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T HE presence of endometrium-like tissue in the ovary, musculature 
of the uterus, rectovaginal septum; and in extragenital locations 

has been a source of more speculation than any other gynecologic con- 
dition in recent years. Many theories have been advanced to explain 
the origin of these heterotopic growths, but so far there is no one 
theory to explain all forms of endometriosis. There may be more than 
one etiologic factor concerned in their histogenesis. 

Russell,r in 1899, mas the first to report & case of endometriosis of the ovary. 
He held that the germinal epithelium is the source of these aberrant growths. 
Other investigators support this view on the ground that occasionally the cells of 
the germinal layer dip into the ovarian stroma and, when these ingrowths are cut 
off from the parent structure, they cannot be distinguished from endometrial glands. 

Cullen,s in 1914, ascribed the origin of endometriosis to aberrant miillerian rests. 
Although these growths in the uterine wall can be traced to such origin, it is far- 
fetched to suppose that they are responsible for endometriomas that occur in extra- 
uterine parts of the pelvis. 

Embryologic investigation shows that all genital epithelia are derived from the 
celomic epithelium of the urogenital fold. From it are derived the lining of the 
miillerian ducts, the germinal epithelium of the ovary, the follicular epithelium, 
and the pelvic peritoneum. The endometrium and endosalpinx must therefore be 
considered mere modifications of the pelvic peritoneum. Based on these facts, 
Lockyer,a in 1918, expounded the serosal theory. He believes that metaplasia of 
the peritoneal mesothelium is the etiologic factor in these aberrant growths, and 
that, being derived from the same mother layer, the pelvic peritoneum and germinal 
epithelium may, under perverted hormonal stimulation, show regional differentia- 
tion into endometrium or endosalpinx. 

The serosal theory seems to be the most rational and can account for all forms 
of endometriosis, whether it be in the pelvic peritoneum, ovary, umbilicus, inguinal 
canal, rectovaginal septum, appendix, or abdominal scars following operations where 
the uterine cavity had not been incised. 

Robert Meyer4 is of the opinion that these growths are of inflammatory origin, 
pointing out that the serosa under such conditions is capable of forming gland- 
like structures because of its embryonal derivation. This theory is supported by 
M. T. Goldsteina and other observers. 

Sampson/ in 1921, reported his first twenty-three cases of endometrium-like tis- 
sue in hemorrhagic ovarian cysts. He evolved the theory that these endometrial 
cysts owe their origin to implantation and subsequent growth of uterine epithelium 
which escaped together with menstrual blood from the fimbriated ends of the fal- 
lopian tubes. With the extensive employment of the Rubin test, the transplanta- 
tion theory of Sampson received a. serious set-back. One would expect an enormous 
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increase in the incidence of endometriosis in women subjectrd to transuteriue in 
sufflation. Though a few isolated cases of pelvic cndometriosis following thp 

Rubin test were reported, we have personally never observed a single CHHC in nearl? 

I500 women whom we subjected to the Rubin test during the past seven years. 
More recently Halban, of Vienna, explained the existence of endometriosis on 

the basis of lymphatic distribution. 

A discussion of the relative merits of the various theories concerning 
the origin of endometriosis is not within the scope of this paper. Pass- 
ing mention of these theories was necessary in order to understand the 
rationale of the treatment instituted in the case herein reported. 

Regardless of whether these growths are t.he result, of lymphatic 
metastasis, peritoneal metaplasia, or seed implantat.ion, there is no 
doubt of their endometrial nature. Their histologic structure, decidual 
reaction during pregnancy, and the characteristic cyclic changes they 
undergo during menstruation, make this view incontestable. The en- 
docrine relationship that exists between the ovaries and the normal 
endometrium is evident in these growths. The continued activity on 
the part of ectopic endometrium in the presence of functioning ovaries, 
and the regressive changes it undergoes, when the ovaries are com- 
pletely ablated, are matters of common knowledge. Thus Graves” 
reported four cases of obstructing rect0vagina.l adenomyomas cured by 
ablation of the ovaries. The diagnosis was established on microscopic 
evidence. Other investigators observed similar regressive changes in 
endometriomas involving areas of the rectum and bladder which could 
not be resected during the course of a panhysterectomp. These facts 
indicate that the activity of misplaced endometrial tissue ceases when 
deprived of t,he activating influence of ovarian horruonr. Although 
ablation of the ovaries and irradiation were successfully used in the 
treatment of solid endometrial tumors, a perusal of the literature does 
not disclose a single case in which aspirat.ion of thca tnntpnts of endo- 
metrial cysts with subsequent, irradiation was evrr employed in the 

