doi 10.15296/ijwhr.2021.27

http://www.ijwhr.net

Open Access

Case Report
International Journal of Women’s Health and Reproduction Sciences
Vol. 9, No. 2, April 2021, 153–155
ISSN 2330- 4456

Catamenial Hemoptysis Managed With Medroxyprogesterone
Acetate: A Management Dilemma
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Abstract
Introduction: Endometriosis is the deposition of endometrial glands and stroma outside the uterus and can be of pelvic or extrapelvic type. Thoracic endometriosis syndrome (TES) is associated with endometriosis in the pleura or the lungs, as well as cyclical
pneumothorax, chest pain, haemoptysis, and pulmonary nodules. TES can be misdiagnosed for the more prevalent pulmonary
tuberculosis in countries such as India.
Case Report: A married woman aged 26 years old was presented with complaints of hemoptysis and chest pain during menstruation. On
further investigations, she was diagnosed with pulmonary endometriosis after ruling out tuberculosis and Wegener’s granulomatosis.
The patient was treated with depot Medroxyprogesterone acetate and regestrone since she was unwilling for surgical management.
The significant change in management is that most cases of pulmonary endometriosis have been managed surgically whereas our case
has been successfully managed medically.
Conclusions: This case is an example for successful medical management of pulmonary endometriosis in patients who cannot or do
not want to undergo a bilateral oophorectomy and a possible thoracotomy. Surgical management with bilateral oophorectomy is
associated with premature menopausal symptoms, increased risk of cardiovascular diseases, and obesity. In cases of subfertility or in
nulliparous women, the medical management of pulmonary endometriosis gives women a chance at fertility in the future.
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Introduction
Endometriosis can be described as the deposition of
functional tissue of the endometrium or glands in
areas other than the uterus (1). There are two types of
endometrial tissue depositions, namely, pelvic and extrapelvic. The deposition of glands in the ovaries, fallopian
tubes, and their associated peritoneum is referred to
as pelvic endometriosis. Extra pelvic endometriosis
is extremely rare and generally involves the gastrointestinal and urinary tracts. The other involved sites are
the lungs, central nervous system, surgical scars, and the
skin. Endometriosis is estrogen-dependent, and there
are many theories describing its pathogenesis (2). It
generally affects 5-10% of women in the third decade of
life (3).
When glands from the endometrium deposit in the lungs
or the pleura, it is called thoracic endometriosis syndrome
(TES). It is a rare type of endometriosis characterized by
catamenial pneumothorax, hemoptysis, pneumothorax,
and pulmonary nodules (4) and is commonly mistaken
for tuberculosis endemic in countries such as India. This
report describes the scenario of a woman aged 26 years
old with endometriosis who was presented with dyspnea,
hemoptysis, and chest pain.

Case Report
A married woman aged 26 years with two previous vaginal
births was presented with complaints of hemoptysis,
chest pain, and dyspnea for about 4 months which was
most severe during menstruation and subsided slowly by
day 5 or 6 of the menstrual cycle. There was also a history
of dysmenorrhea for the last 3 years although there was no
history of fever, loss of weight, or loss of appetite. Her
symptoms had initially begun about 8 months after the
birth of her second child and the hemoptysis and chest
pain had progressively increased over a period of time.
Suspecting that she might have contracted pulmonary
tuberculosis, she underwent anti-tubercular therapy by
a general practitioner 4 months ago although she did not
improve symptomatically. Then, she was presented with
amenorrhea for about two months. Since she did want
to continue with the pregnancy, she requested for the
termination of pregnancy and permanent sterilization. On
detailed history taking, it was found that during the two
months of amenorrhea, hemoptysis had subsided. She did
not visit the hospital initially thinking that the hemoptysis
had subsided because of anti-tubercular therapy. Her
complete blood count, erythrocyte sedimentation rate,
coagulation profile, and liver and kidney functions were

Received 10 June 2020, Accepted 17 September 2019, Available online 25 December 2020
Department of Obstetrics and Gynecology, Salem Polyclinic, No.250, Omalur Main Road, Salem-636007, Tamil Nadu, India.
*Corresponding Author: Ashwin Rao, Tel: +91-7708922999, Email: ashwinrao2404@gmail.com
1

