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Abstract
Abdominal wall endometriosis has an incidence of 0.3–1% of extrapelvic disease. A 48-year-old female appeared in the
emergency department with cellulitis in a lower midline incision. She had an endometrioma of the anterior abdominal wall
removed 2 years ago. After 5 months, she underwent an open repair of an incisional hernia with a propylene mesh, which
was unfortunately infected and removed 1 month later. Finally, in July 2019, she had her incisional hernia repaired with
a biological mesh. Imaging modalities revealed a large mass below the umbilicus. Mass was punctured under ultrasound
guidance. Cytology reported the recurrence of endometriosis. Pain and abdominal mass associating with menses were the
two most typical symptoms. Wide local excision of the mass with at least 1 cm negative margins is the preferred treatment.
Surgeons should maintain a high suspicion of the disease in reproductive women with circular pain, palpable abdominal mass
and history of uterine-relating surgery.

INTRODUCTION
Endometriosis is a common condition where endometrial cells,
both glands and stroma, are found outside the womb [1].
Most often, endometriosis is located on the ovaries, fallopian
tubes and tissue around the uterus and ovaries, whereas the
extrapelvic disease is rare [2]. Abdominal wall endometriosis
(AWE), the commonest site of extrapelvic disease, has an
incidence of 0.03–1% [3]. Cause is not entirely clear, and several
theories have been proposed about its pathogenesis [2, 4].
The main symptom is a recurrent cyclic pain associated with
menstruation [5]. Differential diagnosis encompasses hernias,
abscesses, lipomas, desmoids tumors and malignancies [6].

CASE REPORT
A 48-year-old female patient visited the emergency department
due to cellulitis in a lower midline incision. She had a tumor of
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the anterior abdominal wall removed at 2017, which turned out
to be an endometrioma in the histological report. Six months
later, she underwent an open repair of an incisional hernia with
a polypropylene mesh. The mesh was placed on lay. One month
after the surgery, the mesh was removed owing to infection.
On July 2019, her incisional hernia was repaired with a biolog-
ical mesh. From obstetric history, she had a caesarian delivery
18 years ago.

Abdominal examination disclosed a palpable hard mass
below the umbilicus. The patient was admitted to the surgical
department for observation, and antibiotics were commenced,
particularly vancomycin. A computed tomography (CT) of the
abdomen was obtained, which demonstrated a large oval mass
10.7 × 5.7 × 7.8 cm with rim enhancement and dense content,
which was located below the umbilicus.

On the same day, percutaneous drainage of the mass was car-
ried out. Macroscopically, the fluid seemed to be blood. Then, a
small drainage catheter was left in place to drain the hematoma.
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Inflammation of the anterior abdominal wall was subsided
on Day 2, while the percutaneous drainage catheter was removed
on Day 3. The culture was sterile, and the patient was dis-
charged on Day 8 without complications. Cytology report evinced
the diagnosis of AWE: the presence of endometrial glands and
stroma.

DISCUSSION
Endometriosis is the presence of endometrial mucosa, both
glands and stroma, outside the uterus [1]. Its incidence in the
general population is 6–10% and it usually affects reproductive
women. However, the exact incidence of endometriosis is
difficult to capture as the diagnosis requires biopsy or visual
identification of the endometrium during laparoscopy or
laparotomy [7].

AWE was first reported by Meyer in 1903 [8]. It is the most
common site of extrapelvic disease with an incidence of 0.03–1%
[3, 8]. Although the exact pathogenesis remains unclear, several
theories have been proposed. Direct transplantation theory pos-
tulates that endometrial cells can be transported to the abdom-
inal wall during surgery involving the uterine cavity, such as
hysterectomy or cesarean delivery. Coelomic metaplasia theory
suggests that cells in the mesothelial lining of the abdominal
peritoneum can differentiate themselves into endometrial cells.
It seems that hormonal and immunological factors stimulate
this procedure. Finally, lymphatic and vascular metastasis the-
ory proposes that endometrial cells enter circulation and are
deposited at the abdominal wall [2, 4].

The most frequent appearance is a cyclic pain associated
with menstruation. Other symptoms include skin discoloration,
bleeding, dysmenorrheal, dyspareunia and bowel or bladder
symptoms, whereas some patients have no symptoms. Clinical
examination reveals a palpable abdominal mass, which is usu-
ally immobile and painful. Even though pain, skin discoloration,
bleeding and an increase in the size of the mass are linked with
menses, only 57% of the patients exhibit cyclic symptoms [5].

Abdominal ultrasound is regarded as the first-line imaging
modality for masses and mass-like lesions in the abdom-
inal wall. AWE is depicted as a heterogeneous hypoechoic
mass with irregular shape and indistinct margins. It is
usually solid, though sometimes has a cystic appearance.
Occasionally, vascularity can be seen on color Doppler imaging
[6, 9].

