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Abstract
Canal of Nuck abnormality is a rare surgical condition. The pathologies are mostly encountered in young
girls, less than five years of age. The incidence is even less in adults. Various pathologic conditions related to
the failure of processus vaginalis obliteration can occur, involving herniation of intraabdominal structures
including intestinal and genital contents such as the uterus, fallopian tube, and ovary and hydrocele of the
canal of Nuck.

According to its rarity, hydrocele of canal of Nuck is often misdiagnosed for common groin masses. This
review summarizes and simplifies embryology, the pathophysiology of the canal of Nuck abnormalities,
imaging findings, and treatment options with emphasis on the hydrocele. 
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Introduction And Background
Anton Nuck described the canal of Nuck for the first time in 1691 [1]. Normally, the processus vaginalis
closes during the first year of life. Failure of the closure results in various pathologies presented as groin
lumps. These clinical presentations need to be distinguished from other groin masses. Understanding the
embryology and pathophysiology of these conditions could help in the differential diagnosis. Awareness of
this entity is critical in order to get an appropriate diagnosis from imaging exams and prevent unneeded
biopsy or surgical intervention. The pathogenesis of congenital abnormality, diagnostic modality and
treatment are summarized in this review.

Review
Embryology
The gubernaculum and the processus vaginalis, two important components in the development of the
inguinal canal, are both involved. The gubernaculum is a fibromuscular structure that develops between
eight and 12 weeks in a fetus [2]. The structure is connected to the inferior pole of the growing gonad and
extends down to the groin area. In males, the distal gubernaculum continues to grow to enable the testes to
descend into the scrotum. Because of the lack of influence from androgen, the gubernaculum in females
stops growing, allowing the gonadal content in the pelvis to be retained in the pelvis. It is attached to the
uterine cornua and develops into the ovarian suspensory ligament above the site of connection between two
structures. The distal part forms the round ligament that descends into the inguinal canal and extends to the
labia majora. 

The processus vaginalis is an invagination of the parietal peritoneum that enters the deep inguinal ring
before the gubernaculum. Within the inguinal canal, it lies medial to the gubernaculum [3]. The processus
vaginalis develops in the first trimester. In males, it facilitates the gubernaculum to create a dilated passage
for the testicular descending to the scrotum. The canal of Nuck refers to the section of the processus
vaginalis that is located in the inguinal canal in females [4]. Figure 1 and Figure 2 show illustrations of
embryology during the third and fourth months of gestation, respectively.
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FIGURE 1: Embryology during the third month of gestation
Illustration created by the authors.

FIGURE 2: Embryology during the fourth month of gestation
Illustration created by the authors.

The pathogenesis of hydrocele of the canal of Nuck and related
abnormalities
Normally, in humans, from the eighth month of pregnancy to the first year of life, the canal of Nuck
completely disappears in a craniocaudal axis. Failure of the obliteration of the canal of Nuck leads to various
pathologies. Complete failure of closure results in a patent canal of Nuck. Abnormalities following this
condition include communicating hydrocele and hernia. If the gubernaculum fails to adhere to the uterine
cornua, the ovary might descend via the inguinal canal [5]. Herniation of the uterus into the ovary has been
seen in certain cases [6-8]. A uterine herniation is almost typically associated with the presence of a
fallopian tube or ovarian hernia [9]. Herniation of an ovary could lead to incarceration, strangulation, or
ovarian torsion which requires emergency treatment.

