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Abstract

Cystic pathology of the abdominal wall after laparotomy is a little known and rarely diagnosed condition, in spite of its definite
clinical setting and treatment. It is very important for to the surgeon, as it may be mistaken frequently for incarcarcerated ventral
hernia, postoperative abdominal haematoma or abdominal wall tumours. We present three patients with cystic mass at the
previous laparotomy site. The duration of their symptoms ranged from 3 to 12 months. The patients underwent surgical
exploration and excision of the mass, which was revealed by histology to be a unspecific cystic tumour without evidence of
malignancy. The pathogenesis, clinical features, diagnostic examinations and treatment are discussed.

INTRODUCTION

Abdominal wall cyst (AWC) of surgical scar after
laparotomy is a rare late complication. Its may be
misdiagnosed and incorrectly treated. Although not reported
frequently, this pathology should be recognized by the
surgeons. A mass in the abdominal wall over a previous
laparotomy scar raises the suspicion of incisional hernia.
However, other diagnoses, such cystic endometriosis,
organized postoperative haematoma, suture granuloma,
organized seroma, benign tumour and malignant deposition,
are also possible 1,2 .

We herein report three cases of cystic mass over laparotomy
scar observed and treated in our service. The authors take
this opportunity to review the underlying pathogenic
mechanism, clinical manifestations and therapeutic
procedures.

CASES REPORTS

CASE 1

A 56-year-old woman with history of open bariatric surgery
and four caesareans. She consulted for presenting an
asymptomatic progressive growing a tumour of three months

of evolution. On examination, the patient had a pendulous
anterior abdomen wall and a tender mass between her scar
and her umbilicus. The mass was not reducible and the size
of that mass could not be determined because of the obesity
of the patient. The laboratory analyses did not show
alterations. The abdominal computed tomography (CT) scan
(Fig. 1), revealed an umibilacal cystic tumour, and that was
not infiltrating muscular fascia.
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Figure 1

Figure 1: Contrast-enhanced CT scan show large fluid
density mass lesion in relation to previous laparotomy scar.

Fine needle aspiration (FNA), was negative for malignancy.
She was diagnosed as a AWC and surgical repair was
recommended. She underwent an operation when an
encapsulated mass was found in the midline, between
anterior to muscle aponeurosis and subcutaneous tissue. The
mass did not penetrate to the muscle aponeurosis plane.
Local excision of the cystic mass and dermolipectomy was
performed without any difficulty and was not necessary to
utilize any prosthesis since the aponeurosis was harmless.
The histology report confirmed the diagnosis of a unspecific
cystic tumour without evidence of malignancy (Fig. 2 and
3). The postoperative recovery was uneventful, and the
patient had a full recovery, with a follow up of twelve
months.

Figure 2

Figure 2: Operative photo showing a cystic mass. The
greatest dimension is 12 cm, and the capsule of the specimen
had a reddish appearance with central gelatinous aspect and
a yellowish appearance.

Figure 3

Figure 3: Microscopic aspect of cyst with H&E, 4 x 10
staining: Cyst wall showing conjunctive tissue to laminate
very vascularized.

CASE 2

A 61-year old female was referred by her family physician
for surgical consultation with a one year history of pain and
abdominal mass. Her surgical history was a total
hysterectomy for ovary carcinoma through of an infra-
umbilical middle incision. Her abdominal exploration
showed a mass, mobile and not reducible, located at the
infraumbilical midline scar. Routine laboratory analyses did
not showed alterations. The abdominal CT scan (Fig 4),
showed a cystic mass of 17 cm of diameter located between
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the cellular subcutaneous tissue and the muscular fascia of
the abdominal wal. AWC was suspected and operative
treatment was recommended. Intraoperatively, an
encapsulated mass was found anterior to the right rectus
abdominis muscle fascia. The local excision of tumour and
abdominoplasty were performed and the histology report
confirmed the diagnosis of a unspecific cystic tumour, after
to discard the presence of foreing body in the whole surgical
extirped piece (Fig. 5). The patient had an uneventful
postoperative course and was discharged 7 days after of the
surgical intervention. She no recurrences have been
diagnosed after twenty five months of follow up.

