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Abstract: Endometriosis of the abdominal wall is defined as the presence of superficial ectopic endometrial tissue to the 
parietal peritoneum, whose origin may be associated with previous gynecological surgical procedures. Its prevalence is low, 
around 0.03%, being the first isolated case in our institution, its report and bibliographic review was necessary. The following 
paper is a case report and a brief bibliographic literature review. Endometriosis is defined as the presence of endometrial glands 
and stroma outside the uterine cavity. The definition includes injuries that may or may not be related to previous surgical 
procedures. It is associated with cesarean section in 57% and hysterectomy in 17%. We present the case of a 37 years old female 
patient, with a history of three previous cesarean sections 3, 6 and 10 years ago; who presented a clinical picture of a sensation of 
a mass in the abdominal wall, accompanied by cyclical pain and mass growth related to menstrual periods. Abdominal ultrasound 
reported a heterogeneous vascularized 4x5cm mass. She underwent surgery at our institution where an endometrial mass was 
evidenced that infiltrated the rectus abdominis, later the diagnosis was confirmed with the histopathological study. Abdominal 
endometriosis is a rare entity in medical practice. A high index of suspicion should be considered in the case of a woman who 
presents with disabling abdominal pain located in the abdominal wall, with a history of previous gynecological surgical 
procedures. This pathology can be confused with many other surgical entities; for this reason, resorting to paraclinical studies can 
be essential in the diagnostic certainty. 
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1. Introduction 

Endometriosis is classically defined as the presence of 
endometrial cell glands and stroma outside the uterine cavity 
[1]. An endometrioma is form as these cells replicate and 
create a discrete mass [2]. The first case was reported in 1860 
and the true prevalence is unknown [3]. Its estimated 
prevalence in women of childbearing age is 10%, related to 
infertility in 35-50% [4]. Endometriosis causes a sustained 
reduction of ovarian reserve through both physical 
mechanisms and inflammatory reactions [5]. 

Ectopic endometrial tissue is generally located in the 
pelvis, but can also be found in the lungs, intestine, ureters, 
brain, and abdominal wall [6]. Abdominal wall endometriosis 

(AWE) is any ectopic endometrium superficial to the 
peritoneum, the definition includes lesions that may or may 
not be related to previous surgical procedures. Endometriosis 
is usually located close to a surgical scar. Although in most 
cases occurs in patients with previous cesarean section and 
hysterectomy. It has also been observed in postoperative, 
conventional or laparoscopic appendectomy and inguinal 
hernia incisions, and it has been described in patients without 
any previous intervention [7]. The prevalence related to these 
procedures is estimated between 17 to 57% [8]. 

The mean time between surgery and presentation of 
symptoms is 2.1 to 3.6 years, and recurrence after 
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resection is 4.3% [9]. The most common symptom is a 
palpable mass that occurs in 96% of patients, followed by 
abdominal pain in 86% and cyclical pain associated with 
menstruation in 57% [5]. Data from different studies 
affirm that the global prevalence is as low as 0.03%-1.08% 
depending on the sample and place of study [3]. 

There must be a great clinical suspicion after physical 
examination. Common findings at evaluation are a tender, 
immobile, palpable mass. Which in most cases is associated 
with the presence of a previous surgical scar, and the overlying 
skin may be discolored. In the largest series published, the 
average size of the AWE was 2.7 cm. [8] The differential 
diagnosis that should be considered at time of initial 
evaluation includes hernias, lipoma, abscess, desmoid tumors, 
and malignancy [14]. 

Multiple imaging options exist and may aid in the diagnosis 
as well as surgical planning. While ultrasound should be 
considered first to confirm clinical suspicion, both computed 
tomography (CT) scans and magnetic resonance imaging 
(MRI) can help in surgical planning [2]. 

The treatment of choice in the specific case of abdominal 
wall endometriosis is excision of the lesion with negative 
margins. This surgical method provides the best opportunity 
for diagnosis and definitive treatment [6, 14]. 

No prospective trials have been performed to evaluate 
prevention of abdominal wall endometriomas. In cesarean 
deliveries, this would include irrigation of the surgical site has 
been proposed as a method to prevent AWE and prompt 
removal of surgical sponges from the field that were used to 
clean the uterus [9, 18]. 

2. Case Report 

A 37- year-old female patient consulted for presenting a 
sensation of mass in the left lateral abdominal wall, associated 
with abdominal pain in the left hemiabdomen. In the physical 
examination, a mass located in the lower region between the 
left rectus abdominis muscle and the semilunar line was found 
on palpation, which was painful, this mass was 5 cm from a 
previous Pfannenstiel-type surgical wound. The patient 
reports that the symptoms appeared 24 months after the last 
cesarean section, but the symptoms worsened in the last 15 
days reaching a disabling due to the pain, and she required an 
emergency visit to our institution. The patient's personal 
history included disabling dysmenorrhea from the age of 13, 
which improved with pregnancies; in addition, three caesarean 
sections 10, 6 and 3 years ago respectively; Within the surgical 
descriptions of caesarean sections, no foci of endometriosis 
were found. 

