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Mullerian duct cysts of vagina are rare. Precise diagnosis of Mullerian cyst of vagina requires clinical, radiological and 
histopathological examination. Here case of Mullerian cyst is presented which was mimicking rectocele and main complaint 
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  mullerian duct cyst;  rectocele; vaginal wall cyst.
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Mullerian duct cyst of vagina is rare. Mullerian duct 
cysts are mainly present in third and fourth decade 
of life.1 Incidence is about 30%-40% of all vaginal 
cysts.2 It is lined by columnar endocervical-like or 
cuboidal epithelium present anywhere along the path 
of development of Mullerian duct therefore it can 
be anterior, lateral or post vaginal wall. Diagnosis is 
made after thorough clinical examination, Magnetic 
Resonance Imaging (MRI) scan and histopathological 
examination. Mostly these cysts are small and 
asymptomatic do not cause any problem.3  If any 
discomfort arises; treatment consists of excision of 
cyst so that recurrence is prevented.4  

The patient had complaint of swelling in vagina since 
one month. She had complained of cyst two years ago 
for which she was operated. At that time drainage 
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she had undergone full term vaginal delivery. On 
examination there was swelling in posterior vaginal 
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impulse present. There was no associated descent 
of uterus or presence of cystocele/ rectocele. Our 
differential diagnosis was that of traumatic inclusion 
cyst post-delivery or rectocele. Ultrasonography 
was suggestive of cyst with no attachment with 
surrounding structures and provisional diagnosis of 
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MRI scan was done and diagnosis of Mullerian duct 
����� �
�� ������
��� #�
� ���
��
��� ����� �
���
���
$���
����� �
���
�� �����
� �
�� ������
�
�� �����
saline and then whole of the cyst was removed. It 
contained mucinous material and cyst wall sent for 
histopathological examination, which was suggestive 
of cuboidal cells. Position of cyst, MRI scan and 
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of the diagnosis of Mullerian duct cyst.

Cysts can occur in any part of body. In vagina also 
many types of cysts are seen. Vaginal cysts are rare 
and they are mostly asymptomatic and are detected as 
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Incidence is 1 in 200.5 These include inclusion cysts 
following trauma or surgery, Bartholin gland cysts, 
cysts of Skene glands, Gartner cysts arising from 
remnants of mesonephric ducts and Mullerian duct 
cysts arising from remnants of paramesonephric ducts 
(Mullerian cyst). Mullerian duct cysts are rare and are 
present in males and females. It mainly presents as 
midline masses and may be present anywhere along 
the path of development of Mullerian duct. Therefore 
it can be present in anterior, lateral or posterior 
vaginal wall. In vagina it is present mainly in anterior 
vaginal wall,6 posterior vaginal wall Mullerian duct 
cyst is still rarer.7

Mullerian ducts are responsible for development of 
tubes, uterus and upper part of vagina. Anomalies 
thus range from problems in tubes to those in uterus 
and also in vagina. These problems may be trivial or 
they may be severe affecting fertility or may create 
problems in adolescence. Anomalies are noted only 
when there is any problem to the patient, which 
requires clinical intervention.
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It has to be differentiated from Bartholin’s cyst, 
inclusion cyst and Gartner’s cyst. Differentiation of 
Mullerian duct cyst from Gartner cyst is very important 
as Gartner cyst is mainly associated with ureteral and 
renal abnormalities, including congenital ipsilateral 
renal dysgenesis or agenesis, crossed fused renal 
ectopia, and ectopic ureters while Mullerian duct cyst 
may be associated with structural uterine anomalies 
(ipsilateral Mullerian duct obstruction, bicornuate 
uteri, and uterus didelphys) and diverticulosis of the 
fallopian tubes.8 
Differentiating point is clinical examination, 
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Clinically Mullerian duct cyst and Gartner cysts 
are mainly seen in midline whereas Bartholin’s is 
detected in postero-lateral aspect and is commonly 
infected and epidermal cyst are mainly detected in 
area where there is history of surgical incisions.9

MRI helps in diagnosis. It is detected as hyper intense 
area in MRI scan.10 MRI also helps to detect any other 
associated anomalies and whether cyst is connected 
with surrounding structures or not. This is important 
as anomalies may be associated in Mullerian duct 
cyst and Gartner cyst.
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examination. Mullerian duct cyst is lined by columnar 
endocervical-like or cuboidal epithelium. Gartner’s 
duct cysts are lined by cuboidal epithelium. 
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cysts are lined by transitional, mucin-rich columnar 
or squamous epithelium and were frequently 
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cyst duct are asymptomatic and thus rarely require 
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and will obstruct normal labor, cause coital problems, 
voiding problem and pain due to infection.12  If any 
of these problems exists then excision has to be 
carried out. If during that time we are not aware of 
different presentations of disease we will land up in 
giving wrong treatment. As in this case drainage and 
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required full removal of cyst wall.

CONCLUSIONS

In present scenario due to easy availability of 
imaging modalities; more and more diagnosis are 
made and treatment is given. It is now important 
that clinicians should be well versed with not only 
common problems but also rare entities. It is also 
important that clinicians should have knowledge 
��� ��
����� �
����=�
�� �
=���
�� ��� ��
��� �
��� 
���
training modalities should be made so that they can 
be trained in imaging techniques. In today’s changing 
scenario it is important that clinician should be 
aware of not only clinical skills but also knowledge 
of anatomy, embryology, pathology, microbiology, 
pharmacology, radiology and other medical aspects 
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