Incomplete closure of the canal of Nuck leads to the formation of hydrocele. When the proximal portion of
the processus vaginalis closes, and the distal portion is still patent, the processus vaginalis which is lined by
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mesothelial cells will secrete fluid that accumulates in the potential space. The hydrocele can be elongated,
or sausage-shaped which follows a narrow configuration of the inguinal canal. As the disproportion between
production and absorption of the secreted fluid continues, the hydrocele becomes more rounded [2].
Classification of hydrocele of the canal of Nuck has been described [10] as follows:

Type 1: An encysted hydrocele is a kind of cyst that develops as a consequence of partial obliteration of just
the proximal portion of the canal of Nuck. Typical clinical presentation is a nonreducible, painless
mass whose volume remains unchanged when the Valsalva maneuver is performed [11]. When there is an
imbalance between fluid secretion and absorption, which can occur as a result of trauma, inflammation, or
lymphatic drainage impairment, the cyst can abruptly grow in size [12]. Within a closed cyst, an infection
might develop following a slight trauma or intracystic hemorrhage. The patient may complain of a painful
mass that is mistaken for an incarcerated hernia [13].

Type 2: A communicating hydrocele. This pathology occurs from the patency of the canal of Nuck. It appears
as a non-tender reducible mass that may only arise after performing the Valsalva maneuver or standing.

Type 3: A combined type. The lesion has an encysted inferior section in the inguinal canal and labia majora,
as well as an upper intraabdominal portion. The hydrocele is compressed by the deep inguinal ring, creating
an hourglass appearance.

Clinical manifestation
A hydrocele of the canal of Nuck may manifest clinically as either a painless or a painful fluctuant inguinal
mass, with no accompanying nausea or vomiting. As a result, it is difficult to identify this entity only based
on clinical signs. When executing the Valsalva maneuver, this mass normally extends to the labia majora
and does not enlarge [14]. In case the mass is not reducible and, if it is big enough, it may be
transilluminated. As long as the peritoneal evagination is patent, it creates an opening for the development
of an indirect inguinal hernia. The anatomy of a hydrocele of the canal of Nuck is formed by partial proximal
obliteration of the processus vaginalis, which leaves the distal section of the processus vaginalis intact.

In women, inguinal swelling should be differentiated from an indirect inguinal hernia, tumors (lipoma,
leiomyoma, and sarcoma), cyst, abscess, and lymphadenitis [12]. The canal of Nuck should be differentiated
from an inguinal hernia in most cases, and a hernia should be highly suspected when bowel noises are heard
from the mass. Unless the hernia component co-exists with the bowel as the content, there may be no signs
of intestinal obstruction. Hernias are often noticed when the patency is big enough to enable the bowel or
omentum to protrude into the canal [1].

Imaging
Ultrasound

For initial imaging of canal of Nuck abnormalities, ultrasound is the preferred method [15]. The modality
shows superiority in accessing superficial structures with high-resolution images. A hydrocele of the canal
of Nuck usually appears as a well-defined anechoic lesion with posterior acoustic enhancement [9,16]. Figure
3 shows a typical ultrasound finding of a hydrocele of the canal of Nuck. The lesion might appear
hypoechoic or demonstrate low-level echoes due to high protein content. When complication of the
hydrocele such as infection or hemorrhage occurs, the lesion probably shows a complex appearance which
are echogenic content such as thickened wall, or internal septation. Due to the existence of a tiny, thin-
walled cyst inside that is linked to the larger cyst that moves in reaction to the pressure applied by the
transducer, the look of a "cyst-in-cyst" may be seen. A cyst-in-cyst feature may be mistaken for a follicular
ovary, which likewise has thin vascularized parenchyma surrounding it. These findings need to be
distinguished from incarcerated bowel loop by demonstration of continuity of content with the
intraperitoneal cavity in the latter condition. There should be no color flow in the lesion when using
Doppler ultrasound.
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FIGURE 3: Ultrasound of authors' patient shows echogenicity with a
posterior acoustic enhancement of hydrocele of the canal of Nuck

Magnetic Resonance Imaging (MRI)

When ultrasonography is inconclusive, an MRI is used to obtain additional information about the herniated
structures [2,17]. There is no radiation associated with this imaging modality. Its larger field of view enables
a more precise anatomical relationship between the pathology in the canal of Nuck and intraperitoneal
structures. The canal of Nuck hydrocele is often hypointense on T1-weighted imaging and hyperintense on
T2-weighted images. Faint internal septation can be found if there is a coexistence of infectious or
inflammatory process [18]. An MRI can also help distinguish pathologies of the canal of Nuck from other soft
tissue tumors that can present as a palpable inguinal mass. However, patients need to stay still for the long
scanning time which is difficult in the case of pediatric patients.

