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Isolated inguinal endometriosis. Case report with ultrasonographic

preoperative diagnosis
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SUMMARY: Isolated inguinal endometriosis. Case report with ul-
trasonographic preoperative diagnosis.

P.G. CaLO, E Esu, A. Tarty, L. PiLLoni, E MEDAS, G. PISANO,
A. NICOLOSI

Inguinal endometriosis is rare and accounts for 0.3-0.6% of pa-
tients affected by endometriosis. A correct preoperative diagnosis is rare.
Diagnosis is frequently made by histologic examination.

A 36-year-old nulliparous woman presented with a painful mass
in her right groin of 2 years duration. The pain fluctuated according to
the menstrual period. Physical examination revealed an elastic hard
mobile mass measuring 2x2 cm in the right inguinal region. Ultra-
sound examination confirmed a hypoechoic tumor in the right ingui-
nal region with poorly defined boundaries and perilesional and intra-
lesional vascular flow suspect for endometriosis.

Wide excision of the lump with a part of the round ligament was
carried out. Histology showed endometrial glands and stroma within
the fibrous tissue.

The patient had an uneventful recovery and was discharged the
next day. After surgery, the pain disappeared completely. No signs of re-
currence occurred at approximately 16 montbhs afier the surgery.

Although rare, extrapelvic endometriosis should be considered in
the differential diagnosis in women of reproductive age presenting with
an inguinal mass, especially if the groin mass is associated in size and
tenderness with menstrual variability. US appearance is very useful in
diagnosis so ultrasonography can be considered the examination of choi-
ce.

RiAssUNTO: Endometriosi inguinale isolata. Descrizione di un caso
clinico con diagnosi preoperatoria ecografica.

P.G. CALO, E Esu, A. TarTl, L. PiLLoNI, E. MEDAS, G. PISANO,
A. NICOLOSI

Lendometriosi inguinale ¢ rara e rappresenta lo 0.3-0.6% delle
Jforme di endometriosi. Una diagnosi preoperatoria corretta ¢ rara e la
diagnosi emerge frequentemente dall esame istologico.

Una donna nullipara di 36 anni si presento all osservazione con
una massa dolente in regione inguinale destra presente da 2 anni. 1/ do-
lore si modificava di intensita in relazione al ciclo mestruale. Lesame
obiettivo mise in evidenza una tumefazione duro-elastica, mobile, in
regione inguinale destra, delle dimensioni di 2 x 2 cm. Lesame ecogra-
Jico evidenzio una tumefazione ipoecogena in regione inguinale destra
a limiti scarsamente definiti e vascolarizzazione peri e intralesionale,
sospetta per endometriosi.

Fu praticata una ampia asportazione della massa insieme a una
parte del legamento rotondo. Listologia confermo la presenza di tessuto
endometriale misto a tessuto fibroso. La paziente ebbe un decorso po-
stoperatorio regolare e fu dimessa il giorno successivo all'intervento. Do-
po Uintervento il dolore scomparve completamente. Non vi sono segni
di recidiva 16 mesi circa dopo il trattamento chirurgico.

Sebbene rara, lendometriosi extrapelvica deve essere considerata
nella diagnosi differenziale nelle donne in eta riproduttiva con una tu-
mefazione inguinale, specialmente se varia nelle dimensioni e nella
consistenza durante il ciclo mestruale. Laspetto ecografico é molto uti-
le nella diagnosi e di fatto rende l'ecografia l'indagine di scelta.
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Introduction

Endometriosis is a common gynaecologic disorder,
affecting 2% of the population and 10% of women in
fourth decade (1, 2). It is characterized by the presence
and proliferation of endometrial tissue in ectopic sites
(2, 3). It may affect any of the abdominal or pelvic or-
gans, but groin involvement is rare (1).

The first case of inguinal endometriosis was descri-

bed by Cullen in 1896 (1, 4). Since then 40 cases have
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been reported in the literature (4, 5). A correct preope-
rative diagnosis is rare. Diagnosis is frequently made by
histologic examination (2, 6).

