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Introduction

While the incidence of recurrence endometriosis differs con-
cerning types and duration, a study done by Parazzini et al. [1]
showed a 2-year recurrence rate for Stage | and Il vs Stage llI
and IV as 5.7% and 14.3% In addition, a postoperative usage of
GnRH agonists has been proven to slow the disease recurrence,
as quoted by Vercellini et al. [2]. However, a study by Su Jin Kim
et al. [3] revealed that there were no statistically significant risk
factors for the recurrence of endometriosis outside the pelvic
region, including postoperative medical treatment, as com-
pared with endometrioma that occurs on the ovaries.

Extra-pelvic endometriosis occurs further from usual con-
ventional sites such as a cesarean scar, umbilical and inguinal
region. It’s also classified as an infrequent condition, making its
diagnosis quite challenging for clinicians [4].

i

Abstract

Objective: To present a diagnostic assessment and man-
agement approach for a round ligament endometriosis.

Results: The patient underwent en bloc excision of the
cyst and laparoscopy removal of the bilateral ovarian choco-
late cyst. The gynaecological assessment was normal.

Histopathology showing islands of the endometrial gland
confirmed endometriosis of the right round ligaments of the
uterus.

Capsule: The diagnosis and management of extra-pelvic
portion round ligament endometriosis in a young infertile
woman after two previous surgeries for endometriosis.

Conclusion: An extra-peritoneal part of the round liga-
ment endometriosis is an extremely rare condition with
limited data. Our patient, a 27-year-old with a 2-year his-
tory of infertility, was diagnosed with round ligament endo-
metriosis and underwent an Oblique excision of the cyst in
combination with laparoscopy to rule out an intraperitoneal
involvement. The patient’s prognosis after surgery was good
and conceived 3 months post-op with an IVF.

There are several types of extra-pelvic endometriosis, which
include Abdominal wall endometriosis, scar endometriosis,
umbilical endometriosis, Inguinal endometriosis, etc. Different
types of extra-pelvic endometriosis have different pathogen-
esis.

The epidemiology of round ligament endometriosis is poorly
understood due to the limited number of cases. Extra pelvic
round ligament can occur at several locations including the skin,
viscera, and groin thus, making it a disease of specific interest.
Studies have shown that inguinal endometriosis propagated by
the round ligament usually occurs at the right groin [6], which
was the same as our case.
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Case Report

A 27-year-old nulliparous with a 10-year history of dysmen-
orrhea and recurrent ovarian endometriosis presents to the
outpatient department with an Ultrasound revealing a bilat-
eral ovarian cyst. The patient complained of failure to naturally
conceive for nine years after laparoscopic ovarian cystectomy,
with histopathology results showing endometriosis in 2013 and
2016 separately. She asked for a third surgery before receiving
an assisted reproduction. The ultrasound indicated an 80mm
diameter bilateral ovarian mass and a high level of CA-125 and
CA-199.To distinguish from ovarian cancers, the patient was fur-
ther submitted to computed tomography, which also showed a
bilateral ovarian cyst considered as endometriosis and an un-
expected cyst penetrating the peritoneal cavity and groin, sus-
pected as an endometriotic cyst. Under further questioning, the
patient explained she discovered an asymptomatic pelvic mass
for 1 year, which was occasionally tender and was more promi-
nent when standing with no relationship to menstrual periods.

On gynecological examination, a cyst with a size of about
3*1.5 cm was palpated between the right side of the pubic
mound and the right groin area, with poor mobility and no ten-
derness.

Intraoperatively, on the outer side of the right inguinal ring,
there was a cyst with a size of about 3*2 cm, which was consid-
ered a round ligament cyst. The cyst presented a porous cavity
and brownish-yellow tissue with a thicker cyst wall.

Figure 1: The oblique incision for the removal of the inguinal
endometriosis arising from the round ligament measuring 3*2 cm,
simultaneously a diagnostic laparoscopic found no cysts or endo-
metriotic lesions involved in the intraperitoneal part of the round
ligament. Under laparoscopy, the bilateral ovarian chocolate cyst
was removed.

Differential diagnosis
Inguinal Hernia
Lymphadenitis

Hydrocele of the Canal Nuck.
Treatment

The patient underwent en bloc excision of the cyst and lapa-
roscopy removal of the bilateral ovarian chocolate cyst. The gy-
necological assessment was normal.

Histopathology showing islands of the endometrial gland
confirmed endometriosis of the right round ligaments of the
uterus.

At the same time, under laparoscopy, no cysts or endometri-
otic lesions were found to be involved in the round ligament of
the uterus in the pelvic cavity.

