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Can bladder endometriosis
be hard to diagnose? A two-case
report and literature review

Xingchen Li and Hong Li*

Department of Radiology, People’s Hospital of Deyang City, Deyang, China

Objectives: Bladder endometriosis (BE) is an uncommon form of deep
infiltrating endometriosis (DIE). This report aims to present two cases of BE with
markedly contrasting clinical histories and presentations to highlight diagnostic
challenges and discuss management strategies.

Methods: We describe the clinical presentation, diagnostic workup including
pelvic magnetic resonance imaging (MRI), surgical management (laparoscopic
partial cystectomy), histopathological findings, and short-term follow-up
of two young women diagnosed with BE. Relevant literature is reviewed to
contextualize the findings.

Results: Both patients were accurately diagnosed preoperatively via MRI and
underwent successful laparoscopic partial cystectomy, with histopathology
confirming BE. Postoperative management involved a sequential protocol of
gonadotropin-releasing hormone agonists (GnRH-a) followed by dienogest,
which resulted in favorable short-term results, with no recurrence noted during
follow-up.

Conclusion: Diagnosing BE is often straightforward when typical clinical and
imaging findings align. However, diagnostic delays are common due to the
condition’s rarity and symptom overlap. Early diagnosis is crucial for achieving
better outcomes. For women of reproductive age experiencing recurrent
pelvic symptoms, even atypical ones, early pelvic imaging examinations
are recommended. MRI plays a key role in diagnosing BE, guiding treatment
decisions, and assisting with differential diagnosis. Enhancing awareness of
BE among clinicians and radiologists is essential to expedite diagnosis and
treatment.
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1 Introduction

Endometriosis, the presence of endometrial-like tissue outside the uterine cavity, affects
6-10% of reproductive-aged women (1). Bladder endometriosis (BE), however, represents a
rare manifestation, occurring in approximately 1% of patients with endometriosis (2). It is the
most common site of urinary tract endometriosis (UTE), accounting for approximately
70-85% of all UTE cases (3). The condition’s rarity, coupled with often non-specific symptoms
mimicking common urological or gynecological disorders, frequently leads to diagnostic
delays. Early recognition and appropriate management are crucial to alleviate symptoms,
prevent complications such as ureteral obstruction, and preserve quality of life.
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This report details two cases of BE diagnosed and treated at our
institution. The patients exhibited distinct clinical histories, symptom
profiles, and lesion characteristics, offering insights into the varied
nature of this condition. Both underwent successful laparoscopic
partial cystectomy, confirming the diagnosis and achieving
symptom resolution.

2 Case presentations
2.1 Case 1: presentation and initial findings

A 29-year-old married woman, gravida 4, para 1 (three prior
induced abortions 4, 3, and 2 years previously), presented to the
urology department with a 4-month history of urinary frequency,
urgency, and dysuria, specifically exacerbated during menstruation.
She also noted decreased menstrual flow but denied nausea, vomiting,
gross hematuria, or fever. Her general physical examination was
unremarkable. Laboratory findings were unremarkable, except for a
urinalysis performed on day 7 of the patients cycle (post-
menstruation), which revealed occult blood (2+) and microscopic
hematuria (4.6 RBCs/HPF).

2.2 Case 1: imaging and diagnosis

Pelvic MRI revealed a heterogeneous T2WI-hypointense mass
on the left posterolateral bladder wall (Figure 1A), containing
T1WI-hyperintense nodules

suggestive of hemorrhage

(Figure 1B). The lesion demonstrated marked heterogeneous
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enhancement on contrast-enhanced TIWI (Figure 1C) and
involved the left ureteral orifice, causing stenosis and secondary
hydroureter (Figure 1D). Notably, the remainder of the pelvis,
including the uterus and ovaries, was unremarkable with no other
evident lesions. However, based on the patient’s classic cyclical
urinary symptoms and the characteristic MRI findings of
hemorrhagic content, a preoperative diagnosis of bladder
endometriosis was still strongly suspected.

