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ABSTRACT

BACKGROUND:  Umbilical endometriosis is a rare condition characterized by the presence of endometrial-

like tissue in or around the umbilicus. This case report aims to highlight the unusual presentation of endometriosis 

in the umbilical region and review its surgical management.

CASE PRESENTATION:  A 20-year-old patient presented with monthly bleeding and painful umbilical 

swelling for the past four months. She had never been pregnant and had no history of pelvic surgery.

INTERVENTION AND OUTCOME: The umbilical lesion was excised, and the umbilicus was 

reconstructed. Histological examination confirmed the diagnosis. The patient was followed for three months post-

surgery and reported no further complaints about her umbilical area.

CONCLUSION: Umbilical endometriosis is a rare disease but should be considered in the differential 

diagnosis of umbilical lesions with bleeding in women of reproductive age. Excision with umbilical reconstruction 

has a favorable outcome.
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INTRODUCTION

Endometriosis is defined as the presence of 
endometrial tissue (glands and stroma) outside the 
uterine cavity, affecting 5 to 10% of fertile women.1 

It is a chronic disease associated with severe, 
disturbing pain during menstrual bleeding, sexual 
intercourse, chronic pelvic pain, and infertility.2-5

Abdominal wall endometriosis is among the most 
common extrapelvic endometriosis, occurring 
at distant sites from the reproductive organs.6 

Umbilical endometriosis, first described in 1886 by 
Villar, is defined as endometrial-like tissue within 
the umbilicus. It is rare, with a reported incidence 
of 0.5%-1% of all endometriosis, 0.4%-4% of 
extragenital cases, and 21% of abdominal wall 
endometriosis. 7-9

Endometriosis in atypical locations is explained 
by the theory of retrograde menstruation, where 
migrating cells implant in pelvic organs, most 
commonly the ovary and uterosacral ligament area. 
Umbilical endometriosis can be classified as primary 
and secondary, with the inciting event in secondary 
type and primary umbilical endometriosis not 
well elucidated. According to a systematic review, 
most umbilical endometriosis cases are primary, 
accounting for 70% of cases. Since the nodule is 
estrogen-dependent, women of reproductive age are 
affected.10-15

The common clinical presentation of umbilical 
endometriosis includes red, purple, or black 
umbilical nodules causing pain, swelling, and 
bleeding in the umbilical area in every menstrual 
cycle. 5, 8, 12, 16

The diagnosis of umbilical endometriosis is 
suspected clinically and confirmed with histology 
after surgical excision. The management principle 
in umbilical endometriosis is radical surgery with 
wide excision.12-14, 17

This case study presents the clinical course of a patient 
with monthly bleeding umbilical endometriosis, 
detailing the diagnostic journey, therapeutic 
interventions, and outcomes. By discussing this rare 
manifestation, we aim to enhance awareness among 

clinicians and contribute to the understanding and 
management of extrapelvic endometriosis.
Understanding such cases is crucial for early 
recognition, appropriate management, and 
improved outcomes for patients presenting with 
unusual symptoms of endometriosis beyond 
conventional sites.

CASE PRESENTATION
A 20-year-old nulligravida patient presented with 
swelling over the umbilicus for the past four months. 
Associated with the swelling, she had dark red, non-
clotting bleeding from the mass, starting on the 
first day of her menstrual cycle each month. She 
experienced severe pain in the swelling for two days 
before the bleeding started, which then decreased. 
She had no lower abdominal or pelvic pain except 
for mild abdominal discomfort during the first two 
days of her menses. She had no vulvar swelling and 
no pain during sexual intercourse. Her menstrual 
cycles were regular, occurring every 28 days and 
lasting for five days. She had no history of surgery 
and no bleeding from other body sites. She had no 
plans for conception and had an Implanon implant 
in her left arm for the past three years. There was no 
family history of the same problem.

On physical examination, there was a 2 by 3 cm 
soft, dark-colored umbilical mass, which was non-
tender (Fig. 1). There were no abnormal results on 
pelvic examination.
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The abdominal-pelvic ultrasound reveals normal 
findings in the uterus, adnexa and pelvic peritoneum 
and there was a 1.5 cm by 1 cm well-defined hypo-
echoic solid lesion in the anterior abdominal wall 
above the linea Alba with no communication to the 
peritoneal cav

MANAGEMENT AND OUTCOME
The patient was evaluated by an anesthetist, and 
mass excision with umbilical reconstruction was 
performed under spinal anesthesia (Fig. 1.b). 
Histopathology results revealed surface squamous 
epithelium with endometrial-type glands and 
stroma beneath. 
She was seen a week after surgery and had a 
normally healing wound. Over the next three 
months of follow-up, there were no complaints and 
no recurrence at the scar site.

