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ABSTRACT

Introduction: Bladder endocervicosis (BE) is a rare 
benign condition characterized by the presence of 
endocervical-type glands within the bladder wall. Prior 
Cesarean section or pelvic surgery appears to be a 
significant risk factor predisposing to BE. Chronic pelvic 
pain in women is a common symptom of BE. Bladder 
endocervicosis's inherent capability to mimic malignancy 
radiologically and endoscopically may pose a clinical 
conundrum.

Case Report: A 38-year-old female presented with 
a five-year history of sharp, stabbing pelvic pain 
during urination. Magnetic resonance imaging (MRI) 
revealed a thickened bladder wall and abdominal scar 
tissue forming a connection between the lower uterine 
segment and the posterior dome of the urinary bladder. 
However, no identifiable mass was reported on MRI. 
Flexible cystoscopy revealed a solid, mass-like lesion 
with papillary projections on the posterior bladder 
wall. Histopathological examination of the urinary 
bladder mass-like lesion revealed benign urothelium 
with numerous scattered, irregular, and dilated glands 
lined by columnar mucin-producing epithelium that 
resembled endocervical glands. Immunohistochemical 
staining was positive for estrogen receptor (ER) and 
mucin. Following a 6-week post-operative period, the 
patient has demonstrated abrupt complete recovery of 
symptoms.

Conclusion: An effective multidisciplinary approach, 
including macroscopic evaluation via cystoscopy and 
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histopathological microscopic evaluation, excludes 
potential malignancy mimickers. Surgical resection leads 
to complete resolution of symptoms.
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INTRODUCTION

Clement and Young were the first to describe bladder 
endocervicosis (BE) as a rare clinical-pathological 
dilemma [1]. It is a rare condition characterized by the 
presence of endocervical-type glands within the bladder 
wall. Chronic pelvic pain in women is a common symptom 
of BE. This case’s rare, long-standing history of dysuria 
compared to more commonly reported pelvic pain in the 
literature raises awareness for urologists and gynecologists 
of this atypical presentation [1–3]. Prior Cesarean section 
or pelvic surgery appears to be a significant risk factor 
predisposing to BE. There are two main theories for the 
pathogenesis of bladder endocervicosis: the implantation 
theory and the metaplastic theory. This implantation 
theory suggests that endocervical cells are iatrogenically 
seeded into the bladder wall during prior pelvic surgeries, 
such as a Cesarean section. In contrast, the metaplastic 
theory proposes that multipotent cells derived from 
the coelomic epithelium undergo hormonally driven 
transformation into endocervical-type epithelium [1–3]. 
Bladder endocervicosis’s ability to mimic malignancy 
radiologically and endoscopically can precipitate a clinical 
conundrum. Dissemination of clinical awareness of BE 
presenting cystoscopically as a solid, mass-like lesion with 
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papillary projections mimicking urothelial carcinoma 
is critical to mitigate unnecessary aggressive surgical 
interventions, such as partial or radical cystectomy. 
This can prevent future harm to the patient due to the 
potential psychological burden of a cancer misdiagnosis, 
subsequent high procedural-related morbidity, and 
diminished quality of life.

