CORRESPONDENCE

The groin: an unusual
location of endometriosis—
a multi-institutional
clinicopathological study

INTRODUCTION
Inguinal endometriosis (IE) secondary to
involvement of the extraperitoneal
portion of the round ligament is a rare
condition, occurring in <1% of patients
with endometriosis. It is often confused
with other inguinal pathology and mostly
diagnosed on histological examination.
The first case was described by Allen in
1896. Since then only individual cases or
small series have been reported.>

In this study, we report a retrospective
clinicopathological review of 42 cases of
pathologically proven IE, collected from
seven institutions, which is to the best of
our knowledge the largest series ever

published.

METHODS AND RESULTS

The surgical pathology databases of seven
institutions were searched for endometri-
osis. Only non-cutaneous and non-lymph
node IE was included. The clinical infor-
mation was extracted from the surgical
operating notes. Frozen section was
requested in only one case and was diag-
nostic for endometriosis. Fine needle
aspiration (FNA) was made in one other
patient and was reported as ‘suspicious
for malignancy’.

Included in the study were 42 patients
(three were pregnant) with a mean age of
35 years (range 20-53 years). Eleven lesions
were located on the left side, 29 on the right
side and the location was unknown in the
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Figure 1

remaining two. Five patients had a prior
history of endometriosis involving vagina,
peritoneum, ovary and inguinal area.
Presenting symptoms included groin lump
(sometimes painful), periodic menstrual ten-
derness, hernia and cyst.

The endometriosis was suspected pre-
operatively in 13 cases, whereas the pre-
operative diagnosis in the remaining 29
patients was hernia (n=8), cyst (n=4),
enlarged lymph node (n=4), inguinal
tumour (n=1) bladder diverticulum (n=1)
and groin lump of unknown origin (n=11).

Eight patients underwent hernia repair.
In six patients, a nodule of variable size
was incidentally found in the hernia sacs.
In the remaining two, the round ligament
was found to be thickened and was
excised. Wide excision of the inguinal
lumps was performed in the remaining
cases. Follow-up was available in 14
patients. Recurrence occurred only once
three years after surgery. Four patients
underwent  simultaneous laparoscopic
exploration of the pelvis, which revealed
in all of them coexisting ovarian
endometriomas.

PATHOLOGICAL FINDINGS

The inguinal lumps had a median diam-
eter of 3.36cm (range 1-5 cm).
Macroscopically, the masses tended to be
firm, multinodular, sometimes red/tan to
brown with a cut surface demonstrating
cystic change and haemorrhagic foci

(figure 1A).
In all but one case, the lesion contained
both endometrial glands and stroma

(figure 1B). In one patient, only endomet-
rial-type stroma was present. Cystic dilata-
tion of the glands (figure 2A), fibrosis,
hemosiderin-laden ~ macrophages  and

inflammatory cells were all frequent find-
ings (figure 2B). There were prominent

decidual changes of the stroma (figure 3A)
in three pregnant women. Perineural
involvement was observed only once (figure
3B). No malignant transformation or dys-
plasia was found.

DISCUSSION

In this largest series of IE ever reported,
the preoperative diagnosis remains a clin-
ical challenge; it was suspected in only 13
out of 42 cases. IE can mimic the whole
range of inguinal pathology, such as incar-
cerated hernia, lymphadenopathy, suture
granuloma, abscess, haematoma, hydro-
coele of the inguinal canal and benign or
malignant either primary or metastatic
tumour.' *

In approximately 20% of patients in
our series, IE was discovered inciden-
tally during hernia repair, which raises
the question of routine submission of
hernia sacs to pathological examination.
Taking into consideration the higher
percentage in other series (nearly 33%),
we think that pathological examination
of hernia sacs in women is necessary
and its benefits outweigh any other
considerations.” * *

Histology remains the cornerstone of
the diagnosis, based on the finding of
characteristic endometrial glands with
stromal cells within the fibrous connective
tissue. Stromal decidual changes may
occur in pregnancy or with progestogen
treatment.’

The correct preoperative diagnosis of
IE by FNA has rarely been reported, and
may be given as ‘benign epithelial lesion,
possibly endometriosis’.® FNA was per-
formed only once in our series and was
reported as ‘suspicious for malignancy’.
When examining FNA aspiration from an
inguinal mass, the pathologist will hardly
think of the possibility of endometriosis

(A) Gross section of 4.5 cm deep multinodular firm mass with haemorrhagic areas. (B) Typical endometriosis with endometriotic slightly

dilated glands and stroma, surrounded by hyperplastic smooth muscles. H&E, original magnification x50.
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Figure 2

(A) Endometriosis with cystic, haemorrhagic areas and fibrosis

and inflammatory cells. H&E, original magnification x400.

Figure 3

(A) Prominent decidual change of endometrial stroma in a 40-year-old pregnant woman (20 weeks). H&E, original magnification x200.

(B) Perineural involvement. H&E, original magnification x100.

given the rarity of groin location. The
presence of sheets or a multilayer of epi-
thelial cells with some degree of anisonu-
cleosis is an important diagnostic pitfall of
malignancy.

Perineural involvement was observed in
only one case, without any dysplasia or
malignant lesion. As it has been reported
in other non-neoplastic lesions (sclerosing
adenosis of the breast), perineural inva-
sion has been rarely encountered in other-
wise typical, benign endometriotic lesions
and does not seem to be of any clinical
significance.”

Malignant degeneration of IE is exceed-
ingly rare.® Nevertheless, thorough sam-
pling of the inguinal lump is mandatory.
In our series, no dysplasia or malignant
changes were found.

As reported previously (90-94%), in
our series the right side was more com-
monly affected than the left (72%).> The
right preponderance may be explained by
the asymmetrical lymphatic drainage in
favour of the right inguinal and femoral

region. Another reason could be that the
left round ligament may be protected by
the sigmoid colon.’

In toto surgical excision of the lesion
with minimal spillage is the treatment of

Take home messages

» Endometriosis should be included in
the differential diagnosis of all
inguinal masses in women of
reproductive age.

» Pathologists should bear inguinal
endometriosis in mind when
examining fine needle aspiration
samples from groin lumps.

» Pathological examination of hernia
sacs in women is advisable.

» Wide surgical resection is usually
curative. Thorough sampling of the
specimen is mandatory in order to
exclude malignant transformation.

. H&E, original magnification x25. (B) Hemosiderin-laden macrophages

choice and reported to be curative.
Hormonal therapy has also been recom-
mended.” Some authors recommend sim-
ultaneous laparoscopy in order to
evaluate concomitant pelvic and intra-
abdominal endometriosis.” Frozen section
is indicated as it may facilitate the decision
to perform laparoscopy during the same
operative session. In our series, laparos-
copy revealed an ovarian endometrioma
in four patients.

Recurrence after adequate wide surgical
excision is rare.” It occurred only once in
our series, after 3 years of surgery.
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