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Abstract

Endometriosis of the abdominal wall is the development of endometrial tissue in the anterior part of the abdomen, usually
due to an operation in which the uterus is manipulated. It is a rare entity. It is often misdiagnosed, leading to unnecessary
referrals. Gynaecologists and general surgeons need to be aware of this entity to avoid any embarrassment to the patient

due to delayed diagnosis. Medical treatment was ineffective. Surgical excision of the mass was the treatment for

endometriotic lesions.
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Introduction

Endometriosis is defined as the abnormal implantation of
functional endometrial epithelium with stroma outside the
uterine cavity. It affects women during their reproductive
years, with a prevalence of 10%. Its main sites are endopelvic,
mainly involving the internal genitalia (ovaries, fallopian
tubes, myometrium), the utero-sacral ligaments, the broad
ligament and the bladder. Localization in extra-genital organs
is less well described. Parietal endometriosis is a rare clinical
entity; its occurrence on surgical scars, particularly
Pfannenstiel scars, is even less rare (0.03 to 0.4% of all
endometrioses), but constitutes the most frequent parietal
localization [1]. It is suspected on a number of clinical and
radiological grounds but is only confirmed histologically.

Parietal endometriosis requires surgical treatment.

Case report

This is a 44-year-old patient, mother of 2 live children by
caesarean section, with history of total inter-annexal
hysterectomy in 2018, with anapath: simple hyperplasia
without endometrial atypia, lcm uterine leiomyoma, no signs
of malignancy, presenting with chronic pelvic pain,
exacerbated 6 months prior to admission, with no urinary or
digestive disorders.

On clinical examination: pfannenstiel scar + painful palpation
all along the linea alba with perception of a 3cm painful mass
founded in the subumbilical adipose panniculus adherent to
the rectus abdominis muscle (figure 1).

Pelvic ultrasound: anterior hypogastric parietal mass
infiltrating the rectus abdominis muscle measuring 30mm,

probably related to an endometriotic graft, hypoechogenic
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with irregular contour and peripheral vascular pedicle (figure
2).
On pelvic MRI: median subumbilical parietal nodule

measuring 5.6 cm, associated with significant infiltration of

the parietal fat opposite (figure 3). The patient underwent
excision of the parietal mass (figure 4). Pathology: 3.6 cm
tissue formation,

morphological  appearance  of

endometriosis.

Figure 1: 3cm mass founded in the subumbilical adipose panniculus adhering to the rectus abdominis muscle

MASSE PAROI PELVIENNE MEDIANE

>

Figure 2: Ultrasound image shows a 3cm parietal mass

Figure 3: Subumbilical median parietal nodule

Discussion

Endometriosis, first described by Rokitansky in 1861, is a
common benign gynecological disorder defined as the ectopic
implantation of endometrial glands and stroma outside the
uterine cavity. Endometriosis is classified as internal or
external depending on the involvement of the uterine

muscular layer [2-4]. Endometriosis can also be classified as

pelvic or extrapelvic, depending on its location. Pelvic
endometriosis includes lesions of the fallopian tubes, ovaries
and pelvic peritoneum. Extrapelvic endometriosis refers to
endometriotic implants found in other areas of the body,
including the gastrointestinal tract, lung structures, urinary
system, abdominal wall, skin and even the central nervous

system.
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Figure 4: Surgical part

The mean age at presentation is 31 years [5]. The incidence
of the disease is between 6 and 10% of all women, and
between 35 and 50% of women with infertility and pelvic
pain. The abdominal wall is a rare site of extrapelvic
(external) endometriosis, where it usually develops in old
surgical scars. Endometriosis has been reported in many types
of surgical scars, including scars resulting from endoscopy,
Caesarean section, tubal ligation, hysterectomy, inguinal
hernia repair, laparotomy and the needle path of third-
trimester diagnostic amniocentesis. Scar endometriosis has
also been reported in a laparoscopic trocar port site.

The precise etiopathogenesis of endometriosis remains
controversial, and many theories have been proposed,
including cellular immunity, coelomic metaplasia,
implantation or retrograde menstruation, vascular and
lymphatic =~ metastases,  dissemination and  direct
transplantation [2,4,6]. Direct transplantation is probably the
mechanism responsible for the development of scar
endometrioma after caesarean delivery, hysterectomy,
appendectomy, laparoscopic trocar or episiotomy [6].
Endometrioma at the trocar port may develop from peritoneal
seeding of cells due to pneumoperitoneum or direct contact
of the excised lesion with the port tract [2,7].

Clinically: the symptomatology of parietal endometriosis is
essentially that of a painful mass with a catamenial character.
The cyclical nature of the pain is an important element of
orientation, but not indispensable for evoking the diagnosis
[1,8]. Lesions located on surgical scars, usually opposite the
Pfannenstiel scar, are usually painful masses averaging 2 cm

in size. Similar cases have been reported by Hedfi et al, who

describe two patients with painful parietal nodules associated
with cicatricial endometriosis [9]. A cyclical change in the
behaviour of very superficial lesions has also been described,
with bleeding and fistulation to the skin [1].

The differential diagnosis of surgical scar endometriosis is
broad and is often confused with other pathologies, such as
suture granuloma, abscess, inguinal or incisional hernia, soft
tissue sarcoma, desmoid tumor, lipoma, metastatic tumor and
sebaceous cyst. The pathological diagnosis of endometriosis
must therefore be confirmed [2].

Diagnosis is based primarily on clinical arguments. Other
diagnostic modalities include ultrasound with color Doppler,
CT scan and MRI. On 2D ultrasonography, scar
endometriosis may appear as cystic or multicystic, mixed or
solid masses, with internal vascularization on power Doppler,
but these findings are not specific [10]. Nor does CT play a
specific diagnostic role. MRI is a more useful modality for
pre-surgical evaluation of deep pelvic endometriosis,
infiltration of abdominal wall muscles and subcutaneous
tissues [11], but MRI is not cost-effective. Fine-needle
aspiration cytology has been used to help establish the
diagnosis. However, in cases of suspected incisional hernia,
this diagnostic modality should not be used. In addition,
recent reports have shown that FNAC fails to diagnose scar
endometriosis in many patients [12].

The standard treatment for parietal endometriosis is wide
surgical excision from the outset, even if this means
performing a parietoplasty to close the aponeurotic
dehiscence [7,13]. Medical therapy is also used in the

treatment of scar endometriosis and includes non-steroidal
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anti-inflammatory agents, oral contraceptives, gonadotropin-
releasing hormone analogues, aromatase inhibitors and
radiofrequency ablation therapy [2].

Post-operative follow-up by a gynecologist is recommended,
as there are risks of recurrence that can be successfully
managed by re-excision. To prevent the onset of scar
endometriosis, it has been suggested that at the end of
obstetric and gynaecological surgery, the abdominal wall
should be thoroughly cleaned and vigorously irrigated with a

high-jet solution prior to closure [14].

Conclusion

Long-term pain should not be taken for granted. A high index
of suspicion of cicatricial endometriosis should be present for
a swollen surgical scar with cyclic pain. MRI may be useful
for preoperative evaluation. Surgical excision is the treatment
of choice. Regular follow-up is necessary to detect

recurrence.
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