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Introduction
Endometriosis is a benign gynaecological condition defined 
as an ectopic presence of endometrial tissue outside uterine 
cavity. The condition affects mainly women in reproductive 
age, although postmenopausal endometriosis have also been 
reported.1 Endometriosis most commonly develops intraperi-
toneally and mainly affects ovaries, peritoneum, uterine liga-
ments and rectovaginal septum.1 Other less common 
extraperitoneal locations include lungs, kidneys, central nerv-
ous system, as well as incisional scars following obstetric and 
gynaecological surgeries involving uterine cavity entering, 
that is, caesarean section, myomectomy or hysterectomy.2 
Endometriosis in caesarean section postoperative scar was 
first described at the beginning of 20th century by Robert 
Mayer. The incidence of the condition is increasing con-
stantly, due to the growing number of caesarean sections 
worldwide3 and is estimated at less than 0.5% of all caesarean 
sections procedures.2,4 There are many papers describing 
treatment approaches and outcomes of caesarean scar endo-
metriosis but only a few of them present application of 
advanced plastic surgery techniques, like abdominoplasty or 
skin/musculocutaneous flaps transposition. We present a case 
of an extensive caesarean scar endometrioma necessitating 
partial abdominoplasty.

Case Report
A 37-year-old Caucasian woman was admitted to Department 
of Oncological Gynaecology and Gynaecology with a large 

exophytic abdominal wall tumour (12 cm × 6 cm) in a caesar-
ean section scar (Figure 1a). The caesarean section was per-
formed 4 years earlier through Pfannenstiel incision. Both the 
surgery and postoperative period were not complicated. First 
pain symptoms with 2 cm tumour occurred 2 years after caesar-
ean section. Over the next 2 years, local burning pain gradually 
improved and the tumour constantly enlarged in size. The 
patient did not undergo any hormonal treatment and reported 
regular menstruation periods with scanty menstrual blood flow 
occurring regularly every 28 days, lasting 4 to 5 days. On physi-
cal examination, there was a palpable dark-red, pigmented 
tumour located in the abdominal wall within Pfannenstiel inci-
sion scar. Gynaecological examination and transvaginal ultra-
sound showed no abnormalities within reproductive organs. 
The patient was qualified for a surgical procedure involving 
resection of the lesion in general anaesthesia. A wide local exci-
sion of the lesion with adequate 1 cm margin of healthy tissue 
was performed. Scar endometrioma involved rectus abdominis 
muscle fascia and thus wide fascia excision was performed. Side 
to side linear fascia closure was impossible so non-absorbable 
polypropylene mesh was used to close the defect. The skin was 
extensively undermined and mobilized up towards umbilical 
level cephalically and pubic symphysis caudally with careful 
preservation of the communicating perforator vessels. Standard 
subcutaneous suction drainage was used to minimize the post-
operative complication of haematoma and the skin was closed 
with single non-absorbable sutures (Figure 1b). No periopera-
tive antibiotics were used. The patient was discharged 2 days 
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after surgery in good general and local condition. Skin sutures 
were removed after 10 days and wound was cleansed 3 times 
daily with octenidine dihydrochloride. The wound healed 
without complication. Pathology report confirmed external 
endometriosis. A 12- and 24-month follow-up showed no evi-
dence of local recurrence, satisfactory cosmetic result and 
symptoms relief (Figure 1c).

Discussion
The most common site of extrapelvic endometriosis is caesar-
ean section scar.5 Its pathogenesis involves mechanical iatro-
genic implantation of endometrial cells directly into the 
surgical area.5 The pathognomonic symptoms include caesar-
ean section scar, tumour and cyclic local pain exacerbated by 
menstruation.5,6 Such characteristic symptomatic triad should 
not present a diagnostic dilemma, however, differential diag-
noses may involve fibromas, lipomas, suture granulomas, her-
nias, haematomas, lymphomas, desmoid tumours and 
sarcomas.7 Total surgical resection is considered to be the 
gold standard for both diagnosis and treatment of scar endo-
metrial lesions.8 Surgical margin of at least 1 cm is recom-
mended to prevent the risk of recurrence.9 In some cases, 
radical surgery requires extensive resection of a fascia and 
fragments of the rectus abdominis muscle, what may poten-
tially lead to difficulty in repairing the abdominal wall defect, 
particularly in patients with large tumours. In the presented 
case, due to large infiltrative endometriotic tumour and sub-
stantial extensive fascia resection, a polypropylene mesh was 
implemented which is generally standard procedure if no 
tension-free fascial closure can be achieved. Abdominal wall 
reconstruction with synthetic mesh was performed to restore 
abdominal wall integrity and prevent postoperative hernia 
formation. According to recent consensus of nomenclature 
for defining the planes for the anterior abdominal wall mesh 
reconstruction, there are generally 5 different anatomical 
compartments for mesh placement: subcutaneous, interposi-
tion, retro-rectus, preperitoneal and intra-abdominal.10 In the 
presented case, polypropylene mesh was placed in the retro-
rectus space, posterior to rectus muscles and anterior to the 
posterior rectus fascia. Although the application of synthetic 
mesh may cause an increased risk of complicated wound 
infections, synthetic mesh infections and erosions,11 recom-
mended perioperative management does not include standard 

perioperative antibiotic use.12 Standard local antiseptics 
application decreases the number of bacteria adhering to the 
biomaterial applied,13 and ameliorates scar appearance fol-
lowing abdominoplasty.14 In case of our patient, successful 
surgical treatment involves not only radical tumour resection 
and hernia prevention but also adequate wound closure ensur-
ing satisfactory cosmetic results, which was most challenging. 
In most national public health services, accessibility of plastic 
surgery specialist is very limited. Thus, gynaecologic surgeon 
should be familiar with some basic abdominoplasty tech-
niques and use of skin/musculocutaneous flaps. Reconstruction 
of the abdominal wall and wound closure is usually directed 
by the extent of resection and the possibility of subsequent 
surgical intervention. Vascularization, lymphatic drainage 
and sensory innervation always has to be taken into consid-
eration to assure survival of transferred flaps. Blood supply of 
the inferior abdomen area particularly compromised during 
surgery is provided by perforating branches of the inferior 
epigastric vessels, the circumflex iliac artery and the external 
pudendal artery. Secondly, much efforts must be applied to 
minimize wound closure tensions by optimal flap design, 
extensive undermining and suturing technique. Planning 
abdominal wall reconstruction, we considered application of 
rectus abdominis muscle flap, anterolateral thigh musculocu-
taneous flap or partial abdominoplasty. Finally, having per-
formed extensive perforator-vessel-sparing skin undermining, 
we could successfully implement partial abdominoplasty 
technique with tension-free skin closure. It has to mentioned 
that such extensive skin flap dissection may be associated 
with higher local complication rate, that is, haematoma, ser-
oma, wound dehiscence and infection. However, our patient 
did not present any previously described risk factors of 
abdominoplasty complications like overweight and obesity, 
tobacco smoking, diabetes mellitus, age ⩾65 years.15,16

Summary
The incidence of caesarean scar endometriosis is increasing 
constantly due to growing number of caesarean deliveries. 
Such lesions may reach considerable size and may involve sur-
rounding structures, making surgical management more com-
plex. Thus, gynaecologic surgeon should be familiar with some 
basic rules of skin/musculocutaneous flaps transposition and 
abdominoplasty.

Figure 1. (a) Extensive caesarean scar endometriotic tumour at the time of diagnosis, (b) a day after surgery, and (c) 12 months after the surgery.
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Patient Consent
Written informed consent for patient information and images 
to be published was provided by the patient.
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