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Abstract
AIM: To evaluate endometrioma located at cesarean 
scatrix.

METHODS: Medical data of 6 patients who presented 
to our institution with abdominal wall endometrioma 
were evaluated retrospectively and reviewed literature 
in this case series. The diagnostic approaches and 
treatment is discussed.

RESULTS: All patients had a painful mass located at 
abdominal scars with history of cesarean section. The 
ages ranged from 31 to 34 and Doppler ultrasonogra-
phy (US) detected hypoechoic mass with a mean di-
ameter of 30 mm. Initial diagnosis was endometrioma 
in 4 and incisional hernia in 2 of 6 patients. Treatment 
was achieved with surgical excision in 5 patients, and 
one is followed by hormone suppression therapy with 
gonadotropin.

CONCLUSION: Malignant or benign tumors of abdom-
inal wall and incisional hernias should be kept in mind 
for diagnosis of endometrioma. Imaging methods like 
doppler US, computed tomography and magnetic reso-
nance imaging should be used for differential diagnosis. 
Definitive diagnosis can only be made histopathological-
ly. The treatment should be complete surgical excision 
and take care against intraoperative auto-inoculation of 
endometrial tissue in order to prevent recurrences.
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Core tip: This is a case series about endometrioma lo-
cated at cesarean scatrix. We present 6 patients who 
have painful abdominal mass of endometrioma. Medi-
cal data of 6 patients who admitted to our institution 
with abdominal wall endometrioma were evaluated re-
spectively in this study. The diagnostic approaches and 
treatment is discussed and recommended.
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INTRODUCTION
Endometriosis is defined as extrauterine localization of  
ectopic functional endometrial gland and stroma. Cystic 
or solid tumoral masses caused by endometriosis are 
named as endometrioma. Although this pathologic condi-
tion is mostly encountered in ligaments of  uterus, ovaries, 
Douglas pouch and pelvic peritoneum; endometriosis has 
also been reported in nose, breast, lung, spleen, gastro-
intestinal tractus, kidney, abdominal wall, but scar endo-
metrioma is extremely rare[1,2]. Endometriosis is seen in 
8%-15% of  young fertile women with regular menstrual 
cycles, and it’s frequency varies between 0.03%-1.08% on 
incision scar following gynecologic operations and cae-
sarean sections (C/S)[3-5]. Endometrioma is a disease with 
symptoms such as a cyclic painful mass. Endometrioma 
should be remembered in patients who have the history 
of  C/S and a painful mass on scar tissue and in whom 
both pain and mass size differ during menstrual period 
and imaging methods like doppler ultrasonography (US), 
computed tomography (CT), magnetic resonance imag-
ing (MRI) and fine needle aspiration cytology should be 
benefited for diagnosis.
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MATERIALS AND METHODS
This is a small case series and retrospective study on pa-
tients with abdominal wall C/S endometrioma. In this 
study, we presented clinical and laboratory findings of  
six consecutive patients with scar endometrioma (Figure 
1) who admitted to our departement between 2009 and 
2012 and reviewed the literature. There were 28 patients 
with incisional hernias and 36 benign abdominal wall 
tumors like lipomas, etc. in this period. Medical data of  
the patients were evaluated, and presented our experience 
with scar endometrioma consequently by this case series.

RESULTS
Routine hematological and biochemical examinations 
were done following medical history and physical exami-
nation of  patients who have a painful mass in their C/S 
site. Main complaint of  our cases on admission was a 
palpable mass on incision site and cyclic pain. Abdomi-
nal pain was non-cyclic unusually in one patient. As you 
seen in Table 1, all patients were in third decade and aged 
between 31-34 years. Parity was 1 in three and 2 in other 
three patients and all deliveries were C/S’s. While caesar-
ean incision was Pfannenstiel in 5 patients and there was 
a subumbilical midline incision in one. Duration between 
the last C/S and hospital admission varied between 2-7 
years and duration between emergence of  a painful mass 
on scar site and hospital admission varied between 6 mo 
and 4 years. There were not abdominal endometriosis 
and scar endometrioma in previous history. There were 
28 patients with incisional hernias and 36 benign ab-
dominal wall tumors like lipomas, etc. during three years 

period. Initial diagnosis were incisional hernia in four 
and endometrioma in two of  our six patients. Definite 
diagnosis was made by histopathological evaluation of  
excised materials. Prediagnosis was irreducible incisional 
hernia in 4 out of  6 patients (66.6%) and endometrioma 
in 2 patients (33.3%). There were four patients diagnosed 
in first five years after C/S, and two patients more than 
five years. Doppler US was done to make a definite di-
agnosis succesfully in five patients. Final diagnosis was 
made with USG and abdominal CT in one patient. The 
weight of  resected materials were min 48 g, max 70 g and 
ultrasonographical size of  the palpable mass in scar tissue 
varied between 2 to 5 cm (Table 1).

