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Abstract

Case Report

Parietal endometriosis is a rare clinical entity; it most often occurs after gynecologic or obstetric surgery. The typical
clinical presentation is that of a parietal mass associated with pain punctuated by menstruation. Parietal
ultrasonography finds a hypoechoic, heterogeneous formation with internal echoes. Doppler and MRI confirmed the
diagnosis of parietal endometriosis. The diagnosis is confirmed by histology. Treatment is essentially surgical and
based on the complete excision of the lesion. Through our case, we will emphasize the imaging aspects of this
pathology, which will allow the practitioner to make the diagnosis.
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INTRODUCTION

Endometriosis corresponds to the presence of
functional endometrial tissue ectopically outside the
uterine cavity. Its parietal location is rare, and it can
occur on all scars, especially after gynecological,
obstetric, or abdominal surgery [1, 2].

Endometriosis of the abdominal wall has been
described in different locations: the rectus abdominal
muscles, the umbilicus [3], cesarean section scars [4],
the skin, the adjacent tissues of abdominal or pelvic
surgery scars, the path of an amniocentesis needle [5] as
well as on the laparoscopy trocar orifice [6].

We report a case of abdominal wall scar
parietal endometriosis observed in a young 37-year-old
patient, a mother of three children born by cesarean
section.

CASE REPORT

Patient aged 37 years, married and mother of
03 children born by cesarean section, the last one was
four years ago. The onset of the symptomatology dates
back to six months ago with the appearance of cyclic
hypogastric pain in which the examination found a

swelling in the left rectus abdominal muscle without
other associated signs. The parietal ultrasound
examination showed an oblong formation, with regular
contours, hypoechoic and heterogeneous, with arterio-
venous vascularization on the color Doppler, of the
lower abdominal wall facing the left side of the
cesarean scar.

Pelvic MRI showed an oval tissue nodule at
the parietal level, in close contact with the lower third
of the left rectus muscle of the abdomen, fairly well
limited, in T1 and T2 isosignal, with a discrete diffusion
hypersignal measuring 18x10mm, located at 3.5 of the
skin plane (Figure 1).

At the end of the clinical and radiological
workup, the diagnosis of parietal endometriosis was
retained, and the patient underwent transfixing excision
of the parietal mass with epiploplasty and cure of the
breach with a nonabsorbable plate.

The anatomopathological study confirmed the
diagnosis of parietal endometriosis and the short-term
evolution did not show any recurrence.
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Figure 1: Pelvic MRI: axial T2 sequence (a), T1 Dixon sequence (b), sagittal T2 sequence (C): parietal tissue
density formation in contact with the underlying rectus muscle

DISCUSSION

Parietal endometriosis is a rare and often
unrecognized entity. It is an ectopic location of
endometrial tissue outside the uterine cavity. The
majority of cases are secondary to gyneco-obstetric
surgery [7].

However, a few cases of primary parietal
endometriosis have been reported. Abdominal parietal
endometriosis has been described in various locations
including the rectus abdominal, umbilicus, cesarean
section scars, hysterectomy scars, abdominal-pelvic
surgery scars, amniocentesis needle sites, and
laparoscopic trocar holes [7, 8].

Several theories have been put forward to
explain this ectopic implantation including backflow
migration via the tubes, lymphovascular migration
theory, and cellular metaplasia [9].

Parietal endometriosis is most  often
manifested by a mass appearing opposite a scar which
increases in volume and becomes painful in a cyclical
fashion. The time of onset is very variable; it can range
from 2 months to 15 years after the surgical act [8].

The catamenial character, i.e. the exacerbation
of these signs during menstruation, is an important
element of the diagnosis. It is possible to observe a
change in the color of the lesion which becomes bluish
and may even fistulate to the skin in the form of a
bloody discharge [10].

Palpation of the lesion allows appreciating the
size and the localization in-depth, the lesion frequently
invades the abdominal muscles and their sheath [10].

In the case of a typical picture, the diagnosis
can be easy to evoke. However, it is sometimes more
difficult. In 37% of cases [2], the diagnosis is made by
anatomical pathology.

Ultrasound is the first-line examination, easy
to access, noninvasive, which confirms the presence of

the mass, specifies its relationship with the deep plane,
its size, its solid nature, and the number of lesions
without showing specific signs of parietal
1'endometriosis [9, 11].

It is most often a well-limited, tissue-based,
hypoechoic mass, but the lesion may be cystic, solid, or
mixed; the size of the lesion varies from 5 to 200 mm.
Color Doppler often shows a highly hypervascularized
mass with dilated afferent vessels [11]. The mass is
painful when pressure is applied by the probe.

The CT appearance of subcutaneous
endometriosis is in no way characteristic; it is a
homogeneous tissue mass that does not take up much
contrast after injection because of the poorly
vascularized nature of the lesions. This appearance is
identical to that of intra-abdominal or pelvic
localization [8, 9].

Magnetic resonance imaging (MRI) allows a
better definition of the size of the mass, and its
relationship with the surrounding structures, especially
the deep plane [12]. It allows the detection of multiple
localizations and of malignant transformation of a
d'endometriosis nodule, especially in a postmenopausal
woman with a large nodule [9, 12].

MRI may be more specific in detecting recent
bleeding (T1- and T2-weighted hyper-signal), or
hemosiderin residue from previous bleeding (T1- and
T2-weighted hypo-signal) [1, 2]. The best MRI
sequence to detect a parietal endometriotic lesion is the
fat-suppressed T1-weighted sequence; on T2 the nodule
may be hidden because of the isosignal to muscle [7,
13].

Cytological puncture or, better still,
microbiopsy sometimes allows preoperative diagnosis
[14].

Medical treatment with LH-RH agonists or
progestins has been evaluated, and although it allows
improvement of the symptomatology, it does not allow

| © 2022 SAS Journal of Medicine | Published by SAS Publishers, India

[ 787 |




Keltoum Boumlik et al., SAS J Med, Nov, 2022; 8(11): 786-788

healing of the lesions, which recur rapidly and
systematically when it is stopped [8].

Surgery remains the procedure of choice.
Surgical excision must be wide, taking in the entire
lesion and passing at least 5 mm into the healthy zone
[4, 15]. Parietal reconstruction with parietoplasty may
be indicated when the closure of the
musculoaponeurotic margins is impossible.

Malignant transformation of endometriosis is
rare and is reported to occur in 0.7 to 1% of cases [4,
16].

Prevention in the case of laparotomy is based
on abundant washing of the abdominal cavity and the
scar at the end of the operation as well as the change of
gloves for the time of parietal closure, whereas in
laparoscopy, the extraction of the operative parts in a
protective bag and abundant washing of the pelvic
cavity should be systematic [10].

In our patient, the surgery allowed the healing
of the patient, and the short-term evolution did not show
any recurrence.

CONCLUSION

Parietal endometriosis is an uncommon and
often unrecognized condition, which should be evoked
in the presence of any mass located on the scar of an
abdominal-pelvic operation with cyclic pain.

The diagnosis is clinical-radiological but is
only confirmed by histological study.

The cure is obtained by complete excision of
the mass.
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