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Coexistence of Cesarean Scar Endometriosis and 
Intramuscular Endometriosis
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Abstract

Endometriosis is defined as presence of functional endometrial tis-
sue outside the uterus. With decreasing order of frequency, ovaries, 
peritoneum, subperitoneal deep pelvic cavity, intestinal and urinary 
system are the most common areas where the disease occurs. En-
dometriotic foci may develop on the scar tissue after previous sur-
gery or abdominal wall in addition to pelvic region. This is often 
observed after obstetric and gynecological operations, and it needs 
to be distinguished with many different pathologies. Therefore, ra-
diological modalities like ultrasound (US) imaging and magnetic 
resonance imaging (MRI) provide important clues for diagnosis. As 
far as we know, the coexistence of two separate foci, which are in 
subcutaneous fatty issue and in rectus muscles, has not been speci-
fied in any case report related to the abdominal scar endometriosis. 
In this case report, we intended to show a rare phenomenon, which 
is accompaniment of scar tissue endometriosis and rectus abdomi-
nis muscle endometriosis, by radiological imaging methods.
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Introduction

Endometriosis is defined as presence of ectopic endometrial 
tissue and stroma outside the uterus. It can cause pelvic pain 
and infertility, and it is observed about 10% in reproductive 
age women [1]. Therefore, accurate diagnosis is very impor-
tant. Radiological modalities are useful tools for diagnosis. 

However, definitive diagnosis can be made by histopatholo-
gy. Although endometriosis could be seen in almost every or-
gan, ovaries, peritoneum, subperitoneal deep pelvic cavities, 
intestinal and urinary systems are the most common places 
where the disease observed [2]. Occasionally, it can be ob-
served on the scar tissue and in intramuscular area at the lev-
el of the abdominal wall after obstetrics and gynecological 
surgeries (cesarean section, hysterectomy, episiotomy, tubal 
ligation, and so on). There are several case reports and case 
series about scar endometriosis and abdominal wall endome-
triosis in the literature. As far as we know, there has been no 
data about coexistence of scar tissue endometriosis and the 
rectus abdominis muscle endometriosis in the literature. In 
this case report, we discussed the coexistence of these two 
rare cases and its ultrasound (US) and magnetic resonance 
imaging (MRI) findings.

 
Case Report

A 36-year-old patient admitted to our clinic with ongoing 
cyclic pelvic pain and a palpable mass in the anterior ab-
dominal wall for a period of 7 months. Interestingly, the pa-
tient described that this anterior abdominal wall mass swells 
and gives pain in each menstrual cycle. From the medical 
history, it was learned that patient had cesarean section 2 
years ago. On physical examination, approximately 1.5 cm 
in diameter, hard and painful mass was palpated at the level 
of caesarean section scar in the anterior abdominal wall. 
Vaginal examination was normal and transvaginal ultraso-
nographic (TVUS) examination (Siemens Healthcare USA, 
S2000 Ultrasound System) showed that uterus and ovaries 
were normal in size. Endometrioma and pelvic endometrio-
sis were not observed. The superficial US showed relatively 
smooth contoured hypoechoic solid lesions. One of them 
was 15 × 14 mm in size on the right side of the incision in 
the subcutaneous fatty tissue; the other one was 14 × 12 mm 
in size in the left rectus abdominis muscle. A pelvic MRI 
with contrast (Siemens Healthcare USA, Magnetom Avanto 
1.5 Tesla MRI) was performed in order to visualize the le-
sion characterization more clearly. Lesions, which were on 
the right side of the incision in the subcutaneous fatty tissue 
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and in the left rectus abdominis muscle, were hypointense 
in T1-TSE sequence, heterogeneous hyperintense in T2 
TSE and fat-suppressed T2-TSE sequence (Fig. 1A-D) and 
they showed intense heterogeneous contrast enhancement in 

post-contrast T1-weighted images (Fig. 2A, B). Both lesions 
were hyperintense secondary to increased diffusion findings 
in diffusion-weighted imaging (DWI) and apparent diffusion 
coefficient (ADC) (Fig. 3A, B). At first, lesions were thought 
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Figure 1. (A) Axial plan T1 TSE sequence; (B) Axial plan T2 FS TSE sequence; (C, D) Coronal plan T2 FS TSE se-
quences showing lesions, which were on the right side of the abdominal wall in the subcutaneous fatty tissue and in the 
left rectus abdominis muscle, were hypointense in coronal plan in T1A sequence, heterogeneous hyperintense in T2A 
and fat-suppressed T2-TSE sequence (white arrows).

Figure 2. (A, B) Contrast enhanced T1-weighted fat suppressed sequences demonstrating  heterogeneous enhance-
ment patern in both lesions (white arrows).
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to be compatible with the endometriotic focus because of the 
patient’s history of previous cesarean section, the presence 
of lesions with menstrual cycling pain and swelling, solid 
structure and intense contrast enhancement shown radiologi-
cally. Tumor excision was performed under general anesthe-
sia. Pathology report showed that endometriosis foci in the 
subcutaneous fat tissue and muscle tissue with reactive lipo-
granulomatous inflammation.