To make the diagnosis, we based on a previous consultation 
2 months after the onset of symptoms, in an institution outside 
our city. Where an abdominal ultrasound was performed, 
which revealed a 31x21x25 mm vascularized mass in the 
abdominal wall with heterogeneous characteristics (Figure 1, 
2). 

 

Figure 1. Ultrasonography of the anterior abdominal wall left paramedian 

region. A vascularized mass with a volume of 4.7 cc is evidenced. Transverse 

diameter of 3.37 cm and anteroposterior of 2.22 cm. 

 

Figure 2. Hypogastric ultrasonography. Another vision of the mass 

previously described. 

The patient, upon admission to the emergency department 
in the gynecology service of our institution, presented with 
acute abdominal pain, with intensity 10/10 on the visual 
analog pain scale (VAS), with characteristics of an acute 
abdomen, for which we decided to carry out a surgical 
procedure immediately.  

During the intervention, a mass of around 4 x 5 cm was 
found that compromised the left rectus abdominis muscle and 
infiltrated the anterior wall of the abdominal cavity. The 
muscle segment was resected and the posterior myorrhaphy 
was performed, samples were taken for study. The 
histopathological analysis revealed findings of striated muscle 
with endometrial glands with inflammatory infiltrate and foci 
of hemorrhage, in addition to well-vascularized adipose tissue 
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with a nest of endometrial tissue (Figure 3). 
Months after surgery, the patient did not show recurrence of 

symptoms. 

 

Figure 3. Histopathology. Endometriotic glands are observed embedded in 

muscle tissue corresponding to the rectus abdominis. In addition to a marked 

inflammatory infiltrate. 

3. Discussion 

Endometriosis is the presence of endometrial glands and 
stroma outside the uterine cavity [10, 11]. Theoretically it can 
affect any organ of the body [12]. One of the less common 
locations is the abdominal wall, whose prevalence is as low as 
0.03-1.08% [3, 13]. The first case in the literature was reported 
in 1860 [3]. It affects women, mainly of reproductive age, 
more frequently between 29.1 to 33.8 years [14, 15]; being 
less prevalent after menopause, it can manifest itself in cases 
of hormone replacement therapy [16, 17]. It is normally 
related to previous gynecological and obstetric surgical 
procedures, presenting as a mass close to the scar generated, 
generally painful with physical effort or in relation to the 
menstrual period, and may increase in size cyclically. The 
average time of onset between surgery and symptoms varies 
from 10 months to 5 years. [14, 18, 19] 

Among the localization patterns in the abdominal wall, the 
rectus abdominis muscle is the most affected with 46.6%, 
followed by the external oblique of the abdomen in 33.3%, 
pre-aponeurotic lesions in 13.3% and the least affected, the 
transverse abdominal muscle with 6.8%. [20] 

Its diagnosis continues to be a problem for health 
professionals, due to its role as a "imitator", sharing 
characteristics with clinical pictures of more frequent 
pathologies such as hernias, hematomas, lymphadenopathy, 
lymphomas, lipomas, abscesses, subcutaneous cysts, 
neuromas, granulomas, soft tissue sarcomas, dermoid tumors, 
metastatic cancer among others. [14, 20-22] 

Khan et al. [23] conducted a retrospective case-control 
study (n = 102) in order to recognize the risk factors associated 
with abdominal endometriosis. They found that patients with a 
diagnosis of abdominal endometriosis had greater parity (> 2 
deliveries, p value <0.001), higher BMI (> 29.2 kg / m2 p 
value 0.02), greater chronic pain (> 30 months p value 0.029) 
cyclical (p-value 0.005) and association with previous 
surgeries (adjusted OR 61.9). However, the sample studied 
was not significant. 

In relation to the pathophysiology, there are different 

theories related to the origin of endometriosis at the level of 
the abdominal wall. One of them is related to the transport of 
endometrial tissue after a surgical procedure, where decidual 
cells with pluripotential capacity in an estrogen environment 
can generate an endometrioma. The mechanisms include 
inflammation and metalloproteinases activation due to local 
growth factors, estrogen stimulation through estrogen 
receptors and potential epigenetic changes. Non-uterine 
endometrial cells require metalloproteinases for tissue 
remodeling and interaction. These enzymes are activated by 
factors, such as TGFβ [24]. The theory of retrograde 
menstruation states that the ectopic endometrium is 
"displaced" through the fallopian tubes to later implant in any 
site of the peritoneal cavity and replicate, during the menstrual 
period. This theory is supported when menstrual blood is 
found in peritoneal fluid in up to 90% of healthy women. 
Recent studies suggest the transformation of progenitor stem 
cells from the bone marrow into endometrial tissue and 
coelomic metaplasia that involves the conversion of normal 
peritoneal tissue into ectopic endometrial tissue. [18, 25]On 
the other hand, the benign metastasis theory holds that ectopic 
endometrial implants are the result of lymphatic or 
hematogenous spread of endometrial cells. This would explain 
the role of the lymphatic system in the genesis of ovarian 
endometriosis by spreading endometrial cells through the 
lymphatic flow that goes from the uterine body to the ovaries. 
This theory would explain the distant and histologically 
documented endometriotic lesions such as in the lung, brain 
and bones [14, 18, 26]. It is important to highlight that, the 
histological findings of the endometrial tissue are composed 
of a single layer of cylindrical epithelium supported by a 
fibrous stroma wall. The superficial epithelium then 
invaginates into the stroma to form glandular structures [27, 
28]. However, none of the theories fully explains the 
pathogenesis of this disease. 

