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Uterine cyst — a rare cause of pelvic mass

Quisto uterino — uma causa rara de massa pélvica
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Abstract

The diagnosis and determination of the origin of a pelvic mass is often challenging. For masses of uterine origin, the diffe-
rential diagnosis typically focuses on leiomyomas and uterine sarcomas, due to the higher incidence of the former and the
severity associated with the latter. However, other uterine masses, such as those with cystic content, should also be consi-
dered. We present the case of a 49-year-old woman with a history of chronic pelvic pain and an ultrasonographic diagno-
sis of a cystic adnexal mass. During the surgical procedure, the cystic mass was found to originate from the uterine serosa.
Histological analysis confirmed it to be an endometrial cyst, also known as a uterine endometrioma. This case highlights
the importance of including endometrial cysts — a rare entity — in the differential diagnosis of cystic pelvic masses of uteri-
ne origin. Recognition of this condition is crucial for appropriate clinical management.
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Resumo

O diagnostico e a determinacéo da origem de uma massa pélvica é, frequentemente, um desafio. No caso de massas com
origem uterina, o diagnostico diferencial concentra-se habitualmente nos leiomiomas e nos sarcomas uterinos, devido a
maior incidéncia dos primeiros e a gravidade associada aos segundos. Contudo, outras massas uterinas, como as de con-
teado quistico, devem igualmente ser consideradas. Apresentamos o caso de uma mulher de 49 anos, com histoéria de dor
pélvica cronica e diagnostico ecografico de uma massa anexial quistica. Durante o procedimento cirargico, verificou-se que
amassa quistica tinha origem na serosa uterina. A analise histologica confirmou tratar-se de um quisto endometrial, tam-
bém chamado de endometrioma uterino. Com este caso, pretendemos destacar a importancia de incluir os quistos endo-
metriais — uma entidade rara — no diagnéstico diferencial de massas pélvicas quisticas com origem uterina. A consideracdo
desta entidade € essencial para um manejo clinico adequado.
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INTRODUCTION

ysts arising from the uterus are a rare condition
with few cases reported on the literature'. These
rare tumors are known to have an estimated prevalen-
ce of 0.07%?. The most frequent subtype is the cystic
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adenomyoma, while others include cystic degeneration
of fibromyomas, congenital Miillerian cysts, and other
anomalies of Mullerian structures, such as a rudimen-
tary uterine horn’.

Adenomyotic cysts are typically associated with ade-
nomyosis. They correspond to ectopic endometrial
glands and stroma and are generally small (2 to 5 mm),
located at a minimum depth of 2.5 mm below the
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FIGURE 2. Uterine cyst arising from the posterior wall of the ute-

rus with nacarate lesions.

endometrial-myometrial junction, with surrounding
hypertrophic and hyperplastic myometrium®*”.

A distinct entity, referred to as uterine cystic endo-
metriosis®, has been identified by a few authors. The li-
terature on this subject is exceedingly limited. In this
condition, a cyst originating from endometrial cells is
described, characterized by the absence of contact with
the myometrium. We subsequently present a case
illustrating the occurrence of a cystic mass suggestive
of uterine cystic endometriosis.

CLINICAL CASE

A 49-year-old postmenopausal female, with a personal
obstetric history of two vaginal births and a surgical
history of right salpingectomy via laparoscopy, was re-
ferred to a tertiary hospital due to chronic pelvic pain
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persisting for several months. She reported no addi-
tional symptoms.

Transvaginal ultrasonography revealed a normal-si-
zed uterus with regular contours. The myometrium
appeared irregular and heterogeneous without any dis-
cernible abnormal masses. The endometrium was re-
gular and uniform, measuring 5.4 mm in thickness. A
unilocular, anechoic formation measuring 6.7 x 6.1 cm
was identified in the left iliac fossa, lacking abnormal
vascularization. The origin of this lesion was unclear,
though it was most likely a para-ovarian or peritoneal
cyst.

Physical examination was unremarkable, except for
an apparent enlarged uterus or mass detected during
bimanual examination, which caused protrusion of the
posterior vaginal wall. Serum CA-125 levels were wi-
thin normal limits (16 U/mL). Preoperative magnetic
resonance imaging (MRI) demonstrated a normal-si-
zed uterus and endometrium without detectable
abnormalities. A round, right-sided mass measuring
68 x 62 mm was identified, displaying no septations or
debris, consistent with the characteristics of an ovarian
cystadenoma.