Computed Tomography (CT)

A CT scan is not the first imaging modality to choose when accessing groin mass due to its radiation.
However, due to its short scanning time, high availability, and the possibility of an uncertain diagnosis of
inguinal hernia and other groin mass, a CT scan is commonly performed in an adult population.

Another circumstance is when a patient presented with nonspecific abdominal pain at the emergency
department, a CT scan would be requested to evaluate the cause of the abdominal pain, and pathology of the
canal of Nuck would be incidental findings. When the inguinal canal is simple, a well-defined low-density
collection may be seen on CT imaging, which can be used to quantify fluid attenuation. Figure 4, and Figure
5 show the typical CT of a hydrocele of the canal of Nuck. When the collection is complicated, such as when
there are septations or proteinaceous/hemorrhagic contents, the collection is somewhat above fluid
attenuation. On CT, neither simple nor complex cysts exhibit any contrast enhancement [2].
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FIGURE 4: Plain axial CT scan of authors' patient shows comma-shaped
hydrocele that contains fluid attenuation (arrow)
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FIGURE 5: Coronal CT scan of authors' patient in venous phase shows
the proximal origin of hydrocele of the canal of Nuck (yellow arrow)
lateral to inferior epigastric vessels (white arrow)

Treatment
Acute or chronic symptoms, as well as hydrocele infections, are possible [13,19,20]. Even though a great
number of hydroceles are reported, most do not warrant urgent surgical intervention. However, a few do due
to infections, tumors, or herniation into the canal of Nuck. The surgical treatment for a cyst of the Canal of
Nuck is excision of the cystic structure with concomitant closure of the inguinal defect, with or without
mesh [21-23]. Recurrences may be reduced by surgically closing the prosessus vaginalis and eliminating the
cyst. The extent of the condition, precision of the preoperative diagnosis, the presence of an inguinal hernia,
and other factors all determine the most appropriate surgical procedure. If an inguinal hernia is diagnosed at
the same time, a hernia repair with or without mesh insertion may be done simultaneously. An extra vulva
repair may be advised in situations with mass extension to the labia majora. [24]. Intraoperative pictures of a
hydrocele of the canal of Nuck are shown in Figure 6 and Figure 7.

2022 Keeratibharat et al. Cureus 14(4): e23757. DOI 10.7759/cureus.23757 6 of 10

https://assets.cureus.com/uploads/figure/file/352072/lightbox_583d88b0ade011ec9fdf8165b8a355d4-figure-5-new.png


FIGURE 6: Intraoperative picture by the authors - a hydrocele of the
canal of Nuck (two arrows). The round ligament was encircled (one
arrow).
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FIGURE 7: Intraoperative picture of a hydrocele of the canal of Nuck
taken by the authors. This picture shows the obliteration of proximal
processus vaginalis (arrow).

Although there have been instances of laparoscopic excision of a canal of Nuck cyst in recent years,
individuals with a canal of Nuck cyst with an indirect inguinal hernia might contemplate laparoscopic
surgery [25,26]. Concurrent correction of the inguinal hernia is feasible. If it's only a simple cyst in the canal
of Nuck, the laparoscopic excision will almost certainly result in an expansion of the inner ring, which will
need the placement of a patch to fasten. [27]. Furthermore, due to the restricted view of the inguinal
anatomy during laparoscopic cystic excision, distal end cyst removal is a challenging procedure that requires
expert skill and experience [28]. If laparoscopy confirms that the patient has a pure cyst of the canal of Nuck
at this time, the anterior resection may be done without hesitation, perhaps shortening the operative
time [29]. Thus, laparoscopy may be the most effective tool for identifying the probable point of weakness
and internal organ confinement in the peritoneal cavity due to increasing intra-abdominal pressure of
the pneumoperitoneum [19,30,31].

