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Case Report
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ABSTRACT
Scar endometriosis remains under diagnosed entity. A high index of suspicion is required for correct diagnosis.
Complaints of pain, increase in size or bleeding from a mass post operatively that is cyclically associated with
menstrual cycle is almost pathognomonic. Surgical excision remains the treatment of choice. We report three cases
treated in our institute.
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INTRODUCTION
Endometriosis is an ectopic implantation of functioning
endometrial tissue outside the uterus, the commonest site
being pelvis. Extra pelvic endometriosis is seen in
abdominal wall, bowel, peritoneum, omentum and
umbilicus.1 The prevalence of abdominal wall scar
endometriosis following gynaecological and obstetrical
surgeries was found to be 1.6%.2 It is easily confused
with stitch granulomas, abscess, haematoma and keloids.
The three cases that we are reporting are in parous
women following caesarean sections.

nonspecific; the mass was above the rectus sheath. A
diagnosis of scar endometriosis was formed. On surgical
exploration, a cystic mass of 1.2cm X 2cm was removed.
Microscopically the mass was shown to have endometrial
origin with endometrial glands with stroma in Figure 1.

CASE REPORT
Case 1
A 26-year-old woman presented with complaints of pain,
swelling and bleeding from a small mass on the
infraumbilical midline vertical caesarean section scar.
She had undergone previous two caesarean sections, the
first one three years back and the second one eight
months back. The pain increased during menses with
mild bleeding from the scar on the first day since past
three months. Findings on ultrasonography were

Figure 1: External opening of endometriotic sinus
tract on previous ceaserean scar.
Case 2
A 22 year old woman presented with a reddish, tender
mass of 2.5 cm x 2.5 cm at the right angle of Pfannensteil

March 2017 · Volume 6 · Issue 3 Page 1125

Thakur R et al. Int J Reprod Contracept Obstet Gynecol. 2017 Mar;6(3):1125-1126

scar of caesarean section done three years back. The pain
increased during menses. In this case the ultrasound
findings were suggestive of hypoechoic solid mass above
the rectus sheath. Scar endometriosis was suspected in
this case. Wide local excision with 1 cm margin was
done.
Histopathological
examination
revealed
endometrial glands with stroma.

of planes between muscles and abdominal subcutaneous
tissue. Histopathology is the gold standard of diagnosis.
Endometrial glands, stroma and hemosiderin pigments
are seen. Wide local excision with one cm margin is
recommended. It is diagnostic as well as therapeutic.
Medical management has been found to be
unsatisfactory.9 Presence of concomitant pelvic
endometriosis has been found to be 14.3 to 26%.

Case 3
CONCLUSION
A 30-year-old woman presented with complaints of
serous discharge from a sinus at the left end of
Pfannenstiel scar of caesarean section done fourteen
months back with pain at the site. There was no history of
cyclical variation. Ultrasonography reported a
hypoechoic cystic mass of 2.5 cm x 1.5 cm lying above
the rectus sheath. The preliminary diagnosis made was
that of abscess at the wound site. Surgical exploration
revealed a mass with spongy consistency. On
histopathological examination, endometrial glands were
identified with focal areas of chronic inflammation and
fibrous tissue.

Scar endometriosis should be suspected in patients with
postoperative mass or nodules at the incision site with
aggravation of complaints during menses. Surgical
excision remains the main stay of treatment. Good care
and proper technique during caesarean section may help
in preventing endometriosis.
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