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ABSTRACT

Abdominal wall endometriosis (AWE) is a rare extra pelvic manifestation of endometriosis, most commonly
associated with prior cesarean section, and is frequently misdiagnosed due to nonspecific clinical features. This
retrospective case study describes the presentation, diagnostic evaluation, and surgical outcomes of patients with
abdominal wall and umbilical endometriosis at a single institution. Ten patients with pathologically confirmed
endometriosis following surgical excision were identified. Eight cases involved the abdominal wall and two involved
the umbilicus. All patients with abdominal wall lesions had a history of cesarean delivery, while neither patient with
umbilical endometriosis had prior abdominal surgery. The most common presenting features were localized
abdominal wall pain and a palpable mass, often with cyclical exacerbation. Magnetic resonance imaging and
computed tomography were employed selectively for lesion characterization and operative planning. All patients
underwent surgical excision with clear margins, resulting in significant postoperative symptom improvement and no
immediate complications. Abdominal wall endometriosis should be considered in the differential diagnosis of
abdominal wall masses, particularly in patients with a history of cesarean section and cyclical pain. Surgical excision
remains the definitive treatment and is associated with excellent clinical outcomes.
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INTRODUCTION

Endometriosis is a chronic gynecologic condition defined
histologically by the presence of endometrial glands and
stroma outside the uterine cavity. Common sites include
the ovaries, pelvic peritoneum, and fallopian tubes;
however, ectopic endometrial tissue may also be
identified in extrapelvic locations. Abdominal wall
endometriosis (AWE) is a rare extrapelvic manifestation
in which endometrial tissue is found within the layers of
the abdominal wall. The reported incidence of abdominal
wall endometriosis ranges from approximately 0.03% to
3.5%, reflecting substantial heterogeneity in diagnostic
criteria and case ascertainment.'The most frequently
described subtype is cesarean scar endometriosis (CSE),

where ectopic endometrial tissue implants within or
adjacent to a prior surgical scar following cesarean
delivery.'™ Several pathogenetic mechanisms have been
proposed. The implantation theory suggests iatrogenic
seeding of endometrial cells into the abdominal wall
during uterine incision and closure.? More recent genetic—
epigenetic models propose that intracellular alterations
affecting aromatase activity and estrogen production may
contribute to lesion persistence and growth.! Cesarean
scar endometriosis accounts for an estimated 0.03%—
0.45% of all cesarean deliveries, but up to 80%—-85% of
reported AWE cases occur in patients with a history of
caesarean section.>*> True prevalence is likely
underestimated, as definitive diagnosis typically requires
surgical excision with histopathologic confirmation, and
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many patients experience prolonged diagnostic delays.
For endometriosis overall, the interval between symptom
onset and diagnosis has been reported to range from 3 to
10 years, which likely contributes to under-recognition of
abdominal wall disease.>®

Although AWE is most often associated with prior
abdominal surgery, spontaneous cases without surgical
history have been reported, most commonly involving the
umbilicus and groin in 58% and 36% of cases,
respectively.>*® We present an observational study of
patients with abdominal wall endometriosis treated at a
community hospital serving a diverse population.

CASE SERIES

We conducted a retrospective chart review of patients
presenting with abdominal wall endometriosis (AWE) at
a community hospital from October 2016 to October
2025. The inclusion criteria consisted of pathologically
confirmed endometriosis following surgical excision.
Using the EPIC software, data collection included
demographics, clinical parameters, imaging, and
management.

A total of 10 patients with a mean age of 38 years were
found to have AWE: 2 cases specifically located at the
umbilicus (UE) and 8 cases in different locations on the
abdominal wall, with an average of 1 case per year. All
patients with abdominal wall lesions had a documented
history of cesarean section, while neither patient with
umbilical endometriosis had prior abdominal surgery, so
they were considered to have primary endometrioma. In
terms of BMI distribution, 40% of patients had a BMI of
25-29.9, 30% (BMI 18.5-24.9), 20% (BMI 30-34.9), and
10% (BMI>35).

There was no statistical difference in the parity of
patients, as 40% of patients had 3 or more children and
20% were nulliparus. Palpable masses with localized pain
were identified in 80% of patients. 60% of patients had a
mass size ranging from 4 to 5.9 cm. None of the patients
had a known prior history of endometriosis. CT was
performed in 30%, magnetic resonance imaging (MRI) in
20%, mostly for larger lesions and unclear margins.
100% of the patients underwent surgical wide local
excision with clear margins. Definitive diagnosis was
established by histopathologic examination of excised
specimens showing the presence of endometrial glands
and stroma within fibrous or adipose tissue of the
abdominal wall.

DISCUSSION

Abdominal wall endometriosis (AWE) is a rare
extrapelvic manifestation in which endometrial tissue is
found within the layers of the abdominal wall. The
reported incidence of abdominal wall endometriosis
ranges from approximately 0.03% to 3.5%, reflecting
substantial heterogeneity in diagnostic criteria and case

ascertainment. The most frequently described subtype is
cesarean scar endometriosis (CSE), where ectopic
endometrial tissue implants within or adjacent to a prior
surgical scar following cesarean delivery.'™

Large retrospective cohorts and narrative reviews report
that approximately 80%—-85% of AWE cases occur in
patients with a history of abdominal surgery, with lesions
typically developing adjacent to surgical scars.'>® The
proposed pathogenetic mechanisms include iatrogenic
implantation of endometrial cells during surgery,
followed by genetic and epigenetic modulation that
enables ectopic tissue survival and proliferation.! This
study supports previously reported associations between
abdominal wall endometriosis and prior cesarean delivery
as all the patients with abdominal wall lesions had a prior
history of cesarean delivery, further reinforcing this
association.

