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Introduction and importance: Caesarean scar endometriosis (CSE) is a rare form of endometriosis due to previous
surgical scars from obstetrical and gynecological procedures. The incidence of CSE was 0.08% and quite difficult
to diagnose.

Case presentation: A 37-year-old multiparous woman came with intermittent pain in her lower left abdominal
region and lump with a bluish color and solid consistency on the left side of the caesarean scar. Ultrasounds
findings show a solid mass, measured 45 x 40 x 39 mm with neovascularization color score: 4. In April 2021, we
performed mass resection, intraoperatively we found solid mass with no adhesion and infiltration found. His-
tological examination results confirm external endometriosis from the mass and the fascia was free from
endometriosis. The symptoms reported relief after the procedure.

Clinical discussion: Scar endometriosis is largely related to previous abdominal surgery like caesarean section, the
mass increase in size during menses and becomes symptomatic. CSE develop ranging 12 months to 21 years and
could mimic other hernias or tumor, that's why careful and precise examination is needed. The imaging modality
we use in this case was ultrasonography which is the best and most accessible, reliable and cost-effective to
diagnose. We performed large surgical excision of the lesion with reconstruction of damaged tissue to prevent
recurrence and conversion to malignancy.

Conclusion: Caesarean scar endometriosis should be considered in women of reproductive age with lower
abdominal pain and/or mass at the caesarean scar from previous delivery or following obstetric-gynecologic
surgery.

1. Introduction

Endometriosis is a sex hormone-dependent gynecological disease
where the functional and morphological endometrial tissues are present
outside the uterine cavity [1]. Affecting an estimated 89 million women
of reproductive age worldwide, endometriosis occurs in 5% to 10% of all
women, often resulting in debilitating pain and infertility [2].

Scar endometriosis is a rare form of endometriosis that is usually
confused with other surgical or dermatological lesion [3]. Abdominal
wall endometriosis (AWE) is one of the most frequent extra pelvic lo-
cations, mostly occur due to previous surgical scars from obstetrical and
gynecological procedures such as caesarean delivery, hysterectomy,
episiotomy, and tubal ligations [4-6].

Caesarean Scar Endometriosis (CSE) is the most commonly reported
type of AWE. Nominato et al., said that CS greatly increased the risk of
developing AWE due to its pathophysiology where endometrial tissue
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from caesarean incision directly implanted to the scar. It is a rare dis-
ease, with a reported incidence of 0.03-0.45% CSE may cause long-term
discomfort involving cyclic lower abdominal pain [7-9].

2. Case description

A 37-year-old multiparous woman came to our hospital complaining
about intermittent pain in her lower left abdominal region. She also
complains about pain during her period that keeps getting worse, and
the pain was moderate to severe. This complaint was felt for around six
years, and she never experienced this symptom before. She had a history
of previous caesarean sections twice in 2010 and 2014. There was no
previous disease, medication consumption, and history of malignancy in
the family recorded from the patient's history. Her daily activities are
considered as a moderate activity as a housewife. From the obstetrical
history, the caesarean section was performed with Pfannenstiel incision
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without any post-operative complication. She consulted the symptoms
to a gynecologist several times, but no pathological signs were found,
and a pain killer was given to take during her period.

For the last year the pain became greater until March 2021 she found
a lump at the left end of the caesarean scar. From the physical exami-
nation, the lump was a caesarean scar mass on the skin with a bluish
color and solid consistency on the left side of the caesarean scar. The
lump size was 4 cm x 4 cm (Fig. 1). The external and internal genitalia
were normal. The blood test showed no abnormal findings.

From ultrasound we found a solid mass, the biggest measured size
was 45 x 40 x 39 mm with neovascularization color score 4 (Figs. 2 and
3). A differential diagnosis of scar endometriosis or hematoma was
made.

In April 2021, based on the examination result mass resection was
performed by a gynecologist, including the fascia as the deepest border.
Intraoperatively was found solid mass with a diameter of 5 cm, soft
consistency, and clear border (Fig. 4). No adhesion and infiltration were
found.

Histological examination results confirm external endometriosis
from the mass and the fascia was free from endometriosis (Fig. 5). We
observed the patient post-operative during routine control for her
wound and the patient showed a great improvement. The patient re-
ported a relief of symptoms after the procedure and no evidence of
endometriosis was found. No further therapeutic intervention was done
to the patient, and it was considered as a complete resection of
endometriosis.

Timeline

Date Information

2010 1st caesarean section (Pfanenstiel)

2014 2nd caesarean section (Pfanenstiel)

2014-2020 Moderate to severe pain in the lower abdomen especially during
periods and keeps getting worse. She consulted this complaint to the
gynecologist and was given a pain-killer to take during the period.

March Found a lump at the left end of the caesarean scar. There was a mass

2021 on the skin with a bluish color and solid consistency on the left side of
the caesarean scar. The lump size was 4 cm x 4 cm. From the
ultrasound, there was a solid mass, with size 45 x 40 x 39 mm, with
neovascularization color score: 4.

Mass resection, including the fascia as the deepest border. The
histological examination confirmed external endometriosis and the
fascia was free from endometriosis.

