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Endometriosis is defined as the presence of endometrial

glands and stroma at extrauterine sites. It commonly occurs

in sites such as the bladder, ovaries, pelvic cul-de-sac,

bowel, or pelvic peritoneum but has been reported as dis-

tant as an upper limb [1]. Cutaneous endometriosis or

abdominal wall endometriosis has been extensively

described at the incisional scar of Caesarean sections up to

11 years post-operatively [2, 3]. Abdominal wall

endometriosis distant to the incisional site is a rare condi-

tion and has only been described once before in the liter-

ature. The cause is believed to be direct implantation of

endometrial tissues intra-operatively. Usually patients

complain of pain at the site during menstruation. We

describe the case of a 32-year-old female who attended for

an abdominoplasty who was found to have an abdominal

wall deposit of endometriosis 2–3 cm superior to the right

lateral edge of the Caesarean scar.

The patient had had two uncomplicated Caesarean sec-

tions: the first was 5.5 years prior with twins, and the

second was eighteen months prior to her presentation. She

was known to have a wide rectus diastasis, which had had

some minor improvement with core exercises and Pilates.

Over the month preceding presentation to the senior author,

she had developed pain in her right lower abdominal wall

at the time of menstruating. She had no prior history of

endometriosis. The pain was severe enough for her to

present to her local emergency department and then sub-

sequently to her local general practitioner. She underwent

two ultrasound examinations which reported a tender area

measuring 2.2 9 0.8 9 1 cm in size with appearances

suggestive of a small hernia, most likely a Spigelian hernia

with no change in size with Valsalva. The radiologist

suggested a CT scan to provide more clarification. A

biopsy was not indicated as it was believed to be a hernia.

On initial consultation with us, she presented for an

abdominoplasty to treat her abdominal wall and skin laxity

and for possible repair of the hernia to improve her pain.

Physical examination revealed her to be slim with excess,

stretched, atrophic skin of her lower abdomen and around

her umbilicus. Her Caesarean section scar was well healed,

and there was an impression of fullness in her right iliac

fossa, without any obvious mass or hernia (Fig. 1a). Clin-

ically she had a rectus diastasis of around 4 cm. A com-

puted tomography (CT) scan was ordered prior to surgery

which showed no hernia, but some inflammation and

stranding in the subcutaneous tissue of the right lower

abdomen (Fig. 2). This corresponded to the area of pain.

The scan also confirmed widening of the linea alba mea-

suring 40 mm in width below the level of the umbilicus.

She wished to proceed with an abdominoplasty with rectus

diastasis repair, with a plan to excise the area of concern

and send this for histological examination.

& Louise Photiou

louise.photiou@gmail.com

1 The Alfred Hospital, 55 Commercial Road Street,

Melbourne, VIC 3004, Australia

2 Melbourne Pathology, Collingwood, VIC, Australia

3 Re Plastic Surgery, Toorak, VIC, Australia

4 Box Hill Hospital, Box Hill, VIC, Australia

123

Aesth Plast Surg (2019) 43:980–981

https://doi.org/10.1007/s00266-019-01402-9

http://orcid.org/0000-0002-9441-3943
http://www.springer.com/00266
http://crossmark.crossref.org/dialog/?doi=10.1007/s00266-019-01402-9&amp;domain=pdf
https://doi.org/10.1007/s00266-019-01402-9


At the time of surgery, a firmmasswas located on the right

abdominal wall. It was densely adherent to the underlying

fascia and contained within scar and abdominal wall sub-

cutaneous adipose tissue. The abdominoplasty was per-

formed without issue, and she made an excellent recovery.

Histopathological examination revealed endometriosis,

characterized by several endometrial glands surrounded by

endometrial stroma, deep to the subcutaneous fat, within

the fibrous fascia layer, associated with fibrosis, extra-

vasated red blood cells and hemosiderin-laden macro-

phages (Fig. 3). There was no evidence of malignancy and

excision appeared complete.

No recurrence of any pain has been reported within a

4-month follow-up period. The patient is satisfied with the

improvement of her abdominal wall strength and also her

appearance (Fig. 1b).

This is the second case to be reported in the literature of

distant abdominal wall endometriosis [4] and the only one to

have occurred within the context of a patient seeking an

abdominoplasty. Women seeking correction of abdominal

wall defects and skin laxity have often had a previous Cae-

sarean section. Whilst the scar of a Caesarean section is now

commonly transverse rather than vertical, the muscle under-

neath is still separated vertically along the midline and

therefore fascia, muscle and adipose tissue may come into

contactwith the uterus and endometriumduring the extraction

of the neonate. Suspicion of an abdominal wall endometriosis

should prompt an ultrasound scan. This case serves to inform

aesthetic surgeons who perform abdominoplasties of the

potential increasing incidence of abdominal wall

endometriosis within the context of increasing Caesarean

sections worldwide. A history of a mass that is painful at the

time ofmenstruation should alert the surgeon to the possibility

of an abdominal wall focus of endometriosis.
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Fig. 1 a Patient prior to surgery. It demonstrates the laxity of skin

and an arrow points to the area of pain. b Patient 4 months after

surgery. We believe it demonstrates an excellent outcome in terms of

both functional and aesthetic change

Fig. 2 One image from the CT scan which shows the area of pain

Fig. 3 Endometriosis: endometrial glands surrounded by endometrial

stroma with extravasated erythrocytes and haemosiderin laden

macrophages (Haematoxylin and Eosin stain, 9 200 magnification)
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