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Case Report

Laparoscopic Trocar Port Site Endometriosis: A
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Endometriosis is defined as the presence of ectopic endometrial tissue outside the lining

of the uterine cavity. It occurs most commonly in pelvic sites such as ovaries, cul-de-sac,

and fallopian tubes but also can be found associated with the lungs, bowel, ureter, brain,

and abdominal wall. Abdominal wall endometriosis, also known as scar endometriosis,

is extremely rare and mainly occurs at surgical scar sites. Although many cases of

scar endometriosis have been reported after a cesarean section, some cases of scar

endometriosis have been reported after an episiotomy, hysterectomy, appendectomy, and

laparoscopic trocar port tracts. To our knowledge, 14 case reports related to trocar site

endometriosis have been published in the English language literature to date. Herein, we

present the case of a 20-year-old woman (who had been previously operated on for left

ovarian endometrioma 1.5 years ago by laparoscopy) with the complaint of a painful

mass at the periumbilical trocar site with cyclic pattern. Consequently, although rare, if

a painful mass in the surgical scar, such as the trocar site, is found in women of

reproductive age with a history of pelvic or obstetric surgery, the physician should

consider endometriosis.
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Endometriosis is defined as the presence of
functioning endometrial glands and stroma

outside the usual location in the lining of the uterine
cavity.1–3 Endometriosis is found most commonly in
the gynecologic organs and pelvic peritoneum but
may frequently involve the gastrointestinal system,

greater omentum, and surgical scars, while it is
rarely found in distant sites such as the kidney, lung,
skin, and nasal cavity.4 Endometriomas have been
found in association with surgical scars from a
variety of procedures. With the increased use of
laparoscopy, a few case reports have described
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abdominal wall endometriomas at port sites.5–18

This study presents the case of a patient with
endometriotic trocar site metastasis who had previ-
ously undergone laparoscopic resection of a left
ovarian endometriotic cyst.

Case Report

A 20-year-old female patient, who was married and
had a child, was admitted to our outpatient clinic
complaining of pain and a palpable swelling in the
abdominal wall. Her medical history included an
appendectomy 5 years earlier, a cesarean section
2 years earlier, and a laparoscopic left-sided ovarian
cyst excision 1.5 years earlier. Before the previous
laparoscopic operation, a 61 3 56-mm heteroge-
neous cyst localized in the left ovary, along with free
fluid in the pouch of Douglas, had been detected on
radiologic imaging to investigate severe abdominal
pain and dyspareunia, and an explorative laparos-
copy using 2 trocars had been performed with the
provisional diagnosis of corpus hemorrhagicum cyst
rupture. At laparoscopy, a chocolate-type cyst was
detected in the left ovary, and free fluid with a
hemorrhagic component was present in the pelvis.
Histopathologic evaluation of the cystectomy mate-
rial had confirmed the diagnosis of endometriosis,
and the patient was placed on medical therapy. On
this admission, she stated that the pain in the
abdominal wall commenced a few months after the
laparoscopic surgery, was cyclic in nature, and had
worsened progressively over the previous 4 months.
Inspection showed 2 healed scars compatible with
trocar port sites: one inferior to the umbilicus
(periumbilical trocar; 10 mm) and the other over
the rectus muscle on the left side (left side trocar;
5 mm). On palpation, a hard, painful mass fixed to
the surrounding tissues was detected at the 10-mm
trocar port site. In routine biochemical tests, b-hCG
and CA-125 were within normal ranges. Superficial
tissue sonography revealed a 26 3 16-mm hypoe-
choic lesion lacking vascularity. Abdominal mag-
netic resonance imaging (MRI) showed an iso-
hyperintense mass localized approximately 2 to
3 cm below the umbilicus and just to the left of
the midline (Figs. 1 and 2). At surgical exploration
under spinal anesthesia, a 4 3 3-cm dense mass,
which was fixed to the surrounding tissues and
extended into the posterior rectus fascia, was
observed. The mass was excised together with the
fascia, and the abdomen was closed primarily.
Pathologic examination revealed foci of endometri-
osis comprising endometrial glands and stroma

within connective tissue, along with hemosiderin-
laden macrophages (Figs. 3 and 4). The patient
was referred to a gynecologist, who placed her on
buserelin nasal spray.

Discussion

Endometriosis, first described by Rokitansky in
1861, is a common benign gynecologic disorder
defined as the ectopic implantation of endometrial
glands and stroma outside the uterine cavity.
Endometriosis is classified as internal or external
according to the involvement of the uterine muscle
layer. In internal endometriosis, the endometrial
tissue is found within the uterine muscles. External
endometriosis is commonly found in the pelvic
genital organs (ovaries, cul-de-sac, and fallopian
tubes) and other parts of the body.5,19,20 Endometri-
osis can also be classified as pelvic or extrapelvic
according to its location. Pelvic endometriosis
includes lesions of the fallopian tubes, ovaries, and
pelvic peritoneum. Extrapelvic endometriosis refers
to endometriotic implants found in other areas of
the body, including the gastrointestinal tract, pul-
monary structures, urinary system, abdominal wall,
skin, and even the central nervous system.