As a consequence, surgeons must choose the appropriate approach for the diagnosis and treatment of a
canal of Nuck cyst depending on the woman's age, concomitant with an inguinal hernia, and whether the
patient desires to get pregnant in the future. The laparoscopic technique in combination with the anterior
approach is the most exact diagnostic procedure and the shortest operation for the treatment of a pure cyst
of the canal of Nuck. It may be the most effective treatment option for young women of reproductive age
who do not have a hernia [32]. Furthermore, cyst aspiration may help ease symptoms but is not suggested as
a definite treatment [33].

Discussion
The canal of Nuck hydrocele in the setting of groin mass is a rare occurrence that must be correctly
identified in terms of terminology once an accurate diagnosis is achieved. According to 19th century
literature, such cases were commonly misconstrued and hence identified and treated as common inguinal or
femoral hernias [34]. For decades, there were just a few cases when this entity was mentioned in individual
case reports. Initially, the limited case studies focused only on diagnosis and not on surgical
treatment [10,35]. Only one case report has addressed the adult entity of Nuck's hydrocele. There are still no
documented case series of adult females with this inguinal condition.

There is a possibility of several different masses in the female inguinal area. In summary, hernia,
lymphadenopathy, abscess, Bartholin's cyst, and hematoma are all possible diagnoses for this
condition. [36]. There have also been instances of endometriosis in the canal of Nuck [22,37]. Similar results
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are possible in the canal of Nuck, with the most frequent being isolated hydroceles or hernias [2].
Furthermore, disease in the canal of Nuck may be more prevalent than previously thought and should be
included in the differential diagnosis of groin discomfort [38].

For the reason that it is inexpensive and widely available, ultrasonography may be used to get initial
imaging information, whereas magnetic resonance imaging (MRI) can be used for more complicated issues
and additional investigation [38,39]. Sonographic findings typically show an extended mass containing
anechoic fluid in the form of a well-defined anechoic lesion [40]. Omental fat or intraperitoneal organs may
be present in a hernia [38]. A Valsalva maneuver may occasionally modify the content of a hernia while
leaving an encysted hydrocele untouched [41]. As previously indicated, MRI may be used to evaluate
ambiguous sonographic data, especially when a herniation is suspected [38].

A hydrocelectomy would be performed first, followed by a hernioplasty. Transabdominal preperitoneal repair
(TAPP) and Lichtenstein hernioplasty are comparable and they may be used equally as treatments. [19]. A
comparison of the two techniques is anticipated to provide findings similar to those reported in a meta-
analysis of inguinal hernia in men, and as a result TAPP was shown to be related to reduced persistent
inguinal pain than a Lichtenstein repair. [42]. Furthermore, the laparoscopic total extraperitoneal hernia
repair (TEP) approach is a viable option [19]. Both TAPP and TEP are anticipated to provide equivalent
results, with TAPP having benefits in terms of shorter operation time and lower conversion rates [43].
Moreover, it is well known that finding anatomic landmarks when utilizing the TEP technique is more
difficult than when using the TAPP approach, and hence this approach is not appropriate for
exploration [44]. Ultrasound-guided cyst aspiration might be used to ease patient suffering temporarily,
especially in unfit patients who are unable to undergo surgery [12].

Conclusions
The hydrocele of the canal of Nuck is rarely discussed in depth in surgical and gynaecological textbooks, and
it remains an unfamiliar condition for clinicians. In certain circumstances, this issue is sometimes
misidentified as an inguinal hernia or an abscess. Ultrasonography is a useful and initial modality for
distinguishing the hydrocele of the canal of Nuck from other conditions. In the event of a hernia, the
treatment of choice is hydrocelectomy, followed by hernioplasty, both of which are surgical procedures.

