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Figure 5. The histopathological examination (A and B) reveals a polypoid tissue with 
a denuded surface and scattered hemorrhage. The lesion is composed of endometrial 
glands and stroma, along with hyalinized blood vessels. The specimen does not contain 
a muscle layer (Hematoxylin and eosin stain; x100 and x200).

Figure 6. Immunohistochemistry reveals that CK7 (A) and PAX-8 (B) highlight the endo-
metrial glands. CD10 exhibits cytoplasmic staining specifically in the stromal cells (C). 
The estrogen receptor (ER) (D) and progesterone receptor (PR) (E) are positive in both the 
endometrial glands and stroma. CK20 shows negative staining (F).
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Figure 7. 1.5 Tesla MRI scan of the pelvic cavity. Before treatment with GnRH (A), a com-
plex pelvic mass was observed. After treatment, there was, an interval decrease in size, 
with a residual enhancing solid component in the left pelvic cavity on the post-contrast 
subtraction image (B). There is no evidence of restricted diffusion (DWI B=800) within the 
enhancing solid nodule (C).

The patient was diagnosed with ureteral endometriosis with an associated endome-
trioma and was treated with a gonadotropin-releasing hormone (GnRH) agonist. A 
baseline MRI of the pelvic cavity was performed before treatment. A follow-up MRI  
after hormonal therapy revealed a reduction in the size of the complex solid-cystic 
mass within the pelvic cavity (Figure 7).
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This case illustrates a heterogeneous mass involving the right distal ureter and a com-
plex solid-cystic mass in the left adnexa. The lesion caused architectural distortion and 
an irregular intraluminal filling defect of the right distal ureter on retrograde pyelog-
raphy, along with an irregular mass observed on conventional CT and MRI imaging. 
Evidence of ureteral obstruction, including hydronephrosis and hydroureter, was also 
noted on the CT study. These imaging findings are more likely to be misinterpreted as 
urothelial neoplasia. 

Pathological examination of a surgical biopsy from the intraluminal filling defect  
revealed endometriosis. Ureteral endometriosis is relatively uncommon, accounting 
for approximately 1% of all endometriosis cases [1]. It can be divided into extrinsic and 
intrinsic ureteral endometriosis based on the depth of ureteral wall infiltration. Extrinsic 
ureteral endometriosis, the more common form, involves invasion of the adventitia or 
periureteral tissues, whereas intrinsic ureteral endometriosis is confined to the muscu-
laris and/or mucosa of the ureter wall [4]. 

Retrospective evaluation of the pyelography of this case suggested intrinsic ureteral 
endometriosis, as indicated by the presence of an irregular mucosal lesion in the right 
distal ureter. However, this finding may have been influenced by inadequate tissue 
sampling, as pathological analysis did not show evidence of muscular involvement [4]. 

Regarding the complex solid-cystic mass in the left pelvic cavity, it appeared as a 
large cystic lesion with focal hyperintensity on T1W images and hypointensity on T2W  
images, consistent with the T2 shading sign. These imaging features are characteristic 
of an endometrioma, suggesting ovarian endometriosis. In addition, these findings 
raise the possibility of deep endometriosis involving the surrounding pelvic structures 
[5]. 

Additionally, the areas of enhancement observed on imaging may be attributable to 
inflammation, fibrosis, granulation tissue, or fibromuscular hyperplasia surrounding  
ectopic endometrial glands. In this case, the likelihood of malignancy is lower because 
the enhancing lesion does not demonstrate restricted diffusion [1,2]. 

For this case, because biopsy confirmed endometriosis and the follow-up MRI after 
gonadotropin-releasing hormone (GnRH) agonist therapy showed a reduction in the 
size of the suspicious mass, endometriosis is the most likely diagnosis. According to an 
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Clinical information, baseline data, and imaging studies were obtained from the medical  
records and the Picture Archiving and Communication System (PACS) at Srinagarind 
Hospital, Khonkaen University, Thailand.

During the preparation of this manuscript, the author used ChatGPT to assist with 
grammatical correction and to improve sentence structure, clarity, and coherence.  
Following the use of this tool, the author reviewed and edited the content as necessary 
and takes full responsibility for the integrity and accuracy of the publication.

Disclosure instructions

article by Aki et al., the response of endometriosis to hormonal therapy, such as GnRH 
agonists, is not uniform. A good response is generally observed in cases of endometri-
osis that do not exhibit T2 shading [6]. As observed in this case, portions of the lesion 
demonstrating T2 shading remained visible on post-treatment imaging, whereas other 
components showed a decrease in size.

However, follow-up MRI still revealed some solid components, and although no defi-
nite restricted diffusion was observed on DWI images, ongoing clinical and imaging 
surveillance is recommended to monitor for potential malignant transformation [1,2]. 
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