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Abstract: Introduction: Defined as the implantation of endometrial tissue within parietal abdominal structures more
superficial than the peritoneum, parietal endometriosis is an exceptional localization of extragenital endometriosis, most often
secondary to gynecological obstetric surgery. Clinical observation: We report the case of a 32-year-old patient presenting with an
abdominal parietal pain syndrome in comparison with a post-caesarean cutaneous cicatrix, cyclic and rhythmic by menstruation.
Ultrasonography of the soft tissues revealed two anterior, heterogencous hypoechoic nodules with posterior reinforcement. A
wide surgery with lem of healthy margin allowed the excision of the nodule interesting the subcutaneous tissue and the
aponeurosis of the rectus abdominis muscle. The histology was in favour of a focal endometriosis of the abdominal wall extended
to the fascia of the rectus muscle. Microscopic examination revealed endometrial glands of variable size, sometimes dilated,
bordered by regular cylindrical epithelium, associated with a cytogenic chorion and lymphocytic inflammation, sometimes with
blood. Immediate postoperative outcomes were simple. An LHRH analogue protocol (Leuprolide acetate 3.75 mg in one
intramuscular injection every 28 days for 6 months) was instituted. Conclusion: Although exceptional, it is appropriate to think
of an endometriosis before an abdominal pain syndrome abdominal wall of the woman during periods of genital activity.
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locations are less frequent. They have been described, in the

1. Introduction

Endometriosis is defined as the presence of ectopic
endometrial tissue located distant from the endometrium and
without connection with it [1]. Its most frequent location is in
the internal genitalia. It affects the ovaries, the peritoneum, the
uterine ligaments, the rectovaginal lamina. Other extra-genital

bladder, intestine, appendix, navel, hernial bags, lung, kidneys
and abdominal wall [2]. Parietal involvement represents 1 to
2% of extra-genital locations [3]. Its occurrence in
gynecological or obstetrical surgery scars is rare, ranging from
0.03 to 0.4% [4, 5]. Therefore, it is considered iatrogenic,
involving the transport and grafting of endometrial fragments
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[6]. We report the case of a patient with endometriosis of the
abdominal wall on Pfannenstiel post-caesarean scar. This case
is reported because of its rarity and the unusual nature of its
location.

2. Clinical Observation

This is a 32-year-old patient, fourth gesture and second par,
with a history of two miscarriages caused by aspiration. She
has two live children born by caesarean section with
unspecified indications, the last of which was three years old.

For six months after the last cacsarean section, the patient

complains of pain in the cutaneous incision scar, cyclic and
rhythmic with menstruation, with a variable intensity of up to
6 on the analogue verbal scale (EVA), intermittent, cramp-like,
localized with progressive swelling of the contemporary scar
of pain. She did not report deep dyspareunia, pain with bowel
movement, or dysuria.

The clinical examination revealed a mass opposite the right
end of the cutaneous scar about 3 c¢cm long, fixed in the deep
plane. In the menstrual period, the mass increases in volume
up to 5 cm long axis, inflammatory appearance, renitent
consistency, sensitive (Figure 1).

Figure 1. Post-caesarean section cicatricial parietal endometriosis.

A. Before menstruation.
B. After menstruation.

Ultrasonography of the soft tissues revealed two anterior, heterogencous hypoechoic nodules with posterior reinforcement
measuring: 15.9 mm x 25.2 mm and 18.6 mm X 33.7 mm (Figure 2).

Figure 2. Soft tissue ultrasound. N: Endometriosis Nodule.

The decision of a surgical resection was made. It was a bilobed nodule, interesting subcutaneous tissue and aponeurosis of the
right muscle, without muscle involvement. A wide excision respecting 1 cm of healthy zone in depth and taking away part of the

muscle was carried out (Figure 3).
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Figure 3. Surgical excision piece.