2.3 Case 1: treatment and follow-up

Following multidisciplinary discussion and confirmation of
surgical suitability, the patient underwent laparoscopic partial
cystectomy. Intraoperatively, a firm, vascular lesion measuring
approximately 2.0 x 1.5 cm was identified on the left posterolateral
bladder wall, directly encroaching upon the left ureteral orifice and
infiltrating the distal ureter. The lesion was densely adherent to
surrounding tissues. A partial cystectomy including the involved
bladder wall and the left ureterovesical junction (requiring ureteral
reimplantation) was performed (Figure 2A). Histopathological
examination of the resected specimen confirmed the presence of
endometrial glands and stroma within the bladder wall musculature,
consistent with BE (Figure 2B). The patient recovered well and was
discharged. Post-discharge, under the care of the gynecology clinic,
she was started on a 6-month course of GnRH-a therapy (leuprolide
acetate 3.75mg intramuscularly monthly), with a planned
transition to oral dienogest (2 mg daily) thereafter. During the
8-month follow-up, she reported experiencing no further
urinary symptoms.

FIGURE 1

Case 1: (A) Axial T2WI: heterogeneous nodule, left posterior bladder wall. (B) Axial TIWI: high signal nodule within the lesion. (C) Axial enhanced T1IWI:
heterogeneous lesion enhancement. (D) Coronal T2WI: left ureteral orifice stenosis with hydroureter (arrow). Case 2: (E) Coronal T2WI: lesions in left
superior bladder wall (black arrow), right vesicouterine space (white arrow, with hypointense nodule), and right ovarian region (red arrow). (F) Coronal
enhanced T1WI: ring enhancement (ovarian lesion) and heterogeneous enhancement (other lesions). (G) Axial fat-suppressed T1WI: focal high signal in
right ovarian cystic lesion. (H) Axial enhanced T1WI: ring enhancement, right ovarian lesion
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FIGURE 2
(A) Gross specimen (Case 1) showing the resected bladder lesion with the attached portion of the left ureter (black arrow). (B) Postoperative
histopathology (Case 1, H&E stain, x200) showing endometrial glands (red arrow) and stroma (blue arrow).

2.4 Case 2: presentation and initial findings

A 28-year-old unmarried woman with no history of childbirth or
sexual activity presented to the urology department with a history of
pelvic pain during menstruation for over 2 years and the incidental
discovery of a bladder mass on ultrasound 1 week prior to admission.
She reported seeking medical attention multiple times over the 2 years
for cyclical pelvic pain without a definitive diagnosis. On this
admission, her physical examination and routine blood tests were
unremarkable. However, a urinalysis performed on day 13 of her cycle
(mid-cycle) revealed occult blood (2+) and microscopic hematuria
(14.9 RBCs/HPF).

2.5 Case 2: imaging and diagnosis

Pelvic MRI coronal T2WI showed multiple lesions in the left
upper bladder wall, the right vesicouterine space, and the right ovarian
region. The lesions in the right vesicouterine space and the left
superior bladder wall are predominantly solid, exhibiting
heterogeneous hypointense signals on T2WI. The lesion in the right
ovarian region was cystic (approximately 4.7 x 4.1 cm in size)
(Figure 1E). After enhancement, the lesion in the right ovarian region
showed obvious ring-like enhancement, while the other lesions
showed uneven and significant enhancement (Figure 1F). Axial
non-contrast and contrast-enhanced T1-weighted imaging (TIWI)
demonstrated a multilocular cystic lesion in the right ovary, containing
non-enhancing hyperintense nodules within it (Figures 1G,H).

Prompted by the MRI finding of a complex adnexal mass,
preoperative serum tumor markers were assessed. This revealed an
isolated, mild elevation in cancer antigen 125 (CA-125) to 35.48
U/mL (normal range: 0.00-32.40 U/mL), while other markers were
within normal limits. The combination of these findings—multifocal
pelvic lesions on imaging, a hemorrhagic ovarian cyst, and a mildly

Frontiers in Medicine

elevated CA-125—strongly supported the preoperative diagnosis of
deep infiltrating endometriosis (DIE).

2.6 Case 2: treatment and follow-up

Recognizing the disease’s multifocal nature and potential need for
complex dissection, a combined laparoscopic approach by urology
and gynecology teams was planned. Intraoperatively, findings
included serosanguinous pelvic fluid, sigmoid adhesions, right ovarian
cystic changes, and vesicouterine inflammatory tissue with cysts. A
firm posterior bladder nodule, clear of the ureteral orifices, was
confirmed and resected along with visible pelvic endometriotic
implants (Figures 3A,B). However, considering the patient was
nulliparous with a strong desire for future fertility, the ovarian cyst was
intentionally left in situ for conservative management with
postoperative hormone therapy. Histopathology confirmed
endometriosis in all resected specimens (Figure 3C). The patient’s
postoperative course was uneventful, and she was initiated on the
same therapeutic protocol as the first patient—a 6-month course of
GnRH-a followed by oral dienogest. By her 7-month follow-up, she
reported a significant reduction in pelvic pain and the absence of any

new symptoms.

