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Abstract Endometriosis is described as the presence of functioning endometrial tissue outside 

Scar endometriosis is a rare disease, and is difficult to diagnose. The symptoms are nonspecific, typically involving 

abdominal wall pain at the incision site at the time of menstruation. It commonly follows obstetrical 

surgeries. The diagnosis is frequently made only after excision of the diseased tissue. We present here a case of 

abdominal wall scar endometriosis in a woman who had undergone a caesarean section 

excision led to the diagnosis of scar endometriosis.
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INTRODUCTION 
The pathogenesis, diagnosis and treatment of this rare 

condition are discussed Endometriosis, first described by 

Rokitansky in 1860, was defined as the presence and 

proliferation of endometrial tissue outside the uterine 

cavity, commonest site being the pelvis
1
. 

pelvic endometriosis is a fairly uncommon disorder and 

difficult to diagnose. The various sites for extra pelvic 

endometriosis are bladder, kidney, bowel, omentum, 

lymph nodes, lungs, pleura, extremities, umbilicus, 

hernial sacs, and abdominal wall
2
. Majority of the scar 

endometriosis have been reported after obstetrical or 

gynecological procedures such as cesarean section, 

hysterotomy, hysterectomy, episiotomy, and tubal 

ligations
3
. The incidence of scar endometriosis has been 

estimated to be only 0.03% to 0.15% of all cases of 
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The pathogenesis, diagnosis and treatment of this rare 

condition are discussed Endometriosis, first described by 

Rokitansky in 1860, was defined as the presence and 

proliferation of endometrial tissue outside the uterine 

. However, extra 

pelvic endometriosis is a fairly uncommon disorder and 

sites for extra pelvic 

endometriosis are bladder, kidney, bowel, omentum, 

lymph nodes, lungs, pleura, extremities, umbilicus, 

Majority of the scar 

endometriosis have been reported after obstetrical or 

ures such as cesarean section, 

pisiotomy, and tubal 

The incidence of scar endometriosis has been 

of all cases of 

endometriosis
4
. Endometriosis, in patients with scars, is 

more common in the abdominal skin and subcutaneous 

tissue compared to muscle and fascia. The present study 

describes a case of scar endometriosis, and reviews the 

literature to elucidate signs and symptoms that may lead 

to an earlier diagnosis and prompt treatment.

 

CASE REPORT  
A 28 year old female patient presented with a painful 

lump on the lateral aspect of a pfannenstiel

month after LSCS. obstectric history

one normal delivery and one LSCS

was associated with pain and no history of discharge and 

cyclic association of pain. Abdominal examination 

revealed a lump of about a 4 × 3 firm, mild and tender. 

Ultrasound of the abdomen was performed and revealed a 

bright heteroechoic mass about 4 × 3 on the lateral aspect 

of the abdominal wall scar. This was thought to be stitch 

line granuloma. It was initially managed using 

conservative management techniques;

abdominal lump persisted and gradually increases in size

The patient was posted for a wide

lump. The lump was about 4× 3 firm

wall extending to abdominal muscles,

perfomed. postperative period was uneventful.

Histopathogical showed fibroadipose tissues

interspersed glands and stroma of 

confirmed diagnosis of endomeriosis
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the confines of the uterine cavity. 

Scar endometriosis is a rare disease, and is difficult to diagnose. The symptoms are nonspecific, typically involving 

abdominal wall pain at the incision site at the time of menstruation. It commonly follows obstetrical and gynaecological 

surgeries. The diagnosis is frequently made only after excision of the diseased tissue. We present here a case of 

eleven months ago. Surgical 
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Endometriosis, in patients with scars, is 

on in the abdominal skin and subcutaneous 

tissue compared to muscle and fascia. The present study 

describes a case of scar endometriosis, and reviews the 

literature to elucidate signs and symptoms that may lead 

to an earlier diagnosis and prompt treatment. 

presented with a painful 

lump on the lateral aspect of a pfannenstiel incision 11 

history, she was P2L2 with 

LSCS for AFD. The lump 

n and no history of discharge and 

cyclic association of pain. Abdominal examination 

revealed a lump of about a 4 × 3 firm, mild and tender. 

of the abdomen was performed and revealed a 

mass about 4 × 3 on the lateral aspect 

the abdominal wall scar. This was thought to be stitch 

It was initially managed using 

conservative management techniques; however the 

abdominal lump persisted and gradually increases in size. 

