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Cyclically bleeding umbilical mass: A case of primary
umbilical endometriosis

Joyce Huang, Michelle Lu, Komal Soin

CASE REPORT

A 28-year-old woman presented initially to an urgent
care clinic with a small mass protruding out of the
umbilicus. The lesion was diagnosed as a skin tag and
excised with minimal bleeding. Eight months later, she
presented to our family medicine clinic for the growth
of two similar masses in the umbilicus that now exuded
blood. They were characterized as fibrous skin-colored
papules and were associated with mild pain and pruritus
(Figure 1).

Figure 1: Physical exam of umbilicus reveals two adjacent,
fibrous, skin colored/pink bleeding papules less than 1 cm in
size.
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Upon examination, there was no tenderness to
palpation, no deep abdominal pain, no nausea or
vomiting, no purulent discharge from the site, and
no fever, flank pain, or dysuria. The patient denied
any history of trauma to the area. The patient has no
significant past medical history. She has a negative
family history of melanoma and other skin cancers. At
this time, the patient was referred to dermatology for a
recurring skin lesion.

After the visit, via secure digital communication, the
patient later noted that the onset of bleeding from the
umbilical lesion coincides with her menses and resolves
within four days with the completion of her menstrual
period. Her menses are regular, occurring every 28—30
days and lasting for seven days. The initial four days are
marked by heavy bleeding, clots, and significantly painful
abdominal cramping, and the latter three days consist of
light spotting.

A shave biopsy was performed at her dermatology visit
which confirmed the diagnosis: umbilical endometriosis.
She was referred to general surgery and underwent
surgical excision of her umbilical endometriosis and
primary closure of the fascial defect which successfully
removed the lesion. Laparoscopy was offered to explore
the abdominal cavity for peritoneal endometriosis, but
the patient declined.

Following this diagnosis, the patient was also referred
to OB/GYN for management of primary dysmenorrhea
and endometriosis and started combined oral
contraceptives. At OB/GYN follow-up one month later,
the patient reported having a light, pain-free period and
denied any further umbilical lesions or bleeding.

DISCUSSION

Endometriosis is a benign condition involving the
implantation of ectopic endometrial tissue outside of the
uterus and has a prevalence of 6—11% in the United States
[1]. While endometriosis most commonly manifests as
shallow peritoneal implants, it may be found all over the
abdominal cavity and can affect bladder, bowel, omentum,
lung, heart, and even brain. In fact, 12% of cases of
endometriosis present with extra-genital implants [2, 3].
Of these, umbilical endometriosis (UE), or Villar’s nodule,
as described in 1886 by Villar, is the most common [4].
Given the overall rarity of the condition, awareness of UE
is important for the primary care provider, gynecologist,
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or general surgeon who may be presented with patients
with this condition first.

Umbilical endometriosis presents with an umbilical
lesion located in the cutaneous or subcutaneous plane
that is discolored brown, purple, or red due to bleeding
[1, 4, 5]. Just as the endometrial lining of the uterus
proliferates and sheds with the menstrual cycle, these
ectopic endometrial implants also consist of functional
tissue that are responsive to hormonal fluctuations
[6]. This underlying mechanism accounts for why our
patient noticed blood oozing from her umbilicus during
her menses. Other than bleeding, the most commonly
reported symptoms include pain and swelling of the
nodule, and are most noticeable during menstruation [5].

Umbilical endometriosis generally appears in women
of reproductive age; a systematic review by Dridi et al.
reported a mean age of 37.9 years, with a range of 28.5
to 47.5. Comparatively, our 28-year-old patient is on the
lower end of this age range, which may in part reflect the
varying hormonal and environmental factors that are
required for clinical presentation in different individuals.
It is reported that about 33% of women with umbilical
endometriosis have received a previous diagnosis
of endometriosis [4, 5]. Our patient had not been
previously diagnosed but complained of heavy bleeding
and significant pain with menses that improved with
hormonal contraceptive use, a clinical pattern consistent
with the disease.