3 Discussion

BE is characterized by the infiltration of endometriosis into the
detrusor muscle and/or bladder epithelium, which may be partial or
full thickness (4). The predominant understanding is that BE arises
from infiltration by external peritoneal lesions. Consequently, the
“multifocal” form, coexisting with other pelvic endometriotic lesions,
is far more common (5). In contrast, the truly “isolated” form is
exceptionally rare, reportedly accounting for only 10% of BE cases and
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FIGURE 3

Laparoscopy (Case 2) (A) showing pelvic peritoneal lesions (black arrow) and (B) left superior bladder wall lesions (red arrow), with the bladder
indicated (blue arrow). (C) Postoperative histopathology (Case 2, H&E stain, x200).

affecting less than 0.1% of all women with endometriosis (6). Case 1 in
this report appears to represent this uncommon isolated subtype,
though the presence of small, difficult-to-detect non-vesical lesions
cannot be definitively excluded.

The pathogenesis of BE remains debated, with four main
hypotheses considered. The leading theory involves retrograde
menstruation, where endometrial cells implant ectopically after
refluxing onto pelvic sites, including the bladder wall (7). Alternatively,
Miillerian remnant metaplasia suggests abnormal differentiation of
embryonic tissues (8). Direct extension from uterine adenomyosis is
another proposed mechanism (9). Lastly, iatrogenic implantation
describes the transfer of endometrial tissue during procedures like
cesarean sections (10).

Applying these theories to our cases: Patient 1s history of three
abortions might suggest surgically induced intrauterine pressure
changes increasing retrograde flow as a potential cause. In contrast,
Patient 2, with no history of surgery, childbirth, or sexual activity—a
remarkably rare presentation for deep endometriosis—presented with
multiple, adjacent lesions (ovary, bladder wall, posterior space),
making retrograde menstruation a more likely explanation in her
situation. This is supported by two key observations: first, the
multifocal nature of her disease, with concurrent lesions in the ovary,
vesicouterine space, and bladder, suggests a single “seeding” event.
Second, and more importantly, the location on the posterior bladder
wall is anatomically significant. This surface forms the anterior
boundary of the vesicouterine space, a dependent area where refluxed
endometrial cells naturally pool. Therefore, the posterior bladder wall
represents a classic and direct implantation site, making retrograde
menstruation the most plausible pathogenic explanation in her
specific clinical context.

The clinical presentation of BE is notoriously heterogeneous, a
factor that critically contributes to diagnostic delay. While 30% of
patients are asymptomatic, discovered incidentally, the remaining 70%
present with a wide spectrum of lower urinary tract symptoms (LUTS)
(11). Typically, this can manifest as cyclic LUTS, such as cyclic dysuria/
painful urination, frequency/urgency, or, in rare cases, cyclic
hematuria (12). However, a large systematic review of 390 symptomatic
women highlights a more fragmented reality: dysuria was the most
frequently cited symptom, yet it was reported by only 27.18% of
patients. A nearly identical proportion (27.95%) experienced only
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generic LUTS, while hematuria was observed in a mere 10.77% (13).
Critically, symptoms may be entirely non-cyclical (14). Furthermore,
these symptoms may be influenced by lesion size and location, adding
another layer of variability (7).

Our two cases starkly illustrate this clinical spectrum. Case 1, with
her classic LUTS exacerbated by her menstrual cycle, represents the
more recognizable presentation that can lead to a prompt suspicion of
BE. In contrast, Case 2 exemplifies the more common diagnostic
pitfall. Her presentation with only non-specific pelvic pain, in the
complete absence of LUTS, aligns with a large cohort of patients
whose bladder pathology is either clinically silent or masked by more
dominant symptoms from coexisting DIE. Her two-year diagnostic
delay is a direct consequence of this non-specific presentation and
underscores the profound impact on patient well-being. This evidence
strongly supports the need for a high index of suspicion and early
recourse to pelvic imaging, especially when the classic urinary clues
are absent.