CASE REPORT

A 38-year-old female presented with chronic, sharp 
stabbing pain in the lower abdominal area associated 
with voiding for five years. An unremarkable medical 
history was reported. Cesarean section preceded the 
onset of her symptoms. Immediately following a Cesarean 
section, the patient had urinary retention requiring 
straight catheterizing for several weeks. She developed 
pain after voiding almost immediately after surgery. 
This was described as suprapubic pain radiating to the 
left hip and down to the leg. The pain was worse during 
menstruation. No blood was identified in the urine. No 
systemic symptoms were reported. Complete blood count 
displayed iron deficiency anemia, and the leucocytes were 
within normal limits. A magnetic resonance imaging 
(MRI) scan of the pelvis revealed a thickened bladder wall 
and scar tissue connecting the lower uterine segment to 
the posterior dome of the urinary bladder (Figure 1). No 
discrete intraluminal mass was visualized. Urine cytology 
was negative for high-grade urothelial carcinoma. 
No acute inflammation was reported. A urological 
consultation and flexible cystoscopy were initiated. The 
cystoscopy identified a solid mass on the posterior wall 
of the bladder with invaginated papillary projections 
(Figure 2). The identified mass vindicated potential 
inflammation, fistula, and scarring. A transurethral 
resection of the bladder mass was recommended 
for definitive histopathological assessment. Gross 
appearance of the mass consists of several fragments of 
pale-tan soft to firm tissue together measuring 2.5 × 1.7 × 
0.4 cm. Microscopic findings of Hematoxylin and Eosin 
(H&E) stained sections revealed benign urothelium with 
focal reactive changes, including squamous metaplasia 
and the presence of numerous scattered, irregular, 
and dilated glands within the bladder wall (Figure 3). 
These glands were lined by columnar epithelium with 
abundant intracytoplasmic mucin, morphologically 
resembling endocervical glands (Figure 4). There was 
no associated endometrial-type stroma or evidence 
of hemorrhage on H&E morphology. No dysplasia or 
malignancy was identified. The glandular epithelium 
showed strong nuclear positivity for estrogen receptor 
(ER) (Figure 5). This case showed classic morphology of 
endocervical glands with irregular profiles and abundant 
intracytoplasmic mucin. There was no endometrial stoma 
seen on the H&E staining, nor were there any features 
of stomal and glandular hemorrhage that is required 
for a diagnosis of endometriosis. Further, despite the 

comprehensive investigations including the MRI, there 
was no evidence of endometriosis. The surrounding 
stroma showed some positivity for immunostain CD10, 
favored to be non-specific staining. Negative CDX2 
staining helped exclude intestinal-type metaplasia. 
Mucin (Figure 6) and Periodic acid-Schiff (PAS) special 
stains were positive within the endocervical-like glands, 

Figure 1: Sagittal T2 fat suppressed MRI shows a band of scar 
tissue (white arrow) between the lower uterine segment and the 
posterior dome of urinary bladder.

Figure 2: Cystoscopy demonstrates a solid mass on the posterior 
wall of the bladder with invaginated papillary projections.

Figure 3: Routine hematoxylin & eiosin stain, power ×40 
showing endocervical glands and unremarkable bladder 
urothelium.
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confirming their mucinous nature. The pathological 
findings, notably the presence of endocervical-type 
glands without endometrial stroma, morphologically 
with positive mucin stain, strongly favored a diagnosis of 
bladder endocervicosis.

The patient was subsequently followed up in the clinic 
six weeks post-surgery and expressed complete resolution 
of her symptoms.

DISCUSSION

Endocervicosis affects women of reproductive age; the 
majority are between 30 and 40 years old, like our index 
case [3]. However, cases in postmenopausal women have 
been reported [4]. The predominant risk factor for the 
development of bladder endocervicosis is a history of 
Cesarean sections or other pelvic surgeries. A review of 
40 cases revealed that 75% of patients had undergone 
prior pelvic surgery [5]. The current literature proposes 
that the pathogenesis of urinary bladder endocervicosis 
is explained by two distinct theories. Our case supports 
the implantation theory, which proposes the iatrogenic 
seeding of endocervical cells into the bladder wall 
during pelvic surgeries like Cesarean sections [3]. 
However, a previous surgical history must exist for this 
to be a plausible theoretical pathogenesis. In contrast, 
the metaplastic theory proposes that multipotent cells 
originating from the coelomic epithelium undergo 
transformation into endocervical-type epithelium. This 
hypothesis is supported by the consistent location of 
lesions on the hormonally sensitive posterior bladder 
wall, the co-existence of other Müllerian-derived tissues 
(Müllerianosis), and the strong expression of estrogen 
and progesterone receptors. The hypothesis is that 
metaplasia is driven by hormonal differentiation [3].

