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Case report

Seminal vesicle cyst presenting with acute retention of urine
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Introduction
Acute retention of urine is defined, as painful retention
of urine with residual urine of more than 300 ml.
Commonest cause in an adult male is benign prostatic
hypertrophy. Other causes include impacted calculus
in urethra, foreign bodies in urethra, prostate cancer,
urethral stricture, bladder calculi and bladder cancer.
We present an unusual case of acute retention from a
large seminal vesicle cyst.

Case report
A 52 year-old male patient presented with a history of
poor flow, hesitancy for 3 to 4 months with constipation.
He developed acute retention of urine several weeks
later. Examination revealed a tender distended pelvic
mass. Digital rectal examination revealed a small clinically
benign prostate and a fluctuant mass in retro-vesicle
pouch.

Ultra sound scan revealed a cystic mass 9.1 cm x 9 cm
x 9.3 cm behind the bladder (Figure 1). Computed
tomography (CT) confirmed that a large cystic mass
apparently arising from the left seminal vesicle displacing
the bladder anteriorly and compressing the rectum
(Figure 2).

Following urethral catheterization, 400 ml of urine was
drained but a large residual pelvic lump was still palpable
abdominally. He underwent exploratory laparotomy and
found to have a large cystic mass in the pelvis com-
pressing the rectum and displacing the urinary bladder
anteriorly. Cyst was aspirated and excised fully.
Subsequent histological examination confirmed a benign
seminal vesicle cyst.

Discussion
Seminal vesicle cyst is an uncommon entity and could
present with different symptomatology (1). They could
be congenital or acquired (2). Most are congenital cysts
and usually occur as a solitary lesion (3,4). The eatiology
behind the formation of seminal vesicle cysts is thought
to be due to obstruction of the ejaculatory duct. Many
other associated anomalies have been described,
ipsilateral renal agenesis is the commonest among them
(5).

Small congenital seminal vesicle cysts are usually
asymptomatic. When symptomatic, they can presentFigure 1. USS showing the bladder and cystic lesion.

Figure 2. Coronal section through pelvis.
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with a wide range of clinical features related to urethra,
bladder, bowel and prostate namely dysuria, perineal
pain, features of bladder outlet obstruction and
prostatitis, epididymitis and constipation. Very large
cysts may be palpable abdominally (6). Large seminal
vesicle cysts can present with acute retention of urine
(7). Symptomatic congenital cysts usually present
between the ages of 18 to 40 but late presentations are
possible as in this patient.

Differential diagnosis includes benign tumours of
seminal vesicles, mullerian duct cysts, prostatic cysts,
diverticula of the ejaculatory duct and malignant tumours
of the seminal vesicles.

Transrectal Ultrasound examination is the initial imaging
method of choice and seminal vesicle cysts are seen as
paramedian cysts (7,8). CT scan will accurately define
the pelvic anatomy and helps to assess the associated
renal anomalies. MRI provides the most accurate
assessment of cystic masses in the abdomen and pelvis.
Asymptomatic seminal vesicle cysts do not require
intervention. However, large symptomatic cysts need
intervention to relieve symptoms and several approaches
have been described. Surgical techniques range from
transurethral drainage into bladder to open and
laparosopic (9) excision through transperitoneal route.
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