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ABSTRACT

Endometriosis is a commonly encountered benign gynecologi-
cal disease, involving extrauterine growth of both endometrial
glands and elements of endometrial stroma. Like ectopic
endometrial tissue, these ectopic foci are susceptive to cyclic
hormonal changes. A case of endometriosis infiltrating the Bar-
tholin gland is presented. The initial diagnosis was a Bartholin
gland cyst. The clinical diagnosis was made during the operation
when chocolate-colored material poured into operation field,
and histopathologic examination confirmed the presence of
endometriosis. Bartholin gland endometriosis should be kept
in mind when women of reproductive age have a diagnosis of
Bartholin cyst. It is a rare case and only few cases are reported
in the literature.
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INTRODUCTION

Endometriosis is defined as implantation and growth of
endometrial tissue on sites other than the endometrium.'
Endometriosis is a commonly encountered benign gyne-
cological disease, involving extrauterine growth of both
endometrial glands and elements of endometrial stroma.
Like ectopic endometrial tissue, these ectopic foci are
susceptive to cyclic hormonal changes. This progressive
inflammatory disease is mostly encountered in the latter
half of the reproductive era and is reported with a preva-
lence of 7 to 10% in the general population.”*

The most frequently involved locations are defined
as the ovaries (30%), uterosacral and cardinal ligaments
(18-24%), the fallopian tubes (20%), pelvic peritoneum,
and gastrointestinal system.>® However, there are various
reports on the disease in extrapelvic, more eccentric loca-
tions, such as the inguinal canal, thoracic cavity, the nasal
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epithelium, and abdominal wall.”” The cysts of Bartholin
gland are one of the most common lesions of vulva, but
endometriosis of the Bartholin gland is extremely rare.
Endometriosis may occur primarily in the Bartholin
gland and secondary in episiotomy scars, postoperative
perineal incision sites, and vulvar lacerations.!'® Vulvar
endometriosis is considerably rare and is, therefore, gene-
rally overlooked. The incidence of vulvar endometriosis
in patients treated for pelvic endometriosis has been
reported to be 0.37%.!*1% The dark brown content of the
cyst usually predicts endometriosis, but the exact diag-
nosis can only be made by histopathologic examination.

The aim of this case report is to document a Bartholin
gland endometriosis. The ducts of the Bartholin glands
open to the vaginal orifice and mucus secreted by the
Bartholin glands causes lubrication during intercourse.
The reported rate of vulvar endometriosis is considered
to be lower than expected and most are detected as
asymptomatic vulvar masses; however, the most pre-
dominant symptom is cyclic vulvar swelling, vulvodynia,
and dyspareunia. The following case describes a patient
with vulvar endometriosis mimicking a Bartholin cyst,
successfully treated with local excision.

CASE REPORT

A 40-year-old woman, para 2, live 2, and abortion 1 with
previous two normal vaginal deliveries, was admitted to
Vardhman Laparoscopic Centre, a tertiary referral center
for laparoscopy and hysteroscopy with complaints of
menorrhagia and dysmenorrhea. The patient had pre-
vious two normal vaginal deliveries and the last delivery
was 18 years back. Also, there was history of lapcho-
lecystectomy in 2008. She had no history of any other
disease. The vital signs of the patient were normal. On
gynecological examination, there was a 3 x 3 cm cystic
lesion on the right Bartholin gland (Fig. 1), and uterus
was palpated as bulky, fixed, retroverted, very tender,
nodular, thickened uterosacral ligament with deep probe
tenderness. Complete blood count and basic biochemical
tests were in normal limits. Urinalysis and cervical and
urinary cultures were negative. Transvaginal ultrasono-
graphic examination revealed globular uterus with two
small adenomyoma and right endometriotic cyst of size
4.2 x 3.9 cm.

The patient was taken for total laparoscopic hysterec-
tomy (TLH) for deep infiltrating endometriosis. After
TLH, the cystic lesion was evaluated as Bartholin cyst
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(B) Hemosiderin-loaded macrophages in the squamous epithelium-lined Bartholin gland

and excision of the cyst was planned. Informed consent
covering permission for documentation of the case was
taken from the patient before the operation. The patient
was prepared for the operation and draped in lithotomy
position. Dissection of the labium majus above the mass
revealed a 3 cm cystic lesion that was excised by giving
vertical incision and chocolate material was expelled
(Fig. 2). This was totally unexpected and rather than
pus or mucus, we had chocolate draining out. The cyst
lining was carefully excised and sent for histopathology,
which further reconfirmed the diagnosis of endometriosis
(Figs 3A and B). Uterus and rectovaginal nodule histopa-
thology showed adenomyosis. The patient was discharged
from the hospital next day and follow-up was uneventful.

DISCUSSION

Endometriosis is a pathological condition characterized
by the presence of endometrial tissue outside the endo-
metrium. Evidence suggests that ectopic endometrium
usually results from transplantation of viable endometrial

tissue, which is shed in a retrograde manner through the
fallopian tube at the time of menstruation (Sampson’s
theory).'® No factors that may favor intraperitoneal
growth of viable endometrium have been identified,
although impaired cellular immunity as well as increased
exposure to retrograde menstruation may play a role.
Hematogenous and lymphatic spread, direct implanta-
tion, and transformation of totipotential mesothelial cells
(Meyer’s theory)!” undoubtedly contribute a minority of
cases to the overall incidence. The origin of endometriosis
in extraabdominal pelvic sites is not fully understood.
Vascular dissemination or direct implantation through
the openings of the ducts of Bartholin glands may explain
the formation of endometriosis in the Bartholin glands.
Endometriosis of the Bartholin gland is extremely rare.
Isolated endometriosis in a Bartholin gland was first
reported by Matseoane et al.'®

Direct extension of endometriosis along the round liga-
ment from preexisting pelvic endometriosis can explain
endometriosis of the labium majus. An isolated focus of
endometriosis in the Bartholin gland can, theoretically,
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be the result of coelomic metaplasia, lymphatic and/
or vascular spread. Hormonal stimulation can result in
the growth of endometrial fragments that have reached
the Bartholin gland via menstrual discharge.'” The etio-
pathogenetic mechanism of Bartholin gland endome-
triosis would be related to iatrogenic transplantation of
endometrium during delivery or gynecological surgery.
Vulvar endometriosis in other previous cases was prob-
ably the result of implantation of endometrial tissue in
open accidental vulvar trauma; during sexual intercourse
or during endometrial biopsy performed. Buda et al*
clinically confirmed this iatrogenic pathogenesis after
laparoscopic surgery. On the contrary, our patient did not
have a history of any gynecological invasive process. She
gave birth vaginally without an episiotomy:.

Although rare, Bartholin gland endometriosis should
always be borne in mind when women of reproductive
age have a presumptive diagnosis of Bartholin cyst,
especially if it is associated with menstrual variability in
size and pain. In fact, there is no real way to prevent this
rare location of endometriosis.?!
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