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32-year-old para-2, live-2, prev-2, LSCS (Lower Segment Caesarean Section), LCB 

(Last Child Birth)-8 yrs. back, sterilized woman presented with complaints of 

increased abdominal pain during her cycles, more over the supra pubic transverse 

scar1 for last 3 years. Pain is aggravated during and after menstruation and non-

radiating. Her menstrual cycles were regular, with average flow, with severe 

dysmenorrhea which used to get relieved for some time on taking some analgesics. 

On examination her vitals were within normal limits. Abdominal examination 

revealed a hypertrophied supra pubic transverse scar which was tender,1 indurated 

and not warm. Uterus corresponds to 12-weeks size. Systemic examination was 

within normal limits. Speculum examination was normal. Bimanual examination 

showed cervix flushed with anterior vaginal wall, uterus was felt anterior and was 

corresponding to 12-weeks size. 

All haematological and biochemical investigations were within normal limits. CA 

125 – 40 U / mL. Ultrasound showed irregular ovoid hypo-echoic lesion in pelvis at 

the level of body of uterus of size 3.8 * 1.8 cm deep to the bub cutaneous tissue. Pap 

smear, negative for intra epithelial lesions. MRI (Magnetic Resonance Imaging) pelvis 

shows deformity in the anterior wall of myometrium and adjacent endometrium of 

the uterus which is adherent to the adjacent peritoneum and anterior abdominal wall 

muscle.2 Focal thickening of anterior abdominal wall muscle with mixed intense 

lesion of size 4.7 * 2.5 * 2.0 cm showing small T1 and T2 hyper intense cystic areas 

within. 

 

 

 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 1.  
MRI Pelvis 
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PRE SE NTA TI ON O F CA S E  
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Figure 2.  
Intra Op Chocolate 
Colored Fluid 

 

 

 
 
 

 
Figure 3.  
Intra Op Adhesions 
between the 
Left Ovary &  
Sigmoid Colon 

 

 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Figure 4.  
Scar  
Endometriosis 
Specimen 

 

 

DI SCU S SI ON O F MANA G E ME NT  

 

Patient underwent staging laparotomy. An elliptical incision 

was made over the scar. Induration of about 5.4 cm extending 

laterally and vertically around the scar was seen. Indurated 

scar tissue involving sub cutaneous tissue, rectus sheath and 

rectus muscle, extending up to the anterior wall of uterus was 

excised3 and the edges were electro cauterized. While 

dissecting the fibrosed scar tissue, chocolate colour fluid was 

drained. Adhesions were extending from infundibulopelvic 

ligament to the left ovary to sigmoid colon posteriorly which 

was released. Bladder was adherent to scar tissue, which was 

also dissected. Bilateral ovaries and tubes were found to be 

normal. Rectus sheath was sutured. 15 x 7.5 cm Prolene mesh 

was kept and fixed to rectus sheath. Suction drain was placed. 

Subcutaneous tissue and skin were sutured. 

Patient was started on hormone therapy. During the 1st 

year follow up period neither recurrence nor functional 

problems occurred. 

 

 

PATH OL O GI CA L DI SCU S S ION  

 

Hi s top atho log y Repor t  

 Multiple sections showed skin lined by stratified 

squamous epithelium with underlying dermis showing 

normal skin appendages. 

 The deeper dermis showed cystically dilated endometrial 

gland surrounded by endometrial stromal cells 

embedded in a fibro collagenous stroma. 

 Features consistent with scar endometriosis. 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

    
 
 
 
 
 
 
 
 
 
   Figure 5.  

Histopathological 
View 

 

 

DI SCU S SI ON  

 

The endometriotic deposit is usually confined to the 

abdominal skin and sub cutaneous tissue with sparing of the 

muscle and rectus sheath. In fact, endometriosis involving the 

rectus abdominis is very rare2. It was first described in 1984 

by Amato and Levitt. 

Time interval between the surgery and presentation has 

varied from 3 months to 10 years in different series4. 

USG (Ultra-Sono-Graphy) and CT (Computed 

Tomography) may demonstrate and confirm the superficial 

nature of the mass. The gold standard is MRI which can detect 

small lesions and confirms its vascularity. 
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Extra pelvic endometriosis is not responsive to hormone 

therapy. 

Application of mini-abdominoplasty made the patient 

satisfied with eradication of both the tumour and lower 

abdominal obesity without any of the problems associated 

with primary closure or full-abdominoplasty such as 

haematoma, seroma, necrosis of skin flap, and umbilicus and 

malposition of the umbilicus was reduced. 

The patient should be followed up for recurrence. 
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