The patient was posted for a wide local excision of the 

The lump was about 4× 3 firm at the abdominal 

abdominal muscles, wide excision was 

postperative period was uneventful. 

fibroadipose tissues with 

interspersed glands and stroma of endomeriosis which 

confirmed diagnosis of endomeriosis abdominal wall scar 
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DISCUSSION 
Scar endometriosis usually follows previous abdominal 

surgery, especially early hysterotomy and cesarean 

section, Minaglia et al. who analyzed 11 months of 

incisional endometriosis after caesarean section found the 

incidence of scar endometriosis to be 0.08%
4
. Ectopic 

pregnancies, salpingostomy puerperal sterilization, 

laparoscopy, amniocentesis, appendectomy, episiotomy, 

vaginal hysterectomies, and hernia repair are the other 

surgical factors for scar endometriosis
5–7

. The reported 

incidence after midtrimester abortion is about 1% also 

after cesarean sections ranging from 0.03% to 0.45%
8
. 

Frequency of scar endometriosis increases by induced 

number of cesarean section and laparoscopy performed in 

recent years
9
. Direct mechanical implantation seems to be 

the most plausible theory for explaining scar 

endometriosis. During caesarean section, endometrial 

tissue might be seeded into the wound, and under the 

same hormonal influences these cells proliferates
10

. The 

endometrial tissue may have certain abilities that make 

implantation and transplantation during pregnancy. 

According to this hypothesis, the strongest risk factor for 

development of scar endometriosis is early hysterectomy 

like for hysterectomies for abortion
11

. De Oliveira et al. 

demonstrate that heavy menstrual blood flow and alcohol 

consumption were positively related to scar 

endometriosis, and conversely high parity may be a 

protecting factor
12

. However, direct implantation of 

endometrial tissue cannot explain all cases. There are few 

cases of primary cutaneous endometriosis without prior 

abdominal surgery such as vulva, perineum, groin, 

umbilicus, and extremities
13

, as well as even nasolacrimal 

localisations
14

. Clinical diagnosis of scar endometriosis 

can be made by a careful history and physical 

examination. The patients present with a mass near the 

previous surgical scars, accompanied by increasing 

colicky-like pain during the menstruation
15

. Usually, 

there is a history of a gynecologic or rarely a 

nongynecologic abdominal operation. In these patients, 

correct diagnosis relies on careful examination, right 

questioning, and obviously taking endometriosis in 

consideration. Furthermore, scar endometriosis is a rare 

entity, the highlight of this case is the long distant 

duration from the previous caesarean sections. The 

interval between the previous caesarean sections and 

symptoms was 23 years. The patient encountered these 

worsening symptoms at the perimenopausal age. The 

underlying reason of this aspect may be the dysfunction 

of the hypothalamic-pituitary-ovarian axis which 

becomes a more common finding in peri- and 

postmenopausal women group. Anovulatory cycles 

produce no progesterone to stabilize cyclic withdrawal of 

the estrogen-prepared endometrium, bleeding episodes 

become irregular, and menorrhagia are common
16

. Also, 

there are greater risks of benign and malignant neoplastic 

growths with the increasing age. When a proper 

prediagnosis cannot be achieved, scar endometriosis can 

be easily mixed with other surgical conditions like 

hematoma, neuroma, hernia, granuloma, abscess, scar 

tissue, neoplastic tissue, or even metastatic carcinoma
17

, 

which are a simple excuse to refer the patient to the 

general surgeon. Often, the diagnosis of endometriosis is 

not suggested until after histology has been performed. 

Correct preoperative diagnosis is achieved in 20% to 50% 

of these patients
18

. The worth of various methods of 

investigation, such as ultrasonographic examination, 

computed tomography, magnetic resonance imaging, 

Doppler sonography, or fine-needle biopsy in the 

diagnosis of scar endometriomas, is not clear. Imaging 

procedures help, rather than confirm, in obtaining a 

differential diagnosis. Ultrasonography is the best and 

most commonly used investigational procedure for 

abdominal masses, given its practicality and lower cost. 

The mass may appear hypoechoic and heterogeneous 

mass with messy internal echoes. On computed 

tomography, the endometrioma may appear as a 

circumscribed solid or mixed mass, enhanced by contrast, 

and show hemorrhages. Kinkel et al. revealed the 

sensitivity and specificity of MRI in diagnosing 

endometriomas to be 90%–92% and 91%–98%, 

respectively
19

. MRI is also a useful modality for 

presurgical mapping of deep pelvic endometriosis. 