An en bloc resection of the cyst was performed at the pedicle
using a 3cm oblique incision in the right inguinal area as well as
the resection of the extra-pelvic round ligament. Moreover, the
patient underwent laparoscopic bilateral ovarian cystectomy.

Figure 2: On the right inguinal area, a liquid dark area with a
range of approximately 58x15x32 mm was observed between the
subcutaneous fat layer and muscle layer.

Figure 3: CT: Cystic lesions are seen in the lower right abdomen
and groin area (the yellow arrow).

Figure 4: Histopathology showing islands of the endometrial
gland confirmed endometriosis of the right round ligaments of the
uterus (arrow). H&E 100X.
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Outcome and follow-up

The patient was discharged 3 days after surgery. Subse-
quently, the patient was submitted to a Gnrh-a therapy. The
patient had a successful IVF-ET post-operatively 3 months after
the first try.

Discussion

Inguinal region endometriosis is part of extra-pelvic endome-
triosis, a rare condition with a frequency of (0.3-0.6%) among
endometriosis patients, with its etiology poorly understood [7].
Inguinal endometriosis can occur due to direct implantation,
coelomic metaplasia, or lymphatic spread as a mass or cystic
lesion [8]. The extraperitoneal and intraperitoneal parts of the
round ligaments, hernia sacs, skins, and scars are cited as the
sites of endometrial implants in the groin [9].

Due to the nonspecific signs, such as non-cyclic pain or in-
conclusive imaging results and limited studies about round liga-
ment endometriosis, its management and diagnoses usually
pose a dilemma to most clinicians.

Various studies have shown the occurrence of round liga-
ment endometriosis is uncommon amongst women with en-
dometriosis 6 in 958 patients (0.6%). Moreover, the number of
endometrioses arising from the right round ligament (90-94%)
is higher than the left side. The right round ligament | endo-
metriosis is often associated with pain and swelling, which is
exacerbated during menstruation [10-11]. However, our patient
had none of these symptoms.

In the case of our patient, who has had two past laparoscopic
surgeries of ovarian cystectomy with histopathology confirm-
ing as endometriosis, we deduce that there was a possibility of
transplantation from the two previous surgeries or the recur-
rent endometriosis. Moreover, there was no known history of
gonadotropin-releasing hormone, which is a recommendation
for the prevention of endometriosis recurrence [11].

Other studies have indicated that up to 40% of round liga-
ment endometriosis can be associated with groin hernia, thus
could often be misdiagnosed as groin hernia as well as other ex-
tra pelvic-site endometriosis such as Abdominal endometriosis,
posing a dilemma to clinicians. The confirmation of an endome-
triotic tissue is always made with histopathology after surgery.
Investigations of choice include the Ultrasound which reveals a
nodular hypoechoic lesion [13]. MRI and CT have been known
to be used to detect masses of the groin and other locations
and to rule out malignancies in several studies [14]. A complete
resection of the lesion and the extraperitoneal portion of the
round ligament is usually a recommended treatment of choice
[15].

In the above case, the patient underwent laparoscopic re-
section of the bilateral ovarian cysts after the inguinal lesion
was excised using the oblique incision, which was monitored by
laparoscopy as well.

Conclusion

Due to the similarities in the presentation of the various
masses from the Inguinal region such as non-cyclic pelvic pain,
a multidisciplinary approach is usually needed to make the right
diagnosis and management to ensure a good prognosis of a
round ligament endometriosis. Our patient underwent an en
bloc excision and a diagnostic concurrently which is the recom-
mended management procedure. Currently, the ultrasound is

the first investigation of choice followed by an MRI. Our patient,
a 27-year-old with a 2-year history of infertility, was diagnosed
with round ligament endometriosis and underwent an Oblique
excision of the cyst in combination with laparoscopy to rule out
an intraperitoneal involvement. The patient’s prognosis after
surgery was good and conceived 3 months post-op with an IVF.

Patient consent

The patient complained of failure to naturally conceive for
nine years after laparoscopic ovarian cystectomy with histopa-
thology results confirming endometriosis in 2013 and 2016 sep-
arately. She was referred for further consultation and a third-
time surgery by her IVF specialist. The procedure was carried
out based on this account and consent. The institutional review
board and ethics committee of Wenzhou Medical University’s
First Affiliated Hospital gave their approval to this study. The
People’s Republic of China’s legal framework provided protec-
tion for the personal information of this patient.

Patient perspective

The patient was actively involved in the decision-making
process regarding the benefit-risk assessment of the outcome
of the treatment. There was no report of discomfort from the
patient after the surgery; recovered well and was discharged as
scheduled. Three months post-operatively, patient had a suc-
cessful In vitro fertilization followed by a safe delivery.
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