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Case Report
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ABSTRACT
Endometriosis at the site of previous surgery scar is much on the rise now-a-days mainly due to increased rate of
caesarean sections. Generally, it presents as a triad of underlying mass at the incision site, cyclical menstrual scar pain
with or without discharge from scar site, and history of previous gynecological or obstetric surgery leads to the
preoperative diagnosis. In rare cases, the clinical presentation is atypical, and diagnosis is mad after surgical excision.
Here we discuss a case of scar endometriosis that presented to us with complaint of greenish coloured discharge from
a lesion below the primary scar site 5 years after the primary surgery. Through this article, authors wish to discuss the
etiology, management and preventive measures for scar endometriosis.
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INTRODUCTION

CASE REPORT

Endometriosis is defined as the presence of functioning
endometrial tissue, including both glands and stroma,
outside of the uterine cavity. It is most commonly found
in the pelvic cavity with ovaries, posterior cul-de-sac,
pelvic ligaments, bowel and recto vaginal septum being
the most common sites. Unusual sites include thorax,
nervous system, urinary tract and even the skin.1
Endometriosis of the subcutaneous tissue and scar is very
rare with an incidence reported to be 0.03 - 0.4% of all
women undergoing caesarean sections.2 Although scar
endometriosis has been most commonly reported after
caesarean sections, other gynecologic surgeries like
myomectomy,
hysterectomy,
hysterotomy,
tubal
surgeries, appendectomy, amniocentesis, or episiotomy
have also been reported to be followed by scar
endometriosis.3

A 31 years old female came to Gynecology outpatient
department with the complaint of mass just below the site
of old caesarean section scar, from last 3 years. She gave
a history that the mass was slowly and progressively
increasing in size from last 3 years, painful and
discharged greenish colored fluid at the time of
menstruation. Her past history was significant as she had
undergone 3 caesarean sections, last caesarean 5 years
ago.

Here author discuss a case of scar endometriosis
developing in the scar of previous caesarean section, 5
years after the primary surgery.

Examination revealed a 6 × 6 cm hyper-pigmented mass
with 4-5 punctate spots on it (Figure 1). The lesion was
about 2 cm below the left margin of the caesarean scar. It
was firm in consistency, fixed to the underlying sub
cutaneous tissue, tender and on pressing discharged
reddish green colored fluid. There was no local or
regional lymph node enlargement. An MRI was done
which showed a 6 × 6 × 6 cm intensely enhancing area in
anterior abdominal wall on left side of midline extending
up to subcutaneous tissue (Figure 2).
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menstruation. After all pre-operative preparations, patient
was posted for surgical excision of the lesion. Around 1
cm of healthy surrounding tissue was also removed
(Figure 3) and sent for histopathological examination,
which confirmed the diagnosis of scar endometriosis.

Figure 1: Hyper-pigmented mass with punctate spots.

Figure 4: Post-operative healed surgical scar.
Post-operative period was uneventful. Stitch removal was
done on post-operative day 8 and she was discharged in
satisfactory condition, the same day. Follow up
examination showed no recurrence (Figure 4).
DISCUSSION

Figure 2: MRI scan showing enhanced area in
anterior abdominal wall on left side of midline
extending up to subcutaneous tissue.

Scar endometriosis, although a rare disease is very much
on the rise now-a-days, mainly because of increasing rate
of caesarean sections. Time interval between primary
surgery and the development of scar endometriosis is
highly variable. Cases have even been reported to occur
even 20 years after surgery.4 Most commonly, it involves
only the skin and sub cutaneous tissue. Involvement of
muscle and rectus sheath is rare.5
A typical clinical triad has been proposed consisting of a
history of gynaecologic surgery, periodic variation of
clinical symptoms in relation to the menstrual cycle and
mass lesion near or inside the surgical scar.6
A number of theories have been proposed to explain the
origin of endometriotic tissue in the post-operative scars.
Lymphatic or hematogenous dissemination, coelomic
metaplasia and even iatrogenic implantation of
endometrial tissue during surgery are a few of them.3

Figure 3: Excision of lesion with 1cm surrounding
tissue and excised tissue.
A probable diagnosis of scar endometriosis was made due
to the typical cyclic relation of clinical features with

The incidence is higher after hysterotomies and when
caesarean section was performed before term and before
the onset of labour pains because the decidua in early
gestation have higher pleuri-potential properties and
result in more cellular replication and the immune
tolerance to the fetal antigens mainly develops during
later half of pregnancy.7
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Clinical diagnosis is difficult, as the cases usually
approach the physician many years after primary surgery
and even the clinical features may be deceptive.8 Most
common symptom is a palpable mass near the site of
previous scar, which may also increase in size or become
painful during menstruation. Rarely even, there may be
discharge of blood or greenish colored fluid from the
mass during menstruation, as was present in our case.
However, the pain may even be non-cyclic and a palpable
mass is not always present, further adding to clinical
deception. In the past also lesions of scar endometriosis
have been confused with lipoma, hematoma, stitch
granuloma, incisional hernia, and even stitch abscess.
Most often a high index of suspicion is needed for
diagnosis of this condition. Ultrasonography, computed
tomography scan, magnetic resonance imaging and also
fine needle aspiration cytology have been useful for the
diagnosis and also to know the extent of lesion.9-11 MRI
has been considered to be better than CT scan, especially
for smaller lesions, mainly because of its high spatial
resolution and also to better differentiate between the
planes of muscle and sub cutaneous tissue.

CONCLUSION
Endometriosis of the scar should thus always be kept in
the differential diagnosis of women presenting with a
mass at or near the site of previous scar, especially after a
history of gynaecological or obstetric surgery in the past.
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