Infiltration of abdominal wall and subcutaneous tissues is 

much better assessed by MRI
20

. Tomographic scans and 

magnetic resonance imaging are more useful in 

demonstrating incisional hernias and differential 

diagnosis
21

. Fine-needle aspiration cytology (FNAC) was 

reported in some studies for confirming the diagnosis
22

. 

However, FNAC cytology is a liable method to make the 

diagnosis of scars, and surgeons must be aware of some 

diagnosis such as inguinal hernia and reimplantation of 

potential malignancies during process. Our opinion of 

FNAC is accurate only in cases of large masses, doubtful 

diagnosis, and atypical clinical presentations. Histology is 

the hallmark of diagnosis. It is satisfied if endometrial 

glands, stroma, and hemosiderin pigment are seen
23

. 

Generally, diagnosis is easy with a microscopic 

examination of a standard hematoxylin and eosin-stained 

slide. Furthermore, the cytologist experience must be the 

important point to clarify diagnosis and to exclude 

malignancy
24

. Local wide excision, with at least a 1 cm 

margin, is accurate treatment choice of scar endometriosis 

also for recurrent lesions. Recurrence of scar 

endometriosis seldom happens with only a few cases 

reported. As expected, the larger and deeper lesions to the 

muscle or the fascia are more difficult to excise 
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completely. In large lesions, complete excision of the 

lesion may entail a synthetic mesh placement or tissue 

transfer for closure after resection
25

. Medical therapy with 

danazol, progesterone, and Gn RH produces only partial 

recovery, and mostly recurrence occurs after cessation of 

the treatment with extreme side effects [26]. The 

incidence of concomitant pelvic endometriosis with scar 

endometriosis has been reported to be from 14.3% to 

26%
27

. Ideally, all patients must be examined for 

concomitant pelvic endometriosis. At this point, 

postoperative follow up with a gynecologist is preferable. 

 

REFERENCES 
1. Francica G et al., (2003). Abdominal wall endometriosis 

near cesarean delivery scars. Journal of Ultrasound in 

Medicine 22 1041–7 

2. Markham SM, Carpenter SE and Rock JA (1989). Extra 

pelvic endometriosis. Obstetrics and Gynecology Clinics 

of North America 16 193-219. 

3. Padmanabhan LD, Mhaskar R and Mhaskar A (2003). 

Scar endometriosis. The Journal of Obstetrics and 

Gynecology of India 53 59-61. 

4. Kaloo P, Reid G and Wong F (2002). Caesarean section 

scar endometriosis: Two cases of recurrent disease and a 

literature review. Australian and New Zealand Journal of 

Obstetrics and Gynaecology 42 218– 20. 

5. S. Minaglia, D. R. Mishell, and C. A. Ballard, “Incisional 

endometriomas after cesarean section: a case series,” 

Journal of Reproductive Medicine for the Obstetrician 

and Gynecologist, vol. 52, no. 7, pp. 630–634, 2007. 

6. A. J. Dwivedi, S. N. Agrawal, and Y. J. Silva, 

“Abdominal wall endometrioma,” Digestive Diseases and 

Sciences, vol. 47, no. 2, pp. 456–461, 2002. 

7. A. Kaunitz and P. A. Di Sant'Agenese, “Needle tract 

amniocentesis: an unusual complication of 

amniocentesis,” Obstetrics and Gynecology, vol. 54, no. 

6, pp. 753–755, 1979. 

8. K. E. Koger, C. H. Shatney, K. Hodge, and J. H. 

McClenathan, “Surgical scar endometrioma,” Surgery 

Gynecology and Obstetrics, vol. 177, no. 3, pp. 243–246, 

1993. 

9. Y. Wolf, R. Haddad, N. Werbin, Y. Skornick, and O. 

Kaplan, “Endometriosis in abdominal scars: a diagnostic 

pitfall,” American Surgeon, vol. 62, no. 12, pp. 1042–

1044, 1996. 

10. O. Aydin, “Scar endometriosis—a gynaecologic 

pathology often presented to the general surgeon rather 

than the gynaecologist: report of two cases,” 

Langenbeck's Archives of Surgery, vol. 392, no. 1, pp. 

