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ABSTRACT
Background: 
Abdominal wall endometriosis (AWE) is a rare form of extrapelvic endometriosis, most commonly occurring in surgical scars following cesarean section. Due to its nonspecific presentation, it is frequently misdiagnosed, leading to delayed management. The purpose of our work is to raise clinical awareness about abdominal wall endometriosis and share our experience in managing this condition.
Case Presentation:
We report the case of a 38-year-old woman, gravida 3 para 3, with a history of three cesarean sections, who presented with a painful parietal mass located at the right angle of her cesarean scar. The pain showed a clear cyclical pattern, worsening during menstruation. Physical examination revealed a firm; tender, erythematous mass measuring approximately 3 cm. Magnetic resonance imaging demonstrated a parietal lesion with a fistulous tract consistent with abdominal wall endometriosis. Initial medical management with a gonadotropin-releasing hormone agonist for three months resulted in partial regression of symptoms and lesion size. The patient subsequently underwent wide surgical excision with clear margins. Histopathological examination confirmed the diagnosis of abdominal wall endometriosis. Postoperative recovery was uneventful, with complete resolution of symptoms and no recurrence during follow-up.
Conclusion: 
Post-cesarean abdominal wall endometriosis should be considered in women presenting with a painful mass at a cesarean scar, particularly when symptoms are cyclical. Diagnosis is quite difficult to establish due to the nonspecific nature of its clinical presentation. Magnetic resonance imaging is valuable for diagnosis and surgical planning. Complete surgical excision remains the definitive treatment, offering excellent outcomes and low recurrence rates. Early recognition is essential to reduce diagnostic delay and improve patient prognosis.
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1. Introduction
Endometriosis is a chronic gynecological condition characterized by the presence of endometrial-like tissue outside the uterine cavity. Although it mailnly affects pelvic organs, extrapelvic localizations remain uncommon and frequently lead to diagnostic challenges [1,2]. Among these, abdominal wall endometriosis (AWE) represents a rare entity, most often associated with surgical scars following obstetric or gynecological procedures, particularly cesarean section [2,3].


Post-cesarean abdominal wall endometriosis is thought to result from iatrogenic implantation of endometrial cells into the abdominal wall during surgery, followed proliferation under the influence of hormones [2,4]. Its reported incidence varies from 0.03% to 0.4% after cesarean delivery [1,5]. With the increasing rate of cesarean sections worldwide, this condition is reported more frequently, although it remains underdiagnosed [6].
Clinically, AWE commonly presents as a painful parietal mass located at or near a cesarean scar, with pain often exacerbated during menstruation [2,4]. However, this classical presentation is not constant, and the absence of cyclical symptoms may lead to misdiagnosis. The condition may mimic incisional hernia, suture granuloma, lipoma, abscess, or soft tissue tumors, resulting in delayed diagnosis and inappropriate management [7,8].
Accurate diagnosis is based on high clinical suspicion supported by imaging techniques. Ultrasound is usually the first-line examination, while magnetic resonance imaging (MRI) allows for better characterization of soft tissues and helps define lesion extent and depth of infiltration [1,9]. Histopathological examination remains the gold standard for establishing a definitive diagnosis [2].
The main clinical challenge is determining how to reliably diagnose and effectively manage post-cesarean abdominal wall endometriosis in order to minimize diagnostic delay and optimize therapeutic outcomes [1,3]. This article reports a case of post-cesarean abdominal wall endometriosis and reviews the literature focusing on diagnostic approaches and management strategies.
2. Case Presentation
A 38-year-old woman, gravida 3 para 3, who had undergone three cesarean sections, presented to our department for evaluation of a painful mass located at the site of her cesarean section scar. The last cesarean delivery was performed one year prior to consultation. She had no significant past medical history and no known history of pelvic endometriosis.
The patient reported the progressive appearance of a small painful parietal mass at the level of the cesarean scar. The pain was described as moderate at first but it became increasingly intense over time, with a clear cyclical pattern, worsening during menstruation. No systemic symptoms such as fever, weight loss, or digestive or urinary disorders were reported.
[image: ][image: ]On physical examination, a firm, well-defined, tender mass measuring approximately 3 cm in diameter was palpated at the right lateral angle of the cesarean scar. The overlying skin appeared erythematous, without ulceration or discharge. The mass was fixed to the underlying tissues and painful on palpation. The remainder of the abdominal examination was unremarkable, with no evidence of incisional hernia. The gynecological examination revealed no abnormalities.Figure 1:  Clinical aspect of abdominal wall endometriosis before treatment
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Based on the clinical suspicion of abdominal wall endometriosis, magnetic resonance imaging (MRI) of the abdominal wall was performed. MRI revealed a heterogeneous lesion affecting the abdominal wall at the level of the cesarean scar, with signal characteristics suggestive of endometriotic tissue. A fistulous tract extending from the lesion toward the deep planes of the abdominal wall was identified, consistent with parietal endometriosis. No evidence of associated intra-abdominal or pelvic endometriotic lesions were observed.
[image: C:\Users\EliteBook 840 G8\Downloads\images_00_04_1619_04a.jpeg]Figure 2: Subcutaneous lesion of abdominal wall endometriosis (arrowheads) on axial T1-weighted MR image