A notable and clinically important feature of AWE is the
prolonged latency between the cesarean section and
symptom onset. Reported intervals range from 3 years to
more than a decade, which significantly contributes to
delayed diagnosis and treatment.®® In our study, the
latency period was between 4 and 11 years. This delay is
compounded by the nonspecific nature of symptoms and
limited awareness of extrapelvic endometriosis among
non-gynecologic clinicians. As a result, patients are
frequently misdiagnosed with hernias, suture granulomas,
lipomas, abscesses, dermatologic conditions, or foreign
body reactions before the correct diagnosis is
established.'®!!

Clinically, AWE most often presents as a palpable
abdominal wall mass associated with pain that may
worsen cyclically with menses, a feature reported in
approximately 70%-90% of cases.>*’ However, non-
cyclical pain, swelling, or bleeding is also common and
may obscure the diagnosis.>!?> The majority of our
patients reported pain exacerbation during menses,
consistent ~with  hormonally responsive ectopic
endometrial tissue. Occasionally, non-cyclic pain was
also reported. In patients with prior cesarean delivery,
tenderness or mass formation near the surgical scar raised
clinical suspicion for AWE. Umbilical endometriosis,
which accounted for two cases in this study, represents a
rare subset of extrapelvic disease and is more frequently
spontaneous, occurring in patients without prior
abdominal surgery.>® These lesions pose particular
diagnostic challenges due to variable presentation and are
often mistaken for benign umbilical conditions such as
granulomas, omphaloliths, and keloids. Some are even
mistaken for a primary or metastatic malignancy.'%!!:!3
Cutaneous manifestations can occur such as discoloration
or cyclical bruising overlying the lesion, but they were
not prominent features in our study. Imaging plays a
crucial role in the evaluation of suspected AWE,
primarily to narrow the differential diagnosis and guide
surgical planning. Ultrasound is typically the first-line
modality and demonstrates the high sensitivity—
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exceeding 95% in large series—when clinical suspicion
is present.””'* Sonographic findings are variable and may
include solid, cystic, or mixed echogenic masses with
irregular margins and internal vascularity on Doppler
imaging.!*!> Computed tomography (CT) is not routinely
the primary modality for diagnosing abdominal wall
endometriomas but may incidentally detect lesions during
evaluation of abdominal pain or palpable masses. On CT,
AWE typically appears as a solid or mixed-density mass
within the abdominal wall, often associated with the
rectus muscle or surgical scar, with variable enhancement
after contrast administration.

CT can be particularly useful in assessing lesion extent,
involvement of adjacent structures, and excluding
alternative intra-abdominal pathology.'%'> MRI provides
superior soft-tissue contrast and more accurately
delineates lesion size, depth, and involvement of fascia or
muscle, making it particularly valuable for preoperative
planning in larger or infiltrative lesions.*'* Typical MRI
findings include solid masses with variable signal
intensity on TI1- and T2-weighted sequences, often
enhanced on fat-suppressed images.* Despite advances in
imaging, no modality is pathognomonic, and umbilical
endometriosis has been reported to mimic malignancy on
advanced imaging, including 18F-FDG PET/CT,
underscoring the limitations of radiologic assessment
alone. '

Definitive diagnosis therefore relies on histopathologic
confirmation. Histology does not reliably distinguish
reversible from irreversible disease, and while
microscopic  lesions may occasionally  regress,
symptomatic lesions generally progress and warrant
excision. CT and MRI are helpful for anatomic
localization and surgical planning. Fine-needle aspiration
is not routinely performed, given its limited diagnostic
yield and the need for definitive surgical excision.*!*

Surgical management with wide local excision remains
the treatment of choice, with reported symptom
resolution rates exceeding 90% in most series.>”2
Recurrence rates are relatively low, typically reported
between 4% and 11%, and are strongly associated with
incomplete excision or inadequate margins.*® Some
authors advocate excision with at least a 1 cm margin of
healthy tissue to minimize recurrence.* In our study, the
majority of patients experienced an uncomplicated
postoperative course and significant symptom relief.
There was no recurrence.

Although medical therapy and minimally invasive
techniques such as high-intensity focused ultrasound have
demonstrated short-term symptom improvement, these
approaches lack robust long-term outcome data and are
generally reserved for selected patients.* Hormonal
therapy may provide temporary symptom relief but are
generally considered adjunctive rather than definitive.?

Malignant transformation of endometriosis is rare—
estimated at approximately 1% —most commonly
resulting in clear cell or endometrioid carcinoma.”!>!7
Approximately thirty cases of clear cell carcinoma arising
from AWE have been reported worldwide in the
literature. It is a highly aggressive tumor that tends to
metastasize and recur. There is no specific treatment
protocol but platinum based chemotherapy following
cytoreductive surgery has been successful. Clinician must
have a high index of suspicion in patients with history of
long-standing endometriosis and prior abdominal surgery
presenting with an abdominal mass.'®!7 The risk of
malignancy, although small, combined with the high
frequency of diagnostic delay and misdiagnosis,
underscores the importance of pursuing timely surgical
excision.

Limitations

Limitations of this study include the small sample size,
retrospective design, and reliance on surgically confirmed
cases, which may underestimate the true prevalence of
AWE. Follow-up duration may be insufficient to capture
late recurrences.

CONCLUSION

Abdominal wall endometriosis is an uncommon but
clinically significant entity that should be included in the
differential diagnosis of abdominal wall masses,
particularly in patients with a history of cesarean section.
Early recognition based on clinical presentation and
imaging can facilitate timely surgical management,
reduce diagnostic delay, and improve patient outcomes.
Surgical excision with adequate margins remains the
definitive treatment and offers excellent symptom relief
with low recurrence rates.
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