Treatment was achieved with complete surgical resec-
tion in 5 of  six patients. One patient did not accept surgi-
cal intervention and she was followed up with medical 
treatment by using hormone suppressor drugs. Painful 
scar endometrioma were excised with undamaged bor-
ders and without making endometrial tissue implantation 
into the neighboring tissue in five patients who accepted 
surgical treatment. The glandular structure of  endome-
trium and stroma were seen microscopically in fibrocol-
lagenous tissue and that the mass belonged to endome-
trioma (Figure 2).

DISCUSSION
Common use of  laparoscopy has enabled more frequent 
detection of  intraabdominal endometriosis. Dysmenor-
rhea, irregular menstrual cycles and infertility are the 
most common symptoms seen in endometriosis. A 
palpable mass on C/S incision site and a cyclic pain are 
pathognomonic in patients with endometrioma[2-6].
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Figure 1  Ultrasonographic view (A) and magnetic resonance imaging (B) of scar endometrioma.

Table 1  Medical data of patients who were diagnosed with scar endometrioma in caesarean sections site

Age, yr C/S Recurrent disease Years after C/S Interval to symptoms onset, yr Pain type Weight of lesion (g) Size (cm) Initial diagnosis

34 1 No 3 1 Cyclic 54 3 × 2 Incisional hernia
32 2 No 7 4 Non-cyclic 60 3 × 3 Incisional hernia
32 1 No 3 1/2 Cyclic 58 3 × 3 Incisional hernia
31 2 No 3 1 Cyclic 48 2 × 2 Incisional hernia
33 2 No 4 1 Cyclic 70 4 × 4 Endometrioma
31 1 No 6 2 Cyclic 62 3 × 5 Endometrioma
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Two different theories are available to explain endo-
metrioma development. According to the first hypothesis, 
multipotent mesenchymal cells differentiate to endome-
trial tissues in their site after puberty and show physio-
pathological changes, like proliferation, hemorrhage as 
response to hormonal functions. And second hypothesis; 
endometrial cells are transported to extrauterine areas in 
some instances and similarly endometrioma develops by 
being affected from hormonal changes[5]. Endometrioma 
development in C/S scar tissue on abdominal wall seems 
more consistent with the second hypothesis. An increase 
has been reported in endometrioma frequency in paral-
lel with the increase in number of  C/S in recent years[7,8]. 
Procedure responsible for endometrioma development 
on incision site is iatrogenic inoculation of  endometrial 
tissue into incision site[9]. Three of  our cases underwent 
one C/S, three cases twice C/S. Endometrioma usually 
emerges during a ten year period following C/S[10].

Scar endometrioma are not frequently met more than 
5 years after C/S, but we have two patients with relatively 
late diagnosed scar endometrioma in our series. Basic and 
the most commonly detected complaints of  the patients 
were a palpable mass in C/S scar tissue and cyclic pain[11]. 
These symptoms have begun within a 6 mo-4 year period 
following C/S operation. Abdominal pain or painfull 
mass were seen cyclic usually, but there were one patient 
with non-cyclic painfull endometrioma in our case series.

Definitive diagnosis of  endometrioma is not possible 
without histopathological examination. They are some 
published parameters on clinical and ultrasonographic 
findings for differential diagnosis of  abdominal wall 
endometrioma near cesarean section[12]. Lipomas , seba-
ceous cysts, hemangiomas and lymphangiomas, desmoid 
tumors among  common benign tumors of  abdominal 
wall[13,14]. It is recommended to keep in mind that these 
tumors may be a metastatic lesion arising from a malig-
nant focus and to make diagnosis of  endometrioma defi-
nite through US-guided fine needle aspiration cytology 
in patients who do not accept surgical treatment[5,12,13]. 
Imaging methods like doppler US, CT and MRI should 
absolutely be benefited for differential diagnosis of  sus-
pected masses. Definitive diagnosis can only be made 
histopathologically.

In a conclusion, the soft tissue tumors and endome-
trioma are probable diagnosis besides incisional hernia in 
patients who have a palpable mass on C/S scar following 
some obstetric and gynecologic interventions. A detailed 
medical history, physical examination findings and imag-
ing methods in suspected cases are significant diagnostic 
tools to investigate the features of  the pain and relation-
ship with menstrual cycle. Radical treatment should 
be complete surgical excision for patients who receive 
prediagnosis of  endometrioma and one should take care 
against intraoperative auto-inoculation of  endometrial 
tissue in order to prevent recurrences. Combined oral 
contraceptives, progestagens and hormone suppression 
therapy with gonadotropin releasing hormone analogues 
should be used for medical treatment of  patients who 
don’t want surgery and whose diagnosis of  endometrio-
ma was verified through fine needle aspiration cytology.
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Figure 2  External view of resected endometrioma (A), cut surface of specimen showed semi-solid and soft tumor (B).
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