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The importance of extragenital endometriosis for 
surgeons

Cerrahlar için ekstragenital endometriozisin önemi

ABSTRACT

Objective: In this study, the characteristics of patients who were treated in our 
General Surgery Clinic with extragenital endometriosis are described. In addition, 
increasing the awareness of clinicians to these rare situations.is aimed.
Methods: Patients who were operated in General Surgery Clinic between January 
2010 and January 2017 were included in the study. The data of the patients were 
retrospectively analyzed from their files. Demographic data, anamnesis and physical 
examination findings, localizations, and number of endometriomas with endometrio-
sis were recorded.
Results: Sixteen patients who met the study criteria were included in the study. The 
mean age of the patients was 32.8±6.9 (min-max: 21-44) years and 14 (87.5%) patients 
were premenopausal women while all cases had undergone at least one or more than 
one cesarean sections The most frequent symptom was palpable mass (n=15) and fol-
lowed by cyclic pain (n=12). Extragenital endometriomas were located close to the 
cesarean section scar in 13 (81.25%), on umbilical region in two and inguinal region 
in one patient. The mean diameter of the masses was 39.5±18.1 mm (min-max: 10-75 
mm). The mean follow-up period of the patients was 43 months (range: 18-79 months). 
During the follow-up period, recurrence was detected in one patient.
Conclusion: Extrapelvic endometrioma should be suspected in the differential diag-
nosis in patients who had undergone gynecologic or obstetric surgery and had a mass 
lesion developed on the abdominal wall regardless of the presence of cyclic pain.
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ÖZ

Amaç: Bu çalışmada, ekstragenital endometriozis nedeni ile Genel Cerrahi kliniğimiz-
de opere edilmiş hastaların özellikleri tanımlanmaktadır. Ek olarak klinisyenlerin bu 
nadir durumlar karşısında farkındalığının artırılması amaçlanmıştır.
Yöntem: Ocak 2010 ile Ocak 2017 yılları arasında Genel Cerrahi Kliniğinde opere 
edilmiş hastalar çalışmaya alınmıştır. Hastaların verileri dosyalarından geriye dönük 
olarak incelenmiştir. Hastaların demografik verileri, öykü ve fizik bakı bulguları, 
endometriozis yerleşimleri ve sayıları kayıt edilmiştir. 
Bulgular: Çalışma kriterlerine uygun olan 16 hasta çalışmaya alındı. Hastaların orta-
lama yaşı 32,8±6,9 (21-44) idi. On dört (%87,5) hastanın premenopozal dönemde 
olduğu, tüm olgulara en az bir ya da daha fazla sezaryen uygulandığı saptanmıştır. En 
sık saptanan semptom ele gelen kitle (n=15) iken, ikinci sıklıkla siklik ağrı (n=12) 
olduğu bulundu. Ekstragenital endometrioma 13 (%81,25) hastada sezaryen skarına 
yakın yerleşimli iken, iki hastada umblikal, bir hastada ise inguinal bölge yerleşimli 
idi. Kitlelerin ortalama çapı 39,5±18,1 mm (10-75 mm) idi. Ortalama izlem süresi 43 
ay (18-79 ay) idi. İzlem süresince bir hastada rekürrens saptandı.
Sonuç: Jinekolojik veya obstetrik bir ameliyat geçirmiş bir hastada karın duvarında 
gelişen kitlelerde siklik ağrı olsun ya da olmasın ayırıcı tanıda ekstragenital endomet-
riomadan şüphelenilmelidir. 
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IntroductIon

Endometriosis can be described as a condition in 
which the endometrial glands and stroma develop 
outside the uterine cavity. Ectopic endometrial tissu-
es are primarily found in the pelvis, especially in the 
ovaries, and cause dysmenorrhea, pelvic pain and 
infertility. Endometriosis affects 6%-10% of women 
in their reproductive age (1). Extragenital or extrapel-
vic endometriosis is located outside the genital tract 
and is detected in 8.9% of endometriosis cases (2). 
Extragenital endometriosis (EE) can be detected in 
scar tissue in several different areas such as eyes, 
lungs, umbilicus, bile ducts, liver, skin and abdomi-
nal wall (3). Endometriosis occurring in these different 
locations cause quite diverse symptoms, thus making 
the clinical diagnosis often difficult (4). The palpable 
mass of EE can be with or without associated pain.

These masses cause problems in making a diffe-
rential diagnosis as they could be mistaken for abs-
cess, lipoma, lymphadenopathy, suture granuloma, 
foreign body or benign or malignant tumours (2,5). 
This study describes the characteristics of patients 
who were treated in our general surgery clinic for EE. 
In addition, we intend to raise the awareness of sur-
geons in these rare situations. 

