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\previous hysterectomy incision scar.

(Abstract: Swdlingsinand around thesurgical incision scar scan poseadiagnostic dilemmato the surgeon. Both benign and malignant tumorscan
occur at surgical incison scarsasaresult of direct implantation during previous surgical procedureand can present over a variabletime period
post surgery. Such tumors can present as an unexpected cause of chronic abdominal pain or as a growing massin or near a surgical scar.
Abdominal wall endometriogsat surgical siteisareatively rare presentation which can present asalump. Incisonal scar recurrenceof cervical
carcinomaisancther rare presentation in the formof alump at previous surgical scar Ste. e report here two cases one benign abdominal well
endometrioma located just adjacent to previous cesarean section incision and another recurrence of cervical squamouscdl carcinomainthe
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INTRODUCTION

Endometriosis affects about 1-2 % of women and it occurs when
endometria tissue forms implants outside the uterine cavity and
results in pain, bleeding and scarring. Typica locations include the
ovariesand peritoneum and lesscommon sitesinvolved aretherectum,
inguind cand, vaginaand the superficia abdomina wall. Subcutaneous
endometriosis is almost invariably associated with prior abdominal
surgery?. The most common surgery is a cesarean section with
frequency of about 0.2% after such procedure®. When endometriosis
developsasadistinct massthe condition isclassified asendometrioma.
Itisabenign disorder characterized by the presence and proliferation
of endometrid glandsand stromé. The pathogenesisof surgical incison
associated endometriosis is mostly believed to be due to direct
implantation of endometrid tissue which in turn proliferates under
hormona influenceor by inducing metaplastic changesin surrounding
tissues. Lymphatic and hematogenousroutes, bringing in endometrial
tissues to such sites, have been implicated in other theories.
Recurrenceof carcinomaof theuterine cervix mainly occurslocally or
regionaly after treatment . The most frequent recurrence sitesarethe
parametrium, pelvic lymph nodes and vagina. Distant metastasis
usually occursinthelungs, boneand liver. Theincidenceof incisional
scar recurrencefrom cervica carcinomaislow, ranging from0.1%to
2%. Thereisapossibility of direct tumor seeding during the previous
operation. Lymphatic and hematogenous spread can d so bethe cause
of incision site recurrence®.

We report two interesting and rare cases, one of abdomina wall
endometriomanear surgical scar and other of recurrence of squamous
cell cervical carcinomainsurgical incision scar.

CASEREPORTS
CASE |

A 30 year old femade patient presented in surgery outdoor dinic with a
painful nodule just above the left end of Pfannengteil incison .She had
undergone acesarean section two and ahdf yearsback. On history taking
it wasfound that she had been experiencing pain at thissitefor two years
and pain was moderate to severein intendgty.She fet anodule a thisSte
for last oneyear. She gave ahistory of severe pain and increasein size of
swelling during menstruation. Abdomina examination revealed nothing
abnormad other thenawel hedled Pfannendtid incision scar and atender,
fixed nodule about 3 x 3 cms size just above the |eft edge of incison.

Gyneecologicd and per rectd examinations were norma. Ultrasound
examination wasgot doneand it showed anirregular subcutaneous mass
in left lower adbdomina wall .It demonstrated an ill defined hypoechoic
meass of 19x19x14 mm with irregular spiky margins and echogenic
surrounding fat (Figure 1 ). Rest of abdomen and pelvis was normdl.
FNAC was got done and pathologist reported it as suggestive of
endometriosis and advised excisond biopsy. A wide locd excison wes
performed under spina anaesthesia (Figure 2). During surgery a lump
wasfoundto belocated in subcutaneousfat and wasfreefromunderlying
fascia After wide excison, irrigation of wound was done with normal
sdine and wound was closed primarily. Post operaive recovery was
uneventful. Tissue was sent for histopathologica examination which
confirmed diagnosis of subcutaneous endometriosis. On histopathology,
microscopy revedled endometrid glandsand sromaembeddedinafibrotic
tissuesurrounded by fat cells, no evidence of any maignancy wasfound.

Figure 1: Ultrasound picture
of endometrioma

Figure?2: Exciseded endometrioma
by wide excision

DISCUSSION

Subcutaneous endometriosis is amost invariably associated with
prior abdominal surgery, cesarean section being the commonest?. In
the obstetrics and gynaecology literature the reported incidence
ranges from 0.03% to 0.4%"8. Cases have been reported following
cesarean section, hysterectomy and mid trimester hysteroctomy.
Occurence of subcutaneous endometrioma following mid trimester
hysterotomy is highest (2%), it is due to early decidua having high
pleuripotential capabilities which results in cellular replication®. It
may follow other surgeries like appendectomy and hysterectomy. In
incison associated endometriosis it is postulated that endometrial
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cdlsaretrangplanted during surgery, providing ameansfor endometrial
cells to access areas previoudy isolated from the peritonea cavity.
Abdomina wall endometriomaisgenerally confined to the cutaneous
or subcutaneous tissue but Rectus Abdominis muscle at times may
be involved. Time interval between operation and presentation has
been reported variedly from 3 months to 10 years®. It has been
reported to be from 1 to 20 yearsin other series*. No particular type
of cesarean section incision has been identified as carrying higher or
lower risk for endometrioma development ;however, the Pfanenstiel
incision was associated with endometrioma more often than midline
incision’.

