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 The presence of ectopic endometrial tissue outside the uterine cavity is referred to as endometriosis. It is a 

harmless condition that is commonly seen in women of reproductive age. It can happen in both the pelvic and 

extra-pelvic areas. Endometriosis in an episiotomy scar is extremely rare, but due to local infiltration, it can cause 
significant morbidity in patients. The presence of the classic clinical triad of episiotomy history, tender nodule at 

the scar site, and cyclical pain can be used to diagnose this condition. Magnetic resonance imaging is a very useful 

imaging modality for diagnosing and assessing the lesion’s deeper extent. 
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INTRODUCTION 

Endometriosis is a benign condition that typically affects 

the pelvic area and is linked to an inflammatory process that is 

oestrogen-dependent and causes the formation of 

endometrial tissues and glands outside the uterine cavity. 

Endometriosis can affect the umbilicus, abdominal wall, lungs, 

or even the vulva or perineum outside of the pelvic area [1]. Its 

aetiology is unknown, but it involves complex interactions 

between genetic makeup, hormonal functionality, menstrual 

cycle, different levels of inflammation, and immunological 

components [2]. It affects about 10% of reproductive-age 

women and 35-50% of women with infertility and chronic 

pelvic pain. While extra-perineal endometriosis (PEM) is less 

common than uterine endometriosis, accounting for only 12% 

of cases, perineal scar endometriosis is even less common, 

accounting for only 0.03% to 0.15% of all cases [3, 4].  

The pathogenesis of endometriosis has been the subject of 

numerous theories, some of which include retrograde 

menstruation or the implantation of uterine endometrial cells 

via lymphatic dissemination, direct implantation, 

haematogenous spread, or coelomic metaplasia. The 

mechanical transplantation of endometrial cells in the months 

following an open episiotomy scar induced by vaginal delivery 

is thought to be the cause of episiotomy scar endometriosis [5]. 

A history of episiotomy, tender nodules at the scar site, and 

menstrual pain are the typical clinical triad of symptoms of 

perineal scar endometriosis. These symptoms are only 

observed in half of the cases, resulting in frequent 

misdiagnosis. As a result, MRI is required to make a final 

diagnosis and characterize the severity of the condition. The 

primary treatment for perineal scar endometriosis is surgical 

excision with clear wide margins [3]. 

DISCUSSION  

PEM, also known as episiotomy scar endometriosis, was 

first described in 1923 and is defined by the presence of 

endometrial tissue in the perineal region, in either the vulva or 

subcutaneous tissue. Anal sphincter involvement is seen in 

approximately half of the patients, resulting in dyspareunia, 

faecal incontinence, and surgical fistula. As a result, early 

detection and treatment are critical [1, 6, 7]. PEM is an 

extremely rare disease that affects only 0.3% to 1% of women 

[8]. Vulvo-PEM is classified into two types: cystic and nodular 

lesions, each with its own aetiology and treatment options [4]. 

PEM is most common after a vaginal delivery. It can also occur 

following Bartholin gland excision sites within the vulva [9]. 

Other factors that contribute include lymphatic dissemination, 

haematogenous spread, familial factors, immunological 

factors, and mullerian remnant metaplasia. As a result, the 

proclivity for PEM is polygenic and multifactorial. According to 

one study, having a first-degree relative with endometriosis 

increases a woman’s risk of developing the condition seven 

times [10].  

Despite the fact that perineal trauma is the most common 

cause of vulvo-PEM, scar endometriosis can also be caused by 

other general surgical procedures such as appendectomy, 

inguinal hernial repair, laparoscopic cholecystectomy, or 

laparoscopic gastric by-pass. However, the occurrence of PEM 

following these surgeries is extremely rare [1]. Undifferentiated 

stem cells may be the underlying cause of distant 

endometriosis lesions [2]. The body mass index BMI is one of 

several risk factors for the development of PEM and can affect 

its incubation period.  
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According to research, the higher the BMI during delivery 

and within one month afterward, the shorter the incubation 

period of PEM. This is explained by the increased presence of 

fat in the perineum and lochia in patients with a high BMI, 

which leads to blood accumulation in the vagina and 

perineum, and thus endometrial cell implantation in the 

perineal incision. Furthermore, steroid sulfatase and 17 beta-

hydroxysteroid dehydrogenases in ectopic endometrial cells 

activate sulphated steroid, the inactive oestrogen secreted by 

adipocytes [2, 11]. As a result, oestrogen’s local action is 

amplified, resulting in a positive feedback loop that stimulates 

the growth of endometrial cells in the perineum. The age of 

onset, delivery age, breastfeeding period, and time of return to 

menstruation, on the other hand, have no effect on the 

incubation period of PEM. The duration of the pain, the size and 

number of nodules, involvement of the perianal muscles, and 

pelvic pain were all found to be unrelated to the pain in the 

lesions [2]. Other factors, such as genetic predisposition, 

immunological and familial factors, may also contribute to 

PEM pathogenesis [2, 10]. PEM is classified as primary or 

secondary, and its aetiology is unknown. Many theories, 

however, have been put forth, including direct implantation, 

which describes secondary PEM, retrograde menstruation, 

lymphatic dissemination, coelomic metaplasia, or 

haematogenous spread, which are signs of primary PEM [2, 5]. 