MATERIALS and METHODS

This study was conducted using data collected bet-
ween January 2010 and January 2017 from patients 
who were admitted to the general surgery clinic of the 
Tepecik Training and Research Hospital of University 
ofHealth Sciences The data of the patients with a pat-
hological diagnosis of endometriosis were examined 
retrospectively using digital (ProBel Inc.) files.

	 Informed consent forms were obtained from 
all patients for these examinations and surgical pro-
cedures. Local ethics committee approval was obtai-
ned for this study, and demographic data, anamnesis 
and physical examination findings and localisations, 
and numbers of endometriomas were recorded. 
Patients whose recorded data were insufficient, who 

did not follow up with the required medical examina-
tions and who had no extragenital disease despite 
their definitive pathological result indicating endo-
metriosis were excluded from the study. The study 
patients were invited to regular medical examinations 
in the hospital. The median follow-up period of the 
patients was 43 months (range: 18-79 months), and 
investigations were carried out based on anamnesis, 
physical examination and ultrasonography.

RESULTS

EE was diagnosed incidentally when a patient was 
examined for ovarian cysts. None of the patients 
other than those with EE were examined by additio-
nal imaging methods, except ultrasound. EE was 
diagnosed correctly in 11 patients, whereas: granulo-
mas in 2, hernia in 1, abscess in 1 and tumour in 1 
patient were histopathologically diagnosed during 
postoperative period.

Data of 16 out of 19 patients who were operated 
for endometriosis in the general surgery clinic, were 
analysed in this study. Two patients with missing data 
and one patient who could not attend the follow-up 
check-ups were excluded. The mean age of the pati-
ents was 32.8±6.9 years (range: 21-44 years). Of the 
16 study patients, 14 (87.5%) were premenopausal, 
and all patients had at least one or more caesarean 
sections. The most frequent symptom was found to 
be the palpable mass (n=15), followed by cyclic pain 
(n=12).

EEs were located near the caesarean section scar 
in 13, umbilical region in 2 and inguinal region in 1 
patient. EE located on the abdominal wall was close 
to the caesarean section scar tissue in 11 of our pati-
ents, and mass lesions of these patients were located 
in the rectus muscle.

The mass lesions of all patients were resected 
leaving a clear surgical margin. The mean diameter 
of the masses was 39.5±18.1 mm (range: 10-75 mm). 
During the follow-up period, endometriosis recurred 
in one patient, and was treated by excision. The deta-
ils of the patients are summarised in Table 1.
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DISCUSSION

This study shows that EE most commonly deve-
lops near the caesarean section scar. Abdominal wall 
endometriosis is found in 0.03%-1.5% of the patients 
during postoperative period after cesarean section (6). 
Endometrial implants can generally be found on the 
surface near the scar tissue or in the muscles of the 
same region (7). The primary relationship between the 
scar tissue and the developed endometrioma in such 
areas can be explained by the theory that is based on 
the spread of endometrial cells to the surgical area 
during the operation (8,9). All our study patients with 
endometriosis localized on the abdominal wall had 
EE after the cesarean section in accordance with this 
theory. In addition, fine needle biopsies applied for 
the abdominal wall endometriomas are known to 
pose a risk for the development of a new lesion (10). 
Although needle biopsy might be useful in the diag-
nostic stage for extreme cases, pathological examina-
tion is crucial for making a definitive diagnosis. For 
this reason, we excised the endometriomas leaving 

safety margins for all patients. We used a prolene 
mesh to repair the post-excision defect in only one 
patient. 

Therefore, in cases of EE disruption, endometrial 
tissues can be transplanted to the wound. However, it 
should not be forgotten that endometriosis can be 
detected on the abdominal wall after surgical proce-
dures such as appendectomy and hernia, despite the 
absence of a previous obstetric or gynecological his-
tory (5). In addition, some studies have reported that 
25% of abdominal wall endometriosis coexist with 
concurrent pelvic endometriosis. Therefore, the pati-
ents must be evaluated in this context as well (11).

In this study, mass and cyclic pain were identified 
as the most common clinical manifestations of EE. 
Based on the literature, the most frequently observed 
symptoms are presence of a mass and pain, although 
some patients may be asymptomatic (12). This is why 
when a mass is detected in a patient who had under-
gone gynecological surgery, especially when the 
mass is close to the scar tissue, endometrioma should 
be considered in the differential diagnosis, regardless 
of whether the pain is associated with the mass. 

