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Abstract

Endosalpingiosis is characterized by the presence of glands lined by benign tubal-type epithelium outside the fallopian

tube. It is usually an incidental finding and rarely occurs as a tumor-like mass lesion. Here, we describe the magnetic

resonance imaging findings of endosalpingiosis that presented as a paraovarian multicystic lesion. It exhibited iso to low

intensity on T1-weighted images and inhomogeneous high intensity on T2-weighted images. The septa presented rel-

atively iso to slight high intensity on T2-weighted images and strong contrast enhancement on dynamic contrast-

enhanced imaging. Endosalpingiosis should be considered as a differential diagnosis in cases of paraovarian multicystic

lesions along the uterine serosa.
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Introduction

Endosalpingiosis is a disease characterized by the pres-
ence of glands lined by benign tubal type of epithelium
outside the fallopian tube.1 Endosalpingiosis occurs in
as many as 12.5% of women, with a wide age range1 in
both premenopausal and postmenopausal women.2 It
is usually an incidental finding,1 and this condition
rarely occurs as a tumor-like mass lesion. Herein, we
present the magnetic resonance (MR) imaging findings
of pelvic endosalpingiosis.

Case report

A 37-year-old woman complained of lower abdominal
pain and visited a hospital where a left adnexal mass
was identified, after which she was referred to our hos-
pital for further examination. Her CA 125 level was
slightly elevated to 36.2 U/mL.

MR imaging revealed a left paraovarian multicystic
lesion along the uterine serosal surface, which exhibited
iso to low intensity on T1-weighted images (WI) and
inhomogeneous high intensity on T2WI (Fig. 1(a) and
(b)). The septa showed iso to slight high intensity on
T2WI and strong contrast enhancement on dynamic

contrast-enhanced imaging (Fig. 1(c) and (d)). The

septa of the lesion demonstrated high intensity on

diffusion-WI (DWI) with b value of 1000 and showed
relatively high intensity on the apparent diffusion coef-

ficient (ADC) map. (Fig. 1(e) and (f)). The lesion was

adjacent to the left ovary (Fig. 1(b)). The lesion showed
a multilocular cystic mass without calcification on

computed tomography (CT). Preoperatively, she was
diagnosed with a left ovarian mucinous borderline

tumor.
The lesion was considered a subserosal uterine

tumor during the operation. Consequently, a
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hysterectomy and left salpingo-oophorectomy were

performed. On gross examination, a mass with a

smooth surface was adherent to the uterus (Fig. 2(a)).

Microscopically, the multilocular cystic mass was

located beneath the uterine serosa and slightly invagi-

nating the myometrium. Similar multicystic lesions

were found in the uterine subserosa and myometrium

(Fig. 2(b)). The lesion in the myometrium was com-

posed of dilated glands surrounded by stromal cells,

analogous to endometriosis (Fig. 2(c)). Cysts were cov-

ered by a single-layered epithelium, including cuboidal

to columnar epithelium, with or without cilia. The cyst

walls were composed of loose spindle stromal cells,

such as myofibroblasts, similar to the endosalpinx

stroma (Fig. 2(d)). The lesion was pathologically diag-

nosed as endosalpingiosis.

Discussion

Endosalpingiosis was first reported by Sampson in

19303 and is characterized by the presence of glands

lined by benign tubal-type epithelium outside the fallo-

pian tube.1 Regarding clinical presentation, 44.5% of

the patients present with chronic pelvic pain. In preme-

nopausal patients, 62.7% of the patients present abnor-

mal uterine bleeding, whereas, in premenopausal

patients, 45.5% of the patients present with postmen-

opausal bleeding.2 Although the etiology of endosal-

pingiosis is still unclear, celomic metaplasia,

implantation during surgery, and müllerianosis are

considered.2

Endosalpingiosis is most commonly seen along the

pelvic organs, such as the uterine serosa, fallopian tube

serosa, ovaries, round ligament, and bladder.4 In the

present case, the lesion was found along the uterine

serosa. Additionally, it also occurs in the retroperito-

neal lymph nodes and appendix.5 Endosalpingiosis is a

potential risk factor for the development of serous bor-

derline ovarian tumors.2

Imaging findings of mass-forming pelvic endosalpin-

giosis are limited.4,6–10 According to previous reports,

the lesions show a multilocular cystic mass in the uter-

ine myometrium or along the uterine serosa with infil-

tration into the uterus.4,7,8 It can be demonstrated as a

unilocular cystic6 or diffusely infiltrating solid and

cystic masses.9 Calcification can be observed as multi-
ple calcified granular nodules in the pelvic peritoneal

