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ABSTRACT
Endometriosis is a frequent gynecological disease among women of reproductive age, a benign condition 

with an uncertain etiology, but with multiple theories being proposed as main mechanisms of development. 
Perineal endometriosis is an uncommon condition, with various theories about its pathogenesis including 
the contiguous propagation of endometrial tissue over the episiotomy perineal scar. A 36-year-old woman, 
G2 P2, presented with cyclic inflammation and pain in the episiotomy area, with significant impairment 
of her daily quality of life. Clinical examination revealed a palpable mass in the episiotomy area and a 
probable clinical diagnosis of perineal scar endometriosis was considered, with further investigation being 
recommended. The patient was surgically treated by local excision of the perineal mass and the histopathologic 
examination of the mass confirmed the diagnosis of perineal endometriosis in the episiotomy scar. Although 
perineal endometriosis remains a rare condition, it should be considered in all patients with an anterior 
vaginal delivery and a painful perineal mass during menstrual cycle, a wide excision of the affected tissue 
remaining the best option for a permanent cure.
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INTRODUCTION

Endometriosis is a benign condition gene-
rally found in the pelvic cavity, linked to a 
hormone-dependent inflammatory me-
cha nism in which endometrial glands 
and stroma-like tissues develop outside 

of the uterine cavity (1). Endometriosis can also be 
found outside the pelvic cavity, involving the um-
bilicus, abdominal wall, lungs or even vulva or 
perineum, among other sites (2). According to An-
dres , a multidisciplinary approach is recommen-
ded in order to obtain a better outcome (3). In the 
reproductive age group, endometriosis affects 

6–10% of all women, 50–60% of those referred 
for pelvic pain and more than 50% of wo men di-
agnosed with infertility (4). Although its etiology 
remains unknown, the mechanism of re trograde 
menstruation, introduced for the first time by 
Sampson in the 1920s, could explain why the 
Douglas cul-de-sac, ovaries and uterus remain the 
main sites of the endometriotic lesions (5). As an 
alternative, according to Watanabe, perineal or 
abdominal scar endometriosis might be the result 
of a transplantation seeding mechanism (6). Peri-
neal endometriosis is a rare condition affecting 
0.3% to 1% of patients, in which endometriotic 
cells are found in either the skin or subcutaneous 



714 Maedica
  

A Journal of Clinical Medicine, Volume 16, No. 4, 2021

tissue of the vulva and perineum, oc casionally in-
volving the perianal sphincteric muscles (7). Peri-
neal endometriosis remains one of the most mis-
diagnosed conditions in which cyclic pain and 
inflammation induce a severe impairment of daily 
activities (8). q 

CASE REPORT

A 36-year-old female G2 P2, five years after her 
last vaginal delivery which resulted in a 

repeated right medio-lateral episiotomy, pres en-
ted with symptoms of cyclic inflammation and 
pain in the episiotomy area, starting one year 
prior to presentation, with a significant worsening 
of her daily quality of life in the last few months. 
The patient described a significant cyclic pain in 
the perineum that lasted for 14 days every month, 
accompanied by inflammation, erythema and a 
palpable mass in the episiotomy scar area. No 
bladder or bowel incontinence was reported. 
Prior to the presentation in the outpatient clinic, 
the patient was referred to several gynecologists 
over the last few months, with a clinical diagnosis 
of perineal granuloma following episiotomy, for 
which she received antibiotics and anti-in fla-
mmatory rectal suppositories. It is important to 
note that none of the two episiotomies was 
complicated by local infection. The woman used 
a hormone-releasing intrauterine device (Levo-
norgestrel) for contraception that significantly 
diminished the monthly bleeding, but not the 
perineal pain or inflammation of the episiotomy 
scar.

Examination
The perineal visual examination revealed an epi-
siotomy scar without signs of inflammation or ery-
thema. At the same level, a palpable mass of 
3/3 cm, firm in consistency and sensitive, was 
noted. Digital rectal examination exposed a nor-
mal sphincter tone and a perineal mass that 
seemed to involve the rectal wall. A transperineal 
ultrasound revealed a heterogeneous echogenic 
mass of 3/3 cm with normal anal sphincter mus-
cles. The patient was referred for a pelvic MRI 
which showed a well-defined mass of 2.4 cm in 
diameter which was located in the right ischio-
anal fossa, hyperintense T1, in contact with the 
right obturator internal muscle, the levator ani 
muscle and the pudendal vessels (Figure 1). Ano-
ther stellate perineal mass with a cranio-caudal 

diameter of 4 cm and an axial diameter of 
5/3.3 cm was revealed. The lesion did not present 
the characteristics that could suggest the presence 
of endometriotic tissue, but it suggested the pre-
sence of fibrotic tissue, hypointense T1, isointense 
T2 comparative to the skeletal muscle, evolving in 
the subcutaneous fat tissue (Figure 2). All blood 
tests were in the normal range.

