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bdominal wall endometriosis (AWE) is a 
chronic gynecological condition defined by 
the ectopic presence of functional endometrial 

tissue outside the uterine cavity. While its most 
common presentation is pelvic endometriosis, there 
are less frequent extrapelvic manifestations that can 
pose a diagnostic challenge, such as AWE. This 
variant has been classically associated with a history 
of gynecologic or obstetric surgical procedures—
particularly cesarean sections—and is estimated to 
affect less than 1% of patients undergoing such 
interventions. AWE most commonly occurs in women 
of reproductive age, typically presenting with cyclical 
pain or palpable masses along surgical scars. 
However, in the context of abdominal plastic surgery, 
AWE may present silently and be detected incidentally 
during procedures such as abdominoplasties,  
 

 
 
 
 
 
 
 
 
panniculectomies, or lipectomies. Despite its potential 
clinical implications, AWE in plastic surgery settings 
has been scarcely reported in the literature, which may 
contribute to underdiagnosis and limited intraoperative 
recognition. With the steady rise in abdominal 
procedures performed for aesthetic and reconstructive 
purposes, an increase in AWE case detection is 
foreseeable, warranting greater awareness among 
plastic surgeons. 

Timely diagnosis and complete surgical 
excision are essential to prevent complications such as 
local recurrence, chronic pain, or—albeit rarely—
malignant transformation. This paper presents a case 
of incidentally diagnosed abdominal wall 
endometriosis during an abdominoplasty and includes 
a literature review emphasizing diagnostic 
considerations and surgical management.  

A

Background:  
Abdominal wall endometriosis (AWE) is a rare manifestation of extrapelvic 
endometriosis, typically associated with prior gynecological surgeries such as 
cesarean sections. It often presents with cyclical pain or nodules along 
surgical scars but may also remain asymptomatic, especially in plastic 
surgery settings where it can be discovered incidentally. We report the case 
of a 32-year-old woman with a history of cesarean section who underwent an 
elective abdominoplasty. Intraoperatively, a firm, immobile nodular mass 
adherent to the rectus abdominis and aponeurotic plane was identified and 
biopsied. Histopathological evaluation confirmed the presence of ectopic 
endometrial glands and stroma, consistent with AWE. Although AWE has 
been widely described in gynecology and obstetrics, its recognition in plastic 
surgery remains limited. Most cases are linked to iatrogenic implantation of 
endometrial tissue during abdominal procedures. Diagnosis relies on imaging 
and histopathology, with ultrasound and MRI being the modalities of choice. 
Surgical excision with wide margins is the definitive treatment, significantly 
reducing the risk of recurrence. Larger lesions may require mesh 
reinforcement or flap reconstruction, and all excised tissues should undergo 
histopathological examination to exclude malignancy. AWE should be 
considered in reproductive-age women undergoing abdominal surgery, 
particularly those with previous cesarean sections. Its incidental detection 
during aesthetic or reconstructive procedures underscores the need for 
increased awareness among plastic surgeons. Early identification and 
complete excision are essential to prevent recurrence and ensure optimal 
outcomes. Interdisciplinary follow-up is recommended to monitor for 
potential disease progression. 
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Figure 1. Endometrioma adhered to the abdominal wall in the 
hypogastric region, displaying an irregular morphology and a 
reddish-violet coloration. In image (A), the lesion is shown prior to 
manipulation, with visible areas of fibrosis and hemorrhagic foci. 
In image (B), after further surgical exposure, infiltration into the 
surrounding fibroadipose tissue is observed. The firm, immobile 
consistency of the mass, along with the presence of hemosiderin-
laden macrophages on histopathological examination, confirmed 
the diagnosis of abdominal wall endometriosis.  
 

Case report 
 

A 32-year-old female patient with no relevant 
gynecological or obstetric medical history, except for a 
cesarean section performed eight years prior, 
underwent a scheduled abdominoplasty. During the 
procedure, a firm, non-mobile, nodular mass 
measuring approximately 3 × 5 cm was identified, 
firmly adhered to the aponeurotic plane and rectus 
abdominis muscle Figure 1. The lesion had a hard 
consistency and was surrounded by satellite 
hemosiderin-laden macrophages. Given the suspicion 
of an underlying pathological condition, an 
intraoperative consultation with the general surgery 
team was requested. Following multidisciplinary 
evaluation, an incisional biopsy was performed. The 
surgery proceeded without complications. 
Histopathological analysis revealed fibroadipose tissue 
containing endometrial glands and stroma, along with 
hemosiderophages, confirming the diagnosis of 
abdominal wall endometriosis Figure 2.   
 
Discussion 

 
Abdominal wall endometriosis (AWE) 

represents an uncommon manifestation of extrapelvic 
endometriotic disease. Although it has been 
extensively documented in gynecologic and obstetric 
contexts, its occurrence during plastic surgery 
procedures remains underestimated. Current literature 
establishes a strong association between this condition 
and prior abdominal surgeries, particularly cesarean 
sections, which are considered the primary risk factor 
[1, 2]. It is estimated that 68% to 85% of AWE cases 
are located over cesarean section scars, with a reported 
incidence ranging from 0.03% to 1% [3]. This  

 
Figure 2. Histopathological study of the abdominal wall tumor 
using hematoxylin and eosin stain: fibroadipose tissue with 
endometrial stroma.  

prevalence is mainly attributed to the iatrogenic 
implantation of endometrial tissue at the surgical site 
during the procedure, which subsequently implants 
and proliferates under hormonal influence [4]. 
Nevertheless, in patients without a direct surgical 
history, alternative mechanisms have been proposed, 
including coelomic metaplasia and lymphatic 
dissemination [2]. A notable case was reported by 
Harrah et al., where a patient developed AWE in the 
context of a post-traumatic abdominal hematoma, 
suggesting retrograde implantation of endometrial 
cells as a possible etiology [2]. 