Additional Information
Disclosures
Conflicts of interest: In compliance with the ICMJE uniform disclosure form, all authors declare the
following: Payment/services info: All authors have declared that no financial support was received from
any organization for the submitted work. Financial relationships: All authors have declared that they have
no financial relationships at present or within the previous three years with any organizations that might
have an interest in the submitted work. Other relationships: All authors have declared that there are no
other relationships or activities that could appear to have influenced the submitted work.

References
1. Kono R, Terasaki H, Murakami N, Tanaka M, Takeda J, Abe T: Hydrocele of the canal of Nuck: a case report

with magnetic resonance hydrography findings. Surg Case Rep. 2015, 1:86. 10.1186/s40792-015-0086-5
2. Nasser H, King M, Rosenberg HK, Rosen A, Wilck E, Simpson WL: Anatomy and pathology of the canal of

Nuck. Clin Imaging. 2018, 51:83-92. 10.1016/j.clinimag.2018.02.003
3. Cunha GR, Robboy SJ, Kurita T, Isaacson D, Shen J, Cao M, Baskin LS: Development of the human female

reproductive tract. Differentiation. 2018, 103:46-65. 10.1016/j.diff.2018.09.001
4. Shadbolt CL, Heinze SB, Dietrich RB: Imaging of groin masses: inguinal anatomy and pathologic conditions

revisited. Radiographics. 2001, 21 Spec No:S261-S271. 10.1148/radiographics.21.suppl_1.g01oc17s261
5. Rosa F, Martinetti C, Veirana MA, et al.: How embryology knowledge can help radiologists in the differential

diagnosis of canal of Nuck pathologies. Radiol Med. 2021, 126:910-924. 10.1007/s11547-021-01361-9
6. Thomas AK, Teague CT, Jancelewicz T: Canal of Nuck hernia containing pelvic structures presenting as a

labial mass. Radiol Case Rep. 2018, 13:534-536. 10.1016/j.radcr.2018.02.007
7. Jedrzejewski G, Stankiewicz A, Wieczorek AP: Uterus and ovary hernia of the canal of Nuck . Pediatr Radiol.

2008, 38:1257-1258. 10.1007/s00247-008-0959-x
8. Hamidi H, Rahimi M: Infantile presentation of the canal of Nuck hernia containing uterus and ovary: a case

report. Radiol Case Rep. 2020, 15:2557-2559. 10.1016/j.radcr.2020.09.049
9. Saguintaah M, Eulliot J, Bertrand M, et al.: Canal of Nuck abnormalities in pediatric female patients .

Radiographics. 2022, 42:541-558. 10.1148/rg.210145
10. Counseller VS, Black BM: Hydrocele of the canal of Nuck: Report of seventeen cases . Ann Surg. 1941,

113:625-630. 10.1097/00000658-194104000-00012
11. Brainwood M, Beirne G, Fenech M: Persistence of the processus vaginalis and its related disorders . Australas

J Ultrasound Med. 2020, 23:22-29. 10.1002/ajum.12195
12. Stickel WH, Manner M: Female hydrocele (cyst of the canal of Nuck): sonographic appearance of a rare and

little-known disorder. J Ultrasound Med. 2004, 23:429-432. 10.7863/jum.2004.23.3.429
13. Mandhan P, Raouf Z, Bhatti K: Infected hydrocele of the canal of Nuck . Case Rep Urol. 2013, 2013:275257.

