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Abstract: Defined as the ectopic development of uterine tissue outside the uterine cavity,
endometriosis is an increasingly common condition that can lead to various complications from
chronic pain syndrome, infertility, obstruction due extrinsic compression to malignancy of

endometriosis foci. Extrapelvic positioning of endometriosis is rare, diagnosis can be difficult both
clinically and imaging, and treatment does not always ensure the absence of recurrences.

INTRODUCTION

Endometriosis was first described by Karl Freiherr
von Rokitansky in 1860.

It is most common in the pelvis, ovaries, Douglas
pouch, uterine ligaments, or posterior cul-de-sac, but it may also
have extrapelvic locations in the abdominal wall, umbilical cord,
ileum, colon, vulvar, or sacs of inguinal or femoral hernia.

The incidence of this condition in childbearing age
women is between 5-15%, localizations in the abdominal wall
being rare.

The appearance of endometriosis implants in the
abdominal wall is related to surgery, most commonly with
cesarean section, the tumours usually appear in the postoperative
scars.

The appearance of a tumour in the abdominal wall, in
the proximity of a scar, in the lower abdomen and especially the
painful manifestations in relation to the menstrual cycle,
indicates the suspicion an outbreak of endometriosis.

The treatment is a multimodal one, but surgical
excision remains the main choice as therapy, especially since
there is also the risk of malignant transformation.(1,2,3,4)

A 34-year-old patient presents a left paramedian
tumour in the lower abdomen, first discovered two years ago.
The patient is known to have epilepsy, cesarean section
(Pfannenstiel incision) 8 years ago.

For about a year and a half, the patient complains of
pain related to the menstrual cycle in the newly formed nodule,
pain that for about 3 months is no longer cyclical but
continuous.

On clinical examination, in left paramedian lower
abdomen, in the lower third of the left rectus abdominal muscle
and at about 8 cm from the post-cesarean scar, a tumour located
deep in the thickness of the muscular structures was highlighted.
The formation was sensitive to palpation with relatively regular
edges, hard consistency with the size around of 4/3 cm. No other
changes were found at clinical examination of the abdomen.

Lab tests were without pathological values, in normal
limits.

Abdominal ultrasound shows in the thickness of the
left side of rectus abdominal muscle a hypoechoic formation,
inhomogeneous with microcalcifications, well vascularized, well
delimited with dimensions of 3/1.1/ 2.2 cm, without exceeding
the muscle fascia.

Anamnestic and clinical
suspicion of parietal endometriosis.

examination raises the

Figure no. 1. Ultrasound appearance - tumour in the
thickness of the rectus abdominal muscle

Surgery was performed under spinal anesthesia,
posterior to the anterior sheath of the left rectus abdominal
muscle, medial to the epigastric vessels (that are intercepted and
preserved) in muscle thickness, adherent to muscle fibers a
tumour of about 4/3/3cm, was highlighted.

The tumour was completely removed with safety
limits included.

Myoraphy, rectus abdominal aponeurosis closure and
skin suture were performed.

On the section, yellow-grey looking piece

The evolution was favourable, the patient being
discharged the next day.
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Figures no. 2, 3. Resection pie d sectioned

Figures no. 4, 5. Postoperative aspect in evolution (the dotted
line coincides with the post-cesarean scar)

B —ﬁ‘ s

The anatomopathological result showed fragments of
connective tissue and striated muscle with chronic inflammatory
changes (gigantocellular reaction, macrophage and histiocytic
reaction) around some endometriotic foci (glands and
endometrial stroma), hematological infiltrates with the presence
of hemosiderin pigment. The histological diagnosis was parietal
endometriosis.

Subsequent surgical checks showed no signs of local
recurrence.

DISCUSSIONS

Endometriosis is defined as the ectopic spread of
functional endometrial glans and stroma.(5)

In 1860, von Rokitansky described the first case of
endometriosis as “sarcoma”. In 1899, Russel first identified and
described the existence of endometrial tissue in the ovary.(5)

It affects between 5-15% of women of reproductive
age. The distribution of endometriosis can be pelvic or
extrapelvic. At the pelvic level, foci of endometriosis are found
in the bottom of the Douglas pouch, ovaries, in the reflection of
the peritoneum on the pelvic organs and in the uterine ligaments.

Extrapelvic localizations are rare and may involve the
abdominal wall, umbilicus, small intestine, appendix, large
intestine, kidneys, pleura, lungs, or central nervous system. (5)

Endometriosis of the abdominal wall with functional
endometrial tissue was first described in 1950.

Frequently this localization associates surgical
interventions in the background with an incidence between 0.03-
1.08%.(6,7)

The vast majority of cases of parietal endometriosis
have a history of gynecological surgery, usually after
hysterectomy, cesarean section or hysteroscopy.

Thus, it is considered that the risk of endometriosis in
the scar abdominal wall is 2.7% after obstetric interventions,
1.5% after gynecological interventions and 0.6% after
laparoscopic interventions.

The location of endometrial tumours in the abdominal
wall is common in the postoperative scar (especially in their
extremities) or in their vicinity.

