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SUMMARY Umbilical endometriosis has an estimated incidence 
of 0.5%-1% of all patients with endometrial ectopia. It is a very 
rare disease, but should be considered on the differential diag-
nosis of umbilical lesions. We report on a case of spontaneous  
umbilical endometriosis in a 38-year-old woman, with a dark 
brown nodule periodically bleeding, associated with severe ab-
dominal pain. There was no history of endometriosis and she had 
not been pregnant before. Laparoscopic visualization of pelvic 
cavity showed bilateral ovarian endometrioma (it was removed 
while sparing the ovaries). Surgical treatment proved effective. 
Cutaneous endometriosis could be a sign of internal endometrio-
sis. Presentations may be atypical and pose diagnostic difficulty, 
mimicking other acute diseases, e.g., skin neoplasm, folliculitis, 
etc., but it should be suspected in any female presenting with 
a painful or bleeding mass close to the umbilicus or abdominal 
surgical scar.
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IntRodUCtIon
Endometriosis is defined as the presence of 

glands or endometrial stroma at anomalous sites, 
outside the womb. Endometriosis is clinically highly 
relevant, as it may cause infertility, dysmenorrhea, 
pelvic pain, and other problems. Disturbances as-
sociated with endometriosis start in the reproduc-
tive age, above all in the third and fourth decades, 
and involve about 10% of women. Extrapelvic 
localizations have been increasingly reported in 
the international literature, in an attempt to further 
clarify this difficult condition (1-19).

We report on a case of spontaneous umbilical 
endometriosis in a 38-year-old woman, with a dark 
brown nodule of 1 cm in size, periodically bleed-
ing, associated with severe abdominal pain.

CASe RepoRt
A 38-year-old nulliparous woman, menarche at 

13 years, regular but abundant menstruation, nev-
er took oral contraceptives. Since the age of 13, the 
patient reported repeated nasal hemorrhages; for 
this reason, she underwent bilateral cauterization 
at the age of 16. The patient had never attended 
gynecologic clinic until 1995 when she underwent 
an urgent laparoscopic surgery for the rupture of 
ovarian endometrial cyst (the ovary was not ablat-
ed). After this episode, she paid no follow up visits. 
From 1998, the menstruation had become more 
irregular and painful; at the beginning of 2000, a 
lesion appeared in the lower portion of the navel. 
At first the lesion was papular, then nodular and in 
the last year it started to bleed with menstruation. 
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In March 2003, the patient presented to the emer-
gency room for persistent bleeding accompanied 
by pain. On the first clinical examination, a mole or 
another skin tumor was suspected and the patient 
consulted our Department of Dermatology. The 
nodule was 1 cm in diameter, brown-purple, neat 
margins, the surface was smooth but with some 
ulceration (Fig. 1). Dermatoscopic examination 
showed it to be of a homogeneous brown-purple 
color, with small red globules, without reticule or 
other specific dermatoscopic parameters. Blood 
tests indicated sideropenic anemia. The patient 
underwent excision of the nodule in local anes-

thesia, saving the navel. Macroscopic section of 
the nodule showed small red globular structures, 
surrounded by adipose tissue (Fig. 2). Histologic 
examination showed glands associated with en-
dometrial stroma, with chronic flogistic infiltrate 
and signs of recent hemorrhage; histology was 
compatible with cutaneous endometriosis (Fig. 3). 
For this reason, thorough gynecologic evaluation 
was advised. Echography showed bilateral ovar-
ian endometriosis. In July, the patient underwent 
laparoscopy and subsequent ablation of the endo-
metriosis. At present, she is in good health without 
cutaneous relapses and on hormonal therapy. 

dISCUSSIon
Endometriosis is clinically highly relevant. Dis-

turbances associated with endometriosis start at 
the reproductive age, above all in the third and 
fourth decades of life, and involve about 10% of 
women. The disease affects women that have 
never got pregnant and those that have not been 
pregnant before the age of 30. Anyway, cases in 
prepubertal or postmenopausal women as well as 
in men treated with estrogens for prostatic neo-
plasia have been described (1). At any site, endo-
metriosis may react like normal endometrium to 
estroprogestin stimulation, with a proliferative, se-
cretory and desquamative phases. Even though in 
some cases the symptoms are completely absent, 
the symptoms are always cyclic, depending on 
the phases of the menstrual cycle. The symptoms 
are determined by the site rather than the size 
of endometriosis. Extrapelvic localizations have 
been increasingly reported in the international lit-

Figure 1. A hemorrhagic nodule in the lower por-
tion of the navel.

Figure 2. Macroscopic section of the nodule show-
ing small red globular structures of the endometrial 
tissue.

Figure 3. Histologic section showing dermis con-
taining glands lined with endometrial-like stroma 
with hemorrhagic extravasations. (H&E, original 
magnification X20)
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erature, in an attempt to further clarify this difficult 
condition (1-19). The most frequently affected or-
gan is the ovary (27%), followed by Fallopian tube 
(22%), womb-sacral ligaments (16%), rectal-vagi-
nal septum, pelvic peritoneum, portio, and also 
the bowel (5%-25%) (2). Endometrial tissue has 
been found in surgical scars (hysterectomy, ce-
sarean section, laparoscopy and amniocentesis) 
(3-7). Umbilical endometriosis has a frequency of 
0.5%-1% (8,9). It appears like a small circular nod-
ule between 0.5 and 5 cm in size. It may increase 
in size and become painful during menstruation 
and then decrease in size. The mass, sometimes 
hard, is linked to the skin, may ulcerate and bleed 
(10,11). However, there is not always pain with 
menstruation. In our case, below the navel there 
was a brown-bluish nodular lesion of 1 cm, with 
small ulceration. In fact, there was hemorrhage 
during menstruation. Furthermore, echography 
showed bilateral ovarian endometriosis. A lesion 
in the umbilical region has to be differentiated as 
malignant lesions like melanoma or metastasis 
and benign lesions like moles (12). Malignant de-
generation of ectopic endometrial tissue has been 
described (13,14). Even though surgical treatment 
is decisive, gynecologic follow up is useful, with 
possible hormonal therapy. On differential diagno-
sis, echography is useful to distinguish between 
solid and cystic lesion. Needle biopsy may also 
prove useful (15). However, an accurate diagnosis 
is made by histology. Recently, epiluminescence 
has improved the diagnosis of pigmented lesions.  

De Giorgi et al. describe dermatoscopic featur- 
es of cutaneous endometriosis as homogeneous 
reddish pigmentation with small globules called red 
atolls (6). Histologic examination showed red atolls 
to be irregular glands containing erythrocytes. The 
treatment is surgical. It prevents relapses that may 
occur after pharmacological treatment and allows 
for histologic examination (3,16-19).

Cutaneous endometriosis could be a sign of 
unknown internal endometriosis. Umbilical endo-
metriosis should now be recognized as a primary 
or metastatic presentation or iatrogenic complica-
tion of endometriosis. Many investigators have 
postulated some pathogenetic mechanisms; most 
common explanations include vascular or lym-
phatic migration, cellular metaplasia and iatrogen-
ic metastasis (19). 

ConClUSIon
Cutaneous endometriosis presentations may 

be atypical and pose diagnostic difficulty, mim-
icking other acute skin diseases (skin neoplasm, 

folliculitis, etc.), but it should be suspected in 
any female presenting with a painful or bleeding 
mass close to the umbilicus  or abdominal surgi-
cal scar.
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Illustration from Svijet magazine; year 1929.
(from the collection of Mr. Zlatko Puntijar)