10.1155/2013/275257

2022 Keeratibharat et al. Cureus 14(4): e23757. DOI 10.7759/cureus.23757 9 of 10

https://dx.doi.org/10.1186/s40792-015-0086-5
https://dx.doi.org/10.1186/s40792-015-0086-5
https://dx.doi.org/10.1016/j.clinimag.2018.02.003
https://dx.doi.org/10.1016/j.clinimag.2018.02.003
https://dx.doi.org/10.1016/j.diff.2018.09.001
https://dx.doi.org/10.1016/j.diff.2018.09.001
https://dx.doi.org/10.1148/radiographics.21.suppl_1.g01oc17s261
https://dx.doi.org/10.1148/radiographics.21.suppl_1.g01oc17s261
https://dx.doi.org/10.1007/s11547-021-01361-9
https://dx.doi.org/10.1007/s11547-021-01361-9
https://dx.doi.org/10.1016/j.radcr.2018.02.007
https://dx.doi.org/10.1016/j.radcr.2018.02.007
https://dx.doi.org/10.1007/s00247-008-0959-x
https://dx.doi.org/10.1007/s00247-008-0959-x
https://dx.doi.org/10.1016/j.radcr.2020.09.049
https://dx.doi.org/10.1016/j.radcr.2020.09.049
https://dx.doi.org/10.1148/rg.210145
https://dx.doi.org/10.1148/rg.210145
https://dx.doi.org/10.1097/00000658-194104000-00012
https://dx.doi.org/10.1097/00000658-194104000-00012
https://dx.doi.org/10.1002/ajum.12195
https://dx.doi.org/10.1002/ajum.12195
https://dx.doi.org/10.7863/jum.2004.23.3.429
https://dx.doi.org/10.7863/jum.2004.23.3.429
https://dx.doi.org/10.1155/2013/275257
https://dx.doi.org/10.1155/2013/275257


14. Sethi V, Patel H: Hydrocele in the Canal of Nuck - CT appearance of a developmental groin anomaly . J
Radiol Case Rep. 2016, 10:29-33. 10.3941/jrcr.v10i11.2521

15. Revzin MV, Ersahin D, Israel GM, Kirsch JD, Mathur M, Bokhari J, Scoutt LM: US of the inguinal canal:
comprehensive review of pathologic processes with CT and MR imaging correlation. Radiographics. 2016,
36:2028-2048. 10.1148/rg.2016150181

16. Kochis M, Goldstein AM, Griggs C: Canal of Nuck hydrocele. J Pediatr Surg Case Rep. 2021, 74:102049.
10.1016/j.epsc.2021.102049

17. Chan D, Kwon JK, Lagomarsino EM, Veltkamp JG, Yang MS, Pfeifer CM: Canal of Nuck hernias. Acta Radiol
Open. 2019, 8:10.1177/2058460119889867

18. Ozel A, Kirdar O, Halefoglu AM, et al.: Cysts of the canal of Nuck: ultrasound and magnetic resonance
imaging findings. J Ultrasound. 2009, 12:125-127. 10.1016/j.jus.2009.05.002

19. Matsumoto T, Hara T, Hirashita T, Kubo N, Hiroshige S, Orita H: Laparoscopic diagnosis and treatment of a
hydrocele of the canal of Nuck extending in the retroperitoneal space: a case report. Int J Surg Case Rep.
2014, 5:861-864. 10.1016/j.ijscr.2014.08.016

20. Sarkar S, Panja S, Kumar S: Hydrocele of the canal of Nuck (female hydrocele): a rare differential for
inguino-labial swelling. J Clin Diagn Res. 2016, 10:PD21-PD22. 10.7860/JCDR/2016/16710.7284

21. Ryan JD, Joyce MR, Pierce C, Brannigan A, O'Connell PR: Haematoma in a hydrocele of the canal of Nuck
mimicking a Richter's hernia. Hernia. 2009, 13:643-645. 10.1007/s10029-009-0493-2

22. Bagul A, Jones S, Dundas S, Aly EH: Endometriosis in the canal of Nuck hydrocele: an unusual presentation .
Int J Surg Case Rep. 2011, 2:288-289. 10.1016/j.ijscr.2011.03.008

