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Case Report
Olgu Sunumu 
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Primer umblikal endometriosis nadir bir hastalıktır ve göbekte ektopik endometrial dokunun varlığı olarak tanımlanır. Kutanöz endometriosisin 
klinik tanısı değişik klinik görünüm ve semptomlar nedeniyle zordur. Elli yaşındaki bayan hasta polikliniğimize göbek bölgesinde menstrüel 
dönemde kanama gösteren ağrılı bir nodül nedeniyle başvurdu. Özgeçmişinde pelvik cerrahi öyküsü olmayan hastaya lezyonun total eksizyonu 
ve histopatolojik incelemesi sonucunda primer umbilikal endometriosis tanısı konuldu. Bu olgu ağrılı umbilikal nodülü olan kadınlarda ayırıcı 
tanıda umblikal endometriosisin de düşünülmesinin gerektiğini vurgulamak amacıyla sunuldu.
Anahtar Kelimeler: Endometriosis, primer, deri, umbilikal

Primary umbilical endometriosis is a rare disorder and is defined as the presence of ectopic endometrial tissue within the umbilicus. The clinical 
diagnosis of cutaneous endometriosis remains challenging due to the variable clinical appearance and symptoms of the condition. A 50-year-
old female patient with no history of previous pelvic surgery was admitted to our outpatient clinic because of a painful nodule on her umbilical 
region, bleeding with her menstrual cycle. After a total excision and histopathological examination of the patient’s lesion, the diagnosis of 
primary umbilical endometriosis was established. This case highlights the importance of including primary umbilical endometriosis in the 
differential diagnosis in women with a painful umbilical nodule.
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Öz

Abstract

Introduction

Endometriosis is defined by the presence of functional 
endometrial tissue outside the uterine cavity. It is an 
important cause of infertility and affects 10-15% of all 
women of reproductive age1-3. 
Pelvic organs, especially the ovaries, the uterosacral 
ligaments and the pouch of Douglas are the areas in which 
endometriosis commonly occurs. Women with endometriosis 
often suffer from dysmenorrhea, menorrhagia, pelvic pain 
and infertility. 
Extra-pelvic endometriosis has been determined in numerous 

organs (i.e. gastro-intestinal organ, skin, diaphragm, lung, 

brain and surgical scar)3-6.

Umbilical endometriosis represents 0.5% to 1% of all cases 

of extragenital endometriosis. It usually occurs secondary to 

surgical scars, but very rarely presents as primary umbilical 

endometriosis7,8. 

Umbilical endometriosis manifets itself often as a dome-

shaped, brown nodule; typically intermittan pain and 

bleeding from the umbilicus during the menstrual period 

usually accompanies this evidence9.

We report here a rare case of primary umbilical endometriosis.
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A 50-year-old woman, gravida 2, was admitted to the outpatient 
clinics with an eight-month history of umbilical nodule. She stated 
that the nodule had slowly increased in size and had started to bleed 
concomitantly with the menstrual periods in the previous 6 months. Her 
medical history was unremarkable and she denied symptoms of pelvic 
endometriosis such as dysmenorrhea, abdominal pain or dyspareunia. 
She was not taking any oral contraceptives and had regular menstrual 
cycles.
On physical examination, she had a soft, painful swelling with a 
diameter of 2 cm in the umbilicus, which was irreducible by gentle 
digital pressure (Figure 1). Ultrasonography revealed a hypodense 
nodule of 0.5x1.5 cm in the umbilicus. Neither abdominal ultrasound 
nor abdominopelvic computed tomography (CT) revealed endometrial 
lesions. Given the absence of an endometrial lesion both on CT and 
ultrasound and previous abdominopelvic surgery, a diagnosis of primer 
umbilical endometriosis was initially discounted.
We decided to perform surgical excision and a sub-umbilical incision 
was made under general anaesthesia. Excision was performed with 
5-mm margins and all the fat and muscle up to the peritoneum were 
removed (Figure 2). There was no evidence of connection to the 
peritoneal cavity. The tumor was cut longitudinally and the cut-surface 
of the tumor was observed to be whitish grey. The cut specimens were 
fixed in 10% buffered formalin for 3 days and embedded in paraffin. 

Four µm-thick sections were made and stained with hematoxylin 
and eosin for histopathological examination. Histology confirmed the 
diagnosis of endometriosis and revealed the presence of multiple foci 
of endometrium composed of glandular and stromal elements. No 
epithelial atypical cell was seen and the excision appeared complete 
(Figure 3). Thus, our pathological diagnosis was made as primary 
umbilical endometriosis. 
Postoperative recovery was uneventful. The patient was informed 
about the risk of recurrence at the time of discharge. The patient was 
seen 3 months after the surgery and found to be asymptomatic with 
a normal umbilicus.