treatment of this condition. The following casr is of sufficient interest 
to warrant recording. 

S. S., aged forty-five, a mother of four children, was admitted to the Mount 

Sinai Hospital on August 31, 1927, complaining of pain and distention of the 

abdomen, more marked with the advent of the menstrual flow. Her family and 

past history are irrelevant. The patient weighed 214 pounds. She had many 

decayed and abscessed teeth, hypertrophied and infected tonsils, and chronic pan- 

sinusitis. The pulse was 120, blood pressure comparatively low, cardiac muscle tone 

poor. A large intraperitoneal cystic mass reaching three fingers above the umbilicus, 

and some edema of the abdominal wall and lower extremities were noted. Vaginal 
examination showed the uterus only slightly enlarged and pushed to the left by 

the mass described above. There was a moderate secondary anemia. Blood them. 

istry and Wassermann test were negative. 
After preoperative rest in bed and the administration of digitalis, the patient 

was prepared for operation under spinal anesthesia. Because of a few unsuccess- 

ful attempts to introduce the anesthetic, her pulse became too rapid and feeble 
to warrant an attempt at operation under a general anesthetic. In order to relieve 
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the embarrassed myocardium, aspiration of the cyst as a temporary measure was 
deemed advisable. This yielded five quarts of tarry chocolate-colored fluid. It 

dawned on us that we were probably dealing with an endometrial cyst. We there- 
fore resorted to intensive x-ray treatment in the hope of causing regressive changes 

in the cyst wall by withdrawing the hormonal influence of the remaining ovary and 

through the direct action of the rays on the cyst wall. 

The patient made an uneventful recovery and on discharge from the hospital, 
four weeks later, only a small, not tender mass was palpable to the right of the 

uterus. This mass gradually disappeared under the influence of repeated x-ray 

treatment so that there is, at present, no evidence of adnexal pathology. 

We realize that the mere recovery of thick chocolate-colored material 
from an ovarian cyst does not justify the diagnosis of endometriosis 
and that it is rather hazardous to subject an enormous sac, of a simple 
hemorrhagic cyst to intensive irradiation. Microscopic examination of 
the aspirated fluid rarely gives a clue as to the structure of the cyst 
wa.11. The shrinkage and final disappearance of the sac when the hor- 
monal influence of the remaining ovary was withdrawn under the in- 
fluence of irradiation is positive proof of its endometrial nature. The 
general condition of this patient was such that no measure at our 
disposal could equal the risk of an abdominal operation. 

Our past experience with huge hemorrhagic cysts of the ovary led 
us to believe that the cyst wall, in this case, was most probably of 
endometrial origin. On two previous occasions we encountered choco- 
late-colored fluid when needling the abdomen to differentiate between 
general peritonitis and encysted fluid. In one case the endometrial 
cyst was twisted on its pedicle, giving rise to board-like rigidity of 
the abdominal wall usually seen in general peritonitis. The appearance 
of the aspirated fluid justified immediate operative interference. In 
the other case, the cyst contents had undergone infection which gave 
rise to symptoms of diffuse peritonitis. Subsequent examination of the 
cyst wall in both cases corroborated the diagnosis of endometriosis. 
The history of cyclic abdominal pain coincident with menstruation was 
another factor in leading us to suspect the endometrial nature of the 
ovarian cysts recorded. 

This method of treating large endometrial cysts of the ovary is 
applicable in women near the menopause and in those upon whom an 
abdominal operation is too hazardous to undertake because of some 
serious constitutional condition. 
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