23. Jiménez JS, Barbero P, Tejerizo A, Guillén C, Strate C: A laparoscopic approach to Nuck's duct endometriosis .
Fertil Steril. 2011, 96:e103-e105. 10.1016/j.fertnstert.2011.05.083

24. Ferreira AF, Marques JP, Falcão F: Hydrocele of the canal of Nuck presenting as a sausage-shaped mass . BMJ
Case Rep. 2017, 2017:10.1136/bcr-2017-221024

25. Chihara N, Taniai N, Suzuki H, Nakata R, Shioda M, Yoshida H: Use of a Novel Open Posterior Wall
Technique for Laparoscopic Excision of Hydrocele of the Canal of Nuck in an Adult Female: Case Report. J
Nippon Med Sch. 2020, 86:345-348. 10.1272/jnms.JNMS.2019_86-601

26. Qureshi NJ, Lakshman K: Laparoscopic excision of cyst of canal of Nuck . J Minim Access Surg. 2014, 10:87-9.
10.4103/0972-9941.129960

27. Shahid F, El Ansari W, Ben-Gashir M, Abdelaal A: Laparoscopic hydrocelectomy of the canal of Nuck in
adult female: Case report and literature review. Int J Surg Case Rep. 2020, 66:338-41.
10.1016/j.ijscr.2019.11.040

28. Kojima S, Sakamoto T: Laparoscopic total extraperitoneal treatment for a hydrocele of the canal of Nuck
located entirely within the inguinal canal: A case report. Asian J Endosc Surg. 2020, 13:453-6.
10.1111/ases.12769

29. Kohata A, Hirata Y, Ishikawa S, et al.: Large hydrocele of the canal of Nuck diagnosed and treated using
conventional and laparoscopic methods. J Surg Case Rep. 2020, 2020:rjaa222. 10.1093/jscr/rjaa222

30. Cheng EM, Sarkar A, Perera DS: Hydrocoele in the canal of Nuck in an adult female: a rare cause for inguinal
swelling. ANZ J Surg. 2021, 91:E210-E211. 10.1111/ans.16279

31. Fikatas P, Megas IF, Mantouvalou K, et al.: Hydroceles of the canal of Nuck in adults-diagnostic, treatment
and results of a rare condition in females. J Clin Med. 2020, 9: 10.3390/jcm9124026

32. Wang L, Maejima T, Fukahori S, Shun K, Yoshikawa D, Kono T: Laparoscopic assisted hydrocelectomy of the
canal of Nuck: a case report. Surg Case Rep. 2021, 7:52. 10.1186/s40792-021-01137-3

33. Topal U, Sarıtaş AG, Ülkü A, Akçam AT, Doran F: Cyst of the canal of Nuck mimicking inguinal hernia . Int J
Surg Case Rep. 2018, 52:117-119. 10.1016/j.ijscr.2018.09.053

34. Coley WB: II. Hydrocele in the Female: With a Report of Fourteen Cases . Ann Surg. 1892, 16:42-59.
10.1097/00000658-189207000-00002

35. Block RE: Hydrocele of the canal of nuck. A report of five cases . Obstet Gynecol. 1975, 45:464-466.
36. Bhosale PR, Patnana M, Viswanathan C, Szklaruk J: The inguinal canal: anatomy and imaging features of

common and uncommon masses. Radiographics. 2008, 28:819-835. 10.1148/rg.283075110
37. Bianchi A, Espin F, Pulido L, Fantova MJ: Nuck's duct endometriosis. Med Clin (Barc). 2007, 128:759.

10.1157/13106133
38. Rees MA, Squires JE, Tadros S, Squires JH: Canal of Nuck hernia: a multimodality imaging review . Pediatr

Radiol. 2017, 47:893-898. 10.1007/s00247-017-3853-6
39. Thomas AK, Thomas RL, Thomas B: Canal of Nuck abnormalities . J Ultrasound Med. 2020, 39:385-395.