We report a case of a patient in which inguinal en-
dometriosis was suspected by clinical presentation and
ultrasound.

Case report

A 36-year-old nulliparous woman presented with a painful mass
in her right groin lasting 2 years. She denied dysmenorrhea. Her past
medical history was unremarkable. The pain fluctuated according to
the menstrual period.

Physical examination revealed an elastic hard mobile 2x2 cm mass
in the right inguinal region. The swelling was not reducible and had
no evident cough impulse. Skin over the mass was normal.

Ultrasound examination revealed a complex hypoechoic mass in
the right inguinal region with poorly defined boundaries and peri-
lesional and intralesional vascular flow suspect for endometriosis (Fig.
1).

At surgery a 5 cm longitudinal skin incision was made over the
mass. The mass was attached to the extraperitoneal portion of the
right round ligament. Wide excision of the lump with a part of the
round ligament was carried out. No hernial sac was detected. Posterior
abdominal wall and trasversalis fascia appeared solid. Histology showed
endometrial glands and stroma within the fibrous tissue (Fig. 2). No
malignant cells were identified.

The patient had an uneventful recovery and was discharged the
next day. After surgery, the pain disappeared completely. A diagno-
stic pelvic laparoscopy showed no intraperitoneal or pelvic endo-
metriosis. Patient was submitted to hormonal therapy.

No signs of recurrence occurred at 16 months after the surgery.

Discussion

Endometriosis is a common gynaecological condition,
occurring in 8-15% of fertile women (1, 4, 5, 7, 8). In-
guinal endometriosis is rare and accounts for 0.3-0.6%
of patients affected by endometriosis (1, 8). The right
side is much more commonly involved than the left (90-
94%), while bilateral involvement is exceptional (only
one case described) (1, 4, 8, 9, 10). The right-sided pre-
ponderance may be explained by the theory that the sig-
moid colon relatively protects the left groin (1, 4, 5, 10).
In our case, the patient also presented with the more com-
mon right-sided inguinal endometriosis.

The most common complaint of patients with in-
guinal endometriosis is an inguinal mass, followed by pain
and enlargement of the mass near menses (4). In 30-37%
of patients, inguinal endometriosis is associated with a
groin hernia (6, 8). Pelvic endometriosis is found in most
patients with inguinal endometriosis (4). Though rare,
malignant degeneration is possible (8). Our patient did
not have any intraperitoneal or pelvic endometriosis, nor
a groin hernia.

The imaging appearance, particularly on CT, is non-
specific (4). Magnetic resonance imaging has been de-
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Fig. 1 - Ultrasonographic finding: complex hypoechoic mass with poorly defi-
ned boundaries.

Fig. 2 - Histological finding: endometrial glands and stroma within the fibrous
tissue.

monstrated as particularly useful in diagnosing extra-
peritoneal localizations. To evaluate the mass sonography
is also a very handy and a beneficial tool (1). In many
prior cases, patients had undergone surgery after a preo-
perative diagnosis of inguinal hernia (4). In our case, ul-
trasonography detected an irregular solid hypoechoic no-
dule in the groin region with perilesional and intralesional
vascular flow. This picture contributed to confirm the
suspicion of endometriosis. We did not use magnetic re-
sonance or computed tomography in our case. In our opi-
nion CT and MR should be limited to the few cases in
which other diseases (expecially malignant) are to be ex-
cluded. Cytology also can aid in distinguish endometriosis
from inflammatory, neoplastic, or lymphoproliferative
processes (4). We have no experience in using citology
in such cases.

Surgical excision of inguinal endometriosis is repor-
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ted to be curative (11). Hormonal therapy has also been
recommended (5). In our case surgery was curative too
and patient is currently disease free.

Conclusion

We present an unusual case of inguinal endometriosis
involving the extraperitoneal portion of the round li-
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