This need for prompt, accurate imaging is underscored by the
diagnostic challenge of a solid bladder wall mass. The differential
diagnosis is broad, but the clinical priority is always the exclusion of
malignancy. In our cases, the solid, enhancing nature of the mass—
and particularly the local invasion causing ureteral obstruction in
Case 1—creates a significant imaging overlap with its most critical
mimic: urothelial carcinoma (UC) (15). The diagnostic pivot, however,
was the presence of T1-hyperintense foci—a signature of subacute
hemorrhage characteristic of endometriosis but rare in UC (15, 16).
This unique composite of a T2-hypointense stroma and hemorrhagic
spots is key to navigating the differential.

This hemorrhagic signature also helps distinguish BE from other
mimics. Malignancies like leiomyosarcoma and metastases, along with
benign entities such as leiomyomas, hemangiomas, and inflammatory
masses, typically lack this key feature (15, 16). This distinction is
particularly crucial for mimics like leiomyomas and amyloidosis,
which can present with T2-hypointense components that resemble the
fibrotic stroma of BE, yet they are differentiated by the absence of the
classic hemorrhagic signal (15). While the multifocality in Case 2
could suggest metastases, the consistent bleeding within each lesion
strongly supported a unified endometriotic origin. Ultimately, a
confident diagnosis relied on synthesizing this specific imaging profile
with the broader clinical context—namely, the cyclical symptoms and
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corroborating lesions seen in Case 2—to reliably distinguish BE from
its mimics.

Transvaginal ultrasound (TVS) and MRI are both important
imaging examinations for evaluating BE. TVS has become the first-line
examination technique because of its accuracy, safety, and cost-
effectiveness (17). The specificity of TVS for diagnosing BE can reach
100%; however, its sensitivity is relatively low, especially for small
endometriotic nodules (18). Furthermore, TVS is an invasive
examination, and the examination process may cause patient discomfort.
Given that TVS possesses relatively high diagnostic accuracy, MRI is
considered a second-line imaging technique because of its higher cost,
but it has higher contrast resolution in evaluating bladder wall layers and
tissue characteristics, which is beneficial for differential diagnosis.
Furthermore, MRI, by virtue of its multiplanar imaging capability, can
clearly display the relationship between BE and surrounding structures
(e.g., uterus, ureters), and can concurrently evaluate other deep
infiltrating endometriosis lesions, which is particularly important for
surgical planning (17). In patients whose preoperative ultrasound is
negative despite symptoms suggesting BE, an MRI examination may
prove helpful for establishing the correct diagnosis (19). In this report,
both patients underwent pelvic MRI examination and obtained accurate
diagnoses. MRTs precise display of the lesion extent was an important
prerequisite for the successful surgery of these two patients, especially for
the second patient involving multiple pelvic lesions. Therefore, we believe
that for BE patients requiring surgery, undergoing an MRI examination
is highly necessary, as isolated BE is rare and concurrent lesions must
be evaluated. This conclusion, however, requires confirmation by studies
with larger cohorts.

The management strategy for BE should be individualized,
primarily depending on the severity of symptoms, lesion
characteristics, patient age, and fertility intentions (17). Medical
treatment, such as hormone therapy (including combined oral
contraceptives (COCs), progestogens like dienogest, or GnRH-a), can
effectively relieve pain and urinary tract symptoms (17, 20). However,
medical treatment is primarily suppressive rather than curative; its
effect may be limited, particularly for deep infiltrating lesions
containing significant fibrous tissue, and symptoms and lesions often
recur after stopping the medication (8). Therefore, for BE patients with
significant symptoms, complete surgical excision is the preferred
method (21). Laparoscopic partial cystectomy is the standard
procedure, allowing for complete excision while maximally preserving
bladder function and facilitating concurrent treatment of other pelvic
endometriosis (21, 22). In contrast, transurethral resection (TUR) is
generally insufficient for deep lesions and carries higher risks of
recurrence and perforation (21).

