be treated in a more 
interventionist way.
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