Initially, medical treatment was initiated using a gonadotropin-releasing hormone (GnRH) agonist (Decapeptyl®), administered over three months. This treatment resulted in significant clinical improvement, with significant reduction in pain and partial regression of the parietal mass.
Following medical therapy, the patient underwent surgery consisting of wide excision of the parietal lesion with clear margins. During the operation, a fibrotic nodular lesion infiltrating the subcutaneous tissue and muscle plane was identified and completely resected. The abdominal wall defect was repaired without the need for prosthetic reinforcement.
Histopathological examination of the excised specimen confirmed the diagnosis of abdominal wall endometriosis, revealing endometrial glands and stroma surrounded by fibrotic tissue and inflammatory changes.
[image: ]Postoperative recovery was uneventful. During follow-up, the patient reported complete resolution of pain, with no clinical evidence of recurrence. The surgical scar healed satisfactorily, and the overall outcome was satisfactory.




Figure 3: Post-treatment clinical appearance of abdominal wall endometriosis
  


3. Discussion
Abdominal wall endometriosis (AWE) is a rare manifestation of extrapelvic endometriosis, most commonly occurring in surgical scars following cesarean section. It’s reported incidence varies from 0.03% to 0.4% [2,4] ,but this figure is likely underestimated due to underdiagnosis and frequent confusion with more common parietal pathologies. The increase in the global rate of cesarean deliveries may contribute to a growing incidence of this condition, highlighting the importance of increased clinical vigilance.
The pathogenesis of post-cesarean AWE is largely attributed to iatrogenic implantation of endometrial cells in the abdominal wall during surgical procedures. These cells subsequently proliferate under hormonal influence, leading to the development of ectopic endometrial tissue within the parietal layers. This mechanism is strongly corroborated by the close temporal and anatomical relationship between the surgical scar and symptom onset, as observed in our patient, who developed symptoms within one year of her last cesarean section.
Clinically, AWE classically presents as a painful parietal mass located at or near a cesarean scar, with pain that worsens during menstruation. This triad—history of cesarean section, palpable mass, and cyclical pain—is considered highly suggestive but is not consistently present in all cases [6,7].  In our patient, the presence of a localized painful mass with cyclical exacerbation was a key factor in raising suspicion for endometriosis, facilitating early diagnostic referral.
The differential diagnosis of a parietal mass in a cesarean scar is wide and includes incisional hernia, suture granuloma, abscess, lipoma, desmoid tumor, hematoma, and soft tissue sarcoma. As a result, misdiagnosis and delayed treatment are common. Imaging plays a crucial role in narrowing the differential diagnosis and guiding management. Ultrasound is often the first-line modality due to its accessibility, while magnetic resonance imaging provides superior soft tissue contrast and allows accurate assessment of lesion extent, depth of infiltration, and involvement of adjacent structures. In the present case, MRI proved particularly useful in identifying a fistulous tract and confirming the parietal localization of endometriotic tissue, thereby aiding surgical planning [1,9] .
Histopathological examination remains the gold standard for definitive diagnosis, showing the presence of both endometrial glands and stroma, often accompanied by fibrosis and inflammatory changes. In our case, histological confirmation validated the preoperative diagnosis and excluded malignant transformation, a rare but reported complication of long-standing abdominal wall endometriosis [2].
In terms of management, wide surgical excision with clear margins is largely considered as the treatment of choice for abdominal wall endometriosis [1,3,11]. Complete resection is essential to prevent recurrence, which has been reported in cases of incomplete excision. Rare cases of malignant transformation have been reported, reinforcing the importance of complete excision and long-term follow-up [8,14].
Medical treatments, including progestins, oral contraceptives, and gonadotropin-releasing hormone (GnRH) agonists, may provide temporary symptom relief but does not eliminate the lesion [8,14]. In our patient, preoperative medical treatment with a GnRH agonist resulted in partial regression of the mass and symptom improvement, thereby facilitating subsequent surgical excision. This combined approach may be particularly useful in cases with large or infiltrative lesions.
The postoperative outcome in our patient was favorable, with complete resolution of symptoms and no evidence of recurrence at follow-up. The result is consistent with the existing literature reporting excellent prognosis following complete surgical excision. Preventive measures during cesarean section, such as thorough irrigation of the surgical field and careful handling of endometrial tissue, have been suggested to reduce the risk of iatrogenic implantation, although evidence remains limited.


4. Conclusion
Post-cesarean abdominal wall endometriosis is a rare but clinically significant condition that should be suspected in women presenting with a painful mass at a cesarean scar, particularly when symptoms are cyclical. Accurate diagnosis requires careful clinical evaluation supported by imaging, especially MRI. Complete surgical excision remains the cornerstone of management and offers excellent outcomes with minimal recurrence. Increased awareness among clinicians is essential to reduce diagnostic delays and improve patient care.
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