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Extrapelvic endometriosis - 
our experience
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Endometrioza extrapelvică - experiența personală

Endometriosis is the second most common gynaecologic 
entity, affecting up to 15% of women of reproductive 
age. It is defined by the presence of functional 
endometrial tissue (glands and stroma) outside 
the uterine cavity, which is responsive to hormonal 
stimulation. Although it predominantly locates on 
peritoneal surfaces, extrapelvic endometriosis has been 
reported in almost all parts of the body giving rise to a 
wide variety of clinical symptoms. Only a few cases of 
spontaneous endometriosis are described, the majority 
being strongly related to obstetrical or gynecological 
procedures. The etiology that completely explains the 
cause and pathogenesis of extrapelvic endometriosis 
is unknown. The diagnosis represents a real challenge 
for the clinicians, being neither easy nor routine. 
Neoplastic transformation was reported. The optimal 
treatment is still under debate for each location.
Keywords: extrapelvic endometriosis, 
endometriosis, scar endometriosis

Abstract
Endometrioza este a doua cea mai frecventă afecţiune 
ginecologică, afectând până la 15% dintre femeile de 
vârstă reproductivă. Este definită că prezenţa de ţesut 
endometrial funcţional (glande și stromă) în afara cavităţii 
uterine, ţesut responsiv la stimul hormonal. Deși se găsește 
preponderent pe suprafeţe peritoneale, localizări ale 
endometriozei extrapelvice au fost raportate la nivelul 
aproape oricărei părţi a organismului, cauzând o mare 
varietate de simptome. Au fost descrise puţine cazuri de 
endometrioză extrapelvică spontană, majoritatea fiind 
consecutive unor intervenţii obstetricale sau ginecologice. 
Etiologia care să explice pe deplin cauzele și patogeneza 
endometriozei rămâne încă necunoscută. Diagnosticul 
reprezintă o adevărată provocare pentru clinicieni, nefiind 
ușor sau de rutină. S-a raportat transformarea neoplazică a 
leziunilor endometriozice. Calea optimă de tratament este 
încă subiect de dezbateri pentru fiecare dintre localizări.
Cuvinte-cheie: endometrioză extrapelvică, 
endometrioză, endometrioza cicatricelor

Rezumat

Introduction
Endometriosis is represented by the presence of func-

tional endometrial tissue outside the uterine cavity(1). It 
involves pelvic or extrapelvic sites, giving rise to a wide 
variety of clinical symptoms(2). Only few cases of spontane-
ous episodes are described, most of them being related to 
obstetrical or gynaecological procedures. The pathogenesis 
of extrapelvic endometriosis is unknown(2,3). The diagnosis 
represents a real challenge for the clinicians. Malignant 
transformation was reported(4). The best treatment is 
still under debate for each site. We present seven cases of 
extrapelvic endometriosis diagnosed and treated in the 
last 3 years in the Obstetrics and Gynaecology Depart-
ment of “Nicolae Malaxa” Clinical Hospital, Bucharest: 
three cases of abdominal wall endometriosis developed 
on caesarean section scars, two cases of episiotomy scar 
endometriosis, one case of primary umbilical endometri-
osis and one case of anterior vaginal wall endometriosis 
involving the urethra.

Case reports
Case 1
Three 28 to 39-year-old women experiencing cyclic 

monthly pain involving the abdominal caesarean scar 
and mild dysmenorrhoea 3 to 5 years after the procedure. 

Clinical exam was normal. Abdominal ultrasound and 
MRI of the the abdominal wall demonstrated in all cases 
subcutaneous cystic masses measuring 3.4 cm, 2.3 cm and 
3.1 cm located in the abdominal wall fat, adjacent to the 
musculoaponeurotic layer. Surgery was performed with 

Figure 1. Scar endometriosis, stain HE 4x, glandular structures included in 
endometrial stroma
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a wide local excision and reconstruction of the abdomi-
nal wall. Laparoscopic pelvic inspection revealed in two 
cases millimetric foci of peritoneal endometriosis in the 
Douglas pouch. Frozen section and pathologic paraffin 
wax examinations found endometrium glands and stroma 
(Figure 1). Hormonal therapy was provided for all patients 
after the surgery. At follow-up sessions, all patients were 
asymptomatic.

Case 2
Two 42 year-old and 46 year-old ladies, at 10 and re-

spectively 6 years after vaginal delivery, showed signs of 
perineum discomfort, pain and bluish swellings at the 
episiotomy scar. In both cases, CA-125 plasmatic levels 
were in normal ranges. The diagnosis was episiotomy 
scar endometriosis (Figure 2) and surgery was offered 
to both of them. The older patient chose the hormonal 
therapy, which failed to control the symptoms and, two 
years later, the intervention was performed. The surgical 
interventions were performed by a team of surgeons and 
gynaecologists, considering the possible involvement 
of the anal sphincter. Two and respectively 4 nodules, 
1-4.5 cm in diameter, infiltrating the anal sphincter, the 
levatorani muscle, the ischiorectal fossa and the rectum 
wall were removed after wide dissection. Sphincteroplasty 
was required in one case. Pathologic examination found 
glands and endometrial stoma, hemosiderin deposits 
(Figure 3). The uterus and adnexa had normal appearance 
at postoperative abdominal ultrasound and MRI. Postope-
rative hormonal therapy with Depo-Provera in both cases, 
and followed by aromatase inhibitors and noretisterone 
acetatein in the older patient’s case (as enrollee in an 
international, multicenter clinical trial held within our 
department) strengthened the surgical treatment.

