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INTRODUCTION

First described by Rokitansky in 1860, endometrio-
sis is a chronic gynecologic disorder, defined by the

presence of functional endometrial tissue outside the
uterine cavity1,2 that usually manifests itself with chro -
nic pain or infertility and affects 6 to 10% of women in
reproductive age3. Mostly found in the pelvic location,
such as the ovaries, posterior cul-de-sac, utero-sacral
ligaments, pelvic peritoneum and rectovaginal septum4.
Extrapelvic endometriosis is less common, although
can affect many sites, such as lungs, appendix, nose,
umbilicus, peritoneum or even the intestinal wall. One
extrapelvic form of endometriosis is cutaneous endo -
metriosis, mainly in scars following obstetric or gyne-
cologic surgery5,6.

Scar endometriosis after cesarean section is a rare
complication, difficult to diagnose and should be con-
sidered in evaluation of painful abdominal masses in
women4,7.8. It is often mistaken for a suture granuloma,
incisional hernia, lipoma, abscess, cyst or a strange body.
The symptoms are non-specific, typically described as

cyclic abdominal wall pain around the incision site at
the time of menstruation9. With an average incidence
rate of 0.50% - worldwide rates range from 0,03-3,5%,
is probably an underestimated entity5,10. 

CASE PRESENTATION 

A 35-year-old female patient presented with a cyclic
painful right inguinal node, with size increase during
the menstruation. On retrospective questioning, the
patient gave history of menarche at 13 years old, regu-
lar cycles, with 4-days menses, associated with dys-
menorrhea and premenstrual syndrome. Present con-
traception with vaginal ring. She had a cesarean deli -
very for failed induction of labor, two years before. The
patient had no previous history of endometriosis. 

Physical examination revealed a fibrotic nodule on
the right side of the cesarean section scar - Pfannenstiel
incision, with less than 2cm. All other findings were
normal at pelvic observation. Ultrasound of abdominal
soft tissues was performed and showed an oval nodule
with 17x9mm, suggestive of endometriosis focus (Figu -
re 1). 

The patient was proposed to surgery and excision of
a supra-aponeurotic nodule, with approximately
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during the procedure. These implants should subse-
quently be stimulated by estrogen to produce en-
dometriomas in an appropriate hormonal status13,17. In
our case report, the patient had a previous cesarean sec-
tion and no history of endometriosis, which supports
the transplantation theory. Early diagnosis is crucial to
prevent repair problems during surgery or need of
meshes. Detail surgical and gynecological histories, as
well as a meticulous examination and appropriate
imaging techniques, often lead to the correct diagno-
sis18. 

In the present case, the diagnosis of scar endo me -
triosis was based on a palpable mass on the cesarean
section scar, with cyclic pain during menses. Some au-
thors consider this almost pathognomonic15. Differen-
tial diagnosis of scar endometriosis may include other
surgical conditions like hematoma, incisional hernia,
granuloma, abscess, cheloids, lipoma, sebaceous cyst,
as well as neoplastic tissue or metastatic carcinoma8,12,16.
Ultrasonography is a useful tool and the most com-
monly used diagnostic procedure to detect this entity
in an early stage. Like in this case report, abdominal
wall ultrasound usually reveals a solid, hypoechogenic
and vascularized nodule, with eventually cyst compo-
nents of mixed echogenicity. However it is non-speci -
fic and the accuracy is reduced in obese patients10,16.
Additionally, resonance imaging (MRI), power
Doppler ultrasonography may be helpful for accurate
determination of the disease extension in the preope -
rative assessment. The MRI highly specific resolution
allows the identification of smaller lesions and better
characterization of the relation between those lesions

5x2cm, was performed (Figure 2). The pathological
findings showed fragment 6x1,5 cm, variable consis-
tency between elastic and firm, with abundant adipose
tissue, recognizing endometrial glands and stroma
(Figure 3). Therefore, histopathology of the excised
mass had confirmed the scar endometriosis diagnosis.
No recurrence was observed after excision in first year
follow-up.

DISCUSSION

Scar endometriosis is an unusual phenomenon and
should be considered in the differential diagnosis of
abdominal wall masses in women. Is commonly con-
fined to the superficial layers of the abdominal wall,
although it can also infiltrate deeper layers11,12. The in-
cidence is below 1.0%, nevertheless some authors con-
siderate this entity a non-rare complication of a ce-
sarean section. Furthermore, a higher incidence may be
expected if the rate of abdominal delivery increases7,13.
These lesions also result from other gynecologic or
obste tric procedures, such as, hysterectomy, la-
paroscopy, amniocentesis, surgery for ectopic preg-
nancy and episiotomy4,14. The simultaneous occurrence
of pelvic endometriosis with scar endometriosis has
been reported to be from 14.3% to 26%15,16.

