
Discussion
Given the relatively low incidence of  caesarean section scar endometriosis (CSE)  0.03-0.45%2, it would not 
need to be noted as a complication on the consent form for caesarean section. However given the increase 
in the number of  caesarean sections performed globally (29% of  all births,) there  needs to be an increased 
awareness .3
In women who presents with a painful or cyclical swelling at the scar site and has undergone caesarean 
section in the past,  scar endometriosis should be considered. Brown discolouration of  the skin or discharge 
from the scar can also be presenting complaints.. CSE usually develops from 1 to 20 years postoperatively4
The diagnosis can be made from history and examination alone, although ultrasound/MRI can be useful to 
aid diagnosis and to rule out other pathologies. Theses include granuloma, hematoma, incisional hernia, 
keloid scars, or malignancy5

There is evidence of  response to hormonal treatment. Some women have responded with symptom relief  
to the combined oral contraceptive pill /progesterone only pill . However the symptoms relapse once the 
treatment is stopped. GnRH can be used for patients who may not be fit for surgery or who decline surgical 
intervention. It is important to confirm diagnosis with a fine needle biopsy prior to medical treatment. 5+6

Definitive management is surgical wide local excision with a 1cm clear margin to prevent reoccurrence .This 
has been achieved in two of  our cases. Due to the rare progression to clear cell/endometroid cancers it is 
also important to ensure complete removal. 6

The prevention of  CSE is vital as  it is most likely caused by iatrogenic dissemination of  decidual tissue. 
Removing decidual tissue from the wound before closing and cleansing with NaCl (normal saline solution) 
has been described as a preventive measure. 7 Sweeping the uterus with a gauze during a caesarean delivery 
should be limited since it could be an important factor in the pathogenesis of  scar endometriosis. 8 There 
have also been thoughts on delaying menstruation vie breastfeeding  as a preventor however there is not 
enough evidence into this yet.2

MRI Pelvis of  Patient 1 showing an endometrioma USS of  patient 3 showing no vascularity to mass

Awaiting 
histology 
pictures

USS of  patient 2 showing a solid swelling MRI of  patient 2 showing ‘an indeterminate mass’ Conclusion
In conclusion using the current surgical techniques used in UK hospitals, there are measures in place to 
prevent CSE. 
The first line management of  CSE - wide local excision-can be performed routinely, however it is important to 
ensure clear borders to prevent reoccurrences. However it is recognised that in cases of  CSE it is challenging 
to define clear borders during surgery.
Early recognition as well as increased awareness of CSE will lead to quicker imaging as well as 
diagnosis/surgery. This is something that could also be recognised in primary care. 

Case 1 Case 2 Case 3
LSCS details At Term, Underwent pre 

labour Lower Segment 
Caesarean Section for an 
Abnormal CTG.

Term +8, Category 3 Lower 
Segment Caesarean Section  for 
Breech. 
Uterus exteriosed. 
Manual removal of  placenta. 

33+4 gestation
Category 1 Lower Segment 
Caesarean Section for 
Placenta Previa

Onset 8.5 years after LSCS, 1.5 
years of  symptoms before 
diagnosis

Immediate onset 16 months

Symptoms Right sided new lump above 
LSCS. 
Cyclical Pain and new lump 
above the right of  the scar. 
Pain and lump both increase 
with period and intensifies 
lasts for 1 week after.
No prior history of  pelvic 
endometriosis

Cyclical left sided scar pain 
during period and for 1 week 
after
Lump 3cm diameter, swells to 
golf  ball size during period. 
No prior history of  pelvic 
endometriosis

Cyclical pain with increase 
during period. 
Right sided lump on scar, 
size of  a  small grape size. 
No increase in swelling with 
cycle
No prior history of  pelvic 
endometriosis

USS finding Done out of  area Solid swelling
2.5x1.5x2.8cm solid swelling 
No vascularity

10mm slightly irregular, 
heterogenous area. 
No vascularity, sinister cause 
cannot be ruled out

MRI finding Anterior to rectus 
abdominus muscle.
13x12mm endometrioma. 

26x14mm mass in soft tissue 
fat. likely involving anterior 
rectus sheath
indeterminate of  cause

Not performed

Management 1. Wide local excision, 
removed as one segment

1. Zoladex
2. Wide local excision 

Removed in two segments. 
Pro mesh inserted by 
General Surgeons.

1.Wide local excision. 
Removed in two segments. 

Histology Endometriosis  confirmed 
in the excised mass.  
Margins clear

Endometriosis confirmed in 
the excised mass.  Margins 
clear

Endometriosis confirmed. 
Margins NOT clear in 
either segment 

Outcome Pain free post op. No 
symptom recurrence

Ongoing abdominal wall pain. 
Also suffering from 
menorrhagia and 
dysmenorrhea. Awaiting 
further follow up. 

Pain free post op. No 
symptom recurrence
Will need F/U in light on 
histology

Table of  Cases
Background

Endometriosis is defined by the presence and growth of  ectopic functional endometrial tissue outside the 
uterus1. Scar endometriosis has been described following obstetrical and gynaecological surgery with an 
incidence of  0.03 to 0.45 % after a caesarean section.2

We present a case series of  3 patients who attended within a period of  one year to our District General 
Hospital. None of  these patients had a prior history of  any pelvic endometriosis.  The presenting symptoms, 
clinical assessment, operative findings and histology were evaluated. 
All patients consented to the study.
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