The pathogenesis of surgical incision associated endometrioma is
best explained by a combination of theories.The most commonly
believed and reasonable theory isthat of direct implantation. During
surgery endometrial tissue is seeded into the wound, this tissue
proliferates under hormonal influence as endometrium in utero or by
inducing metaplasia of the surrounding fascia cells to form an
endometrioma. The alternate theories described are that endometrial
cellsreach scar site vialymphatics or haematogenous routes™. There
have been case reports of endometrioma of the umbilicus without
prior surgery*.

Clinica diagnosisof abdomind wall endometriomahas been confused
with abscess, lipoma, haematoma, sebaceous cyst, suture granuloma,
inguina hernia, desmoid tumour, sarcoma, lymphoma, or primary
and metastatic cancer™. Role of needle biopsy, ultrasound, CT scan
have been suggested in differential diagnosis or in getting more
information about known endometriomat. Treatment of abdominal
wall endometriomain general iscompletesurgical excisionincluding
adjacent fascia or skin where necessary. Recurrences have been
reported and are managed by re-excision®. To prevent surgical scar
endometriomathorough sdineirrigation of surgica sitebeforewound
closureis recommended®. It is hypothesized that failure to close the
parietal and visceral peritoneum with sutures at the time of cesarean
section may markedly increase the post operative occurrence of
endometriomain theincisional scar.

CASE I

A 45 year old female patient presented in surgical out door with a
nodular mass in lower abdomen in midline over a surgical incision
scar. On history taking it was found that she had undergone
hysterectomy about 6 months back in some primary health care
centreat periphery, shedid not have previousrecords.On examination
there was present a midline infraumbilical healed surgicd incision
scar and inthelower part of scar was seen anodular swelling about
4x4cmsize. Itwas nontender, hard in consistency and fixed (Figure
3). FNAC examination was got done, it showed squamous cell
carcinoma.Gynaecol ogica examinationwasasked for whichreveded
a hard fixed cervical growth and patient was advised a CT scan
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Figure4: CT scan picture showing
implantation tumor (sgquamouscell
type) from carcinoma cervix.

Figure 3: Implantation
malignant tumor in surgical
incision scar

examination which was got done and it reveded a lobulated soft
tissue density mass in the POD, measuring 7x4.2x3 cm that was
extendinginto bilateral adnexa, it showed homogenousenhancement.
A soft tissue nodular mass 4.5 x 4.2 cm was seen in the subcutaneous
tissue in supra pubic region which was extending into the Rectus
Abdominis muscles (Figure 4).

Patient wasreferred to higher centrefor further management aswedo
not haveradiotherapy and chemotherapy facilities. Casewasfollowed
up at referra centre, she was given externa radiotherapy.

DISCUSSION

Metastasis of cervical carcinoma to the skinisan uncommon event.
Cancersof thecolon, gal bladder, kidneys, ovariesand urinary bladder
areknownto cause surgical scar recurrence™. Thepossiblemechanism
of developing recurrenceat thesurgical scar may be by direct seeding
of tumour cells, or by haematogenous or lymphogenous spread.
Retrograde spread of tumour cells due to lymphatic obstruction was
suggested by Malfetano®™. Imachi and coworkers reported that most
tumour cellscanaso befound in dilated lymphatics of skinlesions?.
Thereareother reportsof cervica cancer recurrenceinvolving midline
incision scars”. Involvement of skinin cervica cancer isarareentity
(0.1t0 2%), especidly diagnosed in advanced stagesand isassociated
with extremely poor prognosis. Adenocarcinomas are the most
common histological type rather than squamous cell carcinomas in
case with skin metastasis®®. It has been suggested that incidence of
skin metastasis tends to be increased by advancement of clinical
stage. Themean interval between thediagnosisof cervical cancer and
skin metastasis was reported in arange of 1 to 70 months'>*¢. While
malignancy within incision siteshasbeen reported inthe gynaecol ogic
literature, these are generally found to be recurrences of a primary
cancer.

CONCLUSION

Surgeons are at times involved in the management of swellings at
previous gynaecological surgical incision scars. Possibility of
endometrioma if swelling shows festures of cyclic pain should be
kept. Recurrence of primary cervica carcinoma in form of skin
metastasis may aso present as swelling in surgical scar. FNAC and
radiological investigationssuch asultrasound and CT scan are helpful
tools in making a diagnosis. Thorough irrigation of surgical wound
with saline before closure prevents seedling by tumour cells.
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