DISCUSSION
Extrapelvic endometriosis can involve almost every 
organ in the human body, with a mean age of 
presentation of 34 years. It was first described by 
Villar in 1886 and is known as Villar’s nodule.1, 18

The pathogenesis of endometriosis is not entirely 
clear. The most widely accepted assumption is 
retrograde menstruation into the abdominal cavity, 
described by Sampson in 1927, and supported 
by several clinical observations.3,19 Another 

theory is the transformation of mesothelium to 
endometrium-like tissue under the influence of 
regurgitated endometrium (the induction theory). 
This “coelomic metaplasia” theory is based on 
the observation that coelomic epithelium can 
differentiate into both endometrial and peritoneal 
cells.20 Additionally, the differentiation of 
Müllerian remnants into endometrial tissue has been 
suggested. Lastly, an impaired immune response, 
such as decreased natural killer cell activity, may 
diminish the clearance of endometrial cells from 
the peritoneal cavity, leading to endometriotic 
lesion development.21, 22

For umbilical endometriosis, the implantation of 
intra-abdominal endometrial cells likely occurs 
through lymphatic or vascular spread or by 
dislocating endometrial tissue during surgeries, 
such as laparoscopic procedures. These routes 
explain the occurrence of endometriosis at distant 
locations.23, 24

In the development of spontaneous umbilical 
endometriosis, as in the presented case, it is 
possible that the umbilicus acts as a physiological 
scar with a predilection for endometrial tissue.25 

The clinical diagnosis of umbilical endometriosis 
can be challenging. The mass in our case was nearly 
black, resembling a pigmented tumor. Umbilical 
endometriosis has been described as flesh-colored, 
brownish, dark-bluish, or simply a subcutaneous 

Figure 1. Umblical mass before surgery (a) and removed tissue after surgery (b)
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mass.18, 26-28 Because of its variable macroscopic 
appearance, these lesions can initially be confused 
with malignant tumors such as melanoma. However, 
conditions presenting with a subcutaneous mass 
or discoloration of the umbilical skin, such as a 
benign nevus, lipoma, abscess, cyst, hernia, or 
metastatic deposit from a malignancy, should also 
be considered.29, 30

Various systematic reviews, case series, and reports 
describe umbilical endometriosis as a problem 
of reproductive age, commonly presenting as an 
umbilical mass that increases in size periodically 
and bleeds with menstruation. Our case aligns with 
these reports.6, 7, 15, 17

To aid the diagnosis of cutaneous endometriosis, 
the use of dermoscopy 31, MRI25, and high-
frequency power Doppler 32 is recommended. It is 
generally advised that umbilical endometriosis be 
removed surgically.2, 4, 27 Histology will confirm 
the diagnosis. In our case, the diagnosis was 
made clinically, aided by ultrasound findings, and 
confirmed by histological examination revealing 
typical ectopic endometrial tissue similar to other 
cases in the literature. Given the possibility of 
recurrence, the patient was counseled for follow-
up. No mass was found in the umbilical area three 
months post-surgery.33, 34

As this is a case report, the variety of clinical 
presentations may not be revealed. The short 
follow-up period also limits the ability to detect 
possible recurrence or evidence of endometriosis at 
other sites.

CONCLUSION
Umbilical endometriosis is a very rare disease 
but should be considered in the differential 
diagnosis of umbilical lesions. Clinical diagnosis is 
challenging due to the presence of other benign and 
malignant umbilical skin lesions. Diagnosis should 
be supported by imaging, such as ultrasound, to 
examine the extent of lesion involvement and 
identify other endometriotic lesions in the abdomen 
and pelvis. Surgical excision is the treatment of 
choice. Follow-up is recommended to monitor for 
possible recurrence.

