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Abstract

Prostatic utricle cyst is one of the uncommon conditions and only a few cases have been reported. We present a case of 

unusually large prostatic utricle cyst in a 13- year- old male. He presented with burning urination and post-void dribbling 

of urine. A cystic mass was felt on digital per rectal examination. Ultrasound pelvis revealed a well-de� ned midline cystic 

mass posterior to the urinary bladder. Subsequent magnetic resonance imaging (MRI) of the pelvis demonstrated � uid 

containing cystic lesion communicating with posterior urethra. Surgical resection of the cyst was performed through the 

posterior sagittal approach. Follow up of the patient after three months of operation, there was complete resolution of 

the symptoms. 
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Prostatic utricle cyst results from incomplete 

regression of mullerian duct structure in the male 

prostatic urethra producing a cystic structure of variable 

size that persists in the midline between the urinary 

bladder and the rectum1. In the male fetus, secretion 

of mullerian regression factor by the testes causes 

involution of the mullerian system

So that only vestigial structures persists. The cephalic 

aspect of the mullerian system persists as the appendix 

of testis and the caudal aspect remains as the prostatic 

utricle. It occurs most frequently in males with perineal 

or penoscrotal hypospadias1. Prostatic utricle cyst is an 

uncommon condition and only a few cases have been 

described in the literature. 

Case report

A 13- year- old male presented with burning urination 

and post-void dribbling of urine. He had history of 

penoscrotal hypospadias. There was no history of fever 

or trauma to the pelvis. Clinical examination revealed 

a well nourished male with normal vital signs. His 

abdomen was soft, non-tender and no evidence of 

organomegaly on palpation. Bilateral testes were in 

the scrotal sacs. A cystic mass was felt on digital per 

rectal examination. Urine routine examination revealed 

signi� cant pus cells. Ultrasound pelvis with full bladder 

was performed, which revealed a well-de� ned midline 

anechoic cystic mass posterior to the urinary bladder 

(Fig 1). No internal � ow was seen on colour doppler 

study. Subsequent magnetic resonance imaging (MRI) 

of the pelvis demonstrated sharply marginated lesion 

measuring 11.5 cm in cranio-caudal dimension and 

4.4cm in antero-posterior dimension with high signal 

intensity in T2 weighted images [ Fig 2] and low signal 

intensity in T1 weighted images [Fig 3] suggesting 

� uid content within it. No abnormal enhancement was 

identi� ed on post-contrast images. It was appeared to 

communicate with the posterior urethra. Complete 

excision of the cyst was performed through the posterior 

sagittal approach with lateral mobilization of the rectum 

and subsequent histopathological examination revealed 

prostatic utricle cyst. There were no complications 

during the surgery and postoperative period. Complete 

resolution of the pre-operative symptoms noted on 

follow up of the patient after three month of surgery. 
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Discussion

Prostatic utricle is a small vestigial diverticulum on the 

posterior surface of the prostatic urethra2.In males with 

ambiguous genitalia, it may form a large diverticulum 

that protudes from the posterior side of the prostate. 

Incidence of prostatic utricle cyst is increased in 

children born with penoscrotal or perineal hypospadias, 

undescended testis and unilateral renal agenesis. In our 

patient, penoscrotal hypospadias was present. 

Presence of a utricle cyst can cause lower urinary 

tract irritative or obstructive symptoms, epididymitis, 

hematuria, urinary incontinence, oligospermia, 

constipation, pyuria or abnormal abdominal mass. Dr. 

Schwartz and Co. had reported four cases of midline 

prostatic cysts, among them two were asymptomatic, 

with one case detected on physical examination and 

one found incidentally on computed tomography (CT)3. 

Urine may pool in utricle cyst since it communicates 

Fig 2: Sagittal T2 weighted MR image 

demonstrating a sharply marginated, 

large cystic lesion behind the urinary 

bladder.

