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with internal cystic areas in adult women. The reports
of non-communicating, accessory uterine cavities with
cystic adenomyomas all have a common pathological
finding: an Accessory and Cavitated Uterine Mass
(ACUM) with normal, functional, endometrium. 3
ACUM is found at the level of insertion of the round
ligament and its origin may be liked to a dysfunction
of the female gubernaculum. This congenital uterine
malformation does not match the common Müllerian
uterine anomalies found in the European Society of
Human Reproduction and Embryology.4 ACUM is often
misidentified as other uterine malformations (bicornuate
uterus and segmental atresia), cystic adenomyoma, or
degenerated leiomyomas.
The criteria used to diagnose ACUM are as follows: (a) an isolated, accessory, cavitated mass; (b)
a normal uterus (with endometrial lumen), fallopian
tubes, and ovaries; (c) surgical evidence with an excised
mass and pathological finding; (d) an accessory cavity lined by endometrial epithelium, with glands and
stroma; (e) chocolate-brown-colored fluid content; and
(f) no adenomyosis. Most cases of ACUM have been
diagnosed in women aged less than 30 years and those
who are nulliparous; however, some cases have been
reported in women who are older than 30 years or are
multiparous.3 ACUM causes severe dysmenorrhea and
recurrent pelvic pain in young women, usually requiring surgical treatment. Since most of these patients will
wish to preserve fertility, excision of the tumor without
hysterectomy is often the treatment of choice. Because
of this, there are few reports of hysterectomy performed
for ACUM; hence, we present a case of fertile woman
with ACUM treated by total laparoscopic hysterectomy
(TLH).

ABSTRACT
Accessory and Cavitated Uterine Mass (ACUM) is a
condition defined by the presence of a non-communicating uterine mass close to the insertion of the round
ligament. ACUM is a rare Müllerian anomaly found
in young women and is diagnosed by the presents of a
central cavity in the uterus, lined by functional endometrium, and surrounded by a ring of smooth muscle.
In most cases, surgical treatment is recommended due
to severe dysmenorrhea. Herein, we present a case of
a woman with severe dysmenorrhea since adolescence
which was not relieved with any form of hormonal
treatment. ACUM was suspected preoperatively based
on MRI findings, and she was treated with total laparoscopic hysterectomy. A uterine mass was found at the
insertion of the right round ligament during surgery. All
her symptoms improved after resection.
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Müllerian anomalies can cause severe clinical symptoms and threaten quality of life. Congenital uterine
anomalies may cause severe dysmenorrhea in adolescents and lead to problems with fertility. Approximately
7% of young women have an anatomical abnormality in
their reproductive tract and the most frequent symptom
of this is intolerable pain.1
Potter et al. reported a case of a rare Müllerian
anomaly in young woman with a non-communicating,
accessory uterine cavity adjacent to the normal uterus.2
Several cases with a similar accessory uterine cavity
have been published previously, as isolated cystic adenomyomas or uterus-like masses. Acién et al. presented
a novel hypothesis that juvenile and isolated cystic adenomyomas are different in origin from adenomyomas

PATIENT REPORT
A 37-year-old woman visited our institution with
complains of severe dysmenorrhea. She had regular
menstrual cycles. Previously, she had undergone excision of a left ovarian endometrioma at another center
when she was at 30 years old. After the surgery, she
conceived spontaneously and had a normal vaginal
delivery. However, the severe dysmenorrhea recurred
after she resumed menstruating. Her symptoms were
not relieved by any form of hormonal therapy, including
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Fig. 1. ACUM lesion seen during laparoscopy. (A) Pelvic MRI (T2 weighted image, coronal plane) shows that the mass has a cavity
with the blood component in the uterus close to the right round ligament (white arrow). (B) A focal lesion – the Accessory and Cavitated
Uterine Mass (ACUM) – located in the myometrial wall at the level of insertion of RRL is seen. RFT, right fallopian tube; RO, right
ovary; RRL, right round ligament.