Discussion
  
Endometriotic foci, which often develop at the level of inci-
sion and abdominal wall after gynecologic operations, are 
extremely rare. According to the literature the incidence of 
abdominal scar endometriosis after hysterectomy was 1.08-
2%, after cesarean section was 0.03-0.4% [3, 4]. Patients 
experience cyclic pain because of endometriotic foci which 
are hormone-dependent and bleed and growth in every men-
strual cycle [5]. It is believed that scar endometriosis occurs 
as a result of iatrogenic implantation of endometriotic tis-
sue secondary to gynecological surgery. A lot of case reports 
and case series in the literature show that the abdominal scar 
endometriosis can be seen on the skin, subcutaneous fatty 
tissue, the rectus abdominis sheath and in muscle [3, 6-8]. 
However, as far as we know, the coexistence of two sepa-
rate foci, which are in subcutaneous fatty tissue and in rectus 
muscles, has not been specified in any case report related to 
the abdominal scar endometriosis. In this case report, with-
out evidence of pelvic endometriosis, coexistence of two 
separate endometriotic foci, where in subcutaneous fatty tis-
sue and rectus muscles, were evaluated with US and MRI 
methods. Endometriotic foci were observed in the solid ap-
pearance in US. MRI which has high soft tissue resolutions 
may be more appropriate in order to evaluate lesions more 
clearly because there are several situations in differential di-
agnosis such as hematoma, abscess, incisional hernia, suture 
granuloma, desmoid tumors, lymphoma and metastasis.

There are several advantages of MRI. First, it does not 

contain ionizing radiation. Second, it is a multiplanar imag-
ing method. Third, it has high soft tissue resolution. All of 
these advantages are very useful both in diagnosis as well 
as preoperative localization and depth of the lesions, adja-
cent muscles plans and to reveal the relationship with intra-
abdominal organs and to detect intra-abdominal localization 
of different endometriotic foci. The only drawback of this 
method is the high cost. The presence of blood breakdown 
products in focal lesions in the anterior wall of the abdo-
men in MRI should suggest the diagnosis of endometriosis. 
However, definitive diagnosis can be made after excision 
and pathological evaluation of lesions. In some cases, fine-
needle aspiration biopsy that is a minimally invasive method 
can be used for diagnosis and to rule out possible malignant 
condition. However, a major drawback of this technique is 
that pathological diagnosis cannot be made secondary to in-
sufficient material obtainment in some cases.

In our case, the lesions are typically hypointense on T1-
weighted images, heterogeneous hyperintense secondary to 
the cystic-hemorrhagic foci on T2 TSE and fat-suppressed 
T2-weighted sequences. Post-contrast fat-suppressed T1-
weighted image shows the dense heterogeneous contrast en-
hancement. Both lesions were observed in an similar signal 
intensity. The age of blood breakdown products within the 
endometriotic focus affected lesion’s signal intensity and 
ADC values [9]. In our case, lesions were hyperintense in 
DWI and ADC. Therefore, increased diffusion sign suggests 
that the most lesions had cystic character. In one study, the 
ADC values were measured from the abdominal wall endo-
metriosis and endometriotic foci. Endometriotic foci which 
show restricted diffusion signs, had high cellular density and 
contained very low amount of fibrotic tissue and smooth 
muscle hypertrophy [6].

Treatment should be determined according to the degree 
of the patient’s symptoms. Medical therapy may be tried in 
patients with mild symptoms. Non-steroidal anti-inflam-
matory drugs, oral contraceptives, gonadotropin-releasing 
hormone analogues, aromatase inhibitors and radiofrequen-
cy ablation can be used for medical therapy [10]. Surgical 

Figure 3. (A, B) Both lesions were hyperintense secondary to increased diffusion findings in DWI and ADC (white ar-
rows).
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therapy should be used in patients who do not respond to 
medical therapy. In order to prevent recurrence, wide total 
excision of the lesions until reaching negative surgical mar-
gins should be the method of choice as a surgical treatment. 
Pads used during surgery should not be left for a long time 
in the abdominal cavity, incision line should be washed and 
abdominal cavity closing should be done very carefully in 
patients with pelvic endometriosis in order to prevent scar 
endometriosis that might develop in the future [11]. Meshes 
may be used to reduce the likelihood of incisional hernia 
which might develop after a wide resection. In our case, the 
lesions were small for this reason incision line was closed 
primarily.

In the literature there are several case reports and case 
series regarding abdominal scar endometriosis. In our case, 
it is remarkable that there was an accompanying second fo-
cus in the rectus abdominis muscle which was different from 
the palpable focus on the scar tissue and this combination 
was revealed by MRI studies. As a result, normal physical 
examination and TVUS are insufficient to explain the etiol-
ogy of pain in patients with chronic pelvic pain and had a 
history of surgery. In our opinion, assessment of patient with 
MRI evaluation would contribute significantly for the diag-
nosing the disease, detecting different endometriotic foci 
and increasing the success rate of treatment.
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