Case 3
A 46-year-old lady, with an uncharacteristic personal his-

tory, presents excruciating abdominal pain and a large irredu-
cible umbilical hernia (8/10 cm) with no signs of peritonitis or 
bowel obstruction. The initial diagnose was incarceration of 
the omentum in the umbilical hernial sac. On ultrasound, the 
hernial sac hosted a 4-cm hypoechoic mass. Surgery revealed 
an endometriotic nodule. Omphalectomy, partial omen-
tum resection and a 3/4 cm endometriotic nodule excision 
with abdominal wall reconstruction were performed. Since 
no other macroscopic endometriotic peritoneal implants 
were found, the final diagnosis was simultaneous primary 
umbilical endometriosis and umbilical hernia, supported by 
pathologic examination (endometrium-like glands with and 
endometrium-like stroma with hemosiderin deposits - Figu-
res 4, 5 and 6) and IHC positive tests for endometrial markers 
(‘Ck 7’, ‘AE1-AE3’, ‘CD10’). The postoperative evolution was 
uneventful. The patient is screened for endometriosis relapse 
every 3 months, the CA-125 plasmatic levels maintain within 
normal ranges and no signs of local recurrence are present.  

Case 4
A 38-year-old woman, complaining of dysmenorrhea, 

dyspareunia and recurrent urinary tract infections, symp-
toms developed after her instrumental fourth vaginal deli-
very. Physical examination demonstrated a 2-cm mass on 
the lower segment of the anterior vaginal wall. Cystoscopy 

showed external urethral wall compression. Perineal ultra-
sound suggested a cystic mass in the vaginal wall. Surgery 
found a vaginal endometriotic cyst. Pathologic evaluation 
of the surgically excised lesion revealed endometriosis. The 
postoperative evolution was simple.

Discussions
Endometriosis is a benign disease, usually affecting the pel-

vic peritoneum. Despite its rarity, extrapelvic endometriosis 
has been described in almost all parts of the body(3), giving 
rise to a wide variety of clinical symptoms(2). Its presence is 
strongly related to prior gynaecologic or obstetric surgery(1). 
The diagnosis of this disorder represents a challenge for the 
clinicians, because catamenial features of endometriosis are 
characteristic, but not always present among symptoms of 

Figure 2. Episiotomy scar endometriosis

Figure 3. Episiotomy scar endometriosis - stain HE 4x - ischiorectal fossa nodule 
with giant cell reaction to foreign body (Catgut) associated with endometriosis
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extrapelvic endometriosis(3). We thoroughly searched for 
this clinical signature of endometriosis in our anamnesis 
and found it only in three cases.

Our report concern some case of primary extrapelvic 
endometriosis involving the umbilicus and six others deve-
loped on surgical scars. We highlight in this report the long 
duration from the previous obstetric intervention to clinical 

manifestations, as well as normal CA-125 plasmatic levels at 
the time of diagnosis in all cases. The pathogenesis is easy 
to explain for scar endometriosis - direct inoculation during 
surgical intervention with subsequent response to oestrogen 
stimulation(5). For primary umbilical endometriosis, one of 
the rarest encounters, the pathogenesis is still being under 
debate(6). In our case, its presence was uncovered acciden-
tally due to incarceration of the omentum in the umbilical 
hernial sac. Ultrasound scan or the more expensive CT and 
MRI scanning were used to exclude intra-abdominal exten-
sion in all cases. The differential diagnosis was made with 
other disorders such as primary or metastatic malignancies, 
inflammatory processes or other benign lesions (lipoma, in-
clusion cyst, haemangioma). Histopathological examination 
confirmed in all cases the clinical diagnosis. Rarely needed, 
immunohistochemical assay supported the results of the 
previous examination. Although malignant transformation 
was rarely reported(4), wide local surgical excision is manda-
tory to prevent this from happening, as well as to prevent 
local recurrence, to enable accurate pathological diagnosis 
and to obtain good cosmetic outcomes(2). The therapeutic 
approach varies from simple observation, to surgical or 
hormonal treatment or a combination of these methods(3). 
Hormonal therapy often fails to control the disease, though 
its utility increases when used as preoperative management 
or to strengthen the surgical treatment(3).

Conclusions
Endometriosis can be considered a “parasitic-like” tissue for 

its ability to implant itself and to maintain its functionality 
in almost all parts of the human body(1). Extrapelvic involve-
ment is rare without prior pelvic surgery, with a wide range 
of clinical symptoms(2). Catamenial features of endometriosis 
are characteristic, but not always present among symptoms 
of extrapelvic endometriosis(3). The diagnosis is neither easy, 
nor routine. Histopathology confirms the diagnosis. Surgery 
is the only one capable to enable accurate pathological diagno-
sis, to prevent local recurrence or malignant transformation 
and to obtain good cosmetic outcomes(2,4).   n
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Figure 4. Umbilical endometriosis, stain HE 4x, keratinized squamous-cell 
epithelium and multi-layered glandular structures included in an edemato-
us endometrial stroma

Figure 5. Umbilical endometriosis, stain HE 40x, endometrial-like tissue 
with hemosiderin deposits

Figure 6. Endometriosis, stain VG20x, endometrial-like tissue with hemosi-
derin deposits
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