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CASE REPORT

Laparoscopic resection of extramucosal vesical endometriosis
without partial cystectomy
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ABSTRACT

Bladder endometriosis is a rare condition that usually presents with cyclic urinary symptoms and pelvic pain. Its treatment generally
involves surgery, which is usually done laparoscopically. In this case, we report the resection of vesical endometriosis without
resecting the urothelium, thus avoiding partial cystectomy. This is a minimally invasive approach that should be considered in
selected patients.
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RESUMO

A endometriose vesical é condi¢do rara que comumente se apresenta com sintomas urinarios ciclicos e dor pélvica. Seu tratamento
geralmente envolve cirurgia, preferencialmente por via laparoscopica. Relatamos aqui o caso de resseccdo de endometriose vesical
sem atingir o urotélio, evitando assim a cistectomia parcial. Esta ¢ uma abordagem minimamente invasiva que deve ser considerada
em pacientes selecionados.
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INTRODUCTION

Endometriosis is a benign gynecologic disorder characterized
by the presence of endometrium-like tissue outside the uterine
cavity, and may affect 10-15% of women of reproductive age,
with increased prevalence in infertile women.'>

The presence of the disease in the urinary tract is a rare
condition, affecting around 1 to 5.5% of patients with
endometriosis.> Although urinary tract lesions may occur in
up to 52.6% of women with deep infiltrating disease, most of
them present as ureteric endometriosis.®

Surgery remains the treatment of choice for women with
urinary tract endometriosis. The laparoscopic approach is
considered the gold standard due to its effectiveness and
safety.>® In this report, we highlight the feasibility of an
extramucosal resection of the endometriotic tissue. This is as
an even less invasive approach done laparoscopically that can
avoid partial cystectomy in selected cases.

CASE REPORT

A 35-year-old woman, nulligravida, presented to our
clinic with cyclic dysuria, urgency urinary incontinence
and increased urinary frequency. Symptoms had started
around eight years earlier, and were partially controlled
with continuous use of oral contraceptives followed by a
levonorgestrel-releasing intrauterine system. In 2014, after
discontinuation of hormone therapy, her urinary symptoms
resumed and were accompanied by pelvic pain. Endovaginal
pelvic ultrasound showed no abnormalities, while a ultrasound
mapping for pelvic endometriosis revealed a hypoechoic
lesion in the bladder measuring 4.1 x 1.4 x 3.0 centimeters
in size, extending to the muscular layer of the bladder and
adhering to the right uterine wall, as well as other lesions
suggestive of endometriosis in the posterior vaginal fornix,
vesicouterine pouch, uterosacral ligaments, uterine serosa
and ovaries (Figure 1). Magnetic resonance imaging (MRI)
further confirmed these findings (Figure 2). Urinalysis and
urine culture were negative.

Figure 1. Suggestive lesion presented in ultrasound mapping for
endometriosis.
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Figure 2. MRI of bladder with lesion suggestive of endometriosis.

This patient’s quality of life was severely affected by her
condition. In the perimenstrual period, she had no energy to
perform daily activities and felt limited by the pain. Despite of
Douglas pouch infiltration, she did not present with dyspareunia
at any time during the clinical course of the disease. We then
recommended laparoscopic excision of endometriotic nodules
and inspection of the abdominopelvic cavity. A few weeks
before the scheduled surgery, she presented with increased,
continuous pelvic pain, decreased appetite and constipation,
which led to anticipation of the procedure.

Intraoperative cystoscopy confirmed the endometriotic lesion
but showed no infiltration of the urothelium. The ureteral
orifices were located far from the expected surgical area.
Laparoscopically, endometriosis of the bladder was detected
as a lesion that augmented to 3 cm on traction. The lesion
was attached by well-vascularized dense adhesions to the
uterine serosa and was dissected from the anterior wall of
the right side of uterus. As part of the bladder resection,
the endometriosis lesion was grasped and pulled cranially.
Prevesical spaces were accessed using sharp and careful
dissection. Thereafter, the bladder was distended and the
nodule excised with a Harmonic scalpel. Next, a trac was
set on the surrounding peritoneum via bipolar coagulation
followed by the retroperitoneal preparation up to the
urothelium with a bipolar forceps. The bladder was filled
(retrogradely) with blue dye. The lesion was then completely
resected on a tangent between the outer endometriosis
wall and the back of the urothelium, without opening the
urothelium itself. The bladder defect was then closed using
musculomuscular single-layer sutures with polygalactin 2-0,
through an intracorporeal knotting technique. Closure was
tested by instilling methylene blue. The patient was kept on
an indwelling catheter 5 days.

Pathologic examination of bladder tissue confirmed the
clinical hypothesis of endometriosis. Postoperative recovery
went without complication. Approximately one month after
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the procedure, the patient menstruated and presented with
no pelvic pain or urinary complaints. A few days after, she
was started on a gonadotropin-releasing hormone analogue.
Nine months after the operation, the patient remains
symptom-free.

DISCUSSION

Urinary tract endometriosis presents in a variety of ways,
including increased urinary frequency, pain on urination
and urgency, as well as back pain and asymptomatic loss of
renal function.” Although bladder endometriosis is associated
with lower urinary tract symptoms in the majority of cases,
endometriosis is often underdiagnosed, and a high level
of suspicion is necessary. Routine clinical examination
findings need to be confirmed through imaging studies, but
definitive diagnosis can only be achieved through a biopsy,
often requiring a surgical approach.” Furthermore, due to
the similarity between symptoms, a diagnosis of interstitial
cystitis should always be considered in such patients, and
the appropriate exams should be ordered to exclude this
condition.’® In addition, bladder endometriosis should be
considered in patients who do not respond to treatment for
interstitial cystitis.

Dysuria is a more common symptom in women with urinary
tract endometriosis than women without urinary tract
infiltration.® Bladder endometriosis is usually suggested by
the patient’s history, as was the case with the patient presented
here. In fact, Abrao et al., Knabben et al. and Fauconnier et
al. found an association between the presence of vesical
endometriosis and lower urinary tract symptoms.®*!?

Because of the low number of cases and, as a consequence,
of randomized trials, management of lower urinary
tract endometriosis is controversial.® As with pelvic
endometriosis, treatment can be either pharmacological or
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