A. Before dissection.
B. After dissection.

The histology was in favour of a focal endometriosis of the abdominal wall (Figure 4) extended to the fascia of the rectus
muscle. Immediate postoperative outcomes were simple. An LHRH analogue protocol (Leuprolide acetate 3.75 mg in one
intramuscular injection every 28 days for 6 months) was instituted. A control at three months and then every six months was

performed, with no recurrence of a decline of 16 months.

Figure 4. Histological sections.

A. (HEx100).
B. (HEx250).

Arrowhead: Endometrial glands. C: Cytogenic chorion. M: Abdominal parietal mesenchymal tissue.

3. Discussion

Defined as an ectopic implantation of endometrial tissue
outside the uterine cavity, endometriosis affects
approximately 2 to 15% of women in genital activity [1, 6, 7].
Several extragenital locations have been described: pelvic

peritoneum, bladder, rectum, nothing, gallbladder, lung,
stomach and brain [8]. The parietal endometriosis, rare,
includes the incisional attacks (consecutive to a
gynaeco-obstetrical surgery), largely majority, and the
spontaneous endometriomas. Nearly 70% of cases of
abdominal wall endometriosis occur on operative scars,
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according to a review of 455 cases published from 1951 to
2006, of which 57% after caesarean section [9].

As a result, cicatricial parietal involvement is induced and
iatrogenic. This induction theory is based on local grafting of
endometrial cells that will develop in non-epithelialized zones
[3]. Their development is also favoured by secondary
inflammation induced by immunological factors. Also,
retrograde menstruation of endometrial cells by tubal reflux,
tubal plated against the peritoneum; explain this location [8,
10]. The existence of the metaplastic (mesenchymal cell
differentiation under the influence of hormonal factors) and
metastatic (embolization by the lymphatic and venous
embolization) theories were also evoked in the case of
umbilical endometriotic nodules and right-sided muscle
sheaths., in the absence of surgery [8].

Regarding the clinic, the usual circumstances of the
diagnosis are unambiguous and associate pathognomonic
catamenial pain symptomatology with cyclic fluctuation of
the volume of the mass or nodule located at the level of the
scar. These signs appear several months to several years after
the imputed surgical procedure [11].

The diagnosis is based on imaging and histopathological
examination after surgical excision of the mass. Colour
Doppler ultrasound appears as the examination of choice,
showing a hypoechoic mass. Magnetic resonance imaging
(MRI) is more informative, with sensitivity and specificity of
90% and 98%, respectively [12], found a T1 hypersignal in
favour of intralesional bleeding and also makes it possible to
specify the depth extension of the 'endometrioma.

Pathologically, the endometrioma macroscopically presents
itself as a pseudo cystic tumour, of fibrous appearance at the
cut, containing congestive or necrotic-haemorrhagic foci. All
parietal structures can be affected (muscles, fascia, fascia,
subcutaneous tissues). Microscopic examination reveals
endometrial glands of variable size, sometimes dilated, lined
by regular cylindrical epithelium, associated with a cytogenic
chorion and lymphocytic inflammation, sometimes with blood,
confirming the diagnosis.

Medical treatments (antigonadotrophic, LH-RH analogy) of
parietal locations have shown their limit, exposing patients to
frequent recurrence, side effects of hormone-suppression [13] or
androgenic effects. Medical treatment can be conceived as an
induction treatment for bulky masses, aimed at reducing the
volume of the endometrioma and the parietal defect resulting
from its removal. In addition, the exceptional endometrioid
carcinoma, reported for extragenital localization [14], constitutes
an additional argument in favour of surgical excision. The
resection should be broad from the outset, "carcinologic" taking
away muscle and fascia to prevent recurrence.

4. Conclusion

Parietal endometriosis is exceptional, and its mechanisms
of occurrence are well understood. Although the diagnosis is

histological, the occurrence of an abdominal parietal pain
syndrome in a woman during a period of genital activity,
should evoke a parietal endometriosis and perform ultrasound
or magnetic resonance imaging, for excision wide surgical.
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