DECLARATIONS
Acknowledgements
We thank the patient and the staff of Tibebe Ghion 
Specialized Hospital who were involved in the 
management of this case.
Funding
The authors received no financial support for the 
research, authorship, and/or publication of this 
article.
Authors’ contributions
AWM, DMA, and GDA took the history, performed 
physical examinations, and conducted the 
operation. AWM wrote the manuscript. All authors 
read, reviewed, and approved the manuscript before 
submission.
Ethics approval and consent to participate
The case study was conducted following the 
Helsinki Declaration and Ethiopian National 
Research Ethics Guideline. Informed consent 
was obtained from the patient. Additionally, the 
Bahir Dar University College of Medicine and 
Public Health Sciences Institutional Review Board 
granted ethical clearance to publish this case report 
(protocol number 536/2022).
Consent for publication
Written informed consent was obtained from the 
patient for the publication of this case report and 
any accompanying images. A copy of the written 
consent is available for review by the Editor-in-Chief 
of this journal.
Competing interests
The authors declare that they have no competing 
interests.

Corresponding author
Amsalu Worku Mekonnon
Department of Gynecology and Obstetrics, College 
of Medicine and Health Sciences, Bahir Dar 
University, Bahir Dar Ethiopia
Email: amsalework4@gmail.com



Ethiopian Journal of Reproductive Health (EJRH) July, 2024  
Volume 16 , No. 3                                             

58

REFERENCES

1. Douglas C, Rotimi O. Extragenital endometriosis--a clinicopathological review of a Glasgow hospital experience with case illustrations.  

 Journal of Obstetrics and Gynaecology. 2004;24(7):804-8.

2. von Stemm AM, Meigel WN, Scheidel P, Gocht A. Umbilical endometriosis. Journal of the European Academy of Dermatology and  

 Venereology. 1999;12(1):30-2.

3. Chatzikokkinou P, Thorfinn J, Angelidis IK, Papa G, Trevisan G. Spontaneous endometriosis in an umbilical skin lesion. Acta  

 Dermatovenerol Alp Panonica Adriat. 2009;18(3):126-30.

4. Dessy LA, Buccheri EM, Chiummariello S, Gagliardi DN, Onesti MG. Umbilical endometriosis, our experience. in vivo.                      

 2008;22(6):811-5.

5. Dridi D, Buggio L, Donati A, Giola F, Lazzari C, Brambilla M, et al. Clinical features and management of umbilical endometriosis: a 30  

 years’ monocentric retrospective study. International Journal of Environmental Research and Public Health. 2022;19(24):16754.

6. Andres MP, Arcoverde FV, Souza CC, Fernandes LFC, Abrao MS, Kho RM. Extrapelvic endometriosis: a systematic review. Journal of  

 minimally invasive gynecology. 2020;27(2):373-89.

7. Taniguchi F, Hirakawa E, Azuma Y, Uejima C, Ashida K, Harada T. Primary umbilical endometriosis: unusual and rare clinical  

 presentation. Case Reports in Obstetrics and Gynecology. 2016;2016(1):9302376.

8. Theunissen CI, IJpma FF. Primary umbilical endometriosis: a cause of a painful umbilical nodule. Journal of Surgical Case Reports.  

 2015;2015(3):rjv025.

9. Boesgaard-Kjer D, Boesgaard-Kjer D, Kjer JJ. Primary umbilical endometriosis (PUE). European Journal of Obstetrics & Gynecology and  

 Reproductive Biology. 2017;209:44-5.

10. Dwivedi AJ, Agrawal SN, Silva YJ. Abdominal wall endometriomas. Digestive diseases and sciences. 2002;47:456-61.

11. Burney RO, Giudice LC. Pathogenesis and pathophysiology of endometriosis. Fertility and sterility. 2012;98(3):511-9.

12. Sinha R, Macedo C. A cyclical cyst of the umbilicus. Clinical and Experimental Dermatology. 2013;38(6):686-8.

13. Vercellini P, Viganò P, Somigliana E, Fedele L. Endometriosis: pathogenesis and treatment. Nature Reviews Endocrinology.            

 2014;10(5):261-75.

14. Harada T. Endometriosis: pathogenesis and treatment: Springer; 2014.

15. Dridi D, Chiaffarino F, Parazzini F, Donati A, Buggio L, Brambilla M, et al. Umbilical endometriosis: a systematic literature review and  

 pathogenic theory proposal. Journal of clinical medicine. 2022;11(4):995.

