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ABSTRACT

Umbilical endometriosis is rare and challenging in both diagnosis and treatment. We
report a case of an umbilical scar endometriotic nodule in a 39-year-old lady following
laparoscopy-assisted vaginal hysterectomy. The wide local excision of the nodule and
histopathological examination confirmed the diagnosis. We discuss the pathogenesis,
diagnosis, differential diagnosis, and treatment options for the patient.
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INTRODUCTION

Endometriosis is characterized by the
presence of endometrial glands and stroma
outside the uterus.™ The most common sites
are ovary, pouch of Douglas, and uterosacral
ligaments in the pelvis. Extrapelvic
endometriosis is uncommon accounting
only for 1% of total cases.’”) The most
common sites for extrapelvic endometriosis
are bowel, bladder, lungs, umbilicus,
and surgical scars. Pelvic endometriosis
presents as dysmenorrhea, menorrhagia,
infertility, and chronic pelvic pain. But
extrapelvic endometriosis has varied signs
and symptoms.

Umbilical endometriosis accounts for
0.5-1% of all extrapelvic endometriosis.?!
It is usually secondary to laparoscopic
surgical procedures involving the umbilicus.
Spontaneous primary nodules are very rare
but few case reports have been reported. We
report a case of umbilical scar endometriosis
secondary to laparoscopic surgery.

CASE REPORT

A 39-year-old parous woman presented to
us with an umbilical nodule since 6 months.
She had cyclical pain and bleeding from
the site. She had undergone laparoscopy-
assisted vaginal hysterectomy 3 years ago
for a symptomatic fibroid uterus. Although
we did not get operative notes, she was not
told to have endometriosis. Both ovaries
were left behind.

At the time of presentation to us, she had a
2 x 2 cm purplish nodule at the umbilicus
[Figures 1 and 2]. It was nontender and
there were no signs of infection. There
was no history of bleeding from the site.
Characteristically, the patient had a history
of cyclical pain every month. Transvaginal
sonography was normal with no evidence of
ovarian endometriosis. A wide local excision
of the umbilical nodule [Figure 3] was done
and histopathology confirmed the diagnosis
as endometriosis at the umbilicus.

The decidualization of umbilical
endometriosis can be confused with
malignant changes. However, umbilical
endometriosis has low malignant potential .
Histopathology showed epidermis overlying
the dermis containing endometrial glands,
surrounded by edematous endometrial
stroma with intravasated RBCs, congested
blood vessels, lymphoplasmocytic infiltrate,
and hemosiderin-laden hemorrhages
confirming the diagnosis of scar
endometriosis [Figure 4].

DISCUSSION

Extrapelvic endometriosis is an uncommon
gynecological problem. Umbilical
endometriosis at the site of the laparoscopic
entry is one of the common sites. Villar in
1886 reported the first case of umbilical
endometriosis. Hence, this condition is
also called Villar’s nodule.! Surgical scar
endometriosis is one of the sites. In our case,
possibly the previous laparoscopic port site
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Figure 2: Evidence of endometriosis at surgery

Figure 3: Umbilicus after wide excision

was the site for endometriosis. Although GnRH analogs
can also be offered to these patients, our patient insisted
on excision.

Many theories have been put forward to explain pathogenesis.
The hypothesis of migration theory by Sampson explains
ovarian endometriosis. While coelomic induction theory
explains peritoneal endometriosis. Diminished natural
killer cell immunity lessens the clearance of endometrial
cells from peritoneum.””!

Scar endometriosis is explained by the migratory
pathogenesis theory wherein the endometrial tissue
is dispersed by vascular and lymphatic channels due
to surgical manipulation.®! Other theories are mainly
based on mullerian remnants undergoing metaplasia to
endometriosis. Umbilical endometriosis in pregnancy is
reported to require surgical excision.!

Clinical diagnosis is sometimes difficult with varying
features such as flesh colored nodule, black nodule, flesh
colored, bluish, and also in size up to several centimeters.
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Figure 4: Histopathology showing dermis and endometriotic glands

Hence, malignant melanoma should be considered.

Surgical excision is the treatment of choice. If a wide excision
and complete removal of the umbilicus is anticipated, it
should be discussed with the patient, and reconstruction
of the umbilicus can be offered.””)

There is always a chance of the coexistence of pelvic
endometriosis causing pelvic pain. There are no
recommendations or guidelines to perform simultaneous
laparoscopy to diagnose coexisting pelvic endometriosis
while performing a local excision. Asymptomatic patients
do not need laparoscopy anyway. Recurrence is always
anticipated in all cases of endometriosis and hence patients
should be explained before they undergo surgery.

Differential diagnosis are granuloma, primary or metastatic
adenocarcinoma (Sister Joseph nodule), nodular melanoma,
and cutaneous endosalpingosis.!'”!

In our case, cyclical pain with a classical purplish nodule
clinched the diagnosis. Since the excision was complete,
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neither hormones nor GnRH analogs were administered.
Hence, to summarize endometriosis is considered in
umbilical nodules and surgical excision and histopathology
is done to rule out malignancy.
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