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SUMMARY
Background: Endometriosis of the rectus abdominis muscle is a very rare event and it should be kept in mind in the
differential diagnosis of women with abdominal wall mass.
Case: 42 year-old G2 P2 patient with uterus didelphis was referred with a painful abdominal wall mass of approximately
4x5 cm size. The mass that has contrast matter enhancement on CT was excised with median laparotomy below the
umbilicus. The mass which was thought as endometriosis was excised without remaining any pieces to prevent
recurrence and primarily repaired.
Discussion: Along with the increasing incidence due to increased cessarean rates the endometrial wall endometriosis
is an important diagnosis that should not be omitted. The treatment is surgical resection and to we should take care
not to leave any pieces to prevent recurrence especially when it is located atypically.
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UTERUS D‹DELF‹S‹ OLAN OLGUDA REKTUS ABDOM‹N‹S KASINDA
SEMPTOMAT‹K ENDOMETR‹OZ‹S
ÖZET
Girifl: Rektus abdominis kas›nda endometriozis oldukça ender rastlanan ve kad›nlarda kar›n duvar› kitlelerinin ay›r›c›
tan›s›nda dikkat edilmesi gereken bir durumdur.
Olgu: 42 yafl›nda G2 P2, uterus didelfisi olan hasta kar›n duvar›nda yaklafl›k 4x5 cm’lik hassas kitle nedeniyle
baflvurdu. BT’de kontrast madde tutulumu olan kitle umbilikus alt› median kesi ile eksize edildi. Operasyonda
endometriozis oda¤› oldu¤u fark edilen kitle geride rekürrense yol açacak parça kalmayacak flekilde ç›kart›ld› ve
primer onar›m yap›ld›.
Tart›flma: Artan sezaryen oranlar›yla birlikte insidans›n›n artaca¤› düflünüldü¤ünde abdominal duvar endometriozisi
atlanmamas› gereken önemli bir teflhistir. Tedavisi cerrahi rezeksiyondur ve özellikle atipik yerleflimli oldu¤unda
rekürrensi engellemek için geride odak b›rakmamaya özen gösterilmelidir.
Anahtar kelimeler: endometriozis, rektus abdominis kas›, sezaryen
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Symptomatic endometriosis of rectus abdominalis muscle in a patient with uterus didelphys

INTRODUCTION
Endometriosis is defined as the ectopic localization of
normal endometrial tissue outside the endometrial cavity
and uterine musculature(1). The pelvis is the most common
site of this reproductive age disease but, endometriotic
implants may occur nearly anywhere in the body such as
central nervous system, lungs, kidneys, extremities, skin
and abdominal wall. Endometriosis of the rectus
abdominalis muscle is a very rare event and it should be
kept in mind in the differential diagnosis of women with
abdominal wall mass. Almost all of the rectus abdominalis
muscle endometriosis originate from the scar of previous
surgery(2). The incidence in post cesarrean population is
0,45%(3). Here in, a patient with uterine didelphis who
had endometriosis in rectus abdominalis muscle is reported.

Figure 1: Abdominal-pelvic computerized tomography image.
Fusiform thickening and contrast matter enhancement at the left
rectus abdominalis muscle (arrow).

CASE
DISCUSSION
42 years old G2 P2 patient was admitted with a left
abdominal wall mass which was present for the last 7
years and growing for the last 2 years. She complained
of pain and size increment of the mass during the
menstrual period. She had two births via cesarean section
17 and 19 years ago. Her gynecological examination
was normal. Transvaginal sonography revealed no
significant pathology. At physical examination a 4x5
cm sized, painfull mass was determined at the left lower
quadrant of abdominal wall.
Abdominal-pelvic computerized tomography (CT)
revealed a fusiform thickening and contrast matter
enhancement at the left rectus muscle (Figure 1). Pelvic
magnetic resonance imaging (MRI) revealed fusiform
thickening and pathologic contrast matter enhancement
at both rectus abdominalis muscles which was significant
at the left side. This lesion was concluded as fibromatosis
or hematoma. Due to the borderline increase in CA-125
level (26,3 U/ml [0-21 U/ml]) and cyclic increment of
pain and size of the mass endometriosis was thought
primarily at the differential diagnosis.
At the operation with midline incision the mass was
diagnosed as an endometriotic focus. The mass was
excised with no recurrence and the rectus muscle was
primarily sutured. The pathology of the mass was
reported as endometriosis externa and the patient was
discharged without complications in the postoperative
second day.