From a clinical perspective, AWE presents 
with heterogeneous symptomatology. Although a 
classical diagnostic triad has been described—cyclical 
abdominal pain, a palpable mass along a surgical scar, 
and a history of gynecological surgery [1]—this 
constellation is not present in all cases. Studies by 
Payton et al. and Harrah et al. document incidental 
diagnoses of AWE in asymptomatic patients 
undergoing plastic surgery [1, 5]. Conversely, in a 
series by Sumathy et al., a high frequency of cyclical 
pain and swelling at the scar site was reported in 
93.8% of evaluated patients [2]. This broad phenotypic 
variability is a relevant factor contributing to 
diagnostic delays. Doroftei et al. report that the 
average interval from symptom onset to definitive 
diagnosis may range from two to three years [3]. 
Added to this is the variability in the postoperative 
latency period, which may extend from several months 
to over a decade [2, 3], further complicating early 
clinical suspicion. 

The diagnostic approach to AWE should be 
grounded in a high index of suspicion, particularly in 
reproductive-age women with prior surgical history 
presenting with painful abdominal nodules. High-
resolution ultrasound is the initial imaging modality of 
choice, enabling the identification of ill-defined 
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hypoechoic lesions with a possible hyperechoic 
peripheral halo, described as the “Medusa head sign” 
[3, 5]. Doppler evaluation usually reveals low 
vascularity in these lesions [3]. In complex or deeply 
infiltrating cases, computed tomography (CT) and 
magnetic resonance imaging (MRI) provide detailed 
anatomical information for surgical planning [5, 6]. 
Definitive diagnosis, however, always requires 
histopathological confirmation, which must 
demonstrate the presence of ectopic endometrial 
glands and stroma [4]. While fine-needle aspiration 
(FNA) may be diagnostically useful in certain cases, 
its use is limited due to the risk of hemorrhage or 
cellular seeding [1, 5]. 

In the field of plastic surgery, the incidental 
discovery of AWE during procedures such as 
abdominoplasty or panniculectomy necessitates a 
decisive therapeutic approach. The standard treatment 
consists of complete surgical excision of the lesion 
with wide margins of at least 1 cm [2, 5]. Available 
evidence indicates that incomplete resections carry a 
significant risk of recurrence, with reported rates as 
high as 28% [3]. In contrast, complete excision with 
adequate margins results in cure rates exceeding 90%, 
as demonstrated by the series of 16 patients by 
Sumathy et al., in which no recurrences were 
documented [2]. Both Payton et al. and Harrah et al. 
emphasize the importance of systematically submitting 
surgical specimens for histopathological examination 
to confirm the diagnosis and rule out malignant 
transformation, a rare but documented occurrence [1, 
5]. 

The reconstructive strategy following excision 
depends on the size and location of the resulting 
defect. In small cases, primary closure may be 
sufficient [5]. However, for large lesions or those 
involving fascial components, the use of prosthetic 
meshes may be necessary to ensure abdominal wall 
integrity and prevent complications such as incisional 
hernias [7]. Van Varsseveld et al. reported a case 
involving resection of a 13 cm endometrioma 
reconstructed with a retrorectal mesh and onlay 
technique, highlighting the relevance of a 
multidisciplinary surgical approach involving plastic, 
general, and gynecologic surgeons [8]. Likewise, in 
lesions involving the umbilicus or adherent skin, 
complementary techniques such as umbilicoplasty or 
local flaps may be required to preserve aesthetic 
outcomes [1]. 
 
Conclusion 
  

Although rare, abdominal wall endometriosis 
(AWE) is a clinically relevant condition that should be 
included in the differential diagnosis for reproductive-
age women with a history of abdominal surgery—even 
in the absence of classic gynecological symptoms. Its 

incidental discovery during plastic surgery procedures 
such as abdominoplasties or lipectomies highlights the 
importance of plastic surgeons recognizing its 
potential presentations and adopting an appropriate 
therapeutic approach. Complete surgical excision with 
oncologic margins remains the cornerstone of 
treatment, and timely intervention can prevent 
recurrence, optimize aesthetic outcomes, and reduce 
associated complications. Systematic submission of 
excised tissue for histopathological evaluation is 
essential to confirm the diagnosis and rule out 
malignant transformation. 

Given its potentially multifocal nature, 
interdisciplinary follow-up—particularly with 
gynecology teams—is crucial to ensure 
comprehensive care and to monitor for possible 
progression of endometriotic disease at other sites. As 
the number of abdominal procedures for aesthetic or 
reconstructive purposes continues to rise, increasing 
awareness of AWE among plastic surgeons will 
enhance early detection, effective management, and 
improve the overall prognosis of affected patients.  
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