This case presentation featured a five-year history of 
chronic dysuria. The suprapubic pain was felt radiating 
down to the leg and it was worse during menstruation. 
Clinical presentations in bladder endocervicosis may 
range from urinary symptoms to pelvic pain. Dysuria is 
less common in bladder endocervicosis lesions as they 
often start and remain beneath an intact urothelium, 
and the urine does not directly contact the inflamed 
or abnormal tissue. Bladder endocervicosis also lacks 
the highly inflammatory and hemorrhagic stromal 
component typical of endometriosis. Most cases of BE in 
the reported literature present with lower abdominal pain 
and pelvic tenderness [1]. Differential diagnosis includes 
gossypiboma, cystitis glandularis, nephrogenic adenoma, 
and bladder adenocarcinoma (Table 1). Albeit dysuria is 
a common symptom of BE, when occurring in individuals 
with a prior history of Cesarean section, it can imitate 
rare postoperative complications such as gossypiboma. 
A recently reported case following a previous Cesarean 
section demonstrated how retained surgical material 
can mimic common pelvic symptoms and complicate 
diagnostic interpretation [6].

Bladder endocervicosis’s ability to mimic malignancy 
can be very problematic in a clinical setting. A 
multidisciplinary approach and an algorithmic diagnostic 
evaluation are the most befitting clinical strategy for 
bladder endocervicosis. This includes a combination 
of medical imaging, urological intervention, and 
histopathological evaluation. In this case, MRI scan of 
the pelvis revealed a thickened bladder wall and scar 
tissue within the vesicouterine space connecting the 
lower uterine segment to the posterior dome of the 

Figure 4: Routine Hematoxylin & Eosin stain power ×100 
displaying endocervical glands.

Figure 5: Power ×100 showing endocervical glands positively 
stained with ER receptor. 

Figure 6: Power ×100 showing the endocervical glands positively 
stained with mucin stain.
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urinary bladder with no discrete intraluminal mass 
visualized. A more recent case of BE by Diamantidis et al. 
showed MRI findings similar to our case [7]. Cystoscopy 
identified a solid mass on the posterior wall of the bladder 
with invaginated papillary projections. Additionally, 
cystoscopy revealed a mural nodule with smooth 
urothelial mucosa, a finding that also helped differentiate 
endocervicosis from malignant tumors.

Moreover, gross examination of the bladder 
endocervicosis presents as a non-encapsulated tumor-like 
mass or a diffuse area of bladder wall thickening. Lesions 
typically range in diameter from 1 to 5 cm [3, 8]. They 
are characteristically mural lesions centered within the 
muscularis propria and are covered by an unremarkable 
urothelial mucosa. The cut surface may appear solid 
and fibrous or may reveal variably sized cystic spaces 
containing clear, mucinous, or hemorrhagic fluid [3, 8].

The histopathological hallmark feature of 
endocervicosis is the presence of irregularly distributed 
endocervical-type glands within the lamina propria 
(Table 2). The absence of nuclear atypia, pleomorphism, 

and mitotic activity rules out malignancy [1, 2, 9]. The 
architectural pattern may suggest invasive carcinoma, 
but unlike adenocarcinoma, endocervicosis does not 
provoke a desmoplastic stromal response. In chronic 
cases, reported literature documented incidences of 
concurrent peri-glandular fibrosis and edema. Ruptured 
glands may lead to extravasated mucin.

Immunohistochemistry is critical in the diagnostic 
algorithm of endocervicosis and differentiating it from 
malignancy mimickers. Estrogen receptors (ERs), 
progesterone receptors (PRs), and PAX8 raise suspicion 
that the lesion is of Müllerian origin. Cytokeratin 7, 
Cytokeratin 20, and GATA3 are critical in differentiating 
endocervicosis from urothelial carcinoma with glandular 
differentiation (Table 3). The term Müllerianosis is used 
when there is a combination of several different types 
of Müllerian epithelium [10]. CDX2−/ER+ is the usual 
immunohistochemical profile of endocervicosis as seen 
in our case, which is helpful in differentiating it from 
intestinal metaplasia CDX2+/ER− in small bladder 
biopsies [10].

