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A case of bifocal endometriosis involving
a pfannenstiel incision

Przypadek dwuogniskowe] endometriozy w bliznie po cieciu cesarskim
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Abstract
A 25-year-old woman was referred to our clinic for atypical cyclic pain and masses at both ends of a Pfannenstiel
incision scar.
Ultrasound of the anterior abdominal wall showed two masses. Both masses were hypoechoic, heterogeneous
lesions located at opposite ends of the scar. The lesions were surgically excised with. Microscopic examination
revealed endometrial gland structures with endometrial stroma in fibroadipose tissue in sections of both specimens
indicative of endometriosis. Incisional endometriosis (IE) is a form of extrapelvic endometriosis especially in scars
of obstetric or gynecologic surgery. IE may be multifocal at surgical scars.
We report the a case of bifocal incisional endometriosis in Pfannesteil scar. Whole scar evaluation should be done
for incisional endometriosis and surgical excision should be performed for treatment.
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Streszczenie

25-letnia kobieta zostata przyjeta do naszej kiiniki z powodu nietypowego, cyklicznego bolu i guzow po obu koricach
blizny po cieciu cesarskim.

W badaniu USG przedniej sciany brzucha uwidoczniono dwie hipoechogenne zmiany zlokalizowane na koricach
blizny. Zmiany usunigto. Badanie mikroskopowe wykazato struktury gruczotow i podscieliska endometrium
w tkance witdknisto-ttuszczowej wskazujgce na endometrioze. Endometrioza w bliznie pooperacyjnej jest jedng
z form pozamiedniczej endometriozy. Moze wystepowac wieloogniskowo, zardwno po operacjach pofozniczych jak
i ginekologicznych. W postepowaniu leczniczym nalezy przeprowadzic dokfadng ocene catej blizny oraz wykonac
wyciecie blizny.
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Introduction

Endometriosis is defined as the presence of functioning
endometrial glands and stroma outside the uterine cavity.
It generally develops within the pelvis, but extrapelvic
endometriosis lesions can be found at other sites [1]. Incisional
endometriosis (IE) is a form of extrapelvic endometriosis seen
in scars from obstetric or gynecologic surgery [2] and can be
multifocal, particularly at the end of a Pfannenstiel incision
[3]. This report presents a case of bifocal IE at both ends of a
Pfannenstiel incision.

Case Report

A 25-year-old woman (G2P2) was referred to our tertiary
university hospital for atypical cyclic pain and masses at both
ends of a Pfannenstiel incision scar. She had a history of mass
and pain, especially during menstruation, at the right end of the
scar for 18 months and at the left end for 3 months. She was a
non-smoker, taking no current medications, who breast fed after
her cesarean delivery two years earlier.

On physical examination, solid masses were palpated at
both ends of the incision. Ultrasound of the anterior abdominal
wall showed two masses: one measuring 30x26mm and the
other measuring 17x12mm. Both masses were hypoechoic,
heterogeneous lesions located at opposite ends of the scar.
(Figure 1).

The lesions were excised with 1.0-cm surgical margins,
including a minimal amount of anterior abdominal wall fascia.
(Figure 2).

Microscopic examination revealed endometrial gland struc-
tures with endometrial stroma in fibroadipose tissue in sections
of both specimens, indicative of endometriosis. (Figure 3).

The patient recovered uneventfully and did not report any
postoperative symptoms 3 months after the surgery.

Discussion

Endometriosis affects an estimated 3~10% of women of
reproductive age. The pelvis is the most commonsite of the disease,
with common presenting symptoms including dysmenorrhea,
dyspareunia, and infertility. Extrapelvic endometriosis may
involve the peritoneum, urinary tract, intestines, colon, and thorax
[3]. The abdominal wall is the most common site of extrapelvic
endometriosis, where it usually develops in association with
a surgical scar, and has an incidence of approximately 4% in
pathologically proven endometriosis lesions [4].

