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Background: Endometriosis can be intrapelvic or, rarely, extrapelvic. Endometriosis involving the rectus abdominis muscle on

the trocar port site is a rare event; until now, only 16 cases have been reported in the literature. The majority of cases were

associated with previous abdominal surgery such as diagnostic laparoscopy, cyst excision, appendectomy, myomectomy, or

cholecystectomy. We review all the reported cases of this unusual form of extrapelvic endometriosis.

Case Report: We report a new case of abdominal wall endometriosis at the trocar port site in the rectus abdominis muscle in a

woman who had undergone 2 laparoscopies for endometriosis in the 3 years before coming to our attention. The diagnosis was

made by sonography. We performed a surgical resection of the lesion with a free macroscopic margin of 5-10 mm.

Conclusion: Endometriosis should be considered in the differential diagnosis of any abdominal swelling. In our experience,

surgery is the treatment of choice.
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INTRODUCTION
Endometriosis, classically defined as the presence of

endometrial glands and stroma in extrauterine locations,
affects 6%-10% of women of reproductive age.1 The most
common symptoms of endometriosis include dysmenor-
rhea, dyspareunia, chronic pelvic pain, and infertility.2

Endometriosis can be classified as intrapelvic or extrapelvic.
Intrapelvic endometriosis includes primarily the pelvic
peritoneum, ovaries, and rectovaginal septum. The extra-
pelvic implantation of endometrial tissue has been de-
scribed in various organs,3 but abdominal endometriosis is
the most common extrapelvic localization.4 Abdominal wall
endometriosis indicates the presence of ectopic endome-
triosis located far from the peritoneum, embedded in the
subcutaneous fatty tissue and the abdominal wall muscle
layers.5 Endometriosis involving the rectus abdominis
muscle on the trocar port sites is rare; to our knowledge,
only 16 cases have been reported in the literature since the
first case in 1990.6 We present an additional case of
endometriosis of the trocar port site, followed by a review of
the literature about this often-misdiagnosed condition.

CASE REPORT
A 38-year-old woman presented with a palpable nodule in

the context of the scar of a previous laparoscopic right
trocar port site. The patient’s history was significant for
endometriosis. She had undergone a laparoscopic removal

of an endometriotic cyst from the left ovary and endome-
triotic nests of the bladder peritoneum in 2011. She reported
that the pain in the abdominal wall had started 1 year after
the laparoscopic surgery and worsened during the men-
strual cycle. She reported heavy intake of nonsteroidal
antiinflammatory drugs during the days of severe pain.

During clinical examination, a consistent, painful, round
mass approximately 2 cm in diameter was detected at the 5
mm right trocar port site. It was fixed to the surrounding
tissues and evoked slight pain with pressure. A transab-
dominal ultrasound performed with a convex probe (1-5.0
MHz) revealed a 12 3 10 mm hypoechoic lobulated lesion in
the subcutaneous tissue close to the muscular plane in the
right lower abdominal quadrant. Power-Doppler examina-
tion revealed poor and inhomogeneous vascularization.
Transvaginal pelvic ultrasound showed adenomyosis but no
foci of pelvic endometriosis. The serum level of carcinoma
antigen (Ca-125) was within the normal range (12.7 UI/mL).

Surgical exploration revealed a 2.5 cm dense mass fixed
to the surrounding tissues and extending to the posterior
rectus fascia. Through a 3 cm cutaneous incision, a wide
excision of the lesion was performed, leaving 5-10 mm of
free tissue as surgical margins to prevent recurrences
(Figures 1 and 2). The defect was closed with a Safil Quick
2/0 suture (B. Braun Group). A tissue graft was not
necessary. The patient’s postoperative course was good,
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and she was discharged the day after surgery. No
recurrence of endometriosis was found at a follow-up visit
6 months later. The pathology report confirmed the
suspected diagnosis (Figure 3).

DISCUSSION
As previously stated, intrapelvic endometriosis includes

lesions of fallopian tubes, ovaries, and the pelvic perito-
neum. Extrapelvic endometriosis refers to endometriotic

Figure 1. A: Previous scar on the port site. B, C: Removal of the endometriotic nodule through a small
incision.
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implants found in other areas of the body, including the
gastrointestinal tract, pulmonary structures, urinary system,
abdominal wall, skin, and even the central nervous
system.

Abdominal wall endometriosis is a rare localization and is
often related to a surgical scar. As the use of laparoscopy
has increased, some cases of abdominal wall endometri-
osis on the trocar port site have been reported in the
literature.7,8 Cesarean section is the surgical procedure
most frequently associated with abdominal wall endometri-
osis, with an incidence of approximately 0.03%-1%.9,10

The exact etiopathogenesis of endometriosis remains
controversial, and several theories have been proposed,
including aerosolization, cellular immunity, coelomic meta-
plasia, implantation or retrograde menstruation, vascular
and lymphatic metastasis, dissemination, and direct trans-
plantation.11

The implantation theory is based on the usual presence (in
80%-90% of cases) of a retrograde menstrual reflux through
the fallopian tubes. Normally, refluxed endometrial tissue is
cleared from the peritoneum by the immune system, and the
dysregulation of this clearance mechanism has been impli-
cated in the implantation and growth of endometrial cells.