The most likely explanation is iatrogenic trans-
portation of endometrial glands to the wound edge

FIGURE 1. Transverse sonographic scan reveals a small (17x9mm)
scar endometrioma with typical features: an ovoid nodule,
hypoechoic with hyperechoic spots, spiculated infiltrating
margins, and a hyperechoic peripheral ring

FIGURE 2. Scar endometrioma in cesarean section scar: dissection
and excision of supra-aponeurotic lesion
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to pelvic endometriosis10,16.
Good technique and proper care during cesarean

section may help in preventing endometriosis. Like in-
traoperative contamination of the surrounding tissue
with endometrial cells is a probable cause of scar en-
dometriosis, sweeping the uterus with gauze, during a
caesarean delivery, should be limited. Therefore, some
authors advocate removing decidual tissue from the
wound before closing and irrigated vigorously with
normal saline solution, as a prophylactic measure. 
Other authors have reported continuous use of proges -
tagens in order to decrease the occurrence of endome -
triosis at the surgical site, during the first six months
after hysterotomy. Failure to close the parietal and
visce ral peritoneum in the cesarean section may be
rela ted to greater rates of scar endometrioma. It is re -
commended not to use the same surgical material and
the same instruments as used in hysterorraphy, when
suturing other abdominal wall layers. To summarize,
we believe that embracing sensible care during the sur-
gical procedures is highly recommendable, even
though there are no well-controlled published clinical
trials that can strengthen this topic through better evi -
dence4,10,16,19. Furthermore, the highlight of this case is
the diagnosis of endometriosis de novo in a woman
with no previous history of that disease.

Follow-up of these patients is required, preferable
with a gynecologist, due to the high risk of recurrence
and, therefore, of re-excision. In case of frequent re-
currence, malignant degeneration of the tumor should
be excluded. It is rare, occurring in 0.3-1% of scar en-
dometriomas, yet it obligates to a long clinical follow-
-up in all cases9. The interval between the onset of scar
endometriosis and its malignant transformation might
vary from a few months to over 40 years. Clear-cell
carcinoma is the most common histological subtype,
followed by endometrioid carcinoma. Treatment is a
radical surgical resection with prosthetic abdominal
wall repair. In the literature, 20-month survival rate
reaches only 57%20. Hence, compared with endome -
triosis-associated ovarian carcinoma, the prognosis of
abdominal scar complication is poor.

To conclude, with this clinical case we want to em-
phasize that scar endometriosis, although uncommon,
can be a complication of cesarean section. The lack of
awareness may represent a major factor explaining why
clinicians and radiologists frequently overlook the cor-
rect diagnosis. To improve the detection rate of scar
endometriosis, more attention to medical history and
physical examination is mandatory. For a better under -

and abdominal wall layers. This approach enables to-
tal surgical excision12,13. The use of fine needle aspira-
tion cytology (FNAC) for cytological diagnosis is con-
troversial since it may increase the risk of new en-
dometriosis implants. Likewise, laparoscopic proce-
dures are recommended only for patients with any
symptoms that suggests pelvic spread9,10. The definitive
diagnosis is made by histology. Endometrial glands,
stromal cells, and hemosiderin pigments are usual
findings13,16.

For scar endometriosis, total surgical excision is
con sidered to be the gold standard for treatment. Re-
section must be complete, with at least a 1 cm margin,
to prevent recurrence. Larger and deeper lesions are
more difficult to excise completely. In these cases, a
synthetic mesh placement or tissue transfer for closu -
re, after resection, may be necessary. Surgical excision
allows histopathological exclusion of malignan-
cy4,13,16,18. 

Previous studies evaluating the use of medical
mana gement have shown minimal success. Medical
therapy with oral contraceptives, progestagens or
gona dotropin-releasing hormone agonists can reduce
symptoms temporarily, however recurrence is frequent
after therapy discontinuation. Moreover, due to side
effects, especially of agonist therapy, compliance is un-
likely. Nevertheless, medical treatment may be used
for decreasing tumor size and therefore allowing a bet-
ter surgical outcome in larger lesions. Other possible
indications are the situations of relapse or in relation

FIGURE 3. Histology of scar endometriosis. Microscopy 20×.
Disorderly arranged endometrial glands within densely
collagenized stroma and fatty tissue. There is little endometrial
stroma around the glands
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standing of the mechanisms involved, as well as pro-
phylactic measures, further research is necessary given
the magnitude of cesarean sections performed.
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