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CASE SUMMARY
A 36-year-old Hispanic female pre-

sented to the emergency department 
with worsening left lower quadrant pain 
of 3 days’ duration. She described the 
pain as intermittent, cyclic, and related 
to her menstrual cycle. The patient 
reported nausea and loss of appetite 
but denied emesis or changes to bowel 
movements. Patient admitted to menor-
rhagia and her menstrual period ended 
3 days previously. Physical exam illus-
trated tenderness to palpation of the left 
lower quadrant superficially with no 
tenderness to deep palpation. There was 
a 1 × 3 cm area of chronic purplish skin 
changes with accompanying small nod-
ules. The area was in line with her pre-
vious ceasarean delivery closure site. 
Patient’s complex of abdominal and 
gynecological complaints coupled with 
physical exam findings prompted com-
puted tomography imaging. 

IMAGING FINDINGS
Computed tomography of contig-

uous axial images with sagittal and 
coronal reformats with contrast demon-
strated a 2.5 × 3.8 × 3.5 cm speculated, 
soft-tissue mass in the left inguinal 
region with an associated 1.4 × 2.6 cm 
rim-enhancing, subcutaneous fluid col-
lection at the inferior anterior aspect of 
the mass (Figures 1,2. Intraoperative 
findings included a 6-cm cystic abdom-
inal wall mass with old, dark hema-

toma fluid. Pathology report verified 
the tissue as benign fibroconnective 
tissue with multiple foci of endometri-
osis, consistent with an endometrioma. 
Given the wide variety of potential 
deposition sites of endometrial tissue, it 
is imperative to be aware of its mallea-
ble clinical presentation. 

DIAGNOSIS
Scar endometriosis. Differential 

Diagnoses: stitch granuloma, neo-
plasm, neuroma, hematoma, desmoid 
tumor, abscess, lymphadenopathy.

DISCUSSION
Scar endometriosis is defined by 

the implantation or/and growth of 
endometrial tissue postsurgically at 
the incision site. These lesions are a 
product of gynecological or obstetri-
cal surgery, including laparotomy and 
laparascopic approaches of abdomi-
nal and pelvic cases. Endometriosis 
typically presents as the embedding 
of endometrial tissue and glands 
in nonuterine locations such as the 
adnexa, cul de sac, GI organs and 
extremities. The incidence of scar 
endometriosis has been shown to be 
less than 2%,1,2 with the most common 
subtype being postcesarean section.3   
Given the wide differential diagno-
sis and history of incorrect diagnoses, 
scar endometriosis should be evaluated 
for its clinical signs, with radiological 

assessment leading to its diagnosis. 
While our patient presented with 

cyclical pain, it should be noted that 
cyclical, noncyclical, continuous, and 
nonexistent pain patterns have been 
noted.4-6 The onset of pain can range 
from months to years.5 On physical 
exam, many patients show mobile and 
immobile nodular skin changes.6 

In addition to clinical signs, radio-
logical imaging is key to accurate 
diagnosis and exclusion. Studies show 
CT, MRI and ultrasound to be rea-
sonable options for diagnosing scar 
endometriosis.3 One study discussed 
sonography’s advantages of visualiz-
ing fistulas, tracts and vascularity, ren-
dering it more accurate than CT, MRI, 
and FNA biopsy/laparoscopy which, 
in chronic cases, has led to misdiagno-
sis.5 Another study showed MRI supe-
rior in detecting scar endometriosis.6 A 
recent case series study suggested that 
transabdominal sonoelastography may 
be beneficial in further delineating sur-
faces, leading to more precise margin 
removal preoperatively.7 While these 
results indicate there is no gold stan-
dard in initial assessment of suspected 
scar endometriosis, the advantages of 
each should be understood. 

The clinical picture and potential 
acute treatment needed for the differ-
ential diagnoses highlights the need to 
identify and comprehensively assess 
potential cases of scar endometriosis. 
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CONCLUSION
Given the varied and recurrent clinical presentation of scar 

endometriosis, it is important to take note of its wide-ranging 
forms. Its increasing clinical prevalence emphasizes the need 
to further evaluate the most beneficial diagnostic imagine 
modality to guide appropriate management. 
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FIGURE 1. Axial (A, B) and sagittal (C) images show a 2.5 × 3.8 × 
3.5 cm speculated, soft-tissue mass in the left inguinal region. The 
mass is associated with 1.4 × 2.6 cm rim-enhancing subcutane-
ous fluid collection.
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