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Abstract  
We report a case of 36 year old female with complaints of low backache and pain radiating to left lower limb since 2 months and correlate the 
MRI findings with the operative and histopathological findings. The lesions appeared as lobulated and multicystic in the pelvis midline extending 
upto the lower abdomen with few solid components in the right adnexa and septated mass in the left adnexa. The masses were found to show 
hyperintensity on T1 weighted images, FAT SAT images and hypo to isointense on T2 weighted images. But the lesion in the left adnexa was 
suppressed on the FAT SAT images suggesting the strong possibility of dermoid. All these structures were confirmed by histopathology to 
correspond with presumptive endometriosis of left ovary and simple serous cysts of right ovary. 
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INTRODUCTION   
Endometriosis is a condition of unknown cause in which 
endometrial glands and stroma (functioning endometrium)  are  
found  outside  the  uterine  cavity  and musculature. This ectopic 
endometrium, being influenced by circulating  hormones,  
undergoes  repeated  haemorrhage  and develops into blood-filled 
cysts (termed endometriomas). These hemorrhagic cysts are 
associated with adhesions and scarring. They can occur on any 
retroperitoneal surface, and have been found at distant sites (for 
e.g. lymph nodes, lung and bone). Patient  may  present  with  
symptoms  like  dysmenorrhoea, dyspareunia, infertility and pelvic 
pain, although minority of patients present with all these 
symptoms. The prevalence of endometriosis is difficult to 
determine accurately; however it has been  estimated  to  affect  5-
10%  of  both  symptomatic  and asymptomatic women.[1] The 
frequency is higher in women with infertility and pelvic pain. 
Frequent site of involvement in descending order, includes the 
ovaries, uterine ligaments, serosal surfaces, cul-de-sac, fallopian 
tubes, rectosigmoid, and urinary bladder.[2] 
 

The cause of endometriosis remains controversial. 
Proposed theories include metastatic implantation from 
retrograde menstruation as well as metaplastic differentiation 
of serosal surfaces or mullarian remnant tissue. An alternative 
hypothesis, the introduction theory, proposes that the shed 
endometrium releases substances that induce undifferianted 
mesenchyme to form endometriotic tissue.[1] 

 
CASE REPORT 
 

A 36 year old female presented with complaints of low 
backache and pain radiating to the left lower limb since 2 months. 
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There was no history of dysmenorrhoea, dyspareunia, pelvic pain 
and per vaginal discharge. She had undergone myomectomy for 
uterine fibroid 3 years back. Per abdominal examination revealed 
normal findings. On per vaginal examination, mass of mixed 
consistency in the right fornix, 14 weeks in size was detected. 
Investigation showed Hemoglobin level of 9.5gm/dl, ESR- 26mm 
in 1st hour , Ca 125-398U/l. Ultrasound revealed multiseptated 
cystic lesions in the pelvis with few solid component in the right 
adnexa and hyperechoic lesion in the left adnexa. MRI detected 
multicystic lobulated lesions in the pelvic midline extending upto 
the lower abdomen and septated mass in the left adnexa, appearing 
hypo to isointense in T2 weighted images with focal high signal 
intensity areas, hyperintense in T1weighted and FAT SAT images 
with suppression of a lesion in the left adnexa in the FAT SAT 
images showing the possibility of dermoid and right 
hydrosalphynx. So with the provisional diagnosis of multicystic 
lobulated right ovarian cyst with left ovarian dermoid the patient 
was taken up for surgery. Laparatomy was done through midline 
vertical sub umbilical incision, total abdominal hysterectomy and 
bilateral salphingoophorectomy was done. The intra operative 
findings revealed multiloculated endometriotic cyst in the bilateral 
ovaries, right hydrosalphynx and bowel adhesions with bilateral 
tuboovarian complex. The histopathogical examination of sample 
obtained after surgery corresponds with fibro-adipose tissues with 
a foci showing endometrial gland in the left adnexa confirming the 
diagnosis of presumptive endometriosis of left ovary and simple 
serous cyst of right ovary. 
 
DISCUSSION 
 

Laproscopic examination is the best method for 
diagnosing the pelvic endometriosis, but gynecologists hesitate to 
perform laproscopy in young patient because of the invasiveness.[3] 
Typical lesions consist of brown or black nodules on peritoneal 
surfaces and are pathognomonic. The revised classification of 
endometriosis published by the American fertility society in 1985 
is widely used staging system for endometriosis,[4] which uses 
three components for evaluation of the endometrial implants 
(location, size and depth of penetration), degree of cul-de-sac 
obliteration and evaluation of adhesions. On the basis of their 
score, patients are classified into four stages as 
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Figure I - Ultrasound pelvis showing multiseptated cystic 
lesions in the pelvis with few solid component in the right 
adnexa and hyperecheoic lesion in the left adnexa. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 2 - Histological slide of the patient showing fibro 
adipose tissue with endometrial gland within.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Figure 3 - Endometriosis: a) CorT1WI , b) Sag T2WI showing multiseptated lesion in the left adnexa appearing 
hyperintense on T1 and hypo to isointense of T2Wimages 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 4 – T2 FAT-suppressed image showing the lesion is 
suppressed   
having minimal, mild, moderate or severe disease. The staging 
system offers some standardization in stratifying disease severity 
and assessing the response of therapy [5]. But the usefulness of the 
findings can also be affected by many variables, such as the  

 
experience of the laproscopists, the quality of the equipment, 
and the presence of the dense adhesions. Thus MRI can be an 
important complementary or screening method in some 
patients.[3] 
 

