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INTRODUCTION 

Endometriosis is a benign gynaecological condition 

characterised by the presence of the functional 

endometrial tissue outside the uterus. It usually involves 

the ovaries, fallopian tubes, rectovaginal septum, cul-de-

sac, and pelvic peritoneum. Various other sites of 

involvement of endometriosis has also been observed, 

such as, skin, lungs, brain, gastrointestinal tract, 

umbilicus and the genitourinary tract. 

Involvement of genitourinary tract has been described as 

1.2%. Most commonly involving the bladder (85%), the 

ureter (15%) and very rarely the urethra.1 Ureteral 

endometriosis accounts for < 0.3% of all types of 

endometriosis.2  

Usually the involvement of the ureter is unilateral, and in 

more than 80% of the cases it is found on the left side, 

below the level of the pelvic brim (distal ureteric 

involvement) and can lead to urinary tract obstruction, 

hydroureteronephrosis and loss of renal function.3 The 

two pathological types of ureteral endometriosis are 

extrinsic and intrinsic. Extrinsic one is the most common 

type accounting for about 80% of the cases, characterised 

by the presence of the endometrial glands and stroma 

within the submucosa and adventitia of the ureter. 

Whereas, intrinsic ureteral endometriosis accounts for 

about 20% of the cases and is characterised by the 

involvement of the uroepithelial and the submucosal 

layer. 

Pelvic endometriosis most commonly presents with 

dysmenorrhoea, Dyspareunia, pelvic pain, menorrhagia. 

Urinary tract involvement is characterised by the 

presence of haematuria. The incidence of cyclical 

haematuria with ureteral endometriosis is 15%. It is 

commonly seen with intrinsic ureteral endometriosis.4 As 

the incidence is rare and the absence of specific 

symptoms for ureteral endometriosis it is often 

overlooked and presents as a challenge for the diagnosis 

and treatment. Pre-operative diagnosis is essential in 

management and reducing the incidence of the renal 

dysfunction.  

ABSTRACT 

Little attention has been paid for the renal involvement in endometriosis, a rare and silent disorder which ultimately 

lead to renal failure. Involvement most commonly may be limited to single ureter (left one) and it is usually 

involvement extrinsically. Although cases have been reported in the literature, true incidence of ureteral involvement 

is still not known. The diagnosis is difficult as the disease has non-specific symptoms. Only high index of suspicion 

with radiological support would be helpful in early diagnosis. Early cases may be benefited with progestin or Anti-

aromatase therapy, most cases need surgery, either laparoscopically or laparotomy. 
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CASE REPORT 

A 37-year-old woman, P2 L3 presented to the outpatient 

Department of Obstetrics and Gynaecology with 

complaints of progressive congestive dysmenorrhoea, 

dyspareunia, pelvic pain for 3years. She was diagnosed 

with bilateral ovarian endometriosis and was managed 

medically for a period of 6 months with Dienogest. 

Following which she was symptomatically better. 

6months later she started having cyclical haematuria, 

concurring with the menstruation and was evaluated for 

the same.  

Abdominal ultrasound done revealed bulky retroverted 

uterus with bilateral ovarian endometriomas, associated 

grade 3 hydronephrosis with dilatation of the proximal 

ureter on the left side at the level of the iliac vessel.  

 

Figure 1: Diagnostic cysto-ureteroscopy of the left 

ureter showing a growth in the wall of the distal 

ureter. 

Urine cytological examination revealed no malignant 

cells. Blood Urea - 29.7, Creatinine - 1.03, Uric acid - 

4.1.  Following which a Pelvic MRI along with MR 

Urogram revealed Moderate left hydroureteronephrosis 

with atrophy of the renal parenchyma. Non Visualisation 

of the distal ureter below the level of the iliac vessels. 

Bilateral slightly enlarged ovaries. 

 

Figure 2: Left ovary (H & E) 10X (left side) –Sparse 

endometrial stroma, 40X (right side) –hemosiderin 

laden macrophages and areas of haemorrhage. 

