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ABSTRACT

Endometriosis is a chronic gynecologic disorder where the functional and morphological endometrial glands and stroma are present outside the
uterine cavity. Scar endometriosis is a rare condition, though probably on the rise, due to the considerable increase of caesarean sections performed
worldwide. Its physiopathology is complex; its symptomatology is rich and diverse but thorough clinical examination along with ultrasound
imaging and cytologic evaluation are usually efficient in diagnosing the condition. Treatment is mostly surgical. We hereby, present a case of
troublesome scar (Scar endometriosis) after a caesarian section managed surgically at our hospital successfully.

KEYWORDS

Scar Endometriosis, Cesarean section

INTRODUCTION:

Endometriosis was first described by Karl Von Rokitansky in 1860. It
is a chronic gynecologic disorder where the functional and
morphological endometrial glands and stroma are present outside the
uterine cavity.'

It is estimated to affect almost 10% of the reproductive age groups
(15-49 years), often resulting in debilitating pain and infertility.” It
usually occurs around the uterus and uterine ligaments; however, extra
pelvic sites, though rare, occur in the lungs, brain, urinary tracts,
abdominal wall, spleen, gastrointestinal tracts, and previous surgical
scars such as a previous cesarean scar, episiotomy scar, ectopic
pregnancies, hysterectomy, salpingostomy, or herniorrhaphy.™*

The presence of endometrial glands with stroma above the peritoneum
(skin, subcutaneous tissue, muscle, scar) is collectively known as
abdominal wall endometriosis.” Cesarean scar endometriosis is the
most common abdominal wall endometriosis, with an estimated
incidence 0f 0.03-0.4%. >’

The great variability of symptoms and clinical presentations as well as
the limited knowledge on the disease can lead to diagnosis difficulties
and delays that are detrimental to the patient's wellbeing and quality of
life.

We hereby, present a case of scar endometriosis after a caesarian
section managed surgically at our hospital successfully.

CASE:

A 36-year-old, 3" para patient with previous three cesarean section
came to outpatient department at ESIC Model Hospital, Bapunagar,
Ahmedabad with complain of lower abdominal pain since last few
months. The pain was cyclical occurring 2-3 days before menstruation,
peaking during menstruation and gradually subsiding 2-3 days after
menstruation. She had no significant medical and surgical history
except previous three lower segment cesarean section 15 years, 11
years and 8 months back, respectively.

On physical examination, there was a healed Pfannenstiel incision
scar. A lump approximately 40 X 34 mm at right and 42 X 50 mm at left
side of the healed scar was noted. It was nodular, tender, ill-defined,
slightly fixed, and non-mobile, with no surrounding skin changes or
herniation of abdominal content.

Ultrasonography suggested an ill-defined heterogeneous hetero-
echoic focal lesion with mild internal vascularity measuring 39 X
20mm on right side in subcutaneous plane and 30X 15 mm in left side
in deep intramuscular plane with possibility of scar endometriosis.

Computed tomography was suggestive of an ill-defined soft tissue
density lesion with irregular margins and moderate fat stranding were

noted involving lower abdominal wall, deep subcutaneous plane and
bilateral lower recti muscle. The lesion in the right rectus muscle
posteriorly extend to pelvic cavity and shows loss of fat plane with
anterior wall of urinary bladder. Largest lesion measures 41 X 61 X 44
mm in right rectus muscle and 42 X 33 X36 mm in left rectus muscle
and adjacent subcutaneous plane. It was suggesting scar
endometriosis.

Based on history, clinical examination, ultrasonography and CT scan,
a diagnosis of scar endometriosis was made. Different available
modalities of treatment were discussed with the patient and she opted
for medical management and thus, GnRH analogue once a month for 3
months subcutaneous injections were given. Though after 3 months of
medical management, the patient did not get relieved from the
symptoms and consented for surgical management.

Intra-operatively, a mass of 42 X 50 mm on right side and 40 X 34 mm
on left side was removed from the subcutaneous tissue till the normal
tissue margin. No involvement of rectus sheath and rectus muscle was
felt.

The specimen were sent for histopathological examination.

Figure 1: On gross examination: Multiple brownish, yellowish,
whitish aggregated mass of 10 X 5 cm

Figure 2: On cut section: Greyish white to solid brown homogenous
area with fibrous band and endometriotic crypts
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Note: Blue arrow: Normal subcutaneous tissue
Red arrow: Endometrial tissue

Figure 3: Microscopic Examination: (H&E stain): Scattered
numerous endometrial glands along with stroma; a few various
congested, as well as dilated vascular channels; and mixed
inflammatory cells predominantly comprising mature lymphocytes,
histocytes, and plasma cells embedded against a background of fibro
collagenous, muscular, and adipose stroma.

