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Endometriosis: A Rare Presentation
as Hemorrhagic Ascites

CASE REPORT

H emorrhagic ascites as a complication of endo-
metriosis is an extremely rare condition. We pre-
sent a case of a 30-year-old patient and review

the past literature.
A 30-year-old black woman from Trinidad pre-

sented to our hospital with chief complaint of
extremely painful abdominal distention. The distention
began around the time of her menses two months prior
to presentation and was associated with epigastric pain
and constipation. At that time she visited a gastroen-
terologist who prescribed laxatives, which relieved the
constipation and pain. Around the time of her next
cycle she noticed the recurrence of pain and increasing
abdominal distention. With her most recent menstrual
period, which began three days prior to admission, the
distention became so painful that she could not walk.
At that time she presented to the ER. 

The patient reported a history of dysmenorrhea,
menorrhagia and bloating with menses for more than
10-years and a five-year history of infertility. She
denied any alcohol use. The patient was not taking any
medications and denied any family history of cancer.
Physical examination was remarkable for a grossly dis-
tended abdomen that was tense and tender to palpation.
The remainder of physical examination was normal. 

Routine blood studies (CBC, SMA24) were nor-
mal. CT scan of the abdomen revealed a massive
ascites and a fibroid uterus with a normal appearing
liver. Paracentesis obtained four liters of grossly hem-
orrhagic fluid with no evidence of malignant cells.
Diagnostic laparascopy was performed and found 
significant bowel adhesions, a frozen pelvis and
numerous widespread beefy red lesions that were biop-
sied and later diagnosed as endometrial tissue by
pathology. The patient was diagnosed with pelvic
endometriosis and treated with oral contraceptive pills.
She continues to do well on them with no recurrence
of symptoms in a five-month follow-up period.

DISCUSSION
Hemorrhagic ascites has been defined as ascitic fluid
with greater than 50,000 RBC/cubic mm (4,5). The most
common causes include hepatoma, ovarian cancer and
tuberculous peritonitis (5). Endometriosis is defined as
the presence of endometrial glands and stroma outside
the uterine cavity. It is most commonly seen in women
of reproductive age and occurs in similar proportions
among all races. Areas of endometriosis appear as cyst
like structures that may be bluish gray or red in color
(endometrioma). Endometriosis presenting as hemor-
rhagic ascites is an extremely rare presentation and is
seen more commonly in black nulliparous women (7).

Possible mechanisms of abdominal pain include
rupture of endometrial cysts and subsequent irritation
of serosal surfaces by free blood causing ascites and
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Endometriosis is defined as the presence of endometrial glands and stroma outside the
uterine cavity. It is a rare cause of hemorrhagic ascites. The possibility should be kept in
mind for a young patient presenting with hemorrhagic ascites. It can prevent unnecessary
diagnostic testing and is very simple to treat as an outpatient by primary care physicians.



adhesions (1,2). Patients present most commonly with
abdominal distention, dysmenorrhea, abdominal pain
and anorexia (2). The ascitic fluid is typically exuda-
tive in nature (3). 

Diagnostic laparoscopy is the preferred technique
to make an appropriate diagnosis. Biopsies should be
taken and histologically analyzed if the diagnosis is
questionable.

Treatment options include estrogen-progesterone
combination therapy and GnRH analogues (e.g. Dana-
zol) that interrupt the cyclic ovarian hormone produc-
tion. A six month course of medroxyprogesterone
acetate is also apporopriate (6). 

A diagnosis of endometriosis should always be
considered in a young patient of childbearing age who
presents with hemorrhagic ascites. It is often forgotten

since the presentation (bloody ascites, weight loss and
pelvic mass) can simulate malignancy. Hemorrhagic
ascites secondary to endometriosis is a potentially
treatable cause of bloody ascites. �
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Figure 1. CT scan of abdomen demonstrating massive ascites.

Figure 2. Laparoscopy showing hemorrhagic fluid in the
peritoneal cavity.

Figure 3a and Figure 3b. showing epithelial cells with fibro-
connective tissue and hemosiderin laden macrophages con-
sistent with endometriosis.