Diagnostic Cysto-Ureteroscopy revealed normal bladder 

mucosa and a growth of 0.7 X 0.5cm in the distal ureter, 

5cm proximal to vesicoureteric junction, scope could not 

be negotiated beyond this growth. She underwent total 

abdominal hysterectomy with bilateral Salphingo 

oophorectomy with left ureteroneocystostomy. 

Intraoperatively dense adhesions were noted between the 

left ureter and the ovary.  

Histopathological examination of the specimen revealed 

bilateral ovarian endometriosis with the presence of 

multiple foci of endometrial glands and stroma within the 

ureter with denuded mucosa confirmed the diagnosis of 

intrinsic ureteral endometriosis as a cause of the cyclical 

haematuria. 

 

Figure 3: Right ovary (H & E) 10X (left side)- 

Endometrial glands and stroma, 40X (right side) – 

columnar epithelium with haemorrhage and 

endometrial stroma. 

 

Figure 4: A (H and E) 4x- ureter lined by transitional 

epithelium with endometrial glands in the adventitia 

B (H and E) 10x- endometrial glands lined by 

columnar epithelium and sparse endometrial stroma. 

DISCUSSION  

Urinary tract involvement is reported in 1-4% of the 

cases with endometriosis.5 The most common location 

being bladder followed by the ureter, kidneys and lastly 

the urethra. Ureteral endometriosis is rare occurring in 

about 0.1-1% of the women with endometriosis. Majority 

of these patients are asymptomatic and have very non-

specific symptoms. They are always at a high risk for the 

development of renal dysfunction and silent kidney loss if 

left untreated. Early diagnosis of such cases would help 

in the reduction the morbidity and associated 
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consequences such as renal dysfunction and 

hydroureteronephrosis. 

Appropriate imaging findings and evaluation help in 

identifying all the sites of endometriosis preoperatively. 

Asymmetric ureteric involvement is reported in majority 

of the cases so far. Ureteral involvement is mainly due to 

the spread of deep endometriosis infiltrating the 

rectovaginal space or uterosacral ligaments.  

The purpose of treatment of ureteral endometriosis is to 

relieve the ureteral obstruction and prevention of renal 

dysfunction and treatment of the associated pelvic 

endometriosis. The goal of management of ureteral 

endometriosis should be individualized and depends upon 

the extent of the pelvic and ureteric disease and the 

degree of impairment of the renal function.  

Hormonal therapy to suppress the ovarian function is 

preferred only in initial stages of the disease, due to 

higher incidence of recurrence in the advanced stage of 

the disease.4 Hormonal therapy is best preferred for the 

women in childbearing age group, however the 

recurrence with the ovarian preservation is 27%, in 

contrast to the recurrence rate of only 3% after total 

abdominal hysterectomy with bilateral Salphingo-

oophorectomy.6  

The main aim of the surgical treatment is to remove the 

source of oestrogen and thus making the extrinsic 

endometrial tissue inactive. Extrinsic endometriosis with 

mild hydroureteronephrosis is managed by ureterolysis, 

whereas the cases of moderate to severe 

hydroureteronephrosis or with intrinsic ureteral 

endometriosis must be managed with resection of the 

involved ureteral segment with primary uretero-

ureterostomy or ureteral reimplantation with psoas hitch 

and / or boari flap.7  

CONCLUSION 

Ureteral endometriosis is a rare disease, among the 

women in reproductive age group, presenting with 

cyclical haematuria. Due to rare incidence and non-

specific symptoms majority of these cases are left 

underdiagnosed at the time of presentation. Most of them 

at a later stage develop a silent kidney loss and hence 

they should always be evaluated with a very high index 

of suspicion, to prevent renal failure. Open or 

laparoscopic surgical treatment is needed for the 

extensive disease, hormone therapy with close 

surveillance of kidney function must be offered as the 

first line of treatment. 
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