Cardinal symptoms in this pathological entity are reported 
as a mass in the abdominal wall in up to 96% of cases followed 
by pain in 87%, cyclical pain is reported with a percentage of 
57%, these clinical findings concur with pelvic endometriosis 
in 13% of cases [14, 18]. Other signs and symptoms usually 
include hemorrhages from lesions that are superficial, and 
non-localized pain in hemiabdomen lower, dysmenorrhea was 
not shown to be a good predictor of abdominal endometriosis 
(p 0.004). [14, 20, 22, 23] 

The presumptive diagnosis of this pathology is achieved 
through paraclinical imaging studies. Ultrasound is used in 93.3% 
of cases; the TAC and NMR in 16.6%. There are no 
pathognomonic imaging findings of endometriosis. Images 
may vary based on menstrual cycle. On ultrasound, patterns of 
stromal remnants, endometrial glands and hemorrhages can be 
found, such as hypoechoic, heterogeneous images with 
increased vascularization; on MRI, hypointense, isointense and 
hyperintense homogeneous images with heterogeneous focal 
areas of high or low intensity can be found suggestive of 
hemorrhage or fibrosis. Conclusive diagnosis is made by 
image-guided fine needle aspiration biopsy or excisional biopsy 
for subsequent histopathological study. [17, 18, 20, 21, 29] 
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The treatment that best suits the specific case of abdominal 
wall endometriosis is excision of the lesion with negative 
margins. This surgical method provides the best opportunity 
for diagnosis and definitive treatment. In more than 95% the 
surgical method provides a definitive cure, with only 4.3% 
recurrence [14-16, 30, 31]. It is important that during the 
procedure the resection margins are widened, since if even a 
minimal endometriotic lesion persists, the recurrence 
increases exponentially; Therefore, it is recommended to 
resect at least 1cm of healthy perilesional tissue as well as 
remove the intact complete piece to avoid dissemination [32]. 
There are multiple techniques for the repair of the defect of the 
abdominal wall. One of them is the mini abdominoplasty plus 
mesh placement, which has been reported to be effective in 
treatment with low recurrence rates. [33] 

Hormonal treatment with contraceptives, such as danazol, 
or others based on progestogens without the use of the surgical 
method, has not shown efficacy in the resolution of symptoms. 
At the same time, no benefits have been seen in the 
postoperative period, but it is recommended to use it only in 
patients with a history of pelvic endometriosis, if it occurs 
after surgery. [14, 17, 28, 21, 30, 34] 

Among new treatment options, the use of 95% ethanol 
injection guided by ultrasound to the endometriosis focus is 
proposed, arguing that the surgical method increases the risk 
of defects in the abdominal wall (hernias, eventrations, etc.). 
This method has had positive results, absent the focus of 
endometriosis after treatment. This is recommended only in 
abdominal wall endometriosis, since intraperitoneally it can 
generate chemical peritonitis; despite, this could be an 
alternative option to the treatment of abdominal wall 
endometriosis. Although there are not studies with a 
representative statistical sample, it can be taken into 
consideration. [27, 35, 36]. 

Endometriosis of any site has an associated malignancy risk 
of 1%. Eighty percent of malignancy cases are related to 
endometriosis located at the ovary, and 20% of these cases are 
related to extra-gonadal locations (including the abdominal 
wall). Malignant tumors with poor prognosis are clear cell 
adenocarcinoma followed by endometrioid adenocarcinoma; 
The treatment for endometriosis-associated malignant 
transformation in an abdominal surgical scar is extensive 
surgery and adjuvant chemotherapy and/or radiotherapy. [36] 

4. Conclusions 

Abdominal Endometriosis is a rare entity in medical 
practice. A high index of suspicion should be considered in the 
case of a woman presenting with disabling abdominal pain 
located in the abdominal wall, with a history of previous 
gynecological surgical procedures. This pathology can be 
confused with many other surgical entities; For this reason, 
resorting to paraclinical studies can be essential in the 
diagnostic certainty. The availability of imaging studies and 
the precision of the fine needle biopsy are strategies that bring 
us closer to the definitive diagnosis. After surgical treatment, 
clinical follow-up is necessary due to the risk of recurrence. 
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