Figure 4

Figure 4: Abdominal CT scan showed a cystic mass over the
rectus abdominis muscle aponeurosis but invading the
posterior aspect of the subcutaneous tissue.

Figure 5

Figure 5: Operative photo showing the resected cystic mass.
The greatest dimension is 17 cm, and the capsule of the
specimen had a yellowish appearance with central necrosis
with a brown appearance.

CASE 3

A 56-year-old woman with precedents of open bariatric
surgery, consulted for presenting an asymptomatic
abdominal mass under the laparotomy scar of six months of
evolution. and progressive growth.On examination of the
abdomen, a nontender mass and not reducible with ill-
defined borders was felt in the epigastrium and pendulous
anterior abdominal wall. The laboratory analyses did not
show alterations. The abdominal CT scan (Fig 6), revealed a
hipodense mass of the 10x8 cm of diameter. Fine needle
aspiration was negative for malignancy. The lesion The
lesion was extirpated totally without any difficulty an was
not necessary to use any mesh because the aponeurosis of
the right muscles didn´t present any lesion (Fig. 7).
Histopathology revealed a cystic lesion. No evidence of
granulomatous pathology or malignancy was found in the
whole surgical extirped piece. The patient had an uneventful
postoperative course. She is still asymptomatic after forty
five months of follow up.
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Figure 6

Figure 6: Abdominal CT scan revealed a cyst mass arising
from the medial aspect of the abdominal wall aponeurosis.

Figure 7

Figure 7: Intraoperative photo showed a cystic mass.

DISCUSSION

The surgical wound after abdominal surgery can to originate
a significant and varied morbidity, as incisional hernia,
haematoma, seroma, inflammatory processes, endometriosis
and others pathologies less frequents.

Persistence of cavities between the muscle layer and the
subcutaneous tissue, after laparotomy, encourages fluid
collection, which in turn causes haematomas, seromas and
abscesses. These complications can turn into cystic
formations or masses that can simulate a tumour of the
abdominal wall, if they are not readily solved 3 . For this

reason, a careful surgical technique, careful haemostasis and
placement of suction drains in the subcutaneous tissue is
recommended, principally in obese patients or when a

dermolipectomy or abdominoplasty, is associated, to avoid
fluid collection 1 . Some authors 2,4 , have described that the

use of biological adhesives improve the results of surgical
repair of large abdominal incisions after laparotomy and
associated dermolipectomy, because adhesive (fibrin glue)
allows immediate fixation, which prevents haematomas,
seromas and infections in a 50%, lessens the severity of
complications which intern shortens hospital stay by 50%,
and lessens the amount of postoperative wound care needed.

The described cases until now are related to the presence of
meshes used during the closing of the laparotomy, however
obesity is considered the main risk factor for local morbidity
after laparotomy 5 . Obesity was an important factor in our

group. We have not observed any foreign body associated to
none of our cases. Others risk factor are local infection,
absence of drainage, contaminated surgery, amount of
abdominal panniculus, surgical wound size and the number
of days of drainage implanted 1 .

Management of patients with a suspected AWC, after
laparotomy, should include a careful history, physical
examination, routine laboratory investigation, radiological
tests, and serological screening to rule out any parasitic cyst.
The AWCs are generally asymptomatic or cause non-
specific symptoms. Symptoms appear when the cysts enlarge
sufficiently to cause pain or become palpable. The two most
common clinical features found are dull pain in the
abdominal wall and a palpable mass. Routine laboratory
investigations are generally helpful. Anaemia may be found
if there has been significant intracystic bleeding,
leukocytosis may be found if the cyst is infected, and
eosinophilia may be found in a parasitic. A hydatid cyst may
be positive for echinococcal serology.