Postoperative hormone therapy is often recommended to
suppress potentially residual microscopic disease and lower the risk
of recurrence, yet high-quality evidence supporting its universal
benefit remains limited (20, 23). In a comparative study, Fedele et al.
reported that while both GnRH-a and COCs induced regression of
bladder lesions, GnRH-a led to a more pronounced regression (24).
More recently, research has shown that using a short course of a
GnRH-a as a postoperative “bridge” before initiating long-term
dienogest (DNG) therapy effectively mitigates early adverse
bleeding, thereby improving patient compliance and overall quality
of life (25). Furthermore, a 2021 guideline from Burghaus et al. (26)
recommends a six-month, rather than a three-month, regimen of a
GnRH-a to significantly reduce recurrence risk.
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Given that both of our patients were at high risk for recurrence,
we opted for a proactive strategy to maximally mitigate this risk: a
short course of GnRH-a therapy (involving 6 injections) followed by
continuous DNG. This regimen has yielded favorable short-term
outcomes, although validation of its long-term benefits in larger
cohorts is required.

This report is limited by its small sample size and short follow-up
duration. Long-term outcomes regarding symptom control,
recurrence, and fertility require further monitoring.

4 Conclusion

In general, the diagnosis of bladder endometriosis (BE) is not
difficult when typical clinical symptoms and imaging manifestations
are combined. However, its rarity and overlapping clinical symptoms
may delay clinical diagnosis and adversely affect the physical and
mental health of patients. The early identification of BE is crucial for
improving patient outcomes. Therefore, women of reproductive age
experiencing recurrent pelvic symptoms, even atypical ones, should
receive pelvic imaging examinations as early as possible. MRI plays a
key role in diagnosing BE and guiding treatment decisions, aiding in
differential diagnosis. Ultimately, fostering greater vigilance for
BE among clinicians and radiologists is necessary to expedite
diagnosis and treatment, thereby substantially improving patients’
long-term health and quality of life.

Data availability statement

The original contributions presented in the study are included in
the article/supplementary material, further inquiries can be directed
to the corresponding author.

Ethics statement

The studies involving humans were approved by Ethics Committee
of Deyang People’s Hospital. The studies were conducted in accordance
with the local legislation and institutional requirements. The
participants provided their written informed consent to participate in
this study. Written informed consent was obtained from the
individual(s) for the publication of any potentially identifiable images
or data included in this article.

Author contributions

XL: Conceptualization, Data curation, Writing — original draft,
Writing - review & editing. HL: Conceptualization, Data curation,
Supervision, Writing - review & editing.

Funding

The author(s) declare that no financial support was received for
the research and/or publication of this article.

frontiersin.org


https://doi.org/10.3389/fmed.2025.1607689
https://www.frontiersin.org/journals/medicine
https://www.frontiersin.org

Liand Li

Conflict of interest

The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could
be construed as a potential conflict of interest.

Generative Al statement

The authors declare that no Gen Al was used in the creation of
this manuscript.

Any alternative text (alt text) provided alongside figures in this
article has been generated by Frontiers with the support of artificial

References

1. Saunders PTK, Horne AW. Endometriosis: Etiology, pathobiology, and therapeutic
prospects. Cell. (2021) 184:2807-24. doi: 10.1016/j.cell.2021.04.041

2. Somigliana E, Vercellini P, Gattei U, Chopin N, Chiodo I, Chapron C. Bladder
endometriosis: getting closer and closer to the unifying metastatic hypothesis. Fertil
Steril. (2007) 87:1287-90. doi: 10.1016/j.fertnstert.2006.11.090

3. Barra F, Scala C, Biscaldi E, Vellone VG, Ceccaroni M, Terrone C, et al. Ureteral
endometriosis: a systematic review of epidemialogy, pathogenesis, diagnosis, treatment,
risk of malignant transformation and fertility. Hum Reprod Update. (2018) 24:710-30.
doi: 10.1093/humupd/dmy027

4. International Working Group of AAGL ETomassetti C, Johnson NP, Petrozza J,
Abrao MS, Einarsson JI, et al. An international terminology for endometriosis, 2021.
Hum Reprod Open. (2021) 2021:29. doi: 10.1093/hropen/hoab029

5. Fauconnier A, Aubry G, Fritel X. Bladder endometriosis: a rare but challenging
condition. Eur Urol. (2017) 71:808-10. doi: 10.1016/j.eururo.2017.01.020

6. Saccardi C, Vitagliano A, Litta P. Bladder endometriosis: a summary of current
evidence. Minerva Ginecol. (2017) 69:468-76. doi: 10.23736/s0026-4784.17.04059-x

