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ABSTRACT
Scar Endometriosis is described as having an active endometrial tissue at the scar area outside the uterine cavity. Corner
stone for diagnosis is proper history, clinical examination and suspicion-based imaging. Caesarean scar endometriosis
(CSE) usually seen following procedures like caesarean sections, hysterectomies. Time of presentation can be very
variable so yet times difficult to suspect. Once suspected Convincing patient that they have active glands other than in
uterine cavity is not easy. Hence proper imaging and biopsy is needed to backup for thorough counselling and treatment
to improve the quality of life.
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INTRODUCTION
Endometriosis is abnormal placement of active
endometrium glands outside uterine cavity.1 Its incidence
in India difficult to ascertain as we don’t have a central
register for the same However 10% to 15% of women
might be getting affected all over the globe. This can be
the cause for painful periods (dysmenorrhoea), painful
intercourse (dyspareunia), painful defecation and painful
urination (dysuria) and other varied symptoms which are
rare in some cases.2,3
A rare case notified of involvement of the rectus abdominis
muscle in a virgin abdomen.4 One theory of retrograde
menstruation, where in the endometrial migration occurs
through fallopian tubes to pelvic cavity. This theory along
with possible haematogenous or lymphatic circulation can
be assumed as cause of deposits. Strangely if these theories
are to be assumed but incidence of endometriosis is very
less as so many women have menstrual cycles. So there,
might be unexplained reasons or other immunologic,
hormonal or inflammatory.6 factors. Müllerian remnants
which weren’t differentiated and migrated can also lead to
endometriosis.6 However, in most cases due to fear of
surgery or anaesthesia or financial constraints many suffer
and don’t go for invasive diagnosis via laparoscopy. So, it

a vicious cycle of delay diagnosis and reduced quality of
life.
CASE REPORT
A 36 year young P2L2 with a BMI of 28 with two previous
caesarean sections (CS), last CS was 5 years ago. She
presented to the OPD with complaints of painful lump at
the corner of scar especially during periods and post
periods with pelvic symptoms like heavy periods, since 3
years. She doesn’t have any other significant history. On
examination, abdomen soft but there was a firm tender 5
cm nodule not mobile felt at the corner of the scar without
other signs of inflammation. Patient was sent for
Ultrasonography with the suspicion of scar endometriosis.
Ultrasonography reports presented an irregular
hypoechoic lesion approximately measuring 3.0×2.7 cm in
left iliac fossa region at the lateral margin of previous
caesarean section scar predominantly in deep
subcutaneous plane, extending to involve left rectus
abdominis muscle. Another small hypo echoic lesion
measuring 1.1×0.6 cm in left rectus abdominis muscle
cranial to the larger lesion and similar lesion also and right
rectus abdominis muscle. Urinary bladder was normal in
contour, capacity and wall thickness. Discussed with
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radiology plan and there was no need for MRI. After detail
discussion we planned for laparoscopy (to rule pelvic
deposits) dilatation curettage and Mirena coil insertion
after surgical excision of endometriosis on scar and Mesh
repair, same was performed under General Anaesthesia
and later TA (transverse abdominis plane) block given.
Patient stood procedure well.

DISCUSSION
In recent study, 198 cases of CSE over a period of 13 years,
providing detailed information that helps us to better
understand the clinical characteristics of this rare
condition.7 Most of the endometriomas were located in a
corner of the incision scar: 83.0% in Pfannenstiel incision
scars and 84.2% in vertical midline incision scars. This is
probably because endometrial cells are less easily removed
from the corners of the incisions during the procedure.
The second cause is a larger nutrient supply; angiogenesis
plays an important role in the pathogenesis of
endometriosis. Therefore, more blood loss in the
Pfannenstiel incision would provide a relatively rich
nutritional environment for the implantation and growth of
residual endometrial cells, favouring the occurrence of
scar endometriosis. Consistent with this explanation, all 11
patients in this study who had multiple endometriomas had
Pfannenstiel incisions.

Figure 1: USG endometriosis.

Interesting result from this study is that deeper
endometrioma locations are correlated with longer latency
periods. This is probably due to the fact that the deeper
endometriomas could not be easily noticed.8
SE can undergo malignant change, which is rapidly fatal
and has a survival rate of only 57%. Hence, it is necessary
to take precautions to prevent or reduce the occurrence of
SE.
On the basis of the implantation theory, we propose a
variety of measures: careful flushing and irrigating before
closure; using separate needles for uterine and abdominal
closure; and not using a sponge to clean the endometrial
cavity following complete delivery. Extending the
breastfeeding period to delay menstruation has also been
proposed for preventing careful flushing and irrigation of
the adipose layer and fascia layer during closure is
critical.9

Figure 2: Scar mesh repair.

Surgical treatment should be considered as the best
treatment wherever feasible and medical treatment as add
on if needed with lesser time and dose and cater individual
needs explaining all benefits and risk.10 Thumb rule should
be talking in the way they understand better and follow up.
CONCLUSION
If patient comes with complaints of pain over or nearing
scar and a history of previous caesarean or hysterectomy
try to evaluate and keep under observation and don’t
hesitate to get any imaging modalities to reconfirm so as
to prevent further damage and to improve quality of life
for her and indirectly their family.
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Figure 3 (A and B): Histopathology of endometriosis.
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