Parietal locations distant from postoperative scars are
a rare finding. Also, parietal endometriosis has as favourite
place of development the subcutaneous cellular tissue, the
placement strictly intramuscularly or without the involvement of
the peritoneum is not frequently encountered.(1,2,8,9,10)

As a preventive measure, before abdominal closure it
is recommended to isolate the incision with sterile fields and

abundant lavage with saline solutions to limit the risk of
intraoperative contamination.(8)

Surgery is not the only way to develop parietal
endometriosis, the literature also describes cases of de novo
abdominal wall damage. Also, not only gynecological surgeries
have the potential for parietal endometriosis, cases being
described after laparoscopic treatment of inguinal hernia,
appendicitis or colorectal surgery.(11,12,13)

The etiopathogenesis of this condition is still unclear
and controversial, there are several theories that try to explain
how the outbreaks of endometriosis appear, spread and
proliferate.

The implantation theory - considered basically a
secondary implantation either by retrograde menstruation or
iatrogenic, surgical. However, menstrual reflux or gynecological
surgery does not always progress to endometriosis, the
explanation being that the immune system recognizes and
destroys endometrial cells outside the uterus. A dysfunction of
the immune system (with the genetic component) explains why
yet ectopic endometrial tissue implants develop.(9)

The theory of metaplasia (Meyer) describes the spread
of endometrial cells in the embryonic stage and their migration
along the coelomic cavity.(6)

Lymphatic (metastatic) theory explains the appearance
of endometrial structures in atypical places: brain, lung, lymph
nodes, myocardial tissue, etc.(14)

Alcohol consumption, heavy menstrual cycle,
obstructions in the evacuation of the menstrual cycle (Millerian
abnormalities), prolonged exposure to estrogen and dioxin are
incriminating factors in the occurrence of endometriosis.

Clinically, parietal endometriosis may have
nonspecific symptoms, with suspicion of endometriosis rising
when the triad described by Esquivel is present: tumor,
catamenial pain, and history of cesarean section.(15)

If they are associated with dysmenorrhea or heavy
menstrual or intermenstrual bleeding, then the diagnosis can be
oriented from the clinical-anamnestic examination phase.

Superimposed pain on the menstrual cycle is the main
symptom that guides the clinician, but it is not always cyclical,
sometimes having a permanent character and making the
diagnosis more difficult.

The differential diagnosis is made with desmoid
tumors, granulomas, fetal necrosis, lipomas, hernias, metastatic
secondary determinations.

Imaging diagnosis is usually performed by ultrasound,
CT or MRI.

In ultrasound, the vast majority of nodules appear as
decrete solid masses, with a lower echogenicity than adipose
tissue or compared to the neighboring musculoskeletal planes.
The proximity to a postoperative scar or history of
endometriosis guides the diagnosis.(16,17,18)

MRI provides superior data to CT examination,
detecting smaller formations, periendometrial vascularization
and the boundary between the muscular, aponeurotic planes or
the degree of infiltration of deep structures.

Fine needle aspiration cytology (FNAC) increases the
risk of implantation of endometrial tissue on the puncture site.

The post-excision or post-FNAC histopathological
diagnosis is positive for endometriosis if two of the following
three elements are detected: endometrial glands, endometrial
stroma and hemosiderin laden macrophages.(1,18)

The treatment is a multidisciplinary one, the most used
being the hormonal treatment as an association with the surgical
or analgesic treatment. For abdominal wall endometriosis,
surgery is the only curative treatment.

Preoperatively, intra-femoral injection of
radioisotopes can be used to guide the excision of small foci of
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endometriosis.

Sclerotherapy with ultrasound guided injection into
the lesion and high intensity focused ultrasound ablation used
preoperatively appear to reduce bleeding and limit the size of
the resection and decrease the risk of recurrence.(19)

Endometriosis has a 1% risk of malignancy.

80% of malignancies occur in the ovary and 20% in
other locations (including the abdominal wall). The most
common types of malignancies are endometrial carcinoma
(70%), sarcoma (25%) and clear cell carcinoma (5%). Clear cell
carcinoma and endometrial carcinoma have the lowest survival
rate (44% mortality in the months immediately following
diagnosis).(20,21)

General surgeons often misdiagnose parietal
enometriosis due to its rarity interpreting it as a tumour of
another nature. Thus in a study that considered cases of
endometriosis of the abdominal wall, treated by a general
surgeon 55.55% of them they didn’t suspected endometriosis
preoperatively.(22,23)

Although it is a rare entity, general surgeons must also
consider this type of tumour, so that the surgical strategy to be
such as to avoid the implantation of endometrial cells, thus
avoiding local recurrence.

CONCLUSIONS

Endometriosis of the abdominal wall is an
increasingly common condition in the context of the
proliferation of gynecological and obstetric procedures.

The diagnosis can be guided by clinical and imaging
examination but is established by histologic exam.

Surgical removal of the endometrial implant remains
the best therapeutic option, reducing the risk of recurrence or
progression to malignancy.
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