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Umblical Endometriosis: Presentation of A Rare Case
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ABSTRACT
Primary umblical endometrosis is a rarely seen entity. It consists of only 0.5 - 1% of extragenital endometrosis. Endometriosis may
present in different regions with various clinical conditions. In this case report, a 45 years-old patient with an approximately 3 cm
sized mobile, inflamed nodule with irregular appearance in umblicus which has cyclic umblical bloody discharge and pain during
menstruation was underwent a total umblical excision. Cutaneous endometriosis was diagnosed as a result of the histopathological
evaluation. With this case report, we want to emphasize that umblical endometriosis should be considered and taken in mind during
evaluation of umblical nodule which lead to pain and bloody discharge from the umblicus with cyclic menstrual pain. And also, the
diagnosis should be supported histopathologically after excision.
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Introduction
Endometriosis is defined as the presence of
endometrial glands and stroma in anatomic areas
other than the uterus. Endometriosis is observed in
the 6-10% of women who are at the reproductive age
period and it causes infertility and pain in 35-50% of
these women. Although it is frequently seen in pelvis;
it has been identified in some cases with very rare
locations such as umbilical region, subcutaneous
connective tissue, skin, perineum and pleura (1).
Umblical endometriosis has been observed often in
patients undergoing laparoscopic surgery and it is
reported that endometrial tissue inoculates after
iatrogenic cause. Primary umblical endometriosis is a
rare form of extragenital endometriosis which is
accounted for approximately 0.1-1 % of all cases.
Endometriosis may present in different locations
with various clinical situations. These cases may apply
to general surgery, plastic surgery, urology and
gastroenterology clinics as well as applying to
obstetrics and gynecology clinics. Radiological
imaging holds limited place in the diagnosis of
extragenital endometriosis. Diagnosis usually is made
by pathologic examination after surgery (2).
We aimed to present a rare case of umbilical
endometriosis with bloody umbilical discharge and
pain.

during menstrual period. Patient had regular
menstruation on every 27 days lasting for 5 days.
Patient had no history of dysmenorrhea, dyspareunia
and pelvic pain. Her medical history did not have any
history of trauma and umbilical surgery. On physical
examination, approximately 3 cm in size mobile,
irregular appearance of a inflamed nodule in umblicus
was detected. Pelvic examination revealed a normal
uterus and ovary with intrauterine device. On
transvaginal ultrasound examination, a normal uterus
with 6 mm of endometrial thickness and intracavitary
located intrauterine device was detected. Two simple
cysts with diameters of 20 and 30 mm were detected
on bilateral ovaries. Uterine parenchyma was
heterogeneous and there was intrauterine device
material on the Computerized Tomography.
No pathologies were detected in other intraabdominal organs.
The patient was underwent to umblical mass excision
under general anesthesia, the umblical nodule was
resected with providing a at least 0.5 cm surrounding
healthy tissue. (Fig. 1). Patient was discharged on the
3rd day post-operatively uneventfully.
Histopathological examination was reported as
cutaneous endometrosis (Figure 2). On follow-up
examinatons, the patient was free of symptoms and
no recurrence was detected at 10 months after
operation.

Case Report

Discussion

A forty five year old gravida 6, parity 6 patient
admitted to our outpatient clinic with complaints of
cyclic pain and bloody discharge in the umbilical area

Endometrosis is typically seen of the 10% of female
population of reproductive age and usually seen in the
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Fig. 1. Appearance of ectopic endometriosis in the patients
abdomen

Fig.
2.
Histopathological
Appearance
endometriosis stained with hematoxylin eosin

of

pelvic cavity. (3). Extragenital endometrosis is less
than 1% (4). Umbilical endometrosis described for
the first time by Von Recklinghausen in 1885 (5).
Umbilical endometriosis can present with complaints
of local pain, tenderness, and discoloration that can
present in the form of masses during menstruation.
Generally, a mass with 0.5 to 3 cm in diameter is
palpated. Superficial ulceration and bleeding in lesions
can be seen (6). In this case, we thought the umblical
endometriosis due to the cyclic bloody discharge, pain
and inflammed appearance with 3 cm diameter mass
in umblical region as reported in the literature.
Endometrosis develops in two mechanisms according
to the etiology. Secondary endometrosis usually is
developed after a surgical operation. It often occurs
after a caesarean section and episiotomy repair (7).
Primary, spontaneous endometrosis is not seen after a
surgical procedure. Primary endometrosis is only 0.51% of all endometrosis. Most commonly it is seen in
the umbilicus (8). Rarely, secondary endometrosis are
seen on umbilicus surgeries. In our case, due to the
lack of a history of previous surgery or trauma it is
considered as primary endometriosis.
According to the general popular view, the secondary
endometrosis occurs due to the implantation of tissue
in surgical incision. Based on another theory,
endometrosis may develop upon proliferation of
other cells which transfer through the lymphatics (9).
The general belief is that the development of
endometriosis is multifactorial.
Umblical endometrosis is the form of 30% of the skin
endometrosis. In 15% of those cases, there are also
pelvic endometrosis (10). In our case, due to the lack
of gynecological complaints, and a normal pelvic
ultrasonography and CT image, abdominal
exploration was not performed.
Excision is used widely for surgical treatment.
However, danazol, a long-acting progesterone can be

used in cases that can not be totally excised and
frequently recurred. GnRH analogues are also
effective in preventing recurrence (11). We performed
total excision of umblical nodule in our case. We did
not apply any medical treatment on pre-operative and
post-operative period. The differential diagnosis
should include melanoma, primary or secondary
carcinoma, hernia, keloid, and embryological
remnants in these cases (12). The differential
diagnosis should be made by histopathologic
evaluation. In our case cutaneous endometriosis were
confirmed as a result of histopathological evaluation.
The recurrence rate of extragenital endometriosis was
reported to be 2-46%. 27% of these cases underwent
surgical treatment and 34% of cases were reported to
underwent conservative approach. The possible
prognosis is reported to be good in case of total
excision especially in cases involving the skin and
subcutaneous tissue (6). The endometriotic focus
should be removed with a 5 mm in diameter
surrounding the normal tissue in order to avoid the
rupture or spillage of endometriotic tissue (13). A 0.5
cm solid tissue including umblicus in our patients was
totally removed. No recurrence was detected on the
10th postoperative months follow-up examination.
Umbilical endometrosis is extremely rare. A cyclic
pain and bloody discharge in umblicus during
menstruation should prompt the diagnosis of
umblical endometriosis. Total excision should be
applied and the diagnosis should be confirmed with
histopathologic examination.
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