Fig 1: Ultrasound pelvis reveals a large 

anoechoic cystic lesion posterior to the 

urinary bladder. 
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Fig 3: Sagittal T1 weighted MR image 

showing a well-de� ned, hypo-

intense lesion posterior to 

urinary bladder and anterior to 

the rectum. 

with the urethra, occasionally resulting in the distinctive 

feature of post-void dribbling. In our patient, post-void 

dribbling was present. 

Ultrasound demonstrates the cystic � uid collection 

and its relation to the adjacent organs. MRI is valuable 

imaging modality for evaluation of midline cyst. The 

excellent soft tissue contrast and multiplaner capability 

of MRI provide superb depiction of pelvic anatomy, 

allowing differentiation between entities that can mimic 

the utricle cyst such as mullerain duct cyst. Sagittal and 

coronal images are particularly useful in visualizing 

the location of the cyst in relation to the prostate and 

urinary bladder. 

Differential diagnosis of deep pelvic cysts in the male 

includes prostatic utricle, mullerian duct cyst, seminal 

vesicle cyst, urachal cyst and bladder diverticulum. 
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Urachal cysts occur anterior to the urinary bladder and 

sagittal MR images will de� nitely demonstrate their 

location4.The mullerian duct cyst is typically round, 

large, and often extends above the prostate gland. It 

is usually not associated with hypospadias or intersex 

problems and most often is an isolated abnormality5. 

Mullerian duct cyst may obstruct the ejaculatory duct 

or vas deferens. The prostatic utricle, on the other hand, 

has been called the homologue of the uterus or the 

“utriculus masculinus.” Prostatic utricle cyst is usually 

found in younger patients and is commonly associated 

with hypospadias or intersex problems whereas 

mullerian duct cyst is usually seen in young adults 

(third or fourth decade) 6. Utricle cyst and mullerain duct 

cyst both occurs in the midline, however, the utricle 

cyst communicates with the posterior urethra whereas 

mullerain duct cyst is connected to the verumontaneum 

by a thin stalk7. In utricle cyst, communication with 

the prostatic urethra is common and spermatozoa may 

be present whereas mullerian duct cyst never contains 

sperm8. 

Cysts of the seminal vesicle are rare congenital disorders, 

usually associated with anomalies of the kidney or 

mesonephric ducts. Most seminal vesicle cysts are less 

than � ve cm in diameter. The diagnosis is de� nitive if 

one normal seminal vesicle is seen and other seminal 

vesicle is absent in association with a thick-walled 

ipsilateral cystic structure. MRI shows cyst arising 

from the region of the seminal vesicles. Because of its 

increased signal intensity relative to the bladder on the 

T1 - and T2-weighted sequences, the collection was 

thought to contain complex proteinaceous � uid and/or 

some old blood products9.

Various techniques have been described for surgical 

treatment of the prostatic utricle cyst including 

transurethral de-roo� ng, endoscopic incision or 

surgical excision1. Surgical excision can be performed 

by suprapubic, perineal or midline transvesical 

approaches6. The posterior sagittal approach with lateral 

mobilization of the rectum is suited for medium size 

utricle cysts resection10. Laparoscopic excision of the 

cyst is safe and viable alternative to open procedures 

in the surgical treatment of symptomatic utricle cysts 

in childhood1. A resectoscope with a bulb electrode or a 

cystoscope with a Bugby electrode was used to fulgurate 

circumferentially the dilated utricle. After fulguration a 

Councill catheter was placed in the lesion for three to 

� ve days and urine was diverted via a suprapubic tube 

for two to three weeks11. 

Conclusion

Prostatic utricle cyst is an uncommon midline cystic 

lesion between the urinary bladder and the rectum 

commonly associated with hypospadias. Ultrasound is 

usually the initial modality of investigation that may show 

anechoic cystic lesion posterior to the urinary bladder. 

MRI is very useful to depict the lesion in relation to the 

adjacent organs as well as to show the communication 

of the lesion with the prostatic urethra. In addition MRI 

is also modality of choice to differentiate utricle cyst 

from other midline cystic lesions of the pelvis. Prostatic 

utricle cyst can be managed by surgical or endoscopic 

excision of cyst or transurethral de-roo� ng.
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