Table 1: Enumerates the differential diagnosis of bladder endocervicosis and their key distinguishing features

Feature Endocervicosis Primary 
adenocarcinoma

Cystitis glandularis 
(intestinal)

Nephrogenic adenoma

Typical location Deep muscularis 
propria

Any depth Lamina propria Lamina propria

Key architecture Haphazard but non-
destructive benign 
glands

Complex, destructive, 
infiltrative glands, 
desmoplasia

Metaplastic glands, 
often with von Brunn 
nests

Small tubules, cysts, 
papillary structures

Key cytology Bland, tall columnar 
mucinous cells, basal 
nuclei

Atypical, pleomorphic 
cells, prominent 
nucleoli, mitoses

Columnar cells with 
distinct goblet cells

Cuboidal, flattened, 
or hobnail cells, scant 
cytoplasm

ER/PR Positive Negative Negative Negative

PAX8 Positive Usually negative Negative Positive

GATA3 Negative Negative Positive (in associated 
urothelium)

Negative or focal positive

CK20/CDX2 Negative Often positive (enteric 
type)

Often positive 
(intestinal type)

Negative

Ki-67 index Low (<15%) High Low Low

Table 2: Presents the key histopathological features associated with bladder endocervicosis

Features Key histopathological findings Diagnostic significance

Location and architecture Haphazard proliferation of glands deep in lamina 
propria and muscularis propria 
Irregularly shaped and sized glands. (some cystic)

Distinguishes from superficial lesions (e.g., 
cystitis glandularis)
The non-destructive pattern differs from the 
infiltrative growth of adenocarcinoma
Characteristic architectural pattern

Cytology Single layer of tall columnar mucinous epithelium
Bland, uniform, basally-located nuclei with 
inconspicuous nucleoli
No significant mitotic activity or atypical mitoses

Morphologically identical to normal endocervix
Absence of nuclear atypia is a crucial feature 
for a benign diagnosis
Differentiates from high-grade malignant 
processes

Stroma Glands surrounded by native smooth muscle or 
minimal fibrous/edematous stroma

Lack of endometrial-type stroma distinguishes 
from endometriosis and lack of desmoplasia 
distinguishes from adenocarcinoma
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Surgical intervention, such as transurethral resection 
of bladder tumor (TURBT), is effective for smaller 
lesions. At the same time, partial cystectomy is reserved 
for more larger and anatomically complex lesions [9]. 
Transurethral resection of bladder tumor provides a dual 
diagnostic and interventional utility to endocervicosis. 
Lesions that are easily accessible through the urethra 
largely benefit from this dual element [9].

Bladder endocervicosis recurrence is generally rare, 
but it can occur due to an underlying hormonal link, 
such as during pregnancy, following transurethral 
resection [11]. Clinically, the literature reports no 
standardized follow-up regimen. However, imaging and 
endoscopic surveillance are recommended due to bladder 
endocervicosis’s potential for recurrence and its tendency 
to mimic adenocarcinoma [2]. 

CONCLUSION

This case of bladder endocervicosis highlights the 
importance of a high index of suspicion in the differential 
diagnosis work-up for chronic pelvic pain in women with 
a history of pelvic surgery or cesarean sections. Albeit 
a benign condition, it can cause vexatious symptoms 
such as long-standing pelvic pain with voiding. An 
effective step-wise multidisciplinary approach will help 
distinguish bladder endocervicosis from its differential 
counterparts, including most notably the malignancy 
mimickers. As of now, the prognosis is excellent. 
However, future research should elucidate the outcomes 
of long-term follow-up studies further to investigate the 
potential transformation of the lesion into malignancy. 
Moreover, a more in-depth analysis of the specific 
immunopathological mechanisms on a molecular 
level with the metaplastic pathogenesis theory should 
be explored. Dissemination of clinical awareness on 
how to maneuver this challenging case will mitigate 
misdiagnosis of malignancy and prevent unnecessary 
aggressive surgical interventions.

Table 3: Discusses the significance of each immunohistochemical stain associated with bladder endocervicosis.

Immunohistochemical stain Endocervicosis results Diagnostic significance

Estrogen receptor (ER) Positive Confirms hormone receptor status and distinguishes 
from most bladder adenocarcinomas and metaplasia

PAX8 Positive Confirms Müllerian/renal lineage and helps exclude 
colorectal and most urothelial malignancies

GATA3 Negative Excludes urothelial origin (e.g., urothelial carcinoma 
with glandular features)

CK20 Negative Excludes intestinal/colorectal origin

CDX2 Negative Excludes intestinal/colorectal origin

CK7 Negative Consistent with Müllerian origin and helps exclude CK7 
positive gastrointestinal cancer

Ki-67 (MIB-1) Low Index (<15%) Confirms benign nature and distinguishes from high-
grade adenocarcinoma
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