Management 
The patient was surgically treated by local exci-
sion of the perineal mass in the lithotomy position 
under spinal anesthesia. A well-defined, firm in 
consistency, perineal mass of 8 cm in diameter 
was identified in the deep subcutaneous tissue, 
without extension into the vaginal or rectal wall 
but in close contact with them. The external anal 
sphincter was not involved. The excised tissue 
was sent for histopathological examination and 
the patient was discharged on the third postope-
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FIGURE 1. Episiotomy scar endometriosis. MRI image, coronal plane

FIGURE 2. Episiotomy scar endometriosis. MRI image, axial plane
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rative day. The histopathological examination 
confirmed the diagnosis of endometriosis 
(Figure 3). It has also revealed a vascular connec-
tive, adipose and muscular tissue, endometrial 
stroma and hemorrhage areas. The patient expe-
rienced a favorable postoperative recovery, with a 
good perineal healing and the disappearance of 
pain. q

DISCUSSION

Perineal endometriosis was first reported by 
Schickele in 1923 (9), while Minvielle and de 

la Cruz first described it in the anal canal in 1968 
(10). Since then, more than 450 eligible studies of 
perineal endometrioma have been reported. 
Although vulvo-perineal endometriosis attributes 
perineal trauma as the main etiology factor, there 
are other general surgical procedures, including 
appendicectomy, inguinal hernial repair, laparo-
scopic cholecystectomy or laparoscopic gastric 
by-pass, that can cause scar endometriosis (11). 
However, the literature has also reported 13 cases 
of perineal endometriosis in patients without any 
anterior vulvo-vaginal trauma, involving lympho-
vascular dissemination as the main mechanism of 
pathogenesis (12). The incidence of vulvo-peri-
neal endometriosis remains low, in a retrospective 
cohort observational study of 72 patients 
Nominato and al reporting an incidence of 0.06% 
among all patients (13). The median period of 
time between perineal trauma or surgery and 
development of symptoms was 30 months, 
varying from one month to 14 years (14). 

According to Maillard , the main symptoms 
described were vulvar or perineal cyclical pain 
augmenting during menstruations for 98.2% of 
patients, with the remaining 1.8% experiencing 
other symptoms such as pain in the labia minora, 
cyclical bleeding, anal pruritus or infertility (14); 
6.1% of patients have been also diagnosed with 
pelvic endometriosis, while the average extent of 
symptomatic disease before medical referrance 
was one year, varying from two weeks to 20 years 
(14). The main findings in the clinical examination 
were vulvo-perineal nodule or mass (97.5%), 
bluish cutaneous lesions (2.1%) and bilateral 
polyps of the labia minora (0.4%) (14).

The precise etiology of endometriosis remains 
unknown. The two major theories trying to ex-
plain the etiology of endometriosis are the meta-
plasia of coelomic epithelium and the retrograde 
menstruation which facilitates the implantation of 
endometrial fragments at the level of the pelvic 
cavity. Different locations of the disease could not 
be explained by these two theories. 

Perineal endometriosis remains a rare clinical 
condition. Medical history and clinical signs play a 
key role in the diagnosis. This is based on three 
important criteria: woman of reproductive age, 
past history of vaginal delivery, cyclic pain and in-
flammation at the level of the episiotomy scar as-
sociated with a palpable mass. All these clinical 
symptoms and signs are seen before the onset of 
menstrual bleeding (15).

The most adequate explanation for the endo-
metriosis of the episiotomy scar as well as the en-
dometriosis of the abdominal wall scar after cesa-
rean section is the possible transplantation and 
seeding of endometrial blood and cells during 
delivery with episiotomy, or cesarean section (15). 
Simple transplantation is not enough, because a 
very small number of pregnant patients with epi-
sio tomy or cesarean section develop endometrio-
sis. Probably, as in peritoneal endometriosis, there 
are still unknown individual factors that favor the 
cells transplant to be accepted.

Treatment is based on surgical excision, a wide 
local excision with healthy edges reducing the risk 
of recurrence (16). Surgical treatment may be as-
sociated hormonal therapy (gonadotropin-relea-
sing hormone agonists, oral contraceptive pills, 
progesterons), started before in order to diminish 
the size of the perineal mass preoperatively. When 
the anal sphincter is involved, sphincteroplasty is 

Episiotomy scar EndomEtriosis

FIGURE 3. Adipose tissue and smooth muscle 
tissue with endometrial type glands with tubal 
metaplastic changes embeded in endometrial type 
stroma with chronic hemorrhage (hemosiderin laden 
macrophages) (HE, 200x)
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required in order to lower the risk of fecal incon-
tinence (17). q    

CONCLUSION

The diagnosis of perineal endometriosis requires 
an extensive understanding of the patient’s 

medical history and an accurate pelvic exa-
mination. Surgery remains the main option for 
treatment, permanent cure being obtained after 
complete excision of the affected area. Histopatho-
logic examination is needed for confirmation of 
the diagnosis, with the presence of endometrial 
glands and stroma. As reported in the literature 
and according to our modest experience, removal 
of affected tissue is recommended, with satis-
factory subsequent results. Despite the fact that 
perineal endometriosis is a rare condition, the 
diagnosis should be considered in all women with 
a history of vaginal delivery and cyclical pain and 
palpable mass in the perineal area, especially 

during menstruation. The peculiarly of this case 
was that the patient presented with significant 
cyclic pain in the perineum that lasted for 14 days 
every month, with severe impairment in her daily 
quality of life, and usage of the intrauterine device 
with Levonorgestrel did not influence the perineal 
pain or inflammation. The disappearance of pain 
and improvement in the patient’s daily quality of 
life emphasized the importance of the complete 
excision of the affected area. Finally, efforts should 
be made to properly diagnose perineal endome-
triosis in order to prevent progressive involvement 
of the anal sphincter. q 
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