April 2021

3. Discussion

Scar endometriosis is largely related to previous abdominal surgery,
especially caesarean section and early hysterectomy. Abdominal wall
endometriosis (AWE) is one of the most frequent extra pelvic locations,

Fig. 1. The mass showed in physical examination.
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Fig. 2. Ultrasound result showed the size of the mass.

mostly occur due to previous surgical scars from obstetrical and gyne-
cological procedures such as caesarean delivery, hysterectomy, episi-
otomy, and tubal ligations [4-6]. One study which analyzed 30 years of
incisional endometriosis after caesarean section shows that the inci-
dence of scar endometriosis is 0.08% [10]. The frequency of scar
endometriosis increases as the high rate of caesarean section and lapa-
roscopy performed in recent years with the incidence of post caesarean
section scar quoted to be 1.96% in a recent study [11,12].

We reported an endometriosis case that occurs years after caesarean
section [13]. Most studies said that scar endometriosis involves surgical
procedures in which the uterus is opened, endometrial tissue gets acci-
dentally implanted into the abdominal incision and it grows to form a
mass that increases in size during menses and becomes symptomatic,
this is the most plausible theory named direct mechanical implantation
[14]. However, this theory cannot explain all cases where few cases of
primary cutaneous endometriosis without prior abdominal surgery such
as vulva, perineum, groin, umbilicus, and extremities, hence these types
of endometriosis could be caused by tubal retrograde spread, genetic
and immunologic influences, lymphatic and vascular spread [15]. In our
case, the patient did not have prior history of endometriosis or other
immunologic disease. From this fact we assume the main cause of
endometriosis in this patient was from direct implantation that could be
happened during intraperitoneal lavage with sterile water. CSE can
develop ranging 12 months to 21 years because it could be remain
dormant for several years until it shows symptoms, the common symp-
toms include cyclical pain, swelling which worsen in the menstrual cycle
[3]. CSE can be diagnosed by physical examination and comprehensive
history-taking, it presents with mass near previous surgical scar associ-
ated with regularly repeating colic pain, which also appeared in our
cases [16]. Because abdominal wall endometriosis could mimic inci-
sional and ventral hernias, hematomas, benign or malignant subcu-
taneous tumors, high awareness and suspicion are required to make
diagnosis. We also need to use ultrasonographic examination to prove
our suggestion, it is the best and most accessible, reliable, and cost-
effective imaging technique to diagnose CSE. The mass will appear
hypoechoic and heterogeneous with messy internal echoes [15,17].
Advance imaging like computed tomography and MRI can be an
advantage to support our diagnosis. A study said that MRI is a useful
modality for presurgical mapping of deep pelvis endometriosis with
sensitivity and specificity that could reach 90%-92% and 91%-98%,
respectively [18]. In our case, we did not do the advanced imaging
because what we got from history taking, physical examination and
ultrasound imaging we could conclude that it was a SCE. Some studies
reported that we can use fine-needle aspiration citology (FNAC), instead
of its usability of confirming definitive diagnosis, we must be aware
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Fig. 3. Ultrasound showed neovascularization from Doppler.

Fig. 4. Macroscopic appearance of endometriosis mass.

about the increasing risk of producing new endometriotic implants at
the puncture side [19]. In our case, we did not perform FNAC on this
patient.

There are two methods to treat SCE, surgical or non-surgical. For the
non-surgical, we could use gonadotropin-releasing hormone analogs
which help alleviate clinical symptoms, but this method did not reduce
the size and recurrence after the cessation of medication is constant
[19]. A surgical procedure like we do in our cases is an accurate treat-
ment of choice of SCE and also for recurrent lesions, as expected, the
larger and deeper lesions to the muscle or the fascia are more difficult to

excise completely. For some large lesion cases, complete excision of the
lesion may entail a synthetic mesh placement or tissue transfer for
closure after resection [20]. Recent studies also suggest the need to clean
the abdominal wound with saline solution before closure especially in
corner sites to prevent recurrence, careful flushing and irrigation of the
adipose layer and fascia layer during closure is critical [21]. From our
experience, we suggested large surgical excision of the lesion with a
reconstruction of damaged tissue for patients with SCE because based on
our experience this type of surgery is effective in preventing recurrence
and conversion to malignancy.

4. Conclusion

Caesarean scar endometriosis should be considered in women of
child-bearing age with lower abdominal pain and/or mass at the
caesarean scar from previous delivery or following obstetric-
gynecologic surgery. Both imaging and histopathological examination
play important roles in making the diagnosis. Free margin endometriosis
excision surgical procedure was the recommended management to
excise the lesion completely.

5. Patient's perspective

After I had my second caesarean section, I started to get this pain in
my lower abdominal. The pain is felt more significant during my period.
At first, I thought this was only a usual menstrual pain. I went to a gy-
necologist to consult my pain but there was nothing abnormal to be
found. After six years, on March 2021 I found a lump in my left side post-
caesarean scar. I was worried that it could be a malignant mass even
though I never had any history of malignancy in my family. I went to the

Fig. 5. Histological result from resection. (Left) The base of the fascia showed free from endometriosis. (Right) The skin with external endometriosis.
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gynecologist to check the lump. I was then going through further eval-
uation to confirm the diagnosis with ultrasound, and I was diagnosed
with skin endometriosis originated from my caesarean scar. After that, I
was observed in the ward and scheduled for a mass resection. The sur-
gery went well, and the histological examination showed the mass was
only fixated to the skin and did not invade into the deeper abdominal
layer. I was then observed for two days post-operative and then dis-
charged. After the surgery, I felt the pain was significantly decreasing. In
my last follow-up, the doctor said that the mass was completely
extracted.
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