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INTRODUCTION 

Endometriomas, also described as chocolate cysts are 

cysts formed by the products of haemorrhaging ectopic 

endometrial tissue.
[1]

 These ovarian cysts are a subtype 

of endometriosis.
[2]

 The prevalence of endometriosis is 

approximately 10% of women during reproductive age, a 

number that might be underestimated.
[3]

 In 

approximately 17-44% of the patients with 

endometriosis, endometriomas are formed.
[4]

 Although 

uncommon, these endometriomas can rupture, with an 

estimated incidence of less than 3% of these patients. 

Rupture of these cysts can present with abdominal pain 

and nausea, and mimic other acute intra-abdominal 

pathology in patients presenting with acute abdominal 

pain and signs of septic shock.
[1]

  

 

We describe the case of a 28year old female presenting 

with septic peritonitis secondary to an endometrial 

rupture.  

 

CASE REPORT 

A 28year old female was admitted via the Emergency 

Department with a history of acute pain in the lower 

abdomen. Although present in the entire lower abdomen, 

the patient described the pain as being localised to the 

right iliac fossa and was accompanied by a syncopal 

episode and subjective fever, the patient denied any other 

symptoms. The patient had no relevant medical or 

surgical history and she took no regular medications. 

 

Physical examination demonstrated tenderness in the 

entire lower abdomen, with peritonism in the right iliac 

fossa. There was voluntary guarding, local rebound 

tenderness, and Rovsing’s sign was positive. Admission 

bloods demonstrated raised inflammatory markers and a 

neutrophil leucocytosis (white cell count 23.7, 

neutrophils 21.3, C-reactive protein 8.5). A urine sample 

demonstrated no indication of a urinary tract infection, 

and a beta human chorionic gonadotropin (hCG) was 

negative. 

 

A pelvic ultrasound was performed, which demonstrated 

a lesion in the left ovary, possibly an endometrioma or 

haemorrhagic cyst and pelvic free fluid. The 

ultrasonographer described peri-procedural tenderness in 

the right lower quadrant and a visible tubular structure of 

6mm at this location, that may represent the appendix 

(figure 1). A specialist gynaecology opinion was sought 

with the opinion that the patient’s symptoms were 

unlikely to be primarily from her cyst or endometrioma. 

This highlights the diagnostic complexity of this case. As 

such, a computed tomography (CT) scan was performed 

(figure 2). This demonstrated a normal appendix and an 

acute inflammatory process in the pelvis, more marked in 

the left iliac fossa with fat stranding and free fluid, 

suggestive of pelvic peritonitis. The patient was admitted 

for intravenous fluids and antimicrobials. Unfortunately, 

her condition deteriorated overnight, and she developed 

four quadrant peritonitis. Upon repeat review her pulse 

had increased to 90 beats per minute and her blood 

pressure showed a mild drop to 96/62 mmHg. Despite 

antimicrobial therapy, a significant raise in the 

inflammatory parameters was seen (white cell count 

23.7, C-reactive protein 209). 

 

With this clinical deterioration and a yet undetermined 

clinical diagnosis, the patient was brought to theatre for a 

diagnostic laparoscopy (figure 3). Fibrous, brown 
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ABSTRACT 

Endometriomas are cysts formed by the products of haemorrhaging ectopic endometrial tissue. Rupture of these 

cysts is a rare occurrence, with an estimated incidence of less than 3%.
[1]

 Presentation with septic peritonitis 

secondary to cyst rupture is extremely uncommon.
[1]

 We report the case of a 28year old female presenting with 

septic peritonitis secondary to a ruptured endometrioma. 
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material was visualised throughout the abdominal cavity, 

as well as purulent fluid. The entire bowel was inspected, 

and a rectal air leak test was performed to establish rectal 

and distal sigmoid colon integrity and to exclude faecal 

content within the brown material. The gynaecologists 

were invited to join in the procedure and performed a left 

ovarian cystectomy via a lower midline laparotomy. 

Additionally, an appendicectomy was performed for a 

mildly inflamed appendix however this was thought to 

be most likely secondary inflammation. Perioperative 

cultures were taken and specimens were send for 

pathology. 