Endometrium may implant into the perineum episiotomy scar 

during vaginal delivery and grow into a PEM lesion, according 

to the “implanted theory” [12]. Endometrial cells may 

disappear spontaneously during vaginal birth, but they can 

also develop into endometriomas through cyclic recurrence, 

which causes clinically unpleasant symptoms [13]. It is 

important to note that simply transplanting these cells is 

insufficient because, as with peritoneal endometriosis, only a 

minority of pregnant patients with episiotomy or caesarean 

section develop endometriosis, implying that there are still 

unknown individual factors that favour cell transplant 

acceptance [1]. PEM, on the other hand, can be found on the 

opposite side of the episiotomy scar, and even nulliparous 

women can be diagnosed with it.  

Another theory is retrograde menstruation, in which 

menstrual endometrium fragments pass through the fallopian 

tubes and implant and persist on peritoneal surfaces, which 

could explain why the Douglas cul-de-sac, ovaries, and uterus 

continue to be the primary sites of endometriotic lesions. 

However, neither of these theories can account for the 

disease’s various locations [6]. Furthermore, the 

transplantation hypothesis explains how perineal trauma, 

such as perineal tearing or episiotomy after vaginal delivery, 

can result in PEM [11]. However, cases of PEM without anterior 

vulvo-vaginal trauma have been reported, in which retrograde 

menstruation metastases through the peritoneum with 

lymphovascular dissemination to the lungs, GI tract, perineum, 

and vagina, a phenomenon known as the “metastatic theory” 

[14]. This theory explains the pathogenesis of endometriosis 

lesions that develop spontaneously. This theory explains the 

pathogenesis of endometriosis lesions that develop 

spontaneously. Endometriosis in the labia majora may be 

caused by the spread of pelvic endometriosis, but it can only be 

attributed to coelomic metaplasia in Bartholin’s gland [2]. 

Another proposed theory is the transformation of pluripotent 

peritoneal mesothelium. Furthermore, a neurologic theory 

recently proposed that the lesions migrate from the site of the 

original lesions and invade the large bowel along the nerves 

[10]. 

Perineal scar endometriosis has specific diagnostic criteria 

that, if found in a patient, guarantee a 100% accuracy in 

diagnosing the condition. The following are the criteria: a 

history of vaginal delivery perineal episiotomy, a painful mass 

or nodule at the perineum, and cyclic perineal pain during 

menstruation [15]. Early diagnosis is critical because delayed 

diagnosis can result in malaise caused by movements of 

surrounding structures during defecation, such as the anal 

sphincter and the rectum [3]. Patients frequently present to 

their healthcare providers after experiencing several months of 

perineal pain and swelling. The agonizing condition 

significantly disrupts the patients’ daily lives; several reported 

continuous discomfort throughout the days that was not 

relieved by pain medication, as well as dyspareunia in some 

cases [16]. A large proportion of those affected have had an 

episiotomy following a vaginal delivery in the previous months 

or even years, whereas nulliparous women suffer from perineal 

scar endometriosis at a much lower rate.  

Perineal scar endometriosis should be considered in a 

nulliparous patient who has nodules at the perineum that swell 

and hurt during menstruation [17]. Perineal scar endometriosis 

should be considered in a nulliparous patient who has nodules 

at the perineum that swell and hurt during menstruation. 

Despite the fact that endometriosis is an oestrogen-dependent 

inflammation that occurs before or during menstruation, 

patients do not report a change in cycle length or flow volume. 

Endometrial stroma and glandular infiltrations were found at 

the superficial level of the muscles adjacent to the scar, 

including the levator ani and the external anal sphincter, on 

pathologic examination of the excised nodules. Some patients 

had slightly elevated levels of serum cancer antigen 125 

(CA125) [2, 6]. Scar endometriosis at the perineum is frequently 

misdiagnosed because its symptoms are frequently confused 

with hypertrophic scar tissue, abscesses, granulomas, 

malignancies, metastatic carcinomas, hernias, desmoids 

tumours, hematomas, neuromas, and other more common 

disorders [18].  

Physical examination and laparoscopy alone cannot 

determine the extent of perineal scar endometriosis within 

deep pelvic tissues. Transvaginal ultrasounds and rectal 

sonographies, for example, do not detect deep pelvic lesions 

within the affected structures. As a result, magnetic resonance 

imaging (MRI) is the most rigorous modality for this evaluation 

[9]. The masses appear multi-lobular on MRI, with inner 

haemorrhaging, which is typical of vulvar endometriosis. 