Discussion

Endometriosis is the presence of endometrial glands and stroma outside 
the uterine cavity and musculature and is a very common gynecological 
condition. It affects 10% to 15% of women in the reproductive age 
group1. Common locations of endometriosis are pelvic organs, mostly 
the ovaries, fallopian tubes, utero-sacral ligaments, recto-vaginal 
septum and pelvic peritoneum.
Extrapelvic endometriosis is a fairly uncommon disorder and difficult 
to diagnosis. The various sites are bladder, kidneys, ureters, bowel, 
omentum, liver, lungs, diaphragm, abdominal wall and extremities10,11.
Cutaneous endometriosis accounts for less than 5.5% of all 
endometriosis cases5,6. In the absence of a prior surgical history, 
endometriosis is termed spontaneous (primary) cutaneous 
endometriosis and it accounts for less than 5.5% of all cutaneous 
endometriosis12. Primary cutaneous endometriosis is mostly seen in the 
umbilicus. 
Umbilical endometriosis is a rare disorder, widely known among 
gynecologists, but possibly unfamiliar to many other specialists. It was 
first described by Villar in 1886; so called as “Villar’s umbilical nodule”2. 
Umbilical endometriosis substantially occur secondary to surgical, 
commonly laparoscopy, scars. An umbilical endometriotic lesion 
without surgical history is a rare condition. Some case reports have also 

Figure 1. Umbilical endometriosis nodule

Figure 3. Histological view of the lesion demonstrated endometrial 
gland and stroma (hematoxylin and eosin staining: x100).Figure 2. Excision of the nodule
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described the presence of umbilical endometriosis during pregnancy13.
The occurrence of secondary umbilical endometriosis can be explained 
by iatrogenic dissemination of endometrial cells during either 
laparoscopic or surgical procedures. However, the pathogenesis of 
primary endometriosis remains uncertain. Theories suggested include 
the implantation of cells through sanguineous or lymphatic spread, 
or differentiation from coelomic pluripotent cells in the skin5,14,15. 
Bu Umbilical endometriosis is commonly observed in patients of 
reproductive age. Its clinical manifestation consists of bluish-purple 
mass in the umbilicus, becoming swollen, painful and bleeding from 
the umbilicus during the menstrual period. They may be associated 
symptoms of coexistent pelvic endometriosis15,16.
The diagnosis is often clinical, based on symptoms reported by patients. 
Sometimes we can also use ultrasound imaging, CT scan or magnetic 
resonance imaging (MRI) to study the depth and the extent of the 
mass and if the mass is cystic or solid. However, CT scan and MRI are of 
little value in diagnosing intra-abdominal endometriosis17-19.
In patients operated on for umbilical endometriosis, laparoscopic 
exploration has been advocated in order to exclude possible further foci 
of intra-abdominal endometriosis, since pelvic endometriosis cannot be 
definitively excluded on transvaginal ultrasound or clinical examination. 
However, laparoscopic exploration remains debatable in asymptomatic 
patients2,4,6, and was not performed in our patient since she had no 
referred complaints typical for pelvic endometriosis. 
Pyogenic granuloma, hernia, residual embryonic tissue, primary 
or metastatic adenocarcinoma (Sister Joseph’s nodule), nodular 
melanoma, and cutaneous endosalpingosis must be taken into account 
in the differential diagnosis.
Treatment of endometriosis has not been standardized. Some authors 
first prescribe medical treatment such as progesterone, danazol or 
gonadotropin-releasing hormone analogues. While these treatments 
sometimes relieve symptoms such as pain and bleeding, they do not 
eliminate endometriosis, in particular, its cutaneous forms. It is therefore 
preferable to perform surgical excision with margins that are at least 5 
mm in diameter and depth20,21.
The risk of malignant transformation from umbilical endometriosis is 
very low. There is a few reported cases of endometriosis with malignant 
transformation22,23. No treatment for a long time might lead to malignant 
transformation. Early surgical treatment may also result in narrow excision.
Although endometriosis is a common gynaecological disease, primary 
umbilical endometriosis is a very rare disorder. Making a diagnosis is 
difficult and other causes of umbilical lesions should be considered. 
Primary umbilical endometriosis should be considered when examining 
any umbilical skin lesion in a female with no history of previous pelvic 
surgery, at fertile age, with cyclic symptoms like pain, swelling and 
bleeding associated with the menstrual and cannot be associated 
to pelvic endometriosis. Complete excision with successive histology 
is recommended for obtaining a definitive diagnosis and optimal 
treatment. 
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