 

Our patient made a rapid recovery and was discharged 

home three days post-operatively. Histopathology of the 

ovarian cystectomy and appendix demonstrated ovarian 

cyst wall with features in keeping with endometrioma, 

and a benign appendix with mild acute inflammation of 

the serosa without transmural appendicitis, which was 

deemed to be reactive. Cultures remained sterile and 

ultrasound follow up eight weeks later demonstrated 

normal ovaries.  

 

 
Figure 1: Ultrasound imaging demonstrating tubular structure in right lower abdomen at the location of 

periprocedural tenderness. 

 

 
Figure 2: CT imaging, sagittal view - Demonstrating an acute inflammatory process in the pelvis, more marked 

in the left iliac fossa with fat stranding and free fluid, suggestive of pelvic peritonitis. 
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Figure 3: Intra-operative findings demonstrating ruptured chocolate cysts in the pelvis, RIF, LIF and right 

upper quadrant. 

 

DISCUSSION 

Septic peritonitis secondary to ruptured endometrioma is 

a rare occurrence. Diagnosis and appropriate treatment of 

this clinical presentation is, as with any form of septic 

peritonitis, of great importance.  

 

The prevalence of endometriosis is approximately 10% 

in women of reproductive age, a number that may be 

underestimated. This underestimation is due to difficulty 

in diagnosis, as a diagnostic laparoscopy is required for 

confirmation of the diagnosis.
[3]

 

 

Endometriosis is characterised by the presence of 

endometrial tissue outside its normal uterine borders. 

Multiple sequelae of this disease have been described. 

Pain and infertility are the most common complaints.
[5]

 

Endometrioma is a common clinical manifestation of the 

disease and is caused by ectopic endometrial tissue 

within the ovary, leading to cysts formed by the 

degenerating haemorrhagic products of this tissue. In 

about 3% of the cases, these cysts may rupture, which 

can lead to spillage of their contents into the peritoneal 

cavity.
[1]

 When there is spillage of septic material into 

the abdominal cavity, this will lead to septic peritonitis, 

as was observed in the case described above.  

 

Different theories for the development of a spontaneous 

infection of an endometrioma have been described in 

current literature. Immunological changes take place in 

the ectopic endometrial tissue, including increased 

concentrations of macrophages, neutrophils and specific 

cytokines and growth factors. These inflammatory 

reactions may predispose for de novo infections.
[6]

 

Another theory is that the wall of an endometrioma is 

thin and weaker than healthy ovarian tissue. This might 

then be more susceptible to bacterial invasion. Lastly, the 

haemorrhagic contents of endometriomas are an 

excellent culture medium, which may facilitate the 

spread of infection.
[7]

 These factors may explain why the 

incidence of tubo-ovarian abscesses in patients with 

endometrioma has been found to be over 10-fold higher 

than in those without.
[8]

 

 

In the case that we describe above, both ultrasound and 

computed tomography images were obtained. Although 

showing indicators for the eventual pathology, these 

modalities did not confirm the diagnosis pre-operatively 

and a diagnostic laparoscopy was required to obtain a 

final diagnosis. 

 

A large multicentre study carried out by van Holsbeke et 

al. showed that the most reliable ultrasound findings in 

premenopausal women included ground glass 

echogenicity of the cyst fluid, one to four locules and no 

papillations with detectable blood flow. These findings 

corresponded with a positive predictive value of 88.6%, 

a sensitivity of 67.9% and a specificity of 97.8%.
[9]

 In 

terms of computed tomography findings in the case of 

ruptured endometrioma, multilocular or bilateral ovarian 

cysts with a thick wall and loculated ascites confined to 

the pelvic cavity with pelvic fat infiltrations have been 

found to be significant signs.
[10]

 

 

This case highlights the diagnostic dilemmas present in 

such cases of what is a rare cause of septic peritonitis. 

The use of diagnostic adjuncts must be swift and the 

consideration for laparoscopy with the involvement of 

multiple specialities at an early stage is essential.  

 

CONCLUSION 

Ruptured endometrioma can be a rare cause of septic 

peritonitis that is not always readily recognised on 

regular imaging.  
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