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Umbilical Endometriosis: Differential Diagnosis of Incisional Umbilical Hernia

Abstract

Endometriosis is an extra-uterine localization of functional endometrial tissue consisting of glands and stroma. The most com-
mon site is the internal genitalia, however, there are other locations. Umbilical endometioma represents a differential diagnosis 
with several pathologies. Treatment is based on surgical removal of the lesion. We report the case of a patient with umbilical 
endometriosis who was taken for engorged umbilical hernia, because the patient was ashamed to report catamenial bleeding on 
examination. The diagnosis was evoked during hospitalization, which coincided with her menstrual period. The MRI was also 
in favor of endometriosis. This was confirmed at anapath after resection of the lesion.
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Introduction
Endometriosis is an extra-uterine localization of functional en-
dometrial tissue consisting of glands and stroma [1]. The most 
common site is the internal genitalia. Other extra-genital loca-
tions are less frequent (0.03-0.4%) [2].

Umbilical endometriosis is rare, representing 0.5 to 1% of all 
extragenital endometrioses [3]. t may be primary or second-
ary to surgery. Differential diagnoses are essentially primary 
or incisional umbilical hernia, nodular melanoma, primary or 
metastatic cancers, granulomas and keloids.
We report the case of a patient with umbilical endometriosis 
who was treated for engorged umbilical hernia.

Case Report
The patient was 44 years old, had undergone 3 midline cae-
sarean operations, the last one 3 years ago, and had no other 
particular pathological history. The history of her illness dates 
back 2 years, with the appearance of an initially painless um-
bilical tumefaction, appearing cyclically, whose evolution was 
marked 1 year later by its painful persistence. Clinical exami-
nation revealed a median subumbilical laparotomy scar with 
an umbilical mass that was firm, painless, irreducible and in-
durated at its base, with no inflammatory signs. The rest of the 
somatic examination revealed no other abnormalities.

Abdominal CT suggested an incisional hernia with a sponta-
neously dense formation at the level of the median scar, with 
irregular contours probably related to a keloid scar.
During her hospitalization, the patient presented bleeding 
through the umbilicus, coinciding with her menstrual period 

Figure 1: Physical examination showing umbilical mass 
bleeding during menstrual period.

and that she was ashamed to report.  We therefore carried out 
an abdominal MRI, which revealed a roughly rounded, well-
limited formation with regular contours, in discrete T1 and T2 
hyposignal, diffusion hypersignal and without ADC diffusion 
restriction, enhanced after injection of gadolinium. There are 
also a few T1 hypersignal spots, measuring 34 x 22 mm and 
extending over 31 mm. A second lesion of the same charac-
teristics was found subumbilically in the subcutaneous fat on 
the median scar lateralized to the right. Measuring 38 x 31 mm 
and extending over 39 mm, raising the possibility of parietal 
endometriosis.

Surgical exploration revealed a 4 cm umbilical mass with no 
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Figure 2: CT images suggestive of ombilical hernia.

Figure 3: MRI images showing the lesion evoking umbilical 
endometrioma.

parietal defect, a second 3 cm subcutaneous mass and a 1 cm 
nodule in the anterior parietal peritoneum. All three masses 
were resected. The abdominal wall was then closed in ana-
tomical planes.  Pathology confirmed endometriosis in all three 
masses.

Discussion
Endometriosis is the ectopic implantation of functional endo-
metrial epithelium outside the uterine cavity [4]. It is most often 
found in the pelvis (ovaries, fallopian tubes, broad ligaments, 
recto-vaginal septum, round and bladder ligaments), extra-pel-
vic, notably abdominal (appendicular, ureteral, etc.) or extra-
abomino-pelvic (cardiac, pulmonary, pleural, diaphragmatic, 
cerebral, parietal). Of these, parietal endometriosis is the most 
common1. Endometriosis is parietal when the ectopic location 
is superficial to the peritoneum5. It may be superficial (subcu-
taneous tissue), intermediate (attached to the fascia) or deep 
(in the parietal muscle). Umbilical endometriosis is one of the 
most common parietal endometrioses.

Several theories have been put forward to explain this ectopic 
implantation, including reflux migration via the tubes, lympho-
vascular migration theory and cellular metaplasia [5,6].
It is a chronic pathology that mainly affects women of child-
bearing age, with a peak around the age of 40. Diagnosis is 
often made later than the onset of symptoms, due to a lack of 
awareness of the pathology [3,4].

Umbilical endometriosis essentially manifests as a painful 
mass with a catamenial character. The cyclical nature of the 
pain is an important element of orientation, but its absence 
does not eliminate the diagnosis. It may be absent in 13% of 
cases [7]. Clinical signs may appear in the weeks or even years 
following surgery [4]. In our patient, the interval between the 
operation and the onset of symptoms was 12 months. The nod-
ule may be located higher than the scar, which may be offset 
from the deep scar [1]. The classic presentation includes the 
triad of cyclical abdominal pain at the time of menstruation, a 
palpable mass and a history of caesarean section or other gyn-
aecological surgery [7].

Ultrasound and CT images of scar endometriosis are not very 
specific. They may appear as fluid collections or as tissue. In 
fact, the appearance of lesions depends on hormonal impreg-
nation, depending on the cycle. They may be solid, cystic or 
mixed [4,8].

MRI is the examination of choice in the search for deep endo-
metriotic lesions indicating medical treatment associated with 
excision surgery [4]. It provides a better definition of the size of 
the mass, its relationship with neighbouring structures, particu-
larly the deep plane, and infiltration into surrounding tissues, 
useful information for choosing the best method of closure of 
the fascial defect during surgery [5,11]. However, signal char-
acteristics and contrast enhancement patterns are not specific, 
and it is not always possible to determine the true histological 
nature of soft tissue masses, with a few exceptions [6].

Different imaging modalities (ultrasound, MRI, CT scan) are 
not specific but are useful for determining the extent of disease 
and aiding surgical resection planning, particularly for large, 
recurrent lesions [6].

Once identified, the endometrioma must be completely excised 
and sent to pathology [9].  Treatment is based primarily on ex-
cision of the mass with safety margins of at least 1cm to reduce 
the risk of recurrence10. Hysterectomy is a last-line treatment 
suitable for patients who do not wish future fertility and who 
have not responded to more conservative management [11].
Even though ultrasound-guided fine needle aspiration can pro-
vide diagnosis, surgical excision is recommended for both di-
agnosis and treatment of an abdominal wall mass [12].

Finally, it should be noted that endometriosis has been shown 
to undergo a rare malignant transformation in 0.7-1.5% of all 
cases of endometrioma. It is therefore important to be proac-
tive in the treatment of symptomatic endometriosis, particu-
larly in atypical locations such as those adjacent to the abdomi-
nal wall. Some studies report that malignant transformations 
have a significant mortality rate, of up to 43% in the absence 
of treatment [11].
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