cavity on CT.10 Regarding the imaging findings in

extrapelvic sites, appendiceal and splenic endosalpin-

giosis have been reported.5,11 In appendices, the lesions

showed thin-walled cystic masses.5 Splenic endosalpin-

giosis showed a multiloculated cystic lesion with scat-

tered wall calcification.11 Thus, we should consider the

possibility of endosalpingiosis in the case of a parao-

varian multicystic mass along the uterine serosa as well

as in the other abdominal regions.
To the best of our knowledge, DWI findings of

endosalpingiosis have not been reported. In the present

Fig. 1. A multicystic paraovarian lesion is observed along the uterine serosa. It shows iso to low intensity on T1WI (a) and
inhomogeneous high intensity on T2WI (b). The septa demonstrate iso to slight high intensity on T2WI (c). Early (obtained at 25 s
after the injection) and delayed (120 s) strong contrast enhancement on dynamic contrast-enhanced imaging is seen (c and d). The
septa demonstrate high intensity on diffusion-weighted images with b value of 1000 (e) and relatively high intensity on the
apparent diffusion coefficient (ADC) map (f). The mean ADC value of the septa is 1.76� 10�3 mm2/s. The lesion is adjacent to the left
ovary (b, arrow).
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case, the septa of the lesion demonstrated high intensity

with a relatively high ADC value. Consequently, the

high intensity on DWI is suggested to be due to T2

shine through effect. The high ADC value is considered

to reflect the benign nature of the lesion.
Differential diagnoses include uterine subserosal

leiomyoma (LM) with cystic degeneration, adenoma-

toid tumors, ovarian mucinous cystic tumors, and peri-

toneal cystic tumors, such as multicystic mesothelioma.

Cystic degeneration of LM is observed in approximate-

ly 4% of LMs.12 LM with cystic degeneration demon-

strates a low-intensity mass accompanied by large or

small, well-demarcated cystic spaces showing the signal

intensity of serous fluid on T2WI. Adenomatoid

tumors are rare benign tumors of mesothelial origin.

It is usually very small but is rarely identified on MR

imaging. The MR imaging findings are highly similar

to those of LMs. However, adenomatoid tumors can

show multilocular cystic features.13 In the present case,

the septal parts showed a relatively high intensity on

T2WI. However, the septal parts of endosalpingiosis

demonstrated low intensity on T2WI in some case

reports.4,7,8 Thus, it is occasionally difficult to differen-

tiate these tumors from endosalpingiosis. Ovarian

mucinous cystic tumors usually show a multilocular

cystic mass with stained-glass appearance.

Unidentification of the ipsilateral normal ovary is

important for differentiation. Multicystic mesothelio-

ma is a rare benign primary peritoneal neoplasm of

mesothelial origin. It typically shows nonenhancing

unilocular or multilocular thin-walled cystic lesions.14

The solid part in endosalpingiosis showed contrast

enhancement in the present case and a reported case.7

Therefore, it may be possible to differentiate between

them.
In conclusion, we described the MR imaging find-

ings of a case of endosalpingiosis. Endosalpingiosis

should be considered in cases of paraovarian multicys-

tic lesions along the uterine serosa.
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Fig. 2. Hematoxylin and eosin (H & E) stain (a: gross specimen, b: loupe image, c: low-power field, d: high-power field). A mass with a
smooth surface is adherent to the uterus (a, arrow). The mass is located beneath the uterine serosa and slightly invaginating the
myometrium. Similar multicystic lesions are found in the uterine subserosa as well as in the myometrium (b, arrows). The lesion in the
myometrium is composed of dilated glands surrounded by stromal cells, analogous to endometriosis (c). Cysts are covered by a single-
layered epithelium, including cuboidal to columnar epithelium, with or without cilia. The cyst walls are composed of loose spindle
stromal cells, such as myofibroblasts, similar to the endosalpinx stroma (d). Letters U and O in Fig. 2(a) indicate the uterus and ovary,
respectively.
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