Rarely, IE can be multifocal. Teng et al. reported that in 22
IE cases, only three had multiple endometriotic foci: one case
had three foci and the other two cases had two foci each; they
also found that endometriosis involving a Pfannenstiel incision
was more common at the right end of the scar [3]. Spontaneous
abdominal wall endometriosis with no previous scar has been
reported [5].

However, abdominal wall endometriosis is generally
associated with uterine surgery, such as Cesarean section (CS),
myomectomy, hysterotomy, or metroplasty, and IE should be
considered if a mass develops postoperatively. The estimated
incidence of [E after CS is 0.3 to 1% [1].

A mass associated with cyclic pain is the classic presentation
of IE, although cyclic pain is not a universal pattern of the pain.
Only 57% of patients with IE have cyclic symptoms.
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Figure 2. Surgical excision of the lesions and their gross apperarances.

The presence of a mass (96%) and pain (87%) are the more
common symptoms [6]. If cyclic pain is absent, the diagnosis
of IE is generally difficult. The differential diagnosis includes
hernia, hematoma, lymphadenopathy, lymphoma, lipoma,
abscess, subcutaneous cyst, suture granuloma, neuroma, soft-
tissue sarcoma, and metastatic cancer [3].
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Figure 3. Endometrial stroma and gland structures in the fibroadipose tissue in
sections of both specimens (H&E stain, X200).

The time from surgery to the onset of symptoms varies
considerably and ranges from months to years with a mean
interval from index surgery to presentation of 3.6 years. Physical
examination should include focusing on whether the masses are
attached to the anterior abdominal wall fascia. In patients with a
classic presentation, no further studies are necessary. If the lesion
is very large or there is concern regarding fascial involvement and
the diagnosis is in doubt, additional studies may be performed,
such as ultrasound, fine-needle aspiration, or magnetic resonance
imaging [6].

The pathogenesis of IE is best explained by the direct
implantation theory: during the surgical procedure, endometrial
tissue is seeded into the incision.
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Since the medical treatment of IE is usually unsuccessful,
surgical excision must be performed, particularly in recurring
cases. Wide excisions with at least a 1-cm margin or patch grafting
for fascia defects are recommended. Recurrence after resection
has is seen in 4.3% of cases and the possibility of malignancy
should be considered if the mass grows rapidly or recurs [3, 6].

Since the most common site of an incision lesion is at an
end, to prevent direct inoculation, we believe that while suturing
the fascia at the end of the incision, the surgeon or assistant must
use clean surgical equipment instead of their fingers to retract the
subcutaneous tissue in the incision.

Conclusions

The direct implantation theory, coupled with the common
presentation of lesions at the end of incisions, suggest that when
suturing the fascia at the ends of an incision, clean surgical
equipment, rather than fingers, should be used to retract the
subcutaneous tissue.

In addition, since our patient reported endometriosis
symptoms at varying intervals at both ends of the CS scar,
we believe that the entire scar should be evaluated when
endometriosis is suspected.

References

1. Witz C. Current concepts in the pathogenesis of endometriosis. Clin Obstet Gynecol. 1999, 42,
566-585.

2. HeslaJ, Rock J. Endometriosis. In: Te Linde’s Operative Gynecology. 9th ed. Eds. Rock J, Jones
H. Philadelphia: Lippincott Wiliams-Wilkins, 2003, 595-631.

3. Teng C, Yang H, Chen K; [et al.]. Abdominal wall endometriosis: an overlooked but possibly
preventable complication. Taiwan J Obstet Gynecol. 2008, 47, 42-48.

4. Blanco R, Parithivel V, Shah A, [et al.]. Abdominal wall endometriomas. Am J Surg. 2003, 185,
596-598.

5. Ideyi S, Schein M, Niazi M, [et al.]. Spontaneous endometriosis of the abdominal wall. Dig Surg.
2008, 20, 246-248.

6. Horton J, Dezee K, Ahnfeldt E, [et al.]. Abdominal wall endometriosis: a surgeon’s perspective
and review of 445 cases. Am J Surg. 2008, 196, 207-212.

73



	GP-01-2011_10-calosc.pdf

