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ABSTRACT

Endometriosis is the second most prevalent benign gynaecological condition, in reproductive age women, defined as
the presence of functioning endometrial tissue outside uterine cavity. Scar endometriosis is a rare entity with an
incidence of 0.3-1% among reproductive age women following obstetric and gynaecologic surgeries. Complaints of
pain, tender mass, cyclical association with menstrual cycle is almost pathognomonic. Here we present two case
reports of scar endometriosis recently encountered at our institute — caesarean scar endometriosis and episiotomy scar
endometriosis. The quoted episiotomy scar endometriosis incidence is about 0.06 - 0.07% while that of caesarean scar

endometriosis is 0.03-0.4%.
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INTRODUCTION

Endometriosis is the second most common
gynaecological condition with a prevalence of 10-25%.!
It was first described by Carl Von Rokitansky in the year
1860.2 Endometriosis is the ectopic implantation of
endometrial tissue anywhere outside the uterine cavity.® It
may be endopelvic or extra-pelvic. The most common
extrapelvic site is surgical scar area, majority being
gynaecological surgeries. Scar endometriosis is a rare
condition with an incidence of upto 1%, following
obstetric and gynaecologic surgeries. The quoted
episiotomy scar endometriosis incidence is about 0.06 -
0.07% while that of caesarean scar endometriosis is 0.03-
0.4%.*5 There are many theories regarding the
pathogenesis and lots of controversy still exists. The
pathogenesis behind scar endometriosis seems to be the
autologous transplantation of viable endometrial tissues
that implant at open episiotomy or caesarean wounds
during vaginal delivery or caesarean sections. The
diagnosis and complete treatment of scar endometriosis
can be challenging. Wide surgical excision of the

endometriotic tissue has been accepted as the main
modality of treatment. We present two case reports of
scar endometriosis, caesarean scar endometriosis and
episiotomy scar endometriosis, which authors recently
encountered in their center which were confirmed on
histopathology study.

CASE REPORTS
Case report 1: Episiotomy scar endometriosis

A 30 year old woman, married for ten years, came to our
Gynae OPD in May, 2017 with the complaints of pain
and swelling of vulva on right side at the site of
episiotomy scar. The pain and swelling started to appear
about six months back, with increased intensity, during
menstruation. Pain was initially cyclical but gradually it
remained throughout her menses. Her last vaginal
delivery with episiotomy was about five years back. Per
abdomen examinations were otherwise normal. On local
examination, there was a tense, tender nodule of about
2x1 cm at the right mediolateral episiotomy site. Other
pelvic examinations were normal. Her USG perineum
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showed a hypoechoic lesion with echogenic Internal
septa in perineum on right side, suggestive of
endometriotic deposit. The patient was operated under
saddle block. A firm cystic mass of size 2x1 cm was
present along the episiotomy site near the fourchette.
Wide surgical excision with 1 cm safety margin, was
done around the scar site, removing the mass. The
postoperative stay of the patient in hospital was
uneventful.

The tissue was sent for histopathology where the reports
showed presence of endometrial glands and stroma. The
patient was followed after two months of the surgery and
the surgery site showed normal healing with no
tenderness or swelling. The patient was relieved of her
symptoms during the menses.

Figure 2: Endometriotic glands and stroma in the
subcutaneous tissue.

Case 2: Caesarean scar endometriosis

A 27-year-old woman, P1L1, presented to our Gynae
OPD in August 2017 with the complaints of pain and
swelling on the caesarean scar for six months. She had
her LSCS about four years back. The associated pain was
significant during menses. Recently she had cyclical
bleeding from this mass for 2 months, during menses.
Examination revealed an approximately 4x3cm wide,
tender, puckered, and immobile subcutaneous mass
beneath the caesarean scar. Transabdominal ultrasound
showed a 3.8x2.3cm, oval-shaped heterogeneous mass
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with echogenic shadows in subcutaneous and deep soft
tissue suggestive of scar endometriosis.

The patient was admitted and underwent surgical widen
block excision of the scar endometriotic area, it had
extended upto rectus sheath. The subsequent defects were
repaired. The excised tissue was sent for

histopathological examination which showed the
presence of endometriotic glands and stroma. The
postoperative stay of the patient was uneventful.

Figure 3: Dense chromatin nuclei with subnuclear
vacuoles. Endometriotic glands and stroma in the
subcutaneous tissue.

DISCUSSION

Endometriosis is the second most common gynaecologic
disease in reproductive age group women. It was first
described by Rokitansky in 1860.In 1896, Allen
described for the first time extra-genital endometriosis
and since then various cases have been reported.®
Endometriosis implants developing in the subcutaneous
tissue of surgical scars occur most frequently after
gynaecological and obstetrical procedures, including
caesarean sections, hysterotomies, hysterectomies.
Perineal scar endometriosis is a rare entity with incidence
upto 1% affecting females at the episiotomy site
following a previous vaginal delivery about 1-20 yrs
back. According to Nominato et al, caesarean section is
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the most common surgical site of abdominal scar
endometriosis.’

Direct implantation of the vital endometrial stroma and
glands to the open episiotomy wound during vaginal
delivery, or manual uterine exploration or postpartum
curettage; seems to be the pathogenic mechanism behind
episiotomy  scar endometriosis. Caesarean  scar
endometriosis is believed to be due to iatrogenic
implantation of endometrial tissue in the abdominal
fascia or subcutaneous tissue during caesarean sections.?
Patients usually present with a tender painful swelling at
the scar site. The pain and swelling increases during
menses.

A detailed medical history, examination findings and
imaging methods lead to diagnosis. Histopathology is the
gold standard for diagnosis which shows endometrial
glands, stroma and hemosiderin laden macrophages.®
Treatment is wide surgical excision including healthy
surrounding tissues to prevent recurrence.’® Medical
management like OCP’s, progesterones have been tried.!
Malignant transformation can occur in rare situations
(0.3-1%).

CONCLUSION

Scar endometriosis has now become even more important
due to the increased number of obstetric surgical
interventions. However, the high rate of diagnosis with a
simple physical examination and medical history is an
important advantage. Although scar endometriosis is a
rare condition, but it leads to much morbidity of the
patient, so an early diagnosis is necessary to avoid
complications. Excision of lesions with a margin of
safety is important, which should be 1 cm, to prevent
recurrence.
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