7. Fleischer K, Bachi A, Kam J, Narayanan P, Nair R, Khazali S. Bladder endometriosis:
what do we know and what is left to find out? A narrative review. Best Pract Res Clin
Obstet Gynaecol. (2024) 96:102536. doi: 10.1016/j.bpobgyn.2024.102536

8. Donnez J, Spada F, Squifflet J, Nisolle M. Bladder endometriosis must be considered
as  bladder  adenomyosis.  Fertii  Steril. ~ (2000)  74:1175-81.  doi:
10.1016/s0015-0282(00)01584-3

9. Fedele L, Piazzola E, Raffaelli R, Bianchi S. Bladder endometriosis: deep infiltrating
endometriosis or adenomyosis?  Fertil  Steril.  (1998)  69:972-5.  doi:
10.1016/50015-0282(98)00048-x

10. Vercellini P, Meschia M, De Giorgi O, Panazza S, Cortesi I, Crosignani PG. Bladder
detrusor endometriosis: clinical and pathogenetic implications. J Urol. (1996) 155:84-6.
doi: 10.1016/s0022-5347(01)66550-9

11. Maccagnano C, Pellucchi E, Rocchini L, Ghezzi M, Scattoni V, Montorsi F, et al.
Diagnosis and treatment of bladder endometriosis: state of the art. Urol Int. (2012)
89:249-58. doi: 10.1159/000339519

12. Abrao MS, Dias JAJ, Bellelis P, Podgaec S, Bautzer CR, Gromatsky C. Endometriosis
of the ureter and bladder are not associated diseases. Fertil Steril. (2008) 91:1662-7. doi:
10.1016/j.fertnstert.2008.02.143

13. Tomasi MC, Ribeiro PAA, Farah D, Vidoto Cervantes G, Nicola ALD, Abdalla-
Ribeiro HS. Symptoms and surgical technique of bladder endometriosis: a systematic
review. ] Minim Invasive Gynecol. (2022) 29:1294-302. doi: 10.1016/j.jmig.2022.10.003

14. Alkatout I, Mettler L, Beteta C, Hedderich ], Jonat W, Schollmeyer T, et al.
Combined surgical and hormone therapy for endometriosis is the most effective
treatment: prospective, randomized, controlled trial. ] Minim Invasive Gynecol. (2013)
20:473-81. doi: 10.1016/j.jmig.2013.01.019

Frontiers in Medicine

10.3389/fmed.2025.1607689

intelligence and reasonable efforts have been made to ensure accuracy,
including review by the authors wherever possible. If you identify any
issues, please contact us.

Publisher’'s note

All claims expressed in this article are solely those of the authors
and do not necessarily represent those of their affiliated organizations,
or those of the publisher, the editors and the reviewers. Any product
that may be evaluated in this article, or claim that may be made by its
manufacturer, is not guaranteed or endorsed by the publisher.

15. Hoegger MJ, Strnad BS, Ballard DH, Siegel CL, Shetty AS, Weimholt RC, et al.
Urinary bladder masses, rare subtypes, and Masslike lesions: radiologic-pathologic
correlation. Radiographics. (2023) 43:€220034. doi: 10.1148/rg.220034

16. Wentland AL, Desser TS, Troxell ML, Kamaya A. Bladder cancer and its mimics:
a sonographic pictorial review with CT/MR and histologic correlation. Abdom Radiol.
(2019) 44:3827-42. doi: 10.1007/s00261-019-02276-w

17. Leone Roberti Maggiore U, Ferrero S, Candiani M, Somigliana E, Vigano P,
Vercellini P. Bladder endometriosis: a systematic review of pathogenesis, diagnosis,
treatment, impact on fertility, and risk of malignant transformation. Eur Urol. (2017)
71:790-807. doi: 10.1016/j.eururo.2016.12.015

18. Guerriero S, Ajossa S, Minguez JA, Jurado M, Mais V, Melis GB, et al. Accuracy of
transvaginal ultrasound for diagnosis of deep endometriosis in uterosacral ligaments,
rectovaginal septum, vagina and bladder: systematic review and meta-analysis.
Ultrasound Obstet Gynecol. (2015) 46:534-45. doi: 10.1002/u0g.15667

19. Savelli L, Manuzzi L, Pollastri P, Mabrouk M, Seracchioli R, Venturoli S. Diagnostic
accuracy and potential limitations of transvaginal sonography for bladder endometriosis.
Ultrasound Obstet Gynecol. (2009) 34:595-600. doi: 10.1002/u0g.7356