low-dose estrogen-progestin combinations or progestin
alone. Since she had no desire to conceive again, she
elected to undergo TLH.
Transvaginal ultrasonography showed a normal
sized uterus. A 27 mm mass, resembling fibroid, was
observed in the right uterine wall. Pelvic MRI revealed
that the mass had a cavity with the blood component in
the uterus close to the right round ligament (Fig. 1A).
No evidence of a fibroid or adenomyosis was detected.
Drip infusion pyelography revealed no malformation of
the urinary tract. All preoperative blood tests and physical examinations were normal.
The patient underwent TLH using a four-port approach after the establishment of pneumoperitoneum.
We noted a focal lesion in the myometrial wall, at the
right round ligament insertion (Fig. 1B). No adhesions
existed around the lesion. The left adnexa was adherent
to the retroperitoneum, due to the previous cystectomy.
After identifying the bilateral ureters and uterine arteries, we cut off the parametrium. After incising the vaginal wall, we retrieved the whole uterus transvaginally.
Finally, we closed the vaginal stump using sutures. The
operation time was 168 minutes and blood loss was 10
mL. No complications occurred. All the patient’s symptoms were relieved completely.
The lesion seen to be isolated from the uterine
cavity and no connection between the mass and right
salpinx was observed macroscopically. The lesion contained a small round cyst filled with chocolate-colored
fluid (Fig. 2A). Histological examination revealed a
central cavity lined with functional endometrium and
surrounded by smooth muscle (Fig. 2B). A pathologist
determined that there was no evidence of adenomyosis.

DISCUSSION
We present a case of ACUM, which is a rare and poorly
understood condition. Only 13 studies on ACUM have
ever been published. There is a tendency to misdiagnose
ACUM as a cystic adenomyoma. However, cystic adenomyomas consist of endometrial glands surrounded
by endometrial-type stroma and smooth muscle but
lack the uterus-like tissue found in ACUM. Acién et al.
provided a few important points to bear in mind while
suspecting an ACUM: the onset of symptoms, the recurrence of symptoms, the patient’s age, an understanding of the pathology, and the most common locations of
ACUMs.5
Regarding the management of ACUM, it is important to diagnose the condition correctly before planning
surgery. In this case, even though the patient had been
suffering from painful menstruation since adolescence,
she had not been diagnosed correctly before. We made
the diagnosis of tumor, potentially a uterine myoma,
based on ultrasonography. Peyron et al. described the
utility of MRI in evaluating ACUM in 11 patients.6
MRI may facilitate timely diagnosis because the lesions
are well defined with a central hemorrhagic cavity. In
this case, a cavity filled with hemorrhagic fluid, distant
from the uterine cavity, was found close to the right
round ligament. MRI can therefore be beneficial as the
first-line imaging modality in the diagnosis of uterine
abnormalities.
Patients with ACUM experience severe dysmenorrhea refractory to conventional analgesics and hormonal
therapies; hence, surgical treatment is indicated in
almost all cases. Most patients with ACUM undergo
tumor resection (and not hysterectomy) because of
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Fig. 2. Macroscopic and histological findings. (A) The lesion isolated from uterine cavity contains a small, round cyst filled with
chocolate-colored fluid (white arrow). (B) The histological examination shows a central cavity lined with functional endometrium and
surrounded by smooth muscle (hematoxylin and eosin staining). Bar = 100 μm.

a need to preserve their fertility.5, 7 A hysterectomy
should be recommended for patients who have no desire
to conceive, because this can permanently relieve their
dysmenorrhea. TLH is a common, safe, minimally invasive surgical treatment for benign gynecologic disease.
However, it has been reported that urinary tract injuries
occurred more often in laparoscopic hysterectomy
than laparotomy.8 As Müllerian anomalies sometimes
have urinary tract malformations,9 the surgeon should
consider the possibility of this before planning a laparoscopic operation. We verified that there was no such
malformation by a pyelography. In this case, both operation time and blood loss were within our expectations
and we had no trouble during surgery. Consequently, we
could relieve her from her symptoms completely. TLH
is recommended for patients who suffer from ACUM
as it is a safe surgical method offering permanent relief
from symptoms.
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