After counseling, the patient consented to a propo-
sed laparoscopic bilateral adnexectomy. Diagnostic la-
paroscopy revealed a normal-sized uterus with both
ovaries appearing normal. A mass approximately 7 cm
in its largest dimension was observed arising from the
serosal surface of the posterior uterine wall. It had a
broad pedicle, regular wall, no vascularization, and
appeared to contain fluid (Figure 1). The mass was in
contact solely with the uterine serosa, without invol-
vement of the myometrium. On the posterior uterine
wall, near the origin of the uterosacral ligaments, small
white vesicles measuring 0.5-1 cm were observed,
suggestive of endometriosis lesions (Figure 2). Addi-
tionally, adhesions between the posterior uterine wall
and the rectum were noted, causing obliteration of the
posterior pelvic compartment.

The cyst was incised, draining clear serous fluid sent
for cytological examination. The cyst capsule was ex-
cised using scissors and bipolar energy and submitted
for pathological evaluation.

Cytological analysis of the fluid revealed blood cells,
some macrophages, and epithelial cells without atypia,
suggesting a benign cyst. Pathological evaluation of the
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cystic mass revealed it was primarily composed of co-
lumnar epithelium with underlying endometrial stro-
ma positive for CD10, findings highly suggestive of an
endometrioma. Postoperative recovery was unevent-
ful, and during follow-up consultations up to one year
post-surgery, the patient reported significant improve-
ment in pelvic pain.

DISCUSSION

Regarding uterine masses, fibroids are the most com-
mon entity, considered the most frequent pelvic neo-
plasm, with a prevalence of up to 70-80%*. The pri-
mary differential diagnosis for fibroids is uterine sar-
coma, a significantly rarer condition with an estimated
prevalence of 1:10.000 to 1:50.000°. However, the
differential diagnosis of uterine masses is broad, inclu-
ding adenomyomas (when adenomyosis cysts exceed
1 c¢m), variant lelomyomas, uterine carcinosarcoma,
endometrial carcinoma, metastatic neoplasms (often
originating from other primary neoplasms of the fe-
male genital tract), and hematometra®.

Uterine adenomyosis is a disorder characterized by
the presence of endometrial glands and stroma within
the myometrium, leading to hypertrophy of the
surrounding myometrium. Some studies suggest
that disruption of the junctional zone may result in
ultrastructural changes and differential growth factor
expression, facilitating the migration of endometrial
cells into the myometrium'®!".

Diffuse adenomyosis results from the infiltration of
endometrial tissue into the myometrium, causing hy-
pertrophy of the adjacent myometrium and clusters of
small cystic spaces filled with blood" which rarely ex-
ceed 5 mm in diameter®. In rare instances, the lesion
may present as a single cyst'* with a diameter 21 c¢m,
filled with chocolate-brown fluid, referred to as cystic
adenomyosis®.

Even rarer, with limited studies in the literature, are
endometriomas of uterine origin, such as the one iden-
tified in this case®.

Based on the clinical findings, one might consider
this lesion to be an adenomyoma. However, adeno-
myomas correspond to endometrial growth within the
myometrium and are histologically accompanied by a

76

surrounding muscular wall'®, which was not observed
in the pathological analysis of this specimen.

The presence of adhesions and white vesicles near
the origin of the uterosacral ligaments suggests con-
current endometriosis, reinforcing the hypothesis that
this mass could be an endometriotic cyst arising from
the uterine wall, within the spectrum of uterine cystic
endometriosis.

Accessory cavitated uterine malformation (ACUM)
is a term introduced more recently to describe a non-
communicating additional uterine cavity. Previously,
ACUM has been referred to by various terms, such as
juvenile cystic adenomyosis or “uterus-like mass.”
Although ACUM should be considered in the differen-
tial diagnosis of the mass described in this case, it does
not meet the diagnostic criteria established by leading
authors. Specifically, the mass was not filled with cho-
colate-brown fluid, as described by Acién et al.
(2010)'8. Furthermore, there was an absence of echo-
genic content in the anterolateral wall of the myome-
trium beneath the insertion of the round ligament, con-
trary to the criteria proposed by Acién et al. (2010)*%.
Additionally, the patient was over 30 years old and did
not present with a history of severe dysmenorrhea, as
considered by Takeuchi et al. (2010)*.

An extensive literature review identified only two
other cases similar to ours, diagnosed as uterine cystic
endometrioma?®'. Another author reported an endo-
metriotic cyst in the retroperitoneum?®. Therefore, it is
pertinent to include this type of endometriotic cyst in
the differential diagnosis of pelvic masses.

In conclusion, it is essential to consider the diffe-
rential diagnosis of uterine cystic masses, as they are
frequently mistaken for adnexal masses during preo-
perative evaluations. Endometriomas of uterine origin
are rare and poorly defined in the literature; however,
they should be considered in the differential diagnosis
of pelvic cystic masses.
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