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Imaging for Residents – Answer

Section 2 – Answer 
Case description
A 38‑year‑old female with secondary infertility started complaining 
of severe dysmenorrhea after leaving the combined pill in order to 
conceive. Physical examination revealed a hard and painful nodule 
at mid‑line on the abdominal wall, beneath the cesarean section 
scar, a fix uterus, and a painful hard mass rectal digital examination, 
3 cm away from the anus. Abdominal wall soft tissue ultrasound 
revealed a nodule of heterogeneous echogenicity with 41 
mm × 34 mm × 17 mm located medially at the level of the  rectus 
abdominis  muscle, under the C‑section scar  [Figures  1‑3]. 
Abdominal magnetic resonance imaging (MRI) confirmed the 
presence of a nodule with 4.9 cm × 3.8 cm × 2.0 cm on the 
rectus abdominis muscle and its fascia [Figures 4 and 5]. Pelvic 
transvaginal ultrasound revealed normal uterus and right adnexa 
and a cyst at the left ovary with 30 mm × 26 mm, with no septa or 
solid components and with ground glass echogenicity.

A 5 cm hard mass was surgically removed from the rectus 
abdominis muscle and fascia [Figures 6 and 7]. Several pelvic 
adhesions were present destroying completely the pelvic 
anatomy. An ovarian cyst at the left adnexa with dark brown 
liquid inside and an enlarged left Fallopian tube were removed.

What is the Diagnosis?
Interpretation
This patient complained of severe dysmenorrhea after stopping 
oral pill using and had a secondary infertility. At physical 
examination, 2 hard and firm nodules were detected, one pelvic 
and other under previous cesarean section scar. These clinical 
findings together with her symptoms were highly suggestive 
of endometriosis. The patient was submitted to laparotomy 
and both nodule and ovarian cyst were removed. Histological 
examination of the specimens revealed endometriosis.

Endometriosis is a chronic disease affecting almost 10% of 
women. It is defined as the presence of ectopic endometrial 
tissue in any part of the body. Its exact physiopathology is 
unknown, some say it is due to retrograde menses, genetic 
predisposition, but many other theories have been proposed 
so far.[1] The most common sites of endometriotic implants are 
the ovaries (endometrioma), pelvic peritoneum (superficial 
endometriosis), the recto‑vaginal septum, and the uterosacral 
ligaments  (deep infiltrative endometriosis  [DIE]). Women 
with previous cesarean sections may develop nodules of 
endometriosis underneath the scar.[2] Even though extremely 
rare, there are reports of abdominal wall endometriosis 
without previous surgeries. [3] The main symptoms of 
endometriosis are pain and infertility. A wide variety of pain 
may be caused by this disorder, including dysmenorrhea, 
dyspareunia, chronic pelvic pain, or pain at the site of the 
disease.[4] Infertility is thought to be associated with pelvic 
anatomy distortion due to adhesions, especially if affecting 
the Fallopian tubes, and the pro‑inflammatory status caused 
by the ectopic tissue that can be harmful to oocytes, embryos, 
and normal endometrium.[5]

The diagnosis of endometriosis is based on clinical findings and 
may be complement with imagiological examinations targeting 
the affected area. The gold standard imagiologic examinations 
are pelvic ultrasound and MRI, with good overall sensitivity, 
especially for endometriomas (with the typical heterogeneous 
echogenicity  –  ground‑glass appearance) and DIE.[6] The 
sensitivity of these examinations for superficial peritoneal 
nodules is much lower due to the usual small size (<3 mm) of 
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these lesions. In cases of abdominal scar endometriosis, both soft 
tissue ultrasound and MRI are reasonable alternatives to support 

the diagnosis. These lesions usually appear as heterogeneous, 
mostly hypoechoic, solid, irregular round, or oval nodules.[7] 

Figure 2: Abdominal soft tissue ultrasound in the sagittal plane revealing 
abdominal wall nodule

Figure 1: Abdominal soft tissue ultrasound in the axial plane revealing 
abdominal wall nodule

Figure  4: Abdominal magnetic resonance imaging in the axial plane 
revealing abdominal wall nodule

Figure 3: Abdominal soft tissue ultrasound in the axial plane with color 
Doppler revealing vascularized abdominal wall nodule

Figure 6: Hard median nodule involving both rectus abdominis muscles 
and fascia (in vivo picture).

Figure  5: Abdominal magnetic resonance imaging in sagital plane 
revealing abdominal wall nodule
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Definitive diagnosis is based on histological examination of 
the specimens through surgical intervention like laparoscopy. 
One must keep in mind that the differential diagnosis with other 
entities may not be easy, including malignancy.[8]

The treatment of endometriosis is directed to pain control and 
management of the infertility, sometimes resorting to assisted 
reproductive treatments.[9] In severe or refractory cases, 
surgery may be indicated. As a hormone dependent disorder, 
endometriosis tends to be controlled by ovarian inhibition, such 
as during pregnancy, after menopause or with any medication 
blocking the hypothalamus–pituitary–ovary axis, such as the 
combined pill, progestin‑based therapies, or GnRh agonists.[10]
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Figure 7: Hard median nodule with 5 cm length removed from the rectus 
abdominis muscles and fascia (ex vivo picture).