As our patient does not have any surgical history, this
would be considered primary umbilical endometriosis
[4, 5]. Primary UE represents almost 75% of all cases of
UE and the mechanism behind its pathogenesis is vague.
On the other hand, secondary umbilical endometriosis
occurs much more clearly due to the seeding of surgical
scars with uterine tissue following procedures such as
episiotomy, cesarean section, and laparoscopy [7, 8].
Many theories have attempted to explain the pathogenesis
of endometriosis and likewise UE. Embryonic remnants
in the urachus and umbilical vessels may better explain
cases of isolated umbilical endometriosis, wherein
inflammation around the endometrial implant causes
shedding and passage to the umbilicus via the umbilical
venous system. More commonly, endometriosis has been
explained via the theory of retrograde menstruation,
wherein endometrial tissue flows backwards through
the fallopian tubes during menstruation, seeding the
abdominal cavity and presumably the umbilicus [5]. In
fact, the prevalence of UE with co-existing pelvic implants
is much higher than that of isolated UE, which lends more
evidence to this theory [4].

There is a thought that UE travels via the same
intra-abdominal currents initiated by large bowel
peristalsis and respiratory movements that disseminate
ovarian epithelial cells and Sister Mary Joseph nodules
[4]. These malignancies can present similarly to UE.
Differential diagnosis of an umbilical lesion also includes
melanocytic nevus, incarceration of an umbilical hernia,
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pyogenic granuloma, urachal residual, and melanoma [2,
5, 9]. Our patient’s lesion was initially misdiagnosed as a
skin tag and later a hemangioma before being biopsied.

While initial assessment is a clinical workup, the gold
standardfordiagnosisofcutaneousendometriosisrequires
biopsy. Histological diagnosis is made by the presence of
two of the following features of either endometrial-like
glands, endometrial stroma, or hemosiderin pigment [1,
5, 7, 10]. Cases with concomitant pelvic endometriosis
may also have elevated levels of CEA and CAi2j
tumor markers. Ultrasound and magnetic resonance
imaging (MRI) have been useful imaging techniques
for characterizing and finding endometrial lesions.
Umbilical nodules appear as a spherical finding within
the dermal-epidermal layer with varied echogenicity on
ultrasound. Magnetic resonance imaging in particular is
helpful in studying deep pelvic endometriosis which show
fibrous lesions with varied enhancement that are hypo or
isointense on T1 and T2 [2].

The mean time from onset of symptoms to diagnosis
and treatment has been reported to be 13.3 months.
This delay in treatment is significant as the risk of future
malignancy from UE has been reported to be about 3%
[4, 9]. Thus, timely workup and biopsy is important for
diagnosis and ruling out malignancy.

There is no standardized regimen for this condition
since it is so rare [11]. The definitive management for
umbilical endometriosis is surgical excision and repair of
any disrupted local structures. Radical surgery with wide
local excision is the preferred treatment and involves
complete removal of the umbilicus and nodule whereas
partial omphalectomy spares the umbilicus. Medical
management alone with hormone analogues has not
shown reliable results, perhaps due to lack of vascular
accessibility and penetrance. However, pharmacotherapy
(oral contraceptives, GnRH agonists/antagonists) may
reduce endometrioma size. The literature reports that
the recurrence rate of UE after surgical treatment is
very low with no significant difference between radical
or partial omphalectomy or with medical treatment [4,
5, 12]. Accordingly, a systematic review reported the
effectiveness of surgical excision in 67.6% of patients [10].

CONCLUSION

This case demonstrates the rare case of a recurrent
umbilical lesion in a young woman of reproductive age
that was initially misdiagnosed. Recurrent dermatologic
lesions or those in which the diagnosis is unclear should
be followed up with a proper workup and biopsy in order
to rule out malignancy. This case brings awareness to an
overall rare condition and underlies the importance of
keeping a broad differential and early referral services.

Keywords: Cutaneous endometriosis, Cyclical bleed-
ing, Dysmenorrhea, Umbilical endometriosis, Umbilical
mass
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