105–109, 2007 

11. M. Gunes, F. Kayikcioglu, E. Ozturkoglu, and A. 

Haberal, “Incisional endometriosis after cesarean section, 

episiotomy and other gynecologic procedures,” Journal of 

Obstetrics and Gynaecology Research, vol. 31, no. 5, pp. 

471–475, 2005. 

12. R. B. Scott and R. W. Telinde, “Clinical external 

endometriosis; probable viability of menstrually shed 

fragments of endometrium,” Obstetrics and gynecology, 

vol. 4, no. 5, pp. 502–510, 1954. 

13. M. A. P. De Oliveira, A. C. P. De Leon, E. C. Freire, and 

H. C. De Oliveira, “Risk factors for abdominal scar 

endometriosis after obstetric hysterotomies: a case-

control study,” Acta Obstetricia et Gynecologica 

Scandinavica, vol. 86, no. 1, pp. 73–80, 2007. 

14. S. C. Ideyi, M. Schein, M. Niazi, and P. H. Gerst, 

“Spontaneous endometriosis of the abdominal wall,” 

Digestive Surgery, vol. 20, no. 3, pp. 246–248, 2003. 

15. A. Oner, S. Karakucuk, and S. Serin, “Nasolacrimal 

endometriosis: a case report,” Ophthalmic Research, vol. 

38, no. 5, pp. 313–314, 2006.  

16. L. Roncoroni, R. Costi, V. Violi, and R. Nunziata, 

“Endometriosis on laparotomy scar: a three-case report,” 

Archives of Gynecology and Obstetrics, vol. 265, no. 3, 

pp. 165–167, 2001. 

17. V. L. Seltzer, F. Benjamin, and S. Deutsch, 

“Perimenopausal bleeding patterns and pathologic 

findings.,” Journal of the American Medical Women's 

Association, vol. 45, no. 4, pp. 132–134, 1990. 

18. R. G. Blanco, V. S. Parithivel, A. K. Shah, M. A. Gumbs, 

M. Schein, and P. H. Gerst, “Abdominal wall 

endometriomas,” The American Journal of Surgery, vol. 

185, no. 6, pp. 596–598, 2003. 

19. A. S. Sevdel, S. J. Sickel, E. D. Warner, and H. C. Sax, 

“Extrapelvic endometriosis: diagnosis and treatment,” 

The American Journal of Surgery, vol. 177, no. 2, pp. 

243–246, 1993. 

20. K. Kinkel, K. A. Frei, C. Balleyguier, and C. Chapron, 

“Diagnosis of endometriosis with imaging: a review,” 

European Radiology, vol. 16, no. 2, pp. 285–298, 2006. 

21. C. Balleyguier, C. Chapron, N. Chopin, O. Hélénon, and 

Y. Menu, “Abdominal wall and surgical scar 

endometriosis: results of magnetic resonance imaging,” 

Gynecologic and Obstetric Investigation, vol. 55, no. 4, 

pp. 220–224, 2003. 

22. C. Y. Yu, M. Perez-Reyes, J. J. Brown, and J. A. 

Borrello, “MR appearance of umbilical endometriosis,” 

Journal of Computer Assisted Tomography, vol. 18, no. 

2, pp. 269–271, 1994. 

23. S. K. Pathan, K. Kapila, B. E. Haji et al., 

“Cytomorphological spectrum in scar endometriosis: a 

study of eight cases,” Cytopathology, vol. 16, no. 2, pp. 

94–99, 2005. 

24. C. P. Crum, “The female genital tract,” in Robbins 

Pathologic Basis of Disease, R. S. Cotran, V. Kumar, and 

V. Collins, Eds., Saunders, Philadelphia, Pa, USA, 6th 

edition, 1999. 

25. S. Meti and J. J. Wiener, “Scar endometriosis—a 

diagnostic dilemma,” European Clinics in Obstetrics and 

Gynaecology, vol. 2, no. 2, pp. 62–64, 2006. 

26. G. K. Patterson and G. B. Winburn, “Abdominal wall 

endometriomas: report of eight cases,” American 

Surgeon, vol. 65, no. 1, pp. 36–39, 1999. 

27. M. E. Rivlin, S. K. Das, R. B. Patel, and G. R. Meeks, 

“Leuprolide acetate in the management of cesarean scar 

endometriosis,” Obstetrics and Gynecology, vol. 85, 

no.5, pp. 838–839, 1995. 

 
Source of Support: None Declared 

Conflict of Interest: None Declared  