20. Chen I, Veth VB, Choudhry AJ, Murji A, Zakhari A, Black AY, et al. Pre- and
postsurgical medical therapy for endometriosis surgery. Cochrane Database Syst Rev.
(2020) 2020:CD003678. doi: 10.1002/14651858.cd003678.pub3

21. Chapron C, Bourret A, Chopin N, Dousset B, Leconte M, Amsellem-Ouazana D,
etal. Surgery for bladder endometriosis: long-term results and concomitant management
of associated posterior deep lesions. Hum Reprod. (2010) 25:884-9. doi:
10.1093/humrep/deq017

22.Soares M, Luyckx M, Maillard C, Laurent P, Gerday A, Jadoul P, et al. Outcomes
after laparoscopic excision of bladder endometriosis using a CO(2) laser: a review of 207
cases in a single Center. J Minim Invasive Gynecol. (2022) 30:52-60. doi:
10.1016/}.jmig.2022.10.005

23. Becker CM, Bokor A, Heikinheimo O, Horne A, Jansen F, Kiesel L, et al. ESHRE
guideline: endometriosis. Hum Reprod Open. (2022) 2022) 2022:hoac009. doi:
10.1093/hropen/hoac009

24. Fedele L, Bianchi S, Montefusco S, Frontino G, Carmignani L. A gonadotropin-
releasing hormone agonist versus a continuous oral contraceptive pill in the treatment
of  bladder  endometriosis.  Fertil  Steril. (2008)  90:183-4.  doi:
10.1016/j.fertnstert.2007.09.060

25.Ma Y, Wang W-X, Zhao Y. Dienogest in conjunction with GnRH-a for
postoperative management of endometriosis. Front Pharmacol. (2024) 15:1373582. doi:
10.3389/fphar.2024.1373582

26. Burghaus S, Schifer SD, Beckmann MW, Brandes I, Briinahl C, Chvatal R, et al.
Diagnosis and treatment of endometriosis. Guideline of the DGGG, SGGG and OEGGG
(S2k level, AWMEF registry number 015/045, august 2020). Geburtshilfe Frauenheilkd.
(2021) 81:422-46. doi: 10.1055/a-1380-3693

frontiersin.org


https://doi.org/10.3389/fmed.2025.1607689
https://www.frontiersin.org/journals/medicine
https://www.frontiersin.org
https://doi.org/10.1016/j.cell.2021.04.041
https://doi.org/10.1016/j.fertnstert.2006.11.090
https://doi.org/10.1093/humupd/dmy027
https://doi.org/10.1093/hropen/hoab029
https://doi.org/10.1016/j.eururo.2017.01.020
https://doi.org/10.23736/s0026-4784.17.04059-x
https://doi.org/10.1016/j.bpobgyn.2024.102536
https://doi.org/10.1016/s0015-0282(00)01584-3
https://doi.org/10.1016/s0015-0282(98)00048-x
https://doi.org/10.1016/s0022-5347(01)66550-9
https://doi.org/10.1159/000339519
https://doi.org/10.1016/j.fertnstert.2008.02.143
https://doi.org/10.1016/j.jmig.2022.10.003
https://doi.org/10.1016/j.jmig.2013.01.019
https://doi.org/10.1148/rg.220034
https://doi.org/10.1007/s00261-019-02276-w
https://doi.org/10.1016/j.eururo.2016.12.015
https://doi.org/10.1002/uog.15667
https://doi.org/10.1002/uog.7356
https://doi.org/10.1002/14651858.cd003678.pub3
https://doi.org/10.1093/humrep/deq017
https://doi.org/10.1016/j.jmig.2022.10.005
https://doi.org/10.1093/hropen/hoac009
https://doi.org/10.1016/j.fertnstert.2007.09.060
https://doi.org/10.3389/fphar.2024.1373582
https://doi.org/10.1055/a-1380-3693

	Can bladder endometriosis be hard to diagnose? A two-case report and literature review
	1 Introduction
	2 Case presentations
	2.1 Case 1: presentation and initial findings
	2.2 Case 1: imaging and diagnosis
	2.3 Case 1: treatment and follow-up
	2.4 Case 2: presentation and initial findings
	2.5 Case 2: imaging and diagnosis
	2.6 Case 2: treatment and follow-up

	3 Discussion
	4 Conclusion

	References

