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ABSTRACT

Case Report

Spontaneous Endometrial Cast Expulsion
In Membranous Dysmenorrhoea:

A Case Report

Membranous dysmenorrhoea is a rare gynaecological condition characterised by the expulsion of the endometrium as a single
intact cast that retains the shape of the uterine cavity. The authors report the case of a 36-year-old multiparous female who
presented with a history of heavy and prolonged menstrual bleeding associated with the passage of tissue per vaginum for
7-8 months. She had a preceding history of amenorrhoea for six months and pregnancy was excluded. Clinical examination
revealed expulsion of a membranous structure through the cervix; it was removed, resulting in immediate symptomatic relief.
Ultrasonography (USG) demonstrated a thickened endometrium with no focal uterine or adnexal pathology. Histopathological
examination confirmed the diagnosis, showing pre-decidualised endometrial tissue with dilated, congested vessels. The patient
remained asymptomatic on follow-up over three menstrual cycles. Membranous dysmenorrhoea remains a poorly understood
entity with limited reported cases, often associated with hormonal influences, though spontaneous occurrences, as seen in the
present case, are uncommon. Recognition of this condition is important to differentiate it from other causes of abnormal uterine

bleeding and to avoid unnecessary interventions.
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CASE REPORT

A 36-year-old multiparous female came to the Gynaecology
Outpatient Department (OPD) with chief complaints of heavy and
prolonged menstrual bleeding with passage of tissue per vaginum
and lower abdominal pain of a cramping nature for the last 7-8
months. Before the past 7-8 months, the patient had experienced a
period of amenorrhoea lasting six months. Pregnancy was excluded.
There was no history of intermenstrual spotting, dysmenorrhoea, or
abdominal mass. The patient denied vaginal discharge, backache,
dyspareunia, weight changes, heat or cold intolerance and urinary
complaints. The patient also gave a negative history of any usage
of exogenous progesterone. Hormonal profile, including Thyroid
Stimulating Hormone (TSH), serum prolactin, Follicular Stimulating
Hormone (FSH), Luteinising Hormone (LH) and progesterone
levels, was within normal limits. No history of use of hormonal
contraception {Oral Contraceptive Pills (OCPs), injectables},
emergency contraception or any fertility treatments. No history of
use of herbal/alternative medications.

The patient had a parity score of Para 1, Living 1 (P1L1) with previous
Lower Segment Caesarean Section (LSCS) in 21 years of marriage.
It is a male child aged seven years with a birth weight of 2.5 kg.
LSCS was performed at the maternal request. She had no known
medical co-morbidities. On examination, her vitals were stable and
her systemic examination was unremarkable. Her weight was 52
kg, with a body mass index of 19.6 kg/m?.

In investigations her haemogram, electrolytes, urine and glucose
profiles were normal. USG of the pelvis showed an endometrial
thickness of 18 mm. The uterus was of normal size with no focal
myometrial lesion. Bilateral ovaries appeared normal in size and
morphology. No cystic or solid lesion was noted. No parametrial
or adnexal mass was seen. Mild free fluid was noted in the pouch
of Douglas.

On local examination, the abdomen was soft and non tender. On
per speculum examination, the cervix and vagina were healthy with
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traces of blood and expulsion of tissue (endometrial form) at the
external cervix, which was removed with forceps. The expelled tissue
measured approximately 5x5 cm, was reddish-brown in colour, soft
to firm in consistency and resembled the shape of the uterine cavity
[Table/Fig-1,2]. Upon removal of the tissue, the patient experienced
pain relief. Histopathological examination confirmed features
consistent with membranous dysmenorrhoea, demonstrating
pre-decidualised endometrial tissue with dilated and congested
vessels [Table/Fig-3]. The patient was started on Leuprolide acetate
3.75 mg administered via the intramuscular route once a month for
the next three months, along with analgesics for pain relief. Patient

[Table/Fig-1]: Expelled endometrial cast measuring approximately 5x5 cm, reddish-
brown in colour, resembling the shape of the uterine cavity.
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[Table/Fig-2]: Endometrial cast visualised at the external cervical os during
menstruation, with associated bleeding.
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[Table/Fig-3]: Histopathological section showing pre-decidualised endometrial
stroma with dilated congested blood vessels. The arrow indicates concentric
perivascular stromal cell whorling around the vessels (H&E stain, x400).

was discharged from the ward and was asked to return for review
on a monthly basis at the OPD. She experienced no new episodes
after three consecutive menstrual cycles. Therefore, the patient was
asked to return to OPD as needed.

DISCUSSION

A decidual cast is the complete shedding of the endometrium in the
shape of the uterine cavity, causing membranous dysmenorrhoea
due to its passage through an undilated cervix [1]. It is a rare
condition with an unclear pathophysiology. Proposed mechanisms
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include hormonal imbalance leading to incomplete endometrial
breakdown and the possible role of integrins in cast formation [1].

