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INTRODUCTION: 
The term endometriosis was coined by Sampson to characterize 
ectopic tissue possessing histological architecture and function of the 
uterine endometrium. The most common sites for endometriosis are 

[1]ovaries, uterine ligaments, fallopian tubes Extragonadal sites are 
more difcult to diagnose due to extreme variability in presentation; 
the common sites being the rectum, colon and peritoneal surfaces. 
However ureteral and urinary bladder involvement is also known 
which could result in cyclical pain and hematuria during menstruation. 
Pulmonary involvement can manifest as pneumothorax, hemothorax 
and hemoptysis during menstruation.

Primary Umbilical endometriosis is very rare with an estimated 
[2]incidence of 0.5-1% of all cases of uterine ectopia. It is also called 

Villar's nodule after Villar who rst described it in 1886. 

Here we present a case of a 34yr old female who was diagnosed with 
umbilical endometriosis who presented with swelling and cyclical 
pain in the umbilicus. 

CASE REPORT:
A 34yr old female presented with swelling over the umbilicus since 1 
year. The swelling which was small (about 1x1 cm in dimensions), 
increased in size on coughing and standing up and disappeared on 
lying down. The size of the swelling varied during menstrual cycles 

[3]and was associated with pain.  The patient described the pain as sharp, 
rated it about 7 on the pain scale and appeared during menses. She also 
complained of multiple episodes of vomiting. Vomitus was non blood 
tinged and contained only food particles. The pain described by the 
patient was also aggravated by vomiting and relieved on taking 
medications. There was no history of fever, bowel/bladder 
disturbances.Patient reported regular menstrual cycles of 5 days in a 30 
day cycle. She is G P L with LSCS 3 years ago. The patient has no 0 1 1

known medical problems. 

On examination, the patient was alert, oriented and co-operative. She 
was moderately built and nourished. Her vital signs were as follows – 

0 HR – 76/min, BP – 120/70 mm Hg, Temp – 99 F. 

Abdominal examination showeda swelling measuring 1x2 cm in the 
umbilical region. The swelling was non tender, soft and reducible with 
a positive cough impulse. There was no discharge from the swelling. 
The remainder of the exam was normal. 

Cardiovascular and Respiratory exam were unremarkable.

Ultrasound of the abdomen and pelvis revealed a mass measuring 1x1 
[4]cm in the umbilicus with some debri. The scan also showed an 

umbilical hernia with the omentum lying within the hernia sac.

The patient underwent an exploration with hernia repair. The hernia 
sac was dissected, the contents reduced and the cyst excised and sent 
for histopathologic examination. After creating a preperitoneal space, 

[5]a 30x15 cm prolene mesh was inserted and anchored to the fascia.  

The wound was closed in layers and a 14 Fr drain was inserted. The 
post-operative course was uneventful. 

Gross exam showed a cyst measuring 3.25 x 2.5. The outer surface of 
the cyst appeared smooth, however the inner wall appeared grey brown 

[6]with many attached blood clots.

Histopathologic examination revealed that the specimen was a 
pseudocyst. The cyst wall shows bro-adipose tissue with marked 
vascular congestion. Occasional endometrial type glands noted with 

[7 ]  no accompanying stroma. Areas of old hemorrhage with 
[8] inammatory inltrate and hemosiderin laden macrophages present.

Fatty areas are lined by at mesothelial cells. No granulomas or 
malignancy seen.
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ABSTRACT
A 34year old female having recurrent swelling in the umbilicus with alteration of the size of the swelling during menstrual cycle with increased pain 
and nausea since 1 year was diagnosed to have an umbilical hernia. Ultrasonography of the abdomen and pelvis revealed a mass like lesion in the 
umbilicus measuring 1 x 1 cm with debri in it and an umbilical hernia with omentum. Patient underwent an exploration with hernia repair. The 
umbilical sac along with the contents sent for histopathology revealed endometrial glands. Postoperative period was uneventful and patient didn’t 
have such symptoms during the subsequent menstrual cycles.
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Patient recovered well and did not experience any symptoms during 
the subsequent menstrual cycles.  

DISCUSSION:
There has been great speculation about the pathogenesis of this 
phenomenon and several theories have been proposed. Latcher has 

[9]classied these theories into three main categories:  The embryonal 
rest theory, which explains endometriosis adjoining the pelvic viscera 

[10]by Wollan or Mullerian remnants; the coelomic metaplasia theory, 
which states that the embryonic coelomic mesothelium 
dedifferentiates into endometrial tissue under stimulus such as 
inammation or trauma; and the migratory pathogenesis theory, which 
explains the dispersion of endometrial tissue by direct extension, 
vascular and lymphatic channels, and surgical manipulation. Still 
others suggest cellular proliferation of endometrial cells from initial 
extraperitoneal disease along the urachus. In 1927, Sampson rst 
described the implantation or retrograde menstruation theory, which 
states that during menses, reuxed endometrial cells escape from the 
fallopian tubes and implant on the surrounding pelvic structures. The 
real mechanism still remains a mystery.

These patients are usually in the reproductive age group and present 
commonly with swelling, pain, discharge or cyclical bleeding from the 

[11]umbilicus.  There may be associated symptoms of coexistent pelvic 
[12]endometriosis. These lesions are usually bluish-black in colour.

Differential diagnosis includes metastasis, primary carcinoma, 
umbilical hernia, congenital malformation of the omphalomesenteric 
duct or urachus, and foreign bodies such as talc or suture 

[13]granulomas.

