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Abstract We report a case of a rare congenital malformation,

aurogenital sinuscyst inayoungpatientwithnon-specificsymp-

toms for several months. A 21-year-old male presented with

vague and intermittent abdominal pain. Ultrasound scan showed

a retrovesical hypoechoic collection (approximately 6 cm) and

left renal agenesis, compatible with a possible congenital mal-

formation. These findings were confirmed by MRI. A laparo-

scopic excision of the cyst was performed with no complications.

Pathology report confirmed a urogenital sinus cyst. The postop-

erative recovery was uneventful and the patient was discharged

within 48 h. Urogenital sinus cysts are rare entities with few cases

described in the literature. Imaging techniques such as ultra-

sound, CT or MRI may help with diagnosis. Therapeutic modali-

ties range from observation to needle aspiration or surgical

removal. In our case, we chose a laparoscopic approach to min-

imize morbidity and achieve an early recovery.
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Introduction

Cystic anomalies of the Wolffian and Müllerian duct systems are

uncommon, with more frequency in cases of seminal vesicle

cysts and Müllerian ducts (Elder & Mostwin, 1984). Urogenital

sinus cysts are deep midline pelvic cysts or retrovesical, charac-

terized by communicating with both Wolffian systems (vas def-

erens and seminal vesicles and ejaculatory ducts). Urogenital

sinus cysts are very rare and due to developmental abnormali-

ties of the Wolf ducts, often accompanied by ureteral anomalies

(Mayersak, 1989; Mayersak, Viviano, & Babiarz, 1996).

Case Report

A 21-year-old male, with a history of irritable bowel syndrome,

presented with vague and intermittent abdominal pain, not

accompaniedbyothersymptoms.Therewerenocomplaintswith

regard to his sexual functioning. Ultrasound scan examination

revealed a hypoechoic retrovesical collection of approximately

6 cm diameter (Fig. 1) and the absence of a left kidney.

MRI revealed a fluid filled retrovesical mass of 6 cm diameter

compressing the rectum and without communication with the

bladder and confirming its left renal agenesis (Figs. 2, 3, 4). No

other diagnostic tests were performed.

Based on these findings, we decided on a laparoscopic exci-

sion of the cystic mass. The patient was placed in the Trendel-

enburgposition, diamond-shaped distributionof fourports (Has-

son periumbilical, two 5 mm in both iliac fossae, and a 5 mm

midline between umbilicus and pubis) and opening of the peri-

toneum over the mass in the space of Douglas. During the dis-

section, the communication between both vas deferens and the

cyst was patent; in addition, the left seminal vesicle was rudi-

mentary and the right one was absent.

The postoperative recovery was uneventful. The patient is

asymptomatic at present and he didn’t presented alterations in

the sexual sphere.
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Discussion

Embryologically, the formation of the male genital tract is devel-

oped between the 6th and 13th week of gestation. The caudal

portion of the Wolffian duct forms the seminal vesicle and

ejaculatory duct, and the latter drains into the urogenital sinus.

Cysts in this region might result from anomalous development

or could be acquired secondary to surgical manipulation.

At approximately 6 weeks of gestation, the Müllerian system

may be identified as an evagination of the coelomic epithelium

lateral to the Wolffian duct. At 54 days, no basement membrane

separates the epithelium of the caudal ends of these structures,

suggesting that this portion of the Müllerian duct may be derived

from the Wolffian duct (Elder & Mostwin, 1984; Machuca et al.,

1985).

TheMüllerianductsfuseinthemidlineandjoin theurogenital

sinus at the Müllerian tubercle. A septum divides the fuse Mülle-

rian ducts and disappears at 11 weeks. Müller’s tubercle remains

as the verumontanum and the appendix testis persists as a rem-

nant of the cranial portion of the Müllerian or paramesonephric

Fig. 2 MRI (T2 weighted). Lesion in relation to the rectum and bladder

(sagittal plane)

Fig. 3 MRI (T2 weighted). Lesion in relation to the rectum and bladder

(axial plane)

Fig. 4 MRI (T2 weighted). Lesion in relation to the rectum and bladder

(coronal plane)

Fig. 1 Ultrasound: hypoechoic cystic lesion visualized on abdominal

ultrasonography
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duct. The Wolffian duct is also a precursor to the ureteral tip,

essential for the formation of the final kidney, so changes at

this point can account for abnormalities of renal development

(Mayersak, 1989).

Clinically, a patient may present with lower abdominal and

perineal pain, palpable rectal lesions, recurrent haematuria, pain

onejaculation, infertility,andhematospermia. It ismorefrequent

in younger patients between the age of 20 and 40 years.

We can use abdominal and transrectal ultrasonography for

initial studying of the abdominal lesion, and MRI or CT scan to

characterize it andsee its relationshipwithother structures. In the

past, now uncommon, cyst puncture and instillation of contrast

using conventional radiology was used to identify the mass.

There is no fully accepted classification of cystic masses at

this level, although the proposal is accepted by Mayersak et al.

(1996) located in differentiating the midline or not, and if there is

obstruction or a history of surgery (Fig.5). In this clinical clas-

sification, instances when previous operative intervention

caused the creation of iatrogenic obstructive cysts are included.

Ductal obstruction caused by longstanding chronic prostatitis

also would fall into this classification of retrovesical cysts sec-

ondary to ductal obstruction. The association of ipsilateral renal

dysplasia is believed to represent ectopic insertion of the ureter

into the ipsilateral seminal vesicle. Cases when there is a normal

ipsilateral kidney associated with nonmidline cystic lesions are

believed to represent true cysts of the seminal vesicle. Midline

masses can be differentiated by the presence or absence of

spermatozoa before operative intervention. If spermatozoa are

absent in the cyst fluid, then the lesion would represent a Mülle-

rian duct cyst. If spermatozoa are present, then the lesion would

represent a Wolffian duct connection cyst classified as a uro-

genital sinus-ejaculatory duct cyst. Further differentiation can be

made on the basis of whether seminal vesicles are present (Mach-

uca et al., 1985; Ornstein & Kershaw, 1985).

Therearedifferent therapeuticmodalities, suchasneedleaspi-

ration and drainage of the cyst (less aggressive but more likely to

recur), transurethral resection of the floor of the prostate or the

bladder trigone, achieving decompression of the cyst and the

possibility to preserve fertility, but at the risk of producing ret-

rograde ejaculation or injury to the external sphincter (Machuca

et al., 1985).

Finally, the most common option is surgical dissection and

excision of the cyst either through a retrovesical or transvesical

approach. We opted for laparoscopic surgery in order to optimise

characterisation of anatomical planes, low morbidity and a

shorter postoperative recovery (Wang et al., 2007).

Urogenital sinus cysts are rare entities with few cases descri-

bed in the literature. Features such as the lack or presence of

sperm, the presence of cyst partitions or placement in the mid-

line might help with diagnosis. Imaging modalities such as US,

CT or MRI, can help at locating the lesion and establishing the

relations with other structures. Therapeutic modalities range

Fig. 5 Classification of cystic masses by Mayersak (1989)
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fromobservation toneedleaspirationor surgical removal. Inour

case, we chose a laparoscopic approach to minimize morbidity

and achieve an early recovery.
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