DISCUSSION:

Endometriosis implants developing in the subcutaneous tissue of
surgical scars occur most frequently after gynecological and
obstetrical procedures, including cesarean sections, hysterectomies,
cystectomies, tubal ligations, and amniocenteses."” A few cases have
been reported after episiotomy but remain far rarer ', and cases
related to surgical scars of appendectomies, umbilical hernioplasties,
and laparoscopic trocar tracts have also been described. ™"

According to Nominato et al., cesarean section remains the most
common surgical procedure related to the development of abdominal
wall scar endometriosis.” Laxmi et al. analyzed the growth rate of
LSCS and found a sharply rising trend of LSCS rates from 20 to 81% in
different private hospitals in Nepal, suggesting over-medicalization in
childbirth and obstetric care.” A rising trend of LSCS increases the
incidence of scar endometriosis.

Although the duration for the occurrence of clinical symptoms varies
from 3 months to 15 years, in our case, it occurred 8 months after the 3"
LSCS surgery.”

Patients usually complain of tenderness to palpation and a raised,
unsightly hypertrophic scar. Pain is usually cyclic in up-to 70% but can
be constant in nature. Some patients may be asymptomatic. The
cohorts of Zhang and Liu in China, Ucar et al. in Turkey, and Vellido-
Cotelo et al. in Spain.”*'"” a mass was present at examination of more
than 70% of patients in these studies. The Esquivel Triad comprised of
palpable mass, cyclic pain and history of lower segment cesarean
section is diagnostic of cesarean scar endometriosis. "

The pathogenesis of endometriosis is complex and cesarean scar
endometriosis is believed to be the result of a mechanical iatrogenic
implantation, through the direct inoculation of the abdominal fascia
and/or subcutaneous tissue with endometrial cells during the surgical
intervention, which, stimulated by estrogen, become active and
expand.”

It is important to highlight that higher incidence is reported after early
hysterotomy (end of second or beginning of third trimester), as early
decidua seems to have more pluripotential capabilities and can result in
enhanced cellular replication producing endometriosis.”

Malignant transformation has also been found, among which
endometrioid carcinoma is the most common one.”

The differential diagnosis includes incisional hernia, hematoma,
abscess, cyst, or lipoma in most cases.

With regard to imaging, ultrasound is the most accessible, reliable, and
cost-effective imaging technique for the diagnosis of cesarean scar
endometriosis according to Hensen et al.” along with clinical
examination. Computed Tomography or Magnetic Resonance
Imaging can be used in case of diagnosis doubt but they are rarely
needed.

Based on their clinical experience of fine needle aspiration cytology
(FNAC) for 9 cases of cesarean scar endometriosis, Medeiros et al.

have argued that it is a quick, cost-effective, and accurate diagnosis
tool to include in patients' management.” In the case of our patient,
clinical examination patterns and imaging features were sufficient to
suggest the diagnosis of cesarean scar endometriosis and there was no
need to perform FNAC.

Medical therapy such as Gonadotropin-RH agonist, Progesterone, oral
contraceptive pills, and danazol have been tried, but they only allow
partial reliefand cause recurrence quickly. ™'

The definite treatment is surgical excision with at least 5-10 mm free
margin of surrounding healthy tissue. Care should be taken during the
excision so as not to rupture the mass to avoid re-implantation. **'***

The diagnosis is confirmed by the histopathological examination of the
excised tissue.

The role of prevention has been explored in several studies. Picod et al.
recommended thorough isolation of the surgical incision site and
abundant lavage of the pelvic cavity with saline before closure of the
wall.” Other studies suggested that absence of closure of the parietal
and visceral peritoneum may significantly increase the risk of
endometriosis in the skin incision scar.” Lastly, instrument and needle
replacement when suturing more superficial abdominal layers were
also advanced, in order to avoid iatrogenic inoculation of endometrial
cells.” These recommendations were all based on the various physio-
pathological hypotheses suggested for the constitution of cesarean scar
endometriosis. No studies have explored them and further research is
needed to establish effective measures to prevent abdominal wall
postsurgical endometriosis.

CONCLUSION:

Scar endometriosis is one of the major extra pelvic sites for scar
endometriosis, among which a cesarean scar is the most common.
Concerning the rising rate of lower segment cesarean section, scar
endometriosis can occur more frequently, hence a thorough history and
physical examination should always be performed, and every surgeon
should consider this entity in their differential diagnosis and attention
should be paid to early diagnosis, treatment and prevention of scar
endometriosis.
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