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Mass-forming Retroperitoneal Endometriosis Including a  
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Clinical Imaging
The patient was a 49-year-old Japanese female with a his-
tory of surgery for ovarian endometriosis and adenomyosis. 
A retroperitoneal mass was also identified preo peratively.  
A later computed tomography (CT) examination revealed 
that the mass had grown. On unenhanced CT, the mass 
with a diameter of 4.5 cm was located to the right of the 
rectum and in front of the sacrum. It consisted of soft 
tissue and fat density. T1-weighted magnetic resonance 
(MR) images showed high-intensity areas inside the mass 
whose signals were partly decreased on fat-suppressed 
T1-weighted images (Fig. 1A, B). The presence of both fat 
and a hemorrhage was suggested. On T2-weighted images, 
low- and high-intensity areas were mixed inside the mass. 
A cordlike structure was also identified between the cul-
de-sac and the mass (Fig. 2). Post-contrast T1-weighted 
images showed slight enhancement of the solid compo-
nent inside the mass.

Based on these findings, we diagnosed the mass as 
dedifferentiated liposarcoma or angiomyolipoma. After 
surgery the tumor was macroscopically described as a 
grayish- white mass demarcated from the surrounding adi-
pose tissue. Uterine endometrial glands and stroma were 
microscopically identified in the fibrous interstitial tissue 
of the mass, and hemosiderin-containing macrophages 
were scattered around them. Fibrous interstitial tissues 
permeated adjacent adipose tissue. The final diagnosis 
was deep endometriosis.

Deep endometriosis was arbitrarily defined as endo-
metriosis infiltrating the peritoneum to a depth of >5 mm. 
Pathologically, both typical and deep endometriosis 

include endometrial glands and stroma, and adjacent 
fibrosis and hemorrhage may be observed. In contrast, in 
infiltrative deep endometriosis, the endometrial glands 
and stroma elicit smooth muscle proliferation and a fibrous 
reaction.1 In such lesions, low- to intermediate-intensity 
with punctate high-intensity (hemorrhage) areas are iden-
tified on T1-weighted images, whereas uniform low inten-
sity is observed on T2-weighted images. Enhancement is 
also observed due to the abundant fibrous tissue.1

Our patient exhibited these MR findings. However, a few 
findings that were atypical for deep endometriosis were 
observed. The first was the presence of a fat component within 
the mass. Itoga et al.2 reported that fibrosis widely extends into 
fat and connective tissues as well as within the endometriotic 
tissue in severely fibrotic areas of rectovaginal endometriosis. 
In our patient’s case, we suspect that adipose tissues existed 
inside the mass in the process of disease development.

The second atypical finding was the location of the mass, 
which was away from the peritoneum and apparently in the 
retroperitoneum. We focused on a subtle finding, i.e., the cord-
like structure between the posterior cul-de-sac and the mass, 
which had not been emphasized preoperatively. Considering 
that the posterior cul-de-sac is one of the frequent sites of deep 
endometriosis,1 this structure may represent a tract of disease 
development, that is, disease progression from the posterior 
cul-de-sac to the right side of the rectum. The detection of this 
finding might increase the likelihood of deep endometriosis.

Finally, the large size of a mass as observed in the pre-
sent case (4.5 cm) might also make a preoperative diagnosis 
difficult, because deep endometriosis usually presents as a 
single nodule with a diameter of <1 cm.3 In a sense our case 
may be included in the category of polypoid endometriosis, 
which appears polypoid from the gross aspect and mimics 
malignancy at presentation, although this entity is usually 
described as polypoid masses projecting from a serosal/
mucosal surface or from the lining of an endometrial cyst. 
Findings such as those presented by our patient should be 
recognized as a variation of deep endometriosis.
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Fig 1. (A) An axial T1- 
weighted image shows the 
high-intensity areas inside 
the mass (arrow). (B) On the  
axial fat-suppressed T1- 
weighted image, the high- 
intensity areas seen on the 
T1-weighted image partly 
show signal reduction. The 
presence of both fat (arrow) 
and hemorrhage (arrow-
head) is suggested.

Fig 2. On this sagittal T2-weighted image, low- and high-intensity 
areas are mixed inside the mass. A cordlike structure connecting 
the posterior cul-de-sac to the mass is also identified (arrowhead).
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