The ectopic implant probably requires a combination of
several genetic and immunologic factors.12 Endometriosis
appears to be a disease related to dysfunctions of
immunologic defense mechanisms with a genetic compo-
nent.13,14

Trocar port site endometriosis might develop from the
peritoneal dissemination of cells because of pneumoperito-

neum or from direct contact of the excised lesion with the
port tract.7,15 Another proposal is that cutaneous endome-
triosis may arise from endometrial tissue transported via
lymphatic or vascular channels.16

In our patient’s previous laparoscopy, the endometriotic
lesion was removed through the sheath of the instruments.
Thus, our case supports the aerosolization theory that
pneumoperitoneum influences the implantation of free
intraperitoneal endometriotic cells.

Routinely using techniques such as introducing and
removing instruments and excised lesions within the sheath
to avoid contact with the abdominal wall, using an Endobag
(Covidien, PLC) for removal of endometriotic lesions, and
exsufflating or washing the abdomen while the trocars are
in place may help to prevent endometriotic implants,
especially in patients with a history of endometriosis or in
whom pelvic endometriosis is revealed during laparoscopy.

Endometriotic lesions exclusively confined at the trocar
site are rare. As far as we know, 16 cases have been
described in the literature since the first report by Denton
et al.6-8,15,17-25 We report all 16 cases in the Table.

Computed tomograpy (CT) and magnetic resonance
imaging (MRI) are not pathognomonic for endometriosis
because its appearance depends on the phase of the
menstrual cycle, the proportion of stromal and glandular
elements, the amount of bleeding, and the degree of
inflammatory and fibrotic response.26 In our case, we used
ultrasound and not CT or MRI; a high resolution ultrasound
is a simple, inexpensive, and safe method and is considered
sufficient to indicate the need for surgery.3 MRI and CT are

Figure 2. Removed endometriotic nodule.
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expensive examinations and may also cause a delay in

diagnosis. Furthermore, power-Doppler examination re-

vealed a poor and inhomogeneous peripheral vasculariza-

tion, according to the endometriosis features described in

the literature.27

In this rare condition, symptoms are often unspecific, but

chronic pain is described as worsening during menses as a

typical catamenial pain.

The serum level of Ca-125 can be normal or slightly

increased;27 our patient’s negative serum level of Ca-125 is

in agreement with the literature.

The treatment of choice for endometriosis of the trocar

site is a wide local excision of the lesion with at least 5-10

mm of healthy tissue as surgical margin. Great attention

must be paid not to break the mass during excision to

prevent the reimplantation of microscopic endometrial

Figure 3. Histologic analysis of the lesion with hematoxylin-eosin staining, showing the
glandular stroma with hemorrhagic features.

Table. Cases of Endometriosis on Port Site Described in the Literature

Reference Patient Age Previous Surgery Interval, months Localization

Emre et al, 201217 20 Laparoscopic cyst excision 18 Near umbilical trocar

Medeiros et al, 201118 34 Diagnostic laparoscopy 18 Left trocar

Medeiros et al, 201118 26 Diagnostic laparoscopy 6 Right trocar

Medeiros et al, 201118 21 Diagnostic laparoscopy 12 Right trocar

Akbulut et al, 20107 37 Laparoscopic appendectomy 8 Right trocar

Akbulut et al, 20107 30 Laparoscopic cyst excision 4 Right trocar

Busard et al, 20108 37 Diagnostic laparoscopy Not reported Right trocar

Strelec et al, 200919 24 Laparoscopic cyst excision 24 Suprapubic trocar

Barbaros et al, 200515 40 Laparoscopic cyst excision 24 Umbilical trocar

Sirito et al, 200520 26 Laparoscopic cyst excision 24 Suprapubic trocar

Farace et al, 200522 37 Laparoscopic cholecystectomy 24 Right trocar

Majeski and Craggie, 200421 44 Laparoscopic myomectomy 84 Umbilical trocar

Martı́nez-Serna et al, 199823 35 Diagnostic laparoscopy 11 Suprapubic trocar

Wakefield and Hellen, 199624 32 Diagnostic laparoscopy 7 Umbilical trocar

Healy et al, 199525 23 Diagnostic laparoscopy 9 Near umbilical trocar

Denton et al, 19906 37 Laparoscopic sterilization 12 Near umbilical trocar
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cells.3,28 We performed as conservative a surgery as
possible with a minimal incision on the abdominal wall.

This unusual location of endometriosis should be
included in the differential diagnosis with several clinical
forms, benign and malignant, including hernia, hematoma,
lymphoma, lipoma, abscess, lymphadenopathy, subcuta-
neous cysts, neuroma, soft tissue sarcoma, desmoid tumor,
and metastasis.

CONCLUSION
Our experience agrees with the literature, and we think

endometriosis of the trocar port site should be listed in the
differential diagnosis of abdominal wall mass in a fertile
woman. In particular, it should be suspected in the
presence of a typical catamenial pain in women with a
history of abdominal-pelvic surgery. Wide excision is the
treatment of choice, even for recurrent disease.
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