Invasion of surrounding muscles of the external anal sphincter, 

as well as more distal structures damaged by the disease, can 

also be clearly identified [8]. If not treated promptly, perineal 

scar endometriosis can spread to neighbouring structures, 

most notably the rectum and the perineal muscles: the levator 

ani and the external anal sphincter. Faecal incontinence may 

result from deterioration of these structures [6, 8].  

PEM is usually diagnosed based solely on a history and a 

physical exam. The sporadic growth of the lesion and 

discomfort during menstruation are diagnostic indicators. 

When patients first present, the majority have a sensitive, 

palpable subcutaneous swelling next to or inside the surgical 

scar [11, 13]. Because the typical symptoms are only present in 

50% of patients, the presence of the traditional symptoms 

allows for the clinical diagnosis of perineal scar endometriosis 

[3, 6], and imaging is helpful in the diagnosis. In addition, 

imaging aids in determining the extent of surgical treatment in 

cases of larger lesions and in the preoperative assessment of 
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sphincter involvement, as well as ruling out other possibilities 

such as keloid, hematoma, granuloma, abscess, cysts, and 

tumour [5, 10, 19], but also anal fistula, atheroma, and 

hidradenitis [6, 12], which are differential diagnoses for 

perineal scar [2]. Ultrasound is frequently used to diagnose 

perineal scar endometriosis as the first imaging technique [3, 

10]. A hypoechoic or anechoic lesion with fine internal echoes 

may exist at the site of the scar [3, 8, 11]. Peripheral vascularity 

may be visible as well.  

Transrectal ultrasound with a high-frequency probe can 

diagnose rectal, recto-vaginal, or recto-sigmoid endometriosis, 

but penetration is poor [3, 9]. However, computed tomography 

[3, 20, 21] and transvaginal ultrasound are less useful in 

assessing perineal scar endometriosis. Some case studies show 

that the high-frequency power doppler angiographic 

appearance can also be used to identify scar endometriosis. 

Furthermore, because serum CA125 levels are usually normal 

or slightly elevated, it does not appear to be a reliable predictor 

of PEM [11, 13]. MRI is a great tool for determining the extent of 

a localized disease before surgery because it is a non-invasive 

imaging technique [8, 10]. It also has a high spatial resolution, 

which allows for good tissue characterization and multiplanar 

evaluation, and because it is highly sensitive, it can distinguish 

endometriomas from nearby tissue [22]. Nonetheless, it was 

highlighted utility of MRI in the preoperative evaluation of this 

condition in their report on a case of perineal scar 

endometriosis with anal sphincter involvement [3]. 

Endometriosis is also more likely to be detected when T1 and 

T2 hyperintensities are present, but saturation is absent [8]. 

Due to its excellent contrast resolution, MRI can determine size 

of the lesion and its relationship to the anal sphincter complex. 

Endometriosis in the perineal scar is best treated with 

surgical excision with wide, clear margins. Recurrence is a 

possibility. As a result, complete removal of the lesion is 

critical. According to [3], the only way to prevent recurrence is 

to completely remove the lesion, including healthy margins [1, 

2, 5, 9, 10, 22, 23]. Furthermore, any cystic lesions must be 

completely removed in order to prevent cyst fluid from 

infecting and implanting normal tissue [2]. Delaying surgery 

may cause the lesion to worsen and involve the anal sphincter 

[5, 24]. As a result, patients with anal sphincter involvement 

who did not receive complete excision experienced recurrence 

[23]. Following surgery, leuprolide, a gonadotropin-releasing 

analog, can be used to reduce the risk of recurrence [8, 24]. 

Hence, PEM patients treated with GnRH-agonists had a lower 

recurrence rate after surgery than PEM patients who did not 

receive GnRH-agonists. However, the decision to have PEM 

surgery should be made after considering the patient’s 

expectations for the surgery’s outcome, age, and desire for 

pregnancy. Furthermore, perineal scar endometriosis can be 

avoided by ensuring that the episiotomy scar is not 

contaminated with debris and blood. Gloves should be 

replaced before repairing an episiotomy wound [3]. 

Sphincteroplasty may be required to reduce the risk of faecal 

incontinence when the anal sphincter is affected. 

CONCLUSION 

Perineal scar endometriosis is a rare and harmless disease. 

To identify this illness in patients who present with no typical 

clinical symptoms, a high level of suspicion is required, and the 

earlier detection and intervention, the lower the morbidity and 

complications. Preoperative MRI, as well as ultrasound in some 

aspects of endometriosis, is extremely helpful in making the 

diagnosis and determining its local scope. Furthermore, they 

can rule out endometriosis in other areas of the pelvis. 

Following surgery, follow-up care and certain drug treatments 

are critical for preventing recurrence. 
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