The differential diagnoses considered included retained products
of conception, endometrial polyp, submucosal fibroid and decidual
reaction secondary to ectopic pregnancy. These were ruled out
based on a negative pregnancy test, absence of focal lesions on
USG and confirmatory histopathological findings of decidualised
endometrial tissue without chorionic villi [2].

Sharmila V and Thirunavukkarasu AB (2019) reported a case of
membranous dysmenorrhoea in a 36-year-old multiparous woman,
who was not on any hormonal therapy. She presented with history
of menorrhagia for 20 days and severe dysmenorrhoea for one day.
During her second day of hospital admission, she expelled a fleshy
mass resembling a decidual cast. Histopathological examination
was consistent with diagnosis of membranous dysmenorrhoea [3].

This condition has been reported in women aged 20-40 years and in
most of the reported cases, membranous dysmenorrhoea occurred
while the patient was on hormonal therapy, such as Combined Oral
Contraceptive (COC) pills or progesterone, or just after stopping
hormonal therapy [4-6].

There is a lack of scientific evidence supporting the treatment
modalities proposed for this condition, including progesterone
therapy, androgen therapy, endometrial curettage, antibiotics and
vasoconstrictors such as ergotamine [1]. The use of leuprolide for
temporary endometrial suppression with no recurrence over three
cycles aligns with the principle of hormonal suppression.

CONCLUSION(S)

Membranous dysmenorrhoea is a rare but important differential
diagnosis in women presenting with the passage of tissue and severe
menstrual bleeding or cramping. Recognition of its characteristic
clinical presentation and confirmation by histopathological
examination are essential to avoid misdiagnosis as retained
products of conception or intrauterine pathology. Although hormonal
fluctuations, especially those related to exogenous progesterone
use, have been implicated in its pathogenesis, spontaneous cases
such as the present highlight that the condition can occur even in
the absence of hormonal therapy.

REFERENCES

[1] SiddiquiB, Sinha D, Fazal N, Faridi SH, Talha M. Decidual casts: Dilemma for clinicians,
relief for patients—a case series. Indian J Obstet Gynecol Res. 2023;10(1):99-102.
Doi: 10.18231/}.jjiogr.2023.023.

[2] Hoffman BL, Schorge JO, Bradshaw KD, Halvorson LM, Schaffer JI, Corton MM,
editors. Williams Gynecology. 4" ed. New York: McGraw-Hill Education; 2020.

[3] Sharmila V, Thirunavukkarasu AB. Spontaneous membranous dysmenorrhea: A
rare clinical entity. Int J Reprod Contracept Obstet Gynecol. 2019;8(10):4094-96.
Doi: 10.18203/2320-1770.ijrcog20194389.

[4] Oliveira PP, Eyng C, Zin RM, Menegassi J. Membranous dysmenorrhea -a
forgotten disease. Rev Bras Ginecol Obstet. 2009;31(6):305-10.

[5] Sen Y, Cimbek EA, Ugras NS. Decidual cast after discontinuation of oral
contraceptives use in a young girl. J Pediatr Adolesc Gynecol. 2013;26(6):e127-
€129. Doi: 10.1016/j.jpag.2013.04.011. Epub 2013 Jul 17. PMID: 23870823.

[6] Rabinerson D, Kaplan B, Fisch B, Braslavski D, Neri A. Membranous
dysmenorrhea: The forgotten entity. Obstet Gynecol. 1995;85(5 Pt 2):891-92.
Doi: 10.1016/0029-7844(94)00302-t. PMID: 7724151.

PARTICULARS OF CONTRIBUTORS:

1. Associate Professor, Department of Obstetrics and Gynaecology, Dr. D. Y. Patil Medical College, Hospital and Research Centre, Pimpri, Pune, Maharashtra, India.
2. Junior Resident, Department of Obstetrics and Gynaecology, Dr. D. Y. Patil Medical College, Hospital and Research Centre, Pimpri, Pune, Maharashtra, India.

NAME, ADDRESS, E-MAIL ID OF THE CORRESPONDING AUTHOR:
Dr. Aneesha Nallapati,

C1-808, Mahindra Antheia, Nehru Nagar Road, Pimpri, Pune-412303,
Maharashtra, India.

E-mail: anishakrishnal3@gmail.com

AUTHOR DECLARATION:
e Financial or Other Competing Interests: None
e Was informed consent obtained from the subjects involved in the study? Yes

e For any images presented appropriate consent has been obtained from the subjects.

PLAGIARISM CHECKING METHODS: anteta
® Plagiarism X-checker: Jan 28, 2026

e Manual Googling: Jun 20, 2026

e iThenticate Software: Jun 22, 2026 (4%)

ETYMOLOGY: Author Origin

EMENDATIONS: 6

Date of Submission: Jan 12, 2026

Date of Peer Review: Mar 27, 2026

Date of Acceptance: Jun 24, 2026

Yes Date of Publishing: Sep 01, 2026

Journal of Clinical and Diagnostic Research. 2026 Sep, Vol-20(9): QD01-QD02


http://europeanscienceediting.org.uk/wp-content/uploads/2016/11/ESENov16_origart.pdf