Radiologic diagnosis of pelvic endometriosis has 
focused on the detection of peritoneal implants, endometrial 
cysts, and adhesions. Despite advances in imaging technology, 
the ability to detect peritoneal implants with MR imaging or 
sonography has been poor in contrast to the high detection rates 
of these methods for endometrial cysts.[6-10] This is attributable 
mainly to the size of the implants (i.e less than 5mm) and their 
plaque like nature. Furthermore because of the hemorrhage, 
peritoneal implants have the same signal intensity as 
surrounding normal fat on conventional T1-weighted MR 
images. By suppressing the signal from fat, FAT suppressed 
MR imaging would be useful in enhancing the contrast between 
hemorrhagic implants and normal tissue.[3] 

 
Pelvic ultrasound is the primary imaging modality to 

identify and differentiate locations to the ovary (endometriomas) 
and the bladder wall. Characteristic sonographic features of 
endometriomas are diffuse low-level internal echoes, 
multilocularity and hyperchoic foci in the wall. Differential  
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diagnoses include corpus luteum, teratoma, cystadenoma, 
fibroma, tubo-ovarian abscess and carcinoma. Repeated 
ultrasound is highly recommended for unilocular cysts with 
low-level internal echoes to differentiate functional corpus 
luteum from endometriomas. Sonographic and MRI features 
are discussed for each location. Although ultrasound is able to 
diagnose most locations, its limited sensitivity for posterior 
lesions does not allow management decision in all patients. 
MRI has shown high accuracies for both anterior and posterior 
endometriosis and enables complete lesion mapping before 
surgery.[11] The limitation of the ultrasound lies in it's reduced 
sensitivity for endometriotic plaques.[2] 
 

MRI -the multiplanar capability, high sensitivity for 
detection of blood products, and ability to identify sites of disease 
hidden by dense adhesions has made pelvic MRI is the non 
invasive imaging technique of choice for more accurate disease 
detection and staging. In study by Togashi et al,[8] MRI yielded the 
overall sensitivity, specificity and accuracy of 90%, 98% and 96% 
respectively, for diagnosing endometriomas and in differentiating 
them from other gyenecological mass.[2] 
 

The reported MRI features are exclusively based on the 
detection of chronic or recurrent bleeding in the endometrioma. 
The larger endometrioma (>1cms) appears as homogenously high 
signal intensity mass on T1-weighted images and low signal 
intensity mass with focal high signal intensity areas on T2weighted 
images.[12] In the presence of recent bleeding, the cyst content has 
high signal intensity in both types sequences. A T1weighted fat 
suppressed sequence increases the detection of the small implants 
by allowing better definition of conspicuity as well as 
differentiation between hemorrhagic and fat component,[2,13] 

contrast enhanced sequences are useful for detection of 
microscopic endometrial implants associated with inflammatory 
reaction, as well as assessing the malignant change. 
 

The classic endometrioma shows shading, defined as a 
range of low signal intensities in T2-weighted images. The 
shading reflects the chronic nature of the endometrioma 
resulting from repeated episodes of hemorrhage accumulating 
over months and years with extremely high concentrations of 
iron, protein and intracellular methemoglobin. Thirty percent 
of women also show concomitant tubal abnormalities such 
hematosalpinx. Involvement of the uterine ligaments, 
especially the uterosacral ligaments, with endometriotic 
modules leads to thickening and in later stages to fibrosis and 
adhesions causing cul-de-sac obliteration. At MRI, adhesions 
are usually of low signal intensity and obscure organ interfaces. 
Posterior displacement of the bowel loops, elevation of the 
posterior vaginal fornix, and loculated fluid collections suggest 
the presence of adhesion.[10] 
 
CONCLUSION 
 

Endometriosis shows a large distribution of lesion 

locations and imaging features. MRI is proved to be the best non 

 
invasive diagnostic modality of choice for the diagnosis of 
endometriosis. Although the typical endometrioma appears as 
homogenously high signal intensity mass on T1-weighted and 
FAT SAT images and low signal intensity mass with focal high 
signal intensity areas on T2weighted images. In the presence of 
recent bleeding, the cyst content has high signal intensity in 
both types sequences. Thus with the duration and variation in 
the contents within the lesion endometriosis can present in the 
atypical manner. 
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