Umbilical endometriosis provides a diagnostic challenge, given its low 
incidence. A high degree of suspicion is usually needed to diagnose it 
clinically. The gold standard method for the staging of endometriosis is 
laparoscopy, while transvaginal ultrasonography and MRI are also 

[14]excellent non-invasive staging methods.

The treatment of umbilical endometriosis consists of medical and 
surgical approaches. Preoperative medical therapy may be used to 
provide symptomatic relief and to reduce the size of the surgical defect 
in cases of large endometriotic masses, although surgical removal with 

[15]clear margin remains the therapy of choice. 

CONCLUSION:
Umbilical endometriosis is a rare condition and poses a diagnostic 
dilemma. It should be considered in the differential diagnosis of 
umbilical lesions. A biopsy should be performed in all cases to 
eliminate differential diagnoses, chiey umbilical metastasis. The 
possibility of a coexisting genital-pelvic endometriosis should be 
investigated in women with umbilical endometriosis and patients 
should be questioned for symptoms of progressive dysmenorrhea, 

[16]dyspareunia or infertility. A histopathological examination is 
[17]required for the conrmation of the diagnosis.  Although a 

preoperative hormone therapy may help in reducing the size of the 
[18]umbilical lesion,  surgical resection remains the treatment of choice, 

with an extremely low recurrence rate.

REFERENCES:
1. Zollner, U., Girschick, G., Steck, T., &amp; Dietl, J. (2003). Umbilical endometriosis 

without previous pelvic surgery: a case report. Archives of gynecology and obstetrics, 
267(4), 258-260.

2. Spaziani, E., Picchio, M., Di Filippo, A., De Cristofano, C., Ceci, F., &amp; Stagnitti, F. 
(2009). Spontaneous umbilical endometriosis: a case report with one-year follow-up. 
Clin Exp Obstet Gynecol, 36(4), 263-4.

3. Michowitz, M., Baratz, M., &amp; Stavorovsky, M. (1983). Endometriosis of the 
umbilicus. Dermatology, 167(6), 326-330.

4. Khaled, A., Hammami, H., Fazaa, B., Zermani, R., Ben Jilani, S., &amp; Kamoun, M. R. 
(2008). Primary umbilical endometriosis: a rare variant of extragenital endometriosis. 
Pathologica, 100(6), 473-475

5. Agarwal, A., &amp; Fong, Y. F. (2008). Cutaneous endometriosis. Singapore medical 

journal, 49(9), 704
6. Rosina, P., Pugliarello, S., Colato, C., &amp; Girolomoni, G. (2008). Endometriosis of 

umbilical cicatrix: case report and review of the literature.Acta Dermatovenerologica 
Croatica, 16(4), 0-0. 

7. Williams, H. E., Barsky, S., &amp; Storino, W. (1976). Umbilical endometrioma (silent 
type). Archives of dermatology, 112(10), 1435-1436.

8. Fernandes, H., Marla, N. J., Pailoor, K., &amp; Kini, R. (2011). Primary umbilical 
endometriosis-Diagnosis by ne needle aspiration. Journal of Cytology,28(4), 214.

9. Efremidou, E. I., Kouklakis, G., Mitrakas, A., Liratzopoulos, N., & Polychronidis, A. C. 
(2012). Primary umbilical endometrioma: a rare case of spontaneous abdominal wall 
endometriosis. Int J Gen Med, 5, 999-1002.

10. Fancellu, A., Pinna, A., Manca, A., Capobianco, G., & Porcu, A. (2013). Primary 
umbilical endometriosis. Case report and discussion on management options. 
International journal of surgery case reports, 4(12), 1145-1148.

11. Victory R, Diamond MP, Johns DA. Villar&#39;s nodule: a case report and systematic 
literature review of endometriosis externa of the umbilicus. J Minim Invasive Gynecol 
2007;14:23-32.

12. Fedele, L., Frontino, G., Bianchi, S., Borruto, F., &amp; Ciappina, N. (2010). Umbilical 
endometriosis: A radical excision with laparoscopic assistance.International Journal of 
Surgery, 8(2), 109-111.

13. ANANDA VAIDYA, KULADEEPA., ADIGA, P., & LAKSHMAN, I. (2012). Villar's 
Nodule: A Rare Case Report. Journal of Clinical & Diagnostic Research, 6(5).

14. Miller Jr, W. B., & Melson, G. L. (1979). Abdominal wall endometrioma. American 
Journal of Roentgenology, 132(3), 467-468.

15. Olive, D. L., & Pritts, E. A. (2001). Treatment of endometriosis. New England Journal of 
Medicine, 345(4), 266-275.

16. ] Geranpaye L, Fadaei-Araghi M, Irani S, Shakiba B. Spontaneous endometriosis of the 
abdominal wall. Acta Medica Iranica 2009; 47(2): 154-56.

17. Weng, C. S., &amp; Yang, Y. C. (2011). Villar&#39;s Nodule—Umbilical 
Endometriosis.New England Journal of Medicine, 364(21), e45.

18. . D'Hooghe, T. M., Denys, B., Spiessens, C., Meuleman, C., &amp; Debrock, S. (2006). 
Is the endometriosis recurrence rate increased after ovarian hyperstimulation?. Fertility 
and sterility, 86(2), 283-290.

PRINT ISSN No. 2277 - 8179 | DOI : 10.36106/ijsr