Endometriosis is a benign disease in which the
endometrial glands and stroma locate ectopically outside
the uterus and causes pelvic pain and infertility. The
incidence is 3-10% in reproductive age women(4).
Although the pelvis is the primary site, endometrial
cells can proliferate in any part of the body such as
central nervous system, lungs, pleura, heart, diaphragm,
urinary bladder, liver, gastrointestinal system, umbilicus,
abdominal wall, biceps muscle, bone tissue and
peripheral nerves (5) . However, abdominal wall
endometriosis is an uncommon condition(1,6).
Although the mechanism of endometriosis is not known
exactly, presence of multifactorial interactions is
supposed(7). One of the most accepted theories is
retrograde menstruation(8). According to this theory
the endometrial cells implant to the pelvic wall and
cause bleeding and increase in size in response to the
hormonal stimulation. However, the presence of
endometriotc foci in organs such as lung, eye, nose
and even in male patients under estrogen treatment
weakens this theory (7) . Another is the coelomic
metaplasia theory in which the peritoneal epithelium
is transformed to the endometrial epithelium due to
the inflammatory factors. According to this theory
coelomic epithelium is responsible from the generation
of both the endometrial and peritoneal epithelia and
these cells can be transformed to each other. According
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is biopsy(16).
The treatment of abdominal wall endometriosis is the
excision of the mass. According to Koger et al. the
incidence of recurrence is low in patients treated by
wide excision(14). Due to the adhesions of these lesions,
partial fascial resection and synthetic mesh grafting
may be required(3).
In conclusion, abdominal wall endometriosis is one of
the first diagnoses for incision scar masses which cause
cyclic pain. The incidence is suggested to be increased
with the increasing cesarean section ratio. So, the
diagnosis of abdominal wall endometriosis should be
kept in mind in the presence of a predisposing factor
such as uterus didelphis. The treatment should be
surgical excision with no rest to prevent local
recurrences.

to another theory mullerian remnants can transform to
endometrial tissues and response to the hormonal
stimuli. However, according to the vascular theory
endometrial cells can spread via lymphatic and blood
vessels. In this case retrograde menstruation and
vascular theories are both acceptable.
Development of endometriosis is also suggested with
a reproductive organ abnormality(1,9). Endometriosis
together with uterus didelphis is reported in adolescents
with unilateral vaginal pouch and cervical agenesis(9,10).
Also in our patient, such a predisposing factor for
retrograde menstruation is possible.
Although the presence of ectopic endometrial tissue
in abdominal wall is frequently secondary to previous
surgery, it was also reported in a case without previous
surgery(1). Rectus abdominalis muscle endometriosis
is an uncommon condition and Coley was the first to
report it in 1993(11). Surgical scar endometriosis can
occur due to the iatrogenic transfer of endometrial cells
(12). It can be seen after cesarean section, appendectomy,
episiotomy and histerectomy. Surgical scar endometriosis
is not so common and the incidence is 1%. But it's
incidence is thought to be higher than its suggested(13).
Endometriosis can occur 1-20 years after the surgery
(mean 4,8 years)(14).
Abdominal wall endometriosis is difficult to diagnose.
The differential diagnoses of surgical scar masses
include abscess, hematoma, lipoma, suture granuloma,
sarcoma, endometriosis, desmoids tumor, lymphoma
and metastatic disease(3). The symptoms of abdominal
wall endometriosis are pain at the surgical incision,
tender mass and cyclic pain related to the menstrual
cyclus(3,5). Cyclic bleeding from the mass is also possible
(5). It's thought pathognomonic for endometriosis when
these symptoms are focally related to an incision scar
(14). As is present in this case, when the growing mass
is limited in the rectus abdominalis muscle, pain
becomes the primary symptom because of the pressure
on rectus abdominalis muscle sheets. Imaging
thecniques are helpful, but not enough for the definitive
diagnosis. Although there are no specific ultrasonographic findings for endometriosis, ultrasonographic
fine needle aspiration and clinical story are valuable
at diagnosis(6,15). CT and MRI can be used to define
the localization of solid masses. MRI is superior to CT
as it can define the hemorrhagic lesions of surgical
scar endometriosis more easily and earlier. However,
the definitive diagnosis of abdominal wall endometriosis
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