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Seminal vesicle cysts are a very rare condition and its often associated with ipsilateral

renal agenesis. The diagnosis of seminal vesicle cysts may be delayed or missed because of

the non-specific symptoms of this condition. This article reports a triad of right renal

agenesis, ipsilateral seminal vesicle cyst, and ejaculatory duct obstruction (Zinner syn-

drome) in a 56 years old man.

© 2016 the Authors. Published by Elsevier Inc. under copyright license from the University

of Washington. This is an open access article under the CC BY-NC-ND license (http://

creativecommons.org/licenses/by-nc-nd/4.0/).
A 56-year-old man was sent by his general practitioner to our

department because of genitourinary discomfort history that

beganaboutayearagobuthadworsenedoverthepast6months.

His symptoms included perianal pain, dysuria, increased

urinary frequency, ejaculation failure, therefore was initially

diagnosed prostatitis.

Actually, the serum markers for prostate cancer, prostate-

specific antigen and prostatic acid phosphatase, and carci-

noembryonic antigen (CEA) were in the normal range, and, in

addition, symptomswere not improved after antibiotic therapy.
. Giuricin).

Elsevier Inc. under copy
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His past medical history included situs viscerum inversus.

A few days before, the patient had performed ultraso-

nography (US) in another center (not available) that

revealed the presence of a cystic mass localized in the

pelvic region. A contrast-enhanced abdomen computed

tomography (CT) was performed using a 64-row scanner

(LightSpeed VCT, General Electric Medical System,

Milwaukee, WI, USA) before and after the injection of

iodinate contrast medium (Iomeron 350 mg/mL, Bracco

Imaging, Milan, Italy).
right license from the University of Washington. This is an open
ns.org/licenses/by-nc-nd/4.0/).
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Fig. 1 e A 56-year-old man with a condition of situs

viscerum inversus.

R a d i o l o g y C a s e R e p o r t s 1 2 ( 2 0 1 7 ) 5 4e5 8 55
CT scan confirmed left kidney agenesis and the condition

of situs viscerum inversus (Fig. 1).

In addition, CT demonstrated large lobulatedmultiloculated

cystic lesion of left seminal vesicle with a saccular dilated

enlarged ectopic ureter opening into the cystic left seminal

vesicle (Fig. 2).

The lesion diameters were approximately 7.9 � 3.8 cm.

After injection of intravenous contrast material, the cystic

lesion did not show enhancement (Figs. 3 and 4).

Pelvic MRI was performed with a 1.5-T scanner (Achieva,

Philips medical systems, BEST, Netherlands) using a pelvic

phased-array coil.

The imaging protocol included a T1-weighted (W) turbo

spin-echo (TSE), a T2-W TSE, a T1-W TSE fat-saturation,

performed in the transverse and coronal plane.
Fig. 2 e Contrast-enhanced axial CT of the abdomen (A) with
No intravenous contrast medium was administered.

MRI showed laterally located cystic lesion in region of left

seminal vesicle.

On T1-weighted images, themultiloculated seminal vesicle

cyst appeared hypointense. The cystic lesion appeared bright

on T2-weighted images (Fig. 5).

The coronal T1-weighted image showed a dilated and

ectopic ureter draining into the left seminal vesicle with a

length of 10 cm (Fig. 6).

There was also a significant compression over the right

ejaculatory duct.

Moreover, the distal part of vas deferens was compressed.

The patient was sent to a specialized urology center for

correct planning treatment.
Discussion

Etiology and demographics

Renal agenesis associated with ipsilateral seminal vesicle

cysts and obstruction of the ejaculatory duct is a triad of

Wolffian duct anomalies and is known as the Zinner

syndrome.

This syndrome is frequently associated with other

anomalies such as ectopic ureter and megaureter as in our

case [1,2].

Malformations of seminal vesicles and particularly semi-

nal vesicles cysts are often associated with other abnormal-

ities of the urogenital system development, such as unilateral

renal agenesis.

In fact, both derive from mesonephric duct that form

during the fourth week of gestation.

A defect of induction of ureteric bud from the metanephric

blastema, often due to a deficiency of the bud development,

can lead to lack or to a defect of the kidney formation.

Moreover, male people may have an atresia of the ejacu-

latory duct, due to a developmental abnormality of the distal

part of Wolffian ducts.

Atresia of the ejaculatory duct leads over time to a collec-

tion of secretions in the seminal vesicle resulting in the

formation of a cyst.
coronal (B) reconstructions shows a left kidney agenesis.
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Fig. 3 e Axial CT of the pelvis demonstrated a large

lobulated multiloculated cystic lesion of left seminal

vesicle; after injection of intravenous contrast material, the

cystic lesion did not show enhancement.
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In addition, if the ureteric bud originates distal to the

urogenital sinus, it has no time to become independent from

the mesonephric duct and is dragged from its migration

outside the primitive bladder, giving rise to an ectopic

ureter.

