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ABSTRACT 

We report the case of a 33-year-old female who presented with endometriosis of the anterior abdominal wall following 
Caesarean Section at the surgical incision site. Abdominal Incisional Site Endometriosis can pose a diagnostic dilema 
owing to its relative rarity and vagueosity of symptoms, vis-a-vis, cyclical abdominal pain and occasional palpable mass 
associated with menstruation. A greater index of suspicion should be prompted in such patients especially if symptoms 
occur following pelvic surgery such as Caesarean Sections, hysterotomy, and myomectomy. 
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1. Introduction 

Endometriosis was first described by Rokitansky in 1860 
and is defined as the presence and proliferation of func- 
tional endometrial tissue outside the uterine cavity, the 
commonest site being within the pelvis [1]. Remote from 
the pelvic area, Extrapelvic endometriosis has been docu- 
mented in the vulva, urinary tract, gastrointestinal tract, 
chest wall, lungs and central nervous system [2].  

Abdominal wall endometriosis is very uncommon and 
is usually associated in the scar after previous pelvic 
surgery [3]. An endometrioma is the development of en- 
dometriotic tissue into a distinct mass. We have dubbed 
this Abdominal Incision Site Endometrioma (AISE). 

We present the clinical findings, radiologic features 
and treatment of a patient with AISE and propose that the 
condition is not as rare as once thought due to misdiag- 
nosis. 

2. Case Report 

A 33 year old female presented with a one year history of 
intermittent abdominal pain in her suprapubic region. 
The pain became worse during her menses and has in- 
creased progressively with time. For the past year she has 
been complaining of a vague swelling in her abdomen 
that was increasing in size.  

The patient had her menarche at the age of 13 years. 
Thereafter she had 27-day to 28-day menstrual cycles 
and menstrual periods lasting 6 to 7 days with normal 
blood loss. She had a delivery two years ago via Caesar- 

ean Section. 
Examination findings revealed an ill-defined mass in 

the suprapubic region, 1 cm left of the midline measuring, 
1.5 cm by 1.5 cm which was extremely tender and firm. 
The tenderness persisted with contraction of her rectus 
abdominis muscles, implying extraperitoneal pathology 
(Carnett’s Sign). A healed Pfannenstiel incision was 
noted just inferior to the mass. No inguinal lymph nodes 
were palpated. All other examination findings were es- 
sentially normal. 

The diagnosis of AISE was entertained and an MRI of 
her abdomen including her anterior abdominal was per- 
formed to determine the extent of the lesion. A 2 cm by 
1.5 cm mass with increased vascularity was noted. The 
mass was confined to the subcutaneous tissue and supe- 
rior to the rectus muscle (Figure 1).  

The mass was completely excised along with sur- 
rounding tissues and an abdominoplasty was performed. 
The cut specimen demonstrated a fatty mass with collec- 
tions of clotted blood. Histology revealed endometrial 
glandular tissue with clear excision margins.  

3. Discussion 

Endometriosis is defined as the presence of functional 
endometriotic tissue outside the uterine cavity [4-6]. En- 
dometriosis most commonly affects the pelvic organs, 
with the ovary being affected in 30% - 40% of cases and 
followed by the uterine peritoneum, the fallopian tubes, 
the bladder, the rectum, the vulva, and the pelvic liga- 
ments in decreasing order of frequency.  

Extrapelvic endometriosis has been documented in the  *Corresponding author. 
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Figure 1. MRI of abdomen axial cut showing endometrioma 
superficial to rectus abdominis. 
 
bladder, kidney, bowel, lymph nodes, lungs, umbilicus, 
hernia sacs, and abdominal wall [7]. Abdominal wall 
endometriosis usually involves incision sites from hys- 
terectomy, laparoscopic port sites and Cesarean section, 
which accounts for 0.03% to 0.4% of endometriosis [8]. 
The endometriotic deposit is usually confined to the ab- 
dominal skin and subcutaneous tissue with sparing of the 
muscle and rectus sheath. In fact, endometriosis involv- 
ing the rectus abdominis muscle is very rare. To date, 
only 19 such cases have been reported in the medical 
literature [9] since it was first described in 1984 by Ama- 
to and Levitt [10].  

Like other forms of endometriosis, AISE is associated 
with periodic pain, odor, itch and bleeding corresponding 
to the menstrual cycle [3]. There may be an associated 
mass that can become tense and tender due to recurrent 
bleeding and fibrotic scar formation. Carnette’s test may 
be useful in localizing the pathology to an extraperitoneal 
or more superficial subcutaneous site and may be useful 
when MRI scanning is not readily available.  

Several diagnostic tools can be used to confirm the 
diagnosis. Ultrasonography and computed tomography 
may demonstrate and confirm the superficial nature of 
the mass. The gold standard is magnetic resonance im- 
aging which can detect small lesions and confirm its 
vascularity as it did in this case.  

Fine needle aspiration cytology FNAC can confirm the 
diagnosis of AISE by demonstrating epithelial cells, stro- 
mal cells and hemosiderin laden macrophages. FNAC 
can however seed the needle tract and spread endometrial 
tissue [11].  

Cancer antigen 125 (CA-125) is elevated in endome- 
triosis and can be used to monitor treatment. It however 
is also elevated in gynecologic malignancies and is there- 
fore not diagnostic [12].  

The development of the mass usually occurs 1-2 years 
after the pelvic surgery [13]. Some of the differentials for 

AISE include abscess formation, hematoma, suture gra- 
nuloma, inguinal hernia, sarcoma, and metastatic cancer. 
However these conditions can easily ruled out with a 
proper clinical evaluation and imaging. 

Medical management using oral contraceptive, dana- 
zol, gonadotropin-releasing hormone agonists, proges- 
terones, aromatase inhibitors, and transcutaneous nerve 
stimulation have all been employed [14,15]. These mo- 
dalities can produce decidualization, atrophy of endo- 
metrial tissue, and for relieving pain, but recurrence after 
cessation of medication and the untoward side effects 
makes surgical resection the treatment of choice [3,6, 
7,16]. 

Standard surgical management involves the excision 
of all endometriotic tissue including skin, subcutaneous 
tissue and rectus fascia with muscle when involved. Ex- 
cision of the anterior abdominal wall musculature may 
require mesh reconstruction [17]. In our case, complete 
excision of the AISE tissue was performed down to the 
fascial tissue. To compensate for the potentially large 
asymmetric and aesthetically displeasing wound closure, 
we performed a mini-abdominoplasty, removing the ex- 
cess, striated lower quadrant postpartum skin.  

In conclusion, AISE is not a common finding, but we 
believe that it is an underdiagnosed clinical entity. At the 
risk of sounding cliché, a detailed history, as well as a 
thorough examination will likely reveal the diagnosis and 
can be further supported by appropriate imaging tech- 
niques (ultrasound, CT or MRI). Whenever the diagnosis 
is uncertain, FNAC can be used to obtain a cellular di- 
agnosis. Total wide excision of the lesion is the treatment 
of choice and can be safely combined with a “mini- 
tummy-tuck” to produce a cosmetic scar. 
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