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Abstract

Prostatic utricle cysts with calculus and hypospadias are rare. There
are a few reported cases. We present a case of a prostatic utricle
cyst with huge calculus in a 25-year-old male. He had a history
of left cryptorchidism and surgery for penoscrotal hypospadias in
his infancy. He was referred for frequent micturition, urgency of
urination, urine pain, terminal hematuria, and dysuria. A computed
tomography (CT) revealed a retrovesical cystic lesion of low den-
sity, showing a 5 x 5-cm calcification. Retrograde urethrocystog-
raphy showed a 5 x 5-cm high-density shadow in the posterior
urethra. The cyst was incised by transperineal approach and the
stone was clearly observed and removed. Urethral stricture repair
was performed simultaneously. The patient recovered smoothly
after surgery.

Introduction

Prostatic utricle cysts are embryological remnants of the
Mdillerian duct, with prevalence rates as high as 4% and
1% in newborns and adults, respectively.” There are few
reported cases.> The cysts may be accompanied by other
deformities, including hypospadias, renal agenesis, and
incomplete testicular descent. The anatomical relationship
of the prostatic utricle with adjacent structures, including
bladder, rectal, ejaculatory duct and neurovascular struc-
tures, is relatively complicated, which may lead to a difficult
treatment. This report describes an adult man with huge cal-
culus secondary to prostatic utricle cyst diagnosed by com-
puted tomography (CT) and retrograde urethrocystography.

Case report

A 25-year-old male presenfted with frequent micturition,
urgency of urination, urine pain, terminal hematuria, and

dysuria for 2 years. He had a history of left cryptorchidism
and surgery for penoscrotal hypospadias in his infancy. A
digital rectal examination showed a rocky, well-defined
prostate with disappeared central sulcus. Abdominal CT
demonstrated a retrovesical cystic lesion of low density,
in which a 5 x 5-cm calcification was shown. The prostate
and bilateral seminal vesicle glands were obscure (Fig. 1).
Retrograde urethrocystography showed a 5 x 5-cm high-
density shadow in the posterior urethra. The urethra dis-
played a rough intima with beaded changes after the injec-
tion of contrast media. The contrast agent failed to flow into
the bladder (Fig. 2). Urine culture showed Escherichia coil
infection. Treatment with levofloxacin, for this infection,
began 2 days before surgery. Blood test results and pros-
tate-specific antigen were normal, and ejaculation function
was normal. Semen analysis revealed a spermiogram with
a volume of 3.5 mL, a number of 42 x 109mL, motility of
75%, teratospermia of 9%, and 1 x 10°/mL leukocytes. There
were no erythrocytes on microscopic evaluation. Base on
the examinations, the patient was diagnosed the prostatic
utricle cyst. Urine cultures were negative on postoperative
day 3. Since hypospadias was present, we performed a trans-
perineal cyst incision.

The patient was placed in the lithotomy position under
general anesthesia. First we explored the urethra with
the 12th urethral bougie; the urethral stricture was about
10 cm from the urinary meatus and the bougie could not
pass through the stricture (Fig. 3). The cyst was approached
through a longitudinal incision of about 8 cm at the perine-
um (Fig. 4). While it was cut, yellow purulent secretions
flowed out of the cyst and a spherical brown stone, about
5 cm in diameter, appeared and was removed completely
(Fig. 5). Urethral stricture repair was performed after the
fortified iodine solution washed the cyst. The patient had
an uneventful recovery and the retrograde urethrocystogra-
phy showed no evidence of urethral narrowing and stones
3 months postoperatively (Fig. 6).
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Fig. 1. A computed tomography scan showing a retrovesical cystic lesion of low density, in which a 5 x 5-cm calcification is seen. The prostate and bilateral seminal
vesicle glands were obscure.

Fig. 2. Retrograde urethrocystography showing a 5 x 5-cm high-density shadow in the posterior urethra. The urethra displayed a rough intima with beaded changes
after injection of contrast media. The contrast agent failed to flow into the bladder.
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Fig. 4. A midline sagittal incision was made from the caudal end of the scrotum

to the anterior margin of the anus.

Fig. 3. The urethra was explored using the 12th urethral bougie and the urethral
stricture was about 10 cm from the urinary meatus.

Discussion

Prostatic utricle cysts result from the regression of the
Mdllerian paramesonephric ducts or decreased androgenic
stimulation of the urogenital sinus. The cyst can be congeni-
tal and often associated with hypospadias, cryptorchidism,
or renal agenesis. The incidence of prostatic utricle cysts is
about 11% to 14% in patients with hypospadias or sexual
deformity, while 50% of perineal hypospadias comes with
prostatic utricle cysts.

The cyst is usually located in the midline, posterior to
the prostate. It can become large and displace the urinary
bladder or rectum, leading to various symptoms, including
repeated urinary tract infection, epididymitis, hematuresis,
pyuria, uroclepsia, oligospermia, uroschesis, and constipa-
tion."” In this case, frequent micturition, urgency of uri-
nation, urine pain, terminal hematuria, and dysuria were
present, but semen analysis was normal.

Since the cysts were close to the pelvic nerves, ureters,
rectum, ejaculatory ducts and vas deferens, surgery was a
challenge. Endoscopic transurethral puncture aspiration to
the cysts or cyst unroofing had been reported by Schuhrke,
but had a high recurrence rate.? Open surgery has been used
for most symptomatic utricle cysts, including transurethral
unroofing and holmium laser litholapaxy,** or complete
resection through a suprapubic extraperitoneal approach.**
These approaches are accompanied by limited anatomical
visualization, leading to increased difficulty in operation. In asmm
the present case, the cyst was accompanied by hypospadias WWWMMMMMhMM |
and a huge stone, and the transurethral fenestration could LAY B

Fig. 5. The stone inside the cyst was about 5 cm in diameter.
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Fig. 6. Retrograde urethrocystography showing no evidence of urethral
narrowing and stones 3 months after surgery.

not be completed because of the urethral stricture. Therefore
the transperineal approach was adopted.

Conclusion

The prostatic utricle cyst is a rare clinical entity, and optimal
surgical results require accurate definition of its anatomic
relationship to the adjacent structures.
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