Rao and Rao

found to be normal. She underwent medical termination
of pregnancy and sterilization. About two months after
termination and sterilization, she presented the relapse
of previous symptoms. Hence, she underwent further
evaluations. Based on investigations for tuberculosis,
the erythrocyte sedimentation rate was normal, and
tuberculosis polymerase chain reaction was found
to be negative for mycobacterium tuberculosis. The
chest radiograph was unremarkable. The ultrasound
examination of the abdomen and pelvic showed a bulky
uterus with thick endometrium and a clear cyst measuring
2*3 cm for the right ovary. The ultrasonography
was otherwise unremarkable. Her CA-125 was 30.2
U/mL. Since she had dyspnea during menstruation, a
spirometry was performed, which revealed a reduction
in the maximum mid-expiratory flow suggesting early
small airway obstruction. The high-resolution computed
tomography (HRCT) thorax represented multiple welldefined rounded nodules contacting varying degrees of
cavitation in both lung fields (Figures 1 and 2). To rule
out Wegener’s granulomatosis, the serum was checked
for C and P ANCA antibodies and anti-myeloperoxidase
antibodies which were also negative. Hence, the possibility
of pulmonary endometriosis was considered for her.
Progesterone therapy was advised as she was unwilling
for the bronchoscopy guided biopsy of the lesions and
bilateral salpingo-oophorectomy. She was given a 300 mg
depot injection of Medroxyprogesterone acetate (MPA)
every 10 weeks and 5 mg tablets of Regestrone daily so
that she did not develop breakthrough bleeding. She
improved symptomatically. Then, papanicolaou (Pap)
smear and pipelle biopsy were taken at the end of 1 year
which were found to be normal. The depot injection of
MPA was reduced to 150 mg every 10 weeks and the
same dose of Regestrone was continued for 30 weeks. Next,
depot MPA was stopped while Regestrone was continued
for 12 weeks and then stopped. She was given calcium
and vitamin D supplementation during the entire course
of the treatment. She regained her menstruation 8
months later but there was no hemoptysis, chest pain,
or dyspnea. As she could not afford to repeat an HRCT
thorax, she was advised to review on a yearly basis for a
PAP smear and pipelle biopsy or earlier if she developed
her previous symptoms of hemoptysis and chest pain.
Discussion
TES is a rare cause of hemoptysis in countries such as
India as endometriosis, as such, is more common in patients
who belong to the upper social class. TES is of two pleural
and pulmonary types. The pleural form is associated
with cyclic pneumothorax, chest pain, and hemothorax
whereas the pulmonary form is associated with cyclical
hemoptysis and lung nodules. The pathophysiology of
endometriosis in the thoracic cavity can be explained by
a few theories. The mesothelial cells of the pleura can

154

Figure 1. HRCT Displaying Pulmonary Nodules. Note. Highresolution computed tomography.

Figure 2. HRCT Showing Blood in the Bronchioles. Note. Highresolution computed tomography.

undergo metaplasia into endometrial cells as explained by
metaplasia theory (5). The endometrial glands can also be
disseminated by the lympho-hematogenous spread (6).
The prostaglandin theory describes prostaglandin F2α
which causes bronchoconstriction leading to the rupture
of alveolar blebs resulting in catamenial pneumothorax
(7). The HRCT is the imaging modality which is generally
used to detect the endometriotic tissue in the pleura and
the lung. Concurrently, an ultrasonography of the pelvic is
applied to detect the presence of the endometriotic tissue
in the pelvic since pelvic and pulmonary endometriosis
can co-exist (8). However, the magnetic resonance
imaging of the thorax and pelvic is better since they
detect blood products in the deposits (9). It is observed
that cancer antigen 125 (CA-125) is elevated when there
is an irritation of the peritoneum in cases of the benign
and malignant neoplasm of the peritoneum, pelvic
inflammatory disease, tuberculosis, and endometriosis
(10). Although bronchoscopy-guided biopsy can
be performed for confirming the presence of the
endometrial tissue, the peripheral location of the deposits
instead of the large bronchi limits its use (11). Medical or
surgical management can be considered for endometriotic
deposits in the thoracic cavity. The main goal of medical
management is to bring about endometrial hypoplasia.
It can be achieved with drugs such as progestins,
gonadotropin-releasing hormone (GnRH) analogues,
GnRH antagonists, oral contraceptive pills, aromatase
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inhibitors, and danazol (12). The medical management of
endometriosis requires high compliance and follow-ups.
However, more studies are required to devise the correct
protocol regarding managing endometriotic deposits in
the thoracic cavity using drugs. Therefore these deposits
can be surgically managed by performing a bilateral
oophorectomy wherein a fall is observed in the estrogen
levels, leading to the shrinking of endometrial glands (13).
In addition, superficial thoracic lesions can be fulgurated
using bipolar energy or lasers. Larger lesions involving
the pulmonary tissue may require wedge resections or in
rare cases-a lobectomy (14).
Endometriotic deposits in the thoracic cavity are
rarely observed, and hence, it a diagnosis of exclusion.
In countries such as India where tuberculosis is highly
prevalent, pulmonary endometriosis can be misdiagnosed
as pulmonary tuberculosis. Accordingly, thoracic
endometriosis should be considered among women
who are in the reproductive age group with a history of
dysmenorrhea, hemoptysis and chest pain. Recently, the
number of cases with subfertility due to endometriosis
have been increased and thus medical management needs
to be considered seriously. Moreover, the removal of the
ovaries causes sudden menopausal symptoms which can
be quite distressing for the woman, leading to the need
for hormone replacement therapy. Therefore, the surgical
management of endometriosis should be considered only
if the medical therapy fails to be effective.
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