16. Ogamba I, Napolitano S, Chuang L, August D, LaVorgna K. Primary umbilical endometriosis presenting with umbilical bleeding: a case  

 report. Case Reports in Women’s Health. 2022;36:e00441.

17. Hirata T, Koga K, Kai K, Katabuchi H, Kitade M, Kitawaki J, et al. Clinical practice guidelines for the treatment of extragenital  

 endometriosis in Japan, 2018. Journal of Obstetrics and Gynaecology Research. 2020;46(12):2474-87.

18. Skidmore R, Woosley J, Katz V. Decidualized umbilical endometriosis. International Journal of Gynecology & Obstetrics.           

 1996;52(3):269-73.

19. Liu D, Hitchcock A. Endometriosis: its association with retrograde menstruation, dysmenorrhoea and tubal pathology. BJOG: An  

 International Journal of Obstetrics & Gynaecology. 1986;93(8):859-62.

20. Matsuura K, Ohtake H, Katabuchi H, Okamura H. Coelomic metaplasia theory of endometriosis: evidence from in vivo studies and an  

 in vitro experimental model. Gynecologic and obstetric investigation. 1999;47(Suppl. 1):18-22.

21. STECK WD, HELWIG EB. Cutaneous endometriosis. Clinical obstetrics and gynecology. 1966;9(2):373-83.

22. Mathur S, Peress M, Williamson H, Youmans C, Maney S, Garvin A, et al. Autoimmunity to endometrium and ovary in endometriosis.  

 Clinical and experimental immunology. 1982;50(2):259.

23. Ueki M. Histologic study of endometriosis and examination of lymphatic drainage in and from the uterus. American journal of obstetrics  

 and gynecology. 1991;165(1):201-9.

24. Koninckx PR, Donders G, Vandecruys H. Umbilical endometriosis after unprotected removal of uterine pieces through the umbilicus.  

 The Journal of the American Association of Gynecologic Laparoscopists. 2000;7(2):227-32.

25. Yu C-Y, Perez-Reyes M, Brown JJ, Borrello JA. MR appearance of umbilical endometriosis. Journal of computer assisted tomography.  

 1994;18(2):269-71.

26. Elm MK, Twede JV, Turiansky GW. Primary cutaneous endometriosis of the umbilicus: a case report. Cutis. 2008;81(2):124.



Ethiopian Journal of Reproductive Health (EJRH)  July, 2024 
Volume 16 , No. 3                                           

59

27. Calò PG, Piludu M, Catani G, Piga G, Malloci A, Nicolosi A. Umbilical endometriosis. A case report. Chirurgia italiana.                

 2005;57(4):535-7.

28. Frischknecht F, Raio L, Fleischmann A, Dreher E, Lüscher K, Mueller M. Umbilical endometriosis. Surgical Endoscopy And Other  

 Interventional Techniques. 2004;18(2):347-.

29. Purvis RS, Tyring SK. Cutaneous and subcutaneous endometriosis: surgical and hormonal therapy. The Journal of dermatologic surgery  

 and oncology. 1994;20(10):693-5.

30. Daniel Malebranche A, Bush K. Umbilical endometriosis: a rare diagnosis in plastic and reconstructive surgery. Canadian Journal of  

 Plastic Surgery. 2010;18(4):147-8.

31. De Giorgi V, Massi D, Mannone F, Stante M, Carli P. Cutaneous endometriosis: non‐invasive analysis by epiluminescence microscopy.  

 Clinical and Experimental Dermatology: Experimental Dermatology. 2003;28(3):315-7.

32. Wu YC, Tsui KH, Hung JH, Yuan CC, Ng HT. High‐frequency power Doppler angiographic appearance and microvascular flow velocity  

 in recurrent scar endometriosis. Ultrasound in Obstetrics and Gynecology: The Official Journal of the International Society of Ultrasound  

 in Obstetrics and Gynecology. 2003;21(1):96-7.

33. Hussain M, Noorani K. Primary umbilical endometriosis--a rare variant of cutaneous endometriosis. Journal of the College of Physicians  

 and Surgeons--pakistan: JCPSP. 2003;13(3):164-5.

34. Khoo JJ. Scar endometriosis presenting as an acute abdomen: a case report. The Australian & New Zealand journal of obstetrics &  

 gynaecology. 2003;43(2):164-5.


