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Abstract

Case Report

Background: The carcinogenic potential of parietal endometriosis is poorly understood, making it difficult to diagnose
and uncertain how to treat it. The prognosis for this complication of an abdominal scar is rather poor. In the literature,
the survival rate only reaches 57% with a short follow-up of 20 months. The most common histological form is clear
cell carcinoma, followed by endometrioid carcinoma. Radical surgery is the main treatment. Good operating technique
with appropriate care during cesarean sections can prevent this complication of endometriosis. The starting point is
usually a caesarean section scar. We report the case of a 44-year-old woman with a history of caesarean section who
presented with recurrent parietal endometriosis, which transformed into clear cell adenocarcinoma.
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I. INTRODUCTION

Endometriosis is an extrauterine location of
functional endometrial tissue consisting of glands and
stroma [1]. It is estimated to account for less than 1% of
all endometriotic pathology [2]. In general, the
differential diagnosis is made with a desmoid tumour [3].
Magnetic resonance imaging data, history of pelvic
surgery and the presence of a painful nodule with a
catamenial rhythm form a highly suggestive triad with
excellent positive predictive value [4].

The prevalence of endometriosis of the
abdominal wall on caesarean scar was estimated to be
between 0.03 and 0.15% in a study carried out in 1989
(5) to 0.86% in a study of caesarean complications in 122
caesarean section cases in 1990 [6] and 0.2% in a third
study in 1995 [7].

More recently, in 2018, the prevalence of
endometriotic nodules on caesarean scars was estimated
to be between 0.3% and 1% [8].

I1. CLINICAL CASE
This is a 44-year-old women with a history of
Crohn's disease and endometriosis. She was treated for

endometriosis for several years, then stopped her specific
treatment and went back to a standard pill. She developed
a swelling of the anterior abdominal wall, lateralised to
the right, which gradually increased in size and became
very painful. Imaging in 2022 showed a parietal
endometriosis nodule on a caesarean scar.

In May 2023, an abdominal and pelvic scan
confirmed tumour progression with invasion of the
rectus abdominis muscle, initially suggestive of
endometriosis or a desmoid tumour. A pelvic MRI in the
same month confirmed this progression with external
iliac lymphadenopathy (Figure 1 & 2). A biopsy in June
2023 revealed a clear cell adenocarcinoma of
gynaecological origin. A PET scan confirmed
hypermetabolism  of the mass with iliac
lymphadenopathy and pulmonary micronodules.

The patient received initial chemotherapy with
carboplatin and taxol, with a partial response to all
courses, but the tumour subsequently progressed.

On 04/11/2024, she was urgently admitted due
to a confusional episode associated with severe
hypercalcaemia, requiring stabilisation of her general
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condition. The resumption of chemotherapy is difficult
due to his altered general condition.

Figure 1: 3 D, T1 Axial Sequence, Showing a tumor with mixed tissue and significant necrosis, invading the entire
right rectus abdominis muscle and extending to the superficial left rectus abdominis muscle. The tumor measures
15 ¢cm in the axial plane and 8 cm in the anteroposterior plane

Figure 2: T2 Axial Sequence showing a tumor mass in the right rectus abdominis muscle. Its largest dimensions
are 15 cm in the axial plane and 8 cm in the anteroposterior plane

I11. DISCUSSION Magnetic resonance imaging (MRI): is the
Endometriosis is the implantation of functional specific study because of its high contrast resolution.
endometrial tissue outside the uterus. Endometriosis of Recent haemorrhage is hyperintense on T1 and T2 and
the abdominal wall is rare, accounting for only 0.03 to haemosiderin deposits secondary to old haemorrhage are
2% of extra-genital endometriosis. It is associated with responsible for the hypersignal on the 2 sequences [9].

pelvic endometriosis in 26% of cases [9].
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Histological  examination  confirms  the
diagnosis and excludes malignant, primary or secondary
neoplasia or other benign lesion. It shows the presence of
a superficial epithelium of the endometrium with a
reactive proliferation of stromal vessels in the muscular
tissue. These hypervascularised endometrial implants
develop fibrosis around the haemosiderin deposited by
cyclical bleeding and form a solid mass in the muscle.

The initial pathology of our observation was a
parietal endometriosis lesion. In addition to the
histological confirmation of the lesion, the history of
caesarean section, the association with pelvic
endometriosis, in this case a benign right ovarian
endometrioma, were indeed typical and suggestive [10].

The histological nature of our patient's tumour,
a CCC, does not surprise us. In 195 cases of cancerisation
of an endometriosis lesion reported in the Anglo-Saxon
literature and their own experience of 10 cases, Heaps et
al., identified 69% of endometrioid carcinomas (EC),
13.5% of CCC, 11.6% of sarcomas and 6% of lesions of
other histological types, irrespective of the location of
the tumour [2]. Although the number of cancers known
to occur in parietal endometriosis is small, the CCC is
clearly one of the anatomical peculiarities of
endometriosis.

The treatment of choice is surgery with wide
excision with healthy margins, which allows diagnostic
confirmation, eliminates the risk of malignant
transformation of the lesion and the risk of recurrence of
the endometrioma [13, 14].

Regarding our study, our patient presents with
locally advanced clear cell adenocarcinoma, treatment
with chemotherapy is maintained, she benefited from 1st
line chemotherapy such as taxol-carboplatin after
progression she was a candidate for a 2nd line with
lenvatinib-pembrolizumab according to the
recommendations in metastatic endometrial cancer [15,
16].
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IV. CONCLUSION

The prognosis of this complication of
abdominal scarring is rather poor. The most common
histological type is clear cell carcinoma, followed by
endometrioid carcinoma. Radical surgery is the mainstay
of treatment. Good surgical technique with appropriate
care during caesarean section can prevent this
complication of endometriosis.
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