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Learning Objectives

 Improve familiarity with recognition of endosalpingiosis and its clinical relevance and 
treatment options.



Clinical Scenario

 16 yo with menarche at age 12 reports worsening dysmenorrhea with mostly 
regular menstrual intervals. No FH endometriosis. BMI 31. Minilaparotomy for 
bilateral ovarian dermoid cysts at age 13.

 Menses q 29-31 d and flow 5-7 d.

 Dysmenorrhea occasionally accompanied by nausea and back pain

 Dysmenorrhea starts up to 1 week before flow and lasts throughout the 
menses.

 Symptoms are not relieved by several trials of NSAIDs and hormonal therapy 
(COCs, POPs). 

 Pt declines trial of norethindrone acetate before more investigation into 
etiology.

 TVUS- all normal gynecologic findings



Diagnostic laparocsopy

 Pictures of pelvis and histology will be added here



What is Endosalpingiosis (ES)?

 “Ectopic sites of ciliated cells, secretory cells, and intercalated cells similar 
to those seen in normal fallopian tube epithelium

 Locations: ovaries, fallopian tube or uterine serosa, myometrium, pelvic 
peritoneum, retroperitoneal or axillary lymph nodes (Rajarubendra, ANZ J 
Surg 2015) and vagina (Sabri,DOI:10.7759/cureus22949)

 Diagnosis by surgical biopsy- clinical features uncertain

 Clinical challenge to differentiate from endometriosis- BUT also histologically 
related to serous neoplasms ( lesions of low malignant potential, low grade 
pelvic serous carcinoma)

 Endosalpingiosis cells and fallopian tube epithelium express similar 
biomarkers.

 First described in 1930 as “misplaced Mullerian mucosa”



Endosalpingiosis- Epidemiology

 40-59%  seen in postmenopausal women

 27-31% Nulliparous women

 34-37% History of tubal disease

 Estimated prevalence 7.6% in patients undergoing diagnostic laparoscopy ) 
Hesseling J Am Assoc Gynecol Laparosc 2000)

 Up to 40% women with concurrent endometriosis

 More common in women with BRCA mutations (Gruessner Am J Cancer 
Res,2014)

 Prevalence increases with age (28% > age 30 vs 6.65% age<30)



Endosalpingiosis- Histopathology

 Ectopic sites of cells similar to fallopian tube epithelium

 Endosalpingiosis expresses similar biomarkers as normal fallopian tube

 Usually seen in the female reproductive organs or pelvic peritoneum but also 
has been seen in the bladder, appendix, gallbladder. Occasionally seen in 
omentum or retroperitoneal or axillary lymph nodes. Proximity to the 
fallopian tube may be a factor

 Frequently isolated finding or associated with foci of endometriosis or 
endocervicosis (cells on the peritoneal surface resembling endocervical cells)

 Thought to arise from metaplasia or sloughed tubal  epithelium. Surgical 
intervention on tubes or ovaries may assist transplantation. Lymphatic 
dissemination also proposed.



Endosalpingiosis or Endometriosis

 Similar visual appearance-vesicular or cystic lesions- usually clear, tan or 
white

 Association with pelvic pain, infertility, urinary symptoms or rarely a cystic 
pelvic mass

 Uncertain if ES associated with or a cause of pelvic pain

 ES identified in several case series of patients undergoing laparoscopy for 
diagnosis or treatment of pelvic pain:

 Prentice, Fertil Steril 2012- largest comparative study of 72 pts with ES versus 2 other 
groups ( endometriosis alone or general gyn patients). ES associated with dysmenorrhea 
but not chronic pelvic pain or infertility



Endosalpingiosis Treatments

 Treatment requires removal of all sites to reduce recurrences (balanced 
against surgical morbidity)

 Overall treatment should be same as endometriosis

1. ES alone or with endometriosis- use medical regimens indicated for 
endometriosis- COCs or progestin alone therapies (first line) and danazol, GnRH 
agonists (second line)

2. ES alone and infertility- standard treatments for infertility

3. ES alone and pelvic pain- hormonal therapies similar to those for 
endometriosis

4. ES as a bladder lesion- complete excision is curative

5. ES and gynecologic malignancy- treatment is for the malignancy



Endosalpingiosis-
Evaluation and Diagnosis

 Surgical diagnosis

 Preoperative evaluation should be same as for other patients with pelvic pain, 
dysmenorrhea, hematuria or dysuria or pelvic pain or rarely a pelvic mass

 No imaging studies specific for endosalpingiosis

 Thorough pelvic evaluation at surgical procedure and liberal biopsies may still 
require pathologic consultation.

 Pathologic staining for ES is POSITIVE for PAX8 and NEGATIVE for calretinin



Endosalpingiosis - a Serous Neoplasm

 Endosalpingiosis (ES) is one of a group of serous neoplasms including 
peritoneal borderline serous ovarian tumors and low-grade serous neoplasms

 ES may be found concurrently with other serous neoplasms

 Therefore, can endosalpingiosis be directly associated with ovarian cancer?

 Appears to be an increased frequency of concurrent malignancy in patients 
with ES but not in patients with endometriosis

 Concurrent malignancies: Borderline ovarian tumors, serous ovarian 
carcinoma, clear cell tumors or endometroid ovarian cancers.



The Association of Endosalpingiosis with 
Gynecologic Malignancy

 Lewis GK, et al. Gynecologic Oncology 167 (2022) 81-88

 Retrospective case-control analysis of patients with histologic diagnosis of 
endosalpingiosis or endometriosis at 3 affiliated academic hospitals between 
2000-2020.

 All ES patients included and 1:1 matching attempted with endometriosis 
cohort

 967 patients: ES=515 and endometriosis =452

 Results: ES patients were older than EM patients ( 52 vs 48) and found 
concurrently with malignancy in 40% of cases. ES patients had more cancer 
diagnosed at surgery and had lower overall survival.



Primary outcomes:

ES patients had more concurrent  cancer diagnoses at the 
time of surgery than EM patients

 There were more gynecologic malignancies than non-gynecologic 
malignancies, but this was similar between ES and EM patients

 Patients with concurrent diagnosis of ES and ovarian cancer were more likely 
to have a borderline tumor and mucinous histology

 Median followup was 72.7 mos and during this time 110 patients died. ES 
patients had poorer overall survival

 The incidence of pelvic pain at the time of surgery was higher for EM patients

 Patients in the study diagnosed postoperatively (n=32)with malignancy had 
mostly non-gynecologic cancer diagnoses

 Esselen, et al. Gynecol Oncol 2016 reported highest association of ES with 
ovarian malignancy in postmenopausal patients



Gynecologic Oncology Conclusions

 Insufficient data on long-term followup of patients with known 
endosalpingiosis.

 No current findings suggest changes to patient counseling, screening or risk-
reduction procedures.

 Additional studies could include tumor banking for additional  evaluation.



Clinical Scenario

 Patient underwent diagnostic laparoscopy with biopsies/ removal of the small 
foci of tissue with subsequent  diagnosis  of endosalpingiosis

 NO visible findings of endometriosis were seen and random biopsies of cul de 
sac were negative

 At the initial entrance to the pelvic a veil of adhesions- mostly light or filmy-
were noted between the omentum and the prior peritoneal site of patient’s 
mini-laparotomy for bilateral ovarian dermoid cysts. These were lysed.

 Patient experienced some relief of her pelvic pain after surgery and is 
currently taking norethindrone acetate with amenorrhea achieved. 