Fine needle aspiration (FNA) is also very useful in the
management of large seromas or haematomas, however
tissue manipulation can to promote infection. FNA can
confirm the diagnosis and eliminate the doubt of possible
malignancy. FNA or percutaneous biopsy should be avoided
when endometriosis is suspected to avoid further
transportation of endometrial tissue along the biopsy tract.
FNA should be also avoided when hydatic cyst is suspected
to evitate parasite dissemination and anaphylaxis 6 .

Radiological test may be used to rule out incisional hernia or
other associated pathology when making the preoperative
diagnosis. With the wider use of ultrasound for various
abdominal symptoms, the detection of AWC has increased,
although CT is the method of choice for identification of the
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abdominal wall masses, asses for local spread and exclude
hernia. On CT, the cysts usually present as round low-
density masses with smooth borders and a thin wall. On
ultrasound an AWC will most likely present as a vesicular
hypo echoic mass and can differentiate between a cystic or
solid mass. Magnetic resonance imaging (MRI) helps with
the differential diagnosis with other cystic pathologies 7 .

The differential diagnosis for AWC after laparotomy
include: Incarcerated postoperative scar hernia 2 , abdominal

wall endometriomas or cystic endometriosis 8,9,10,11 ,

organized haematoma or seroma 12 , inflammatory lesions

(abscess, omphalitis, granulomas) 13,14 , mature bone

metaplasia 15 , urachal cyst 16 , hydatidic cyst 17 , soft tumors

of the abdominal wall (neuroma, hemangioma, lipoma,
mixoma, leiomioma) 18,19 , primary sarcoma 20 , malignant

fibrous histiocytoma 21 , desmoids tumour 22 and metastasic

carcinoma 18 .

Ventral hernia is the first diagnosis to suspect when a mass
appears on the surgical scar during the late postoperative
period, however other benign and malignant processes have
to be kept in mind for differential diagnosis.

The inflammatory processes of the surgical wound after
abdominal surgery are relatively frequent, so they must be
suspected in the presence of a mass on the surgical incision.
The clinical history and radiological tests are very important
in the differential diagnosis 13,14 .

Organized postoperative haematoma or seroma of the
abdominal wall are less frequent, but difficult to diagnose
due to their similarity with other pathologies 12 .

Cystic endometriosis of the abdominal wall following
obstetric or gynaecological surgery is a rare condition that
may confuse the differential diagnosis with other abdominal
inflammatory or tumoural processes. The most common
presentation is an abdominal wall mass associated with pain
during the menstrual cycle and diagnosis is only confirmed
by histology. A diagnosis of endometrioma must be
considered when a scar mass is present in fertile women with
antecedents of gynaecological or obstetric surgery. The
medical history is extremely useful in the differential
diagnosis 10,11,23 .

Tumour implants on the surgical wound after abdominal
surgery for malignant pathology, it is a known fact in the
surgical practice. Though the frequency is less than 1% 24 , it

must discard in the presence of a mass over the surgical scar.

The hydatidic cyst of the abdominal wall is an exceptional
entity, however it can appear due to dissemination after
surgery of hydatidic abdominal disease. The clinical history,
image tests and serology orientate the diagnosis 17 .

Surgical excision of AWC is the treatment of choice. We
have not had any difficulty to extirpate these lesions and we
have not used any mesh because the abdominal wall was not
injured. The surgery is necessary to investigate the aetiology,
to discard malignancy and to avoid complications.
Indications for surgery are patients symptoms, size of the
lesion, haemorrhage, and possibility of malignancy.

CONCLUSION

In conclusion, the cystic lesions of the abdominal wall
gathered in this series, they are characterized for appearing
in obese patients, and with antecedents of a abdominal
surgery in the months precedents. The image tests are very
important to confirm the diagnosis, to study the location and
to evaluate the affectation of neighbouring structures. The
surgery is necessary to investigate the aetiology, to discard
malignancy and to avoid complications. In the greater part of
the cases, the result of the histological study is unspecific.
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