The most common symptom among patients with 
abdominal wall endometriosis was found to be the 
mass, and the second most common symptom was 
cyclic pain. Based on the results of preoperative 
anamnesis, physical examination and ultrasound ima-
ging, EE was diagnosed correctly in more than two-
thirds of our patients. Suture granulomas, abscesses, 
hernia, hematomas and desmoid tumours should be 
considered in the differential diagnosis, and additional 
imaging methods should be carried out in certain 
cases (2). In addition, if the clinician does not suspect 
this rare condition in the differential diagnosis and 
does not warn the pathologist, making a histopatholo-
gical diagnosis might be problematic. At least two of 
the endometrial stroma, endometrial-like glands and 
hemosiderin pigments must be looked for during the 
pathological examination (13); however, if the patholo-
gist is not informed about this differential diagnosis in 
the absence of endometrial glands, the endometrial 
stroma and macrophages could be underdiagnosed. 

Table 1. Characteristics of patients with extragenital endometriosis.

Age
Parity
Premenopausal
Caesarean Section
Presenting symptom
Mass
Pain (cyclic)
Pain (noncyclic)
Dyspareunia
Dysmenorrhea
Bleeding
Duration of symptoms (months)
Diagnosing tool
Ultrasonography
CT
MRI
Single mass
Two masses
Accurate diagnosis
Wrong diagnosis
Location of the mass
Near the scar
Far from the scar
Diameter of the mass (mm)
Recurrence
Follow-up (months)

n

14/16

15
12
3
0
1
0

15
0
1
16
0
11
5

13
3

1

%

87.5

93.75
75

18.75
0

6.25
0

98.75
0

6.25
100
0

68.75
31.25

81.25
18.75

6.2

Range 

21-44
1-4

16/16

1-41

10-75

18-79

Mean±SD

32.8±6.9
2

100

12.54±11.72

39.5±18.1

43.1±17.6

CT, computarized tomography; MRI, magnetic resonance imaging; mo, 
months.
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It has been reported in the literature that not clea-
ning the surgical site with saline after the surgery and 
the use of sutures or sponges contaminated with 
endometrial cells lead to the development of endo-
metriosis on the abdominal wall. Considering the 
increasing rates of cesarean sections, performing a 
careful operation and irrigating the surgical area with 
saline solution and changing used surgical gloves and 
all materials at the end of the surgery are highly 
recommended to prevent the incidence of endometri-
osis (9,14). 

This study has demonstrated that the excision of 
the mass with safety margins is sufficient for the 
curative treatment of EE. Only one of our patients 
had recurrence during the follow-up period of appro-
ximately 4 years. Recurrence rates in the literature 
have been reported to be between 3% and 16% (5,7). 
The recurrence rate observed in our study is consis-
tent with the literature and emphasises, once again, 
the importance of en bloc resection with clear boun-
daries.

Umbilical endometriosis is generally seen as 
secondary to a surgical incision, but when it occurs 
spontaneously, it is known as primary endometriosis.
History of gynecological procedures in our cases 
suggests that our cases are secondary endometriosis. 
Medical therapy is an option in cases of umbilical 
endometriosis, but rarely cures it (15). That is why, a 
surgical procedure might be preferred as demonstra-
ted in our study. The literature indicates only excision 
of the mass and preservation of the umbilicus as tre-
atment options (16). In addition, total excision of the 
mass with the umbilicus has been recommended to 
prevent recurrence, regardless of the size and locati-
on of endometriosis (17). Given the increasing aesthe-
tic concerns today, we consider protection of the 
umbilicus, especially in young patients, as a more 
appropriate and sufficient treatment option.

Female patients generally visit the general surgery 
outpatient clinics with a diagnosis of masses detected 
in the inguinal area. However, the literature states 
that this uncommon pathology is hardly recognised 
by general surgeons due to its rarity (18). Therefore, if 

a woman with a gynaecological surgical history has a 
particularly painful mass in the inguinal area, the 
surgeon should suspect inguinal endometriosis that 
might provide a recurrent hernia appearance as a dif-
ferential diagnosis (19).

Our research naturally has the limitations of a 
retrospective study. In addition, subgroup analyses 
were not performed due to the low number of cases.

Extrapelvic endometrioma should be suspected in 
patients wo had gynecological surgery and mass in 
the abdominal wall in the differential diagnosis, 
regardless of the occurrence of cyclic pain. Regarding 
the treatment of extrapelvic endometrioma located in 
the wall of the abdomen, excision with safety mar-
gins is sufficient. The fact that the masses are far 
from the scar tissue should not be a criterion of exc-
lusion this entity in the differential diagnoses, and 
surgeons need to be aware of this issue.
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