In males, the ectopic ureter can flow into the back urethra,

along the seminal vesicles, deferent duct, or epididymis

[1,3,4].
Fig. 4 e Axial TC images (A) with sagittal reconstruction (B) revea

cystic left seminal vesicle.
The association of a seminal vesicle cyst with ipsilateral

renal agenesis was first reported in 1914 by Zinner and sub-

sequently came to be known as Zinner's syndrome [4].

The diagnosis is usually made between the second to fifth

decade of life, when the cyst is enlarged enough to make

symptomatic patients [5].

To our knowledge, this is the first case of seminal vesicle

cysts combined with genitourinary anomalies and situs

viscerum inversus.

In Taipei, an ultrasound-based studywas performedwhich

analyzed 280,000 children, demonstrating the presence of

seminal vesicle cysts with 0.0%e0.46% incidence in patients

with ipsilateral renal agenesis [6].

Clinical and imaging findings

Usually, the seminal vesicles cysts remain symptomatically

silent until they grow up to at least 5 cm, sparking an

inflammation of the genitourinary system.

Van den Ouden et al. studied 52 patients with Zinner’s

syndrome and found that the most common symptoms

include dysuria (37%), frequency (33%), perineal pain (29%),

epididymitis (27%), and pain after ejaculation (21%) [7].

Patients may be asymptomatic or have aspecific perineal

pain or infertility [8].

Pavan et al. demonstrated a unique case of paratesticular

mass mimicking a varicocele [9].

Several diagnostic instruments can be used to differentiate

seminal vesicles cysts from other pelvic masses.

First you may choose to proceed with a noninvasive tech-

nique as US or transrectal ultrasonography in evaluating

patients with suspected mesonephric duct development

failure [10].
l a saccular dilated enlarged ectopic ureter opening into the
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Fig. 5 e Axial MRI of the pelvic region (A), with coronal reconstructions (B) demonstrates a located cystic lesion in region of

left seminal vesicle. The cystic lesion appeared bright on T2-weighted images.

R a d i o l o g y C a s e R e p o r t s 1 2 ( 2 0 1 7 ) 5 4e5 8 57
This examination can detect the presence of an anechoic

mass in the region of the seminal vesicles; however, it is an

operator-dependent method and also is a very limited exam-

ination that does not allow for an extensive study of pelvic

organs, such as computed tomography (CT) and magnetic

resonance imaging (MRI).

Kenney et al. [11] reported a large spectrum of image

findings, ranging from a cystic pelvic mass with a thick

irregular wall to apparent enlargement of the ipsilateral

seminal vesicle.
Fig. 6 e The coronal T1-weighted image showed a dilated

and ectopic ureter draining into the left seminal vesicle

with a length of 10 cm.
Other reported findings include a well-defined low-atten-

uation retrovesicular mass arising from the seminal vesicle,

cephalic to the prostate gland [2].

Thanks to multiplanar imaging and the use of differ-

ently weighted sequences, MRI can thoroughly evaluate

all pelvic organs and may also characterize, also through

the use of post contrastographic sequences, any pelvic

masses.

This leads not only a definitive diagnosis, but the imaging

may be useful for surgical planning of seminal vesicles cyst

excision, as it shows anatomic relationships between the

different pelvic structures.

On MRI, seminal vesicle cysts are of variable signal

intensity on T1-weighted images, are generally of fluid signal

intensity on T2-weighted images, and are nonenhancing

after IV gadolinium administration. Increased T1-weighted

intensity is thought to reflect hemorrhage or an increased

concentration of proteinaceous fluid [2].

Sometimes MRI can show the connection between ectopic

ureter and seminal vesicle, which quite often is lost at TC

investigation [12].

Seminal vesicles cysts come into differential diagnosis

with several cystic diseases of pelvic organs. These include

true cysts of the prostate gland, ureteroceles, müllerian duct

cysts, and Gartner’s duct cyst [13].

Features which help us to make the differential diagnosis

are cyst position, (median, paramedian, or lateral), develop-

mental abnormalities associated such as renal agenesis or

anomalies of the external genitalia and not least the MRI

characteristics.

Treatment

Treatment can be conservative.

For more than 5 cm or symptomatic cysts, the best treat-

ment is laparoscopic surgery because it has the advantage of

magnification, good visualization, direct approach, and less

invasiveness [14].
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In conclusion, both CT and MRI allow to properly investi-

gate renal and seminal vesicles anomalies which are often

combined. MRI exceeds CT in studying abdomen and pelvis

not only for the absence of ionizing radiation but also for its

imaging capability and soft tissue contrast which are crucial

features in the assessment of relations between pelvic organs

and structures.
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