The precise etiopathogenesis of endometriosis
remains controversial, and many theories have
been proposed, including cellular immunity, coelo-
mic metaplasia, implantation or retrograde men-
struation, vascular and lymphatic metastasis, dis-
semination, and direct transplantation.5,20,21 Direct
transplantation is probably the mechanism respon-
sible for the development of a scar endometrioma
following a caesarian delivery, hysterectomy, ap-
pendectomy, laparoscopic trocar tract, or episioto-
my.21 A trocar port site endometrioma might
develop from the peritoneal seeding of cells because
of pneumoperitoneum or from direct contact of the
excised lesion with the port tract.5,8

The abdominal wall is an uncommon site of
extrapelvic (external) endometriosis, where it usu-
ally develops in old surgical scars. Endometriosis
has been reported in many types of surgical
scars, including the scars resulting from endoscopy,
cesarean section, tubal ligation, hysterectomy, in-
guinal hernia repair, laparotomy, and the needle
tract of third trimester diagnostic amniocentesis.
Scar endometriosis has also been reported in a
laparoscopic trocar port site.

With the introduction of laparoscopy into both
general and gynecologic surgery over the past
20 years, many complications associated with trocar
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port sites have been reported. Whereas the most
frequent complication is an incisional hernia, espe-
cially with large-diameter trocars, tumor cell seed-
ing along the trocar tract and trocar site endometri-
osis are two rare complications.9 The widespread
use of laparoscopic approaches by gynecologists for

ovarian cyst excision, tubal ligation, and exploration
in attempts to elucidate the origins of pelvic pain
can result in the development of trocar site
endometriosis due to the simultaneous presence
of asymptomatic endometriosis in a proportion of
these patients. Denton et al. reported the first case of

Fig. 1 Axial MRI shows a mass just the left of the midline is compatible with endometriosis (arrow).
Fig. 2 Coronal MRI shows a mass approximately 2 to 3 cm below the umbilicus and just to the left of the midline is compatible with the
trocar port site endometriosis (arrow).
Fig. 3 Foci of endometriosis comprising endometrial glands and stroma within connective tissue in the neighborhood of adipose
tissue. H&E (340).
Fig. 4 Endometrial glands and hemosiderin-laden macrophages within the stroma. H&E (3100).
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trocar site endometriosis in 1990.16 In searches of the
PubMed, Google Scholar, and Medline databases
using the search terms ‘‘endometriosis,’’ ‘‘scar
endometriosis,’’ ‘‘abdominal wall endometriosis,’’
and ‘‘trocar,’’ alone and in various combinations,
we found 14 English-language articles on trocar site
endometriosis.5–18 Table 1 summarizes the data
from the 10 articles (13 patients) for which we
obtained the full text.

Patients with endometriosis in a surgical scar are
often referred to general surgeons on suspicion of
an incisional or inguinal hernia, rectus abdominis
hematoma, mass, or suture granuloma. The diagno-
sis of scar endometriosis is usually highly suggestive
from the patient’s history and examination. This
diagnosis is generally not difficult to reach in
patients with the classic presentation of a palpable
mass, cyclic pain, and a previous incision, especially
in cases of cesarean delivery or a gynecologic
procedure that opened the uterine cavity or treated
pelvic endometriosis.5,21

Endometriosis arising from an abdominal wall
scar, such as a trocar site, can be detected using
computed tomography (CT), ultrasonography (USG),
ultrasound (US)-guided fine-needle aspiration
(FNA), and MRI.5 On USG, the masses appear as
solid, hypoechoic lesions in the abdominal wall that
contain internal vascularity on power Doppler
examination. The CT and MRI characteristics of
abdominal wall endometriosis are nonspecific, with
both showing a solid enhancing mass in the
abdominal wall. The major role of CT and MRI may
be to depict the extent of the disease preoperatively.
Although useful, CT, USG, and MRI cannot provide a
definitive preoperative diagnosis. US-guided FNA is
a rapid, accurate diagnostic procedure in women
with abdominal wall masses associated with endo-
metriosis, enabling malignancy to be excluded and
definitive treatment to be determined.20

The differential diagnosis of surgical scar endo-
metriosis is broad and is often confused with other
pathologic conditions, such as a suture granuloma,
abscess, inguinal or incisional hernia, soft-tissue
sarcoma, desmoid tumor, lipoma, metastatic tumor,
and sebaceous cyst. Therefore, the pathologic diag-
nosis of endometriosis should be confirmed.5

The treatment of choice for scar endometriosis
is wide local excision of the lesion with negative
margins, even for recurrent disease. Medical therapy
is also used in the treatment of scar endometriosis
and includes nonsteroidal anti-inflammatory agents,
oral contraceptives, gonadotropin-releasing hormone
analogues, aromatase inhibitors, and radiofrequencyT
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ablation therapy.5 In our opinion, the development of
trocar site endometriosis can be prevented by
precautions such as removing specimens from the
abdominal cavity in endo bags and washing the
incision sites, as well as careful closure of the
abdominal cavity in patients with a history of
endometriosis or in those in whom pelvic endome-
triosis was revealed during laparoscopy.

Postoperative follow-up with a gynecologist is
recommended, as concomitant pelvic endometriosis
may be encountered in patients with abdominal wall
endometriosis in a surgical scar. CA-125, a marker
found on derivatives of the coelomic epithelium,
may be useful in some patients for predicting the
presence and recurrence of endometriosis.

In conclusion, although rare, if a painful mass in a
surgical scar such as a trocar site is found in women
of reproductive age with a history of pelvic or
obstetric surgery, the physician should consider
endometriosis.
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