CT and magnetic resonance imaging (MRI) of the abdomen
provide useful information for choosing the best method for
closing the fascia defect during operation, as they reveal the
extent of the disease and the involvement of the fascia of the rec-
tus muscle. The imaging findings on CT encompass a solid soft-
tissue heterogeneous mass with mild-to-moderate enhance-
ment after the administration of intravenous contrast material.
On MRI, it is portrayed as a hyperintense or isointense hetero-
geneous lesion on both T1- and T2-weighted images. Feeding
vessels can be observed on occasion on both imaging modalities
[6, 9].

Fine needle aspiration under ultrasound guidance is an easy,
inexpensive and accurate procedure to confirm the diagnosis
of AWE. Caution should be taken to avoid the introduction
of new implants at the puncture sites. In case of a limited
amount of sample material, an additional biopsy may be
necessary [6, 8].

AWE needs to be distinguished preoperatively from hernias,
abscesses, lipomas, desmoids tumors and malignancies. It is

worth noting that the malignant transformation of endometrio-
sis is rare, with an incidence of 1% of cases [9].

The treatment of choice for AWE is wide local excision of
the mass with at least 1 cm negative margins [7, 10]. Mesh
reconstruction should be taken into account for patients with an
abdominal mass ≥5 cm on ultrasound or with the involvement
of the abdominal wall fascia and muscle [5, 8]. The reported
recurrence rate is approximately 5% [8, 10]. Higher recurrence
rates are associated with large lesions and involvement of the
rectus muscle [10]. Medical treatment is ineffective in treating
AWE. The recurrence rate is high, especially after the cessation
of the drug [7, 8].

CONCLUSION
Pain and abdominal mass associating with menses are the two
most typical symptoms of AWE. Abdominal ultrasound is the
first-line modality for the diagnosis of AWE, while CT and MRI
disclose the extent of the disease and the involvement of rectus
muscle. Wide local excision with negative margins of 1 cm
at least is the preferred treatment. Surgeons should maintain
a high suspicion of the disease in reproductive women with
circular pain, palpable abdominal mass and history of uterine-
relating surgery.

CONFLICT OF INTEREST STATEMENT
None declared.

FUNDING
None.

CONSENT FOR PUBLICATION
Written informed consent was obtained from the patient prior
to publication.

REFERENCES
1. Blanco RG, Parithivel VS, Shah AK, Gumbs MA, Schein

M, Gerst PH. Abdominal wall endometriomas. Am J Surg
2003;185:596–8.

2. Gachabayov M, Horta R, Afanasyev D, Gilyazov T. Abdomi-
nal wall endometrioma: our experience in Vladimir, Russia.
Niger Med J 2016;57:329.

3. Ecker AM, Donnellan NM, Shepherd JP, Lee TT. Abdom-
inal wall endometriosis: 12 years of experience at a
large academic institution. Am J Obstet Gynecol 2014;211:
363.e1–5.

4. Gidwaney R, Badler RL, Yam BL, Hines JJ, Alexeeva V,
Donovan V, et al. Endometriosis of abdominal and pelvic
wall scars: multimodality imaging findings, pathologic
correlation, and radiologic mimics. RadioGraphics 2012;32:
2031–43.

5. Burney RO, Giudice LC. Pathogenesis and pathophysiology of
endometriosis. Fertil Steril 2012;98:511–9.

6. Stratton P, Berkley KJ. Chronic pelvic pain and endometrio-
sis: translational evidence of the relationship and implica-
tions. Hum Reprod Update 2011;17:327–46.



Abdominal wall endometriosis 3

7. Pachori G, Sharma R, Sunaria RK, Bayla T. Scar endometrio-
sis: diagnosis by fine needle aspiration. J Cytol 2015;32:
65–7.

8. Ding Y, Zhu J. A retrospective review of abdominal wall
endometriosis in Shanghai, China. Int J Gynecol Obstet
2013;121:41–4.

9. Horton JD, Dezee KJ, Ahnfeldt EP, Wagner M. Abdominal wall
endometriosis: a surgeon’s perspective and review of 445
cases. Am J Surg 2008;196:207–12.

10. Pados G, Tympanidis J, Zafrakas M, Athanatos D, Bontis JN.
Ultrasound and MR-imaging in preoperative evaluation of
two rare cases of scar endometriosis. Cases J 2008;1:97.


	Abdominal wall endometriosis: a case report
	INTRODUCTION
	CASE REPORT
	DISCUSSION
	CONCLUSION
	Conflict of interest statement
	Funding
	Consent for publication