10.1002/jum.15103
40. Jedrzejewski G, Osemlak P, Wieczorek AP, Nachulewicz P: Nuck canal hernias, typical and unusual

ultrasound findings. Ultrasound Q. 2019, 35:79-81. 10.1097/RUQ.0000000000000409
41. Lai I, Page A, Hamidinia F, Rahmani R: Cysts of the canal of Nuck: a rare sonographic diagnosis . J Clin

Ultrasound. 2017, 45:175-178. 10.1002/jcu.22390
42. Scheuermann U, Niebisch S, Lyros O, Jansen-Winkeln B, Gockel I: Transabdominal preperitoneal (TAPP)

versus Lichtenstein operation for primary inguinal hernia repair - a systematic review and meta-analysis of
randomized controlled trials. BMC Surg. 2017, 17:55. 10.1186/s12893-017-0253-7

43. Köckerling F, Bittner R, Kofler M, Mayer F, Adolf D, Kuthe A, Weyhe D: Lichtenstein versus total
extraperitoneal patch plasty versus transabdominal patch plasty technique for primary unilateral inguinal
hernia repair: a registry-based, propensity score-matched comparison of 57,906 patients. Ann Surg. 2019,
269:351-357. 10.1097/SLA.0000000000002541

44. Gass M, Banz VM, Rosella L, Adamina M, Candinas D, Güller U: TAPP or TEP? Population-based analysis of
prospective data on 4,552 patients undergoing endoscopic inguinal hernia repair. World J Surg. 2012,
36:2782-2786. 10.1007/s00268-012-1760-4

2022 Keeratibharat et al. Cureus 14(4): e23757. DOI 10.7759/cureus.23757 10 of 10

https://dx.doi.org/10.3941/jrcr.v10i11.2521
https://dx.doi.org/10.3941/jrcr.v10i11.2521
https://dx.doi.org/10.1148/rg.2016150181
https://dx.doi.org/10.1148/rg.2016150181
https://dx.doi.org/10.1016/j.epsc.2021.102049
https://dx.doi.org/10.1016/j.epsc.2021.102049
https://dx.doi.org/10.1177/2058460119889867
https://dx.doi.org/10.1177/2058460119889867
https://dx.doi.org/10.1016/j.jus.2009.05.002
https://dx.doi.org/10.1016/j.jus.2009.05.002
https://dx.doi.org/10.1016/j.ijscr.2014.08.016
https://dx.doi.org/10.1016/j.ijscr.2014.08.016
https://dx.doi.org/10.7860/JCDR/2016/16710.7284
https://dx.doi.org/10.7860/JCDR/2016/16710.7284
https://dx.doi.org/10.1007/s10029-009-0493-2
https://dx.doi.org/10.1007/s10029-009-0493-2
https://dx.doi.org/10.1016/j.ijscr.2011.03.008
https://dx.doi.org/10.1016/j.ijscr.2011.03.008
https://dx.doi.org/10.1016/j.fertnstert.2011.05.083
https://dx.doi.org/10.1016/j.fertnstert.2011.05.083
https://dx.doi.org/10.1136/bcr-2017-221024
https://dx.doi.org/10.1136/bcr-2017-221024
https://dx.doi.org/10.1272/jnms.JNMS.2019_86-601
https://dx.doi.org/10.1272/jnms.JNMS.2019_86-601
https://dx.doi.org/10.4103/0972-9941.129960
https://dx.doi.org/10.4103/0972-9941.129960
https://dx.doi.org/10.1016/j.ijscr.2019.11.040
https://dx.doi.org/10.1016/j.ijscr.2019.11.040
https://dx.doi.org/10.1111/ases.12769
https://dx.doi.org/10.1111/ases.12769
https://dx.doi.org/10.1093/jscr/rjaa222
https://dx.doi.org/10.1093/jscr/rjaa222
https://dx.doi.org/10.1111/ans.16279
https://dx.doi.org/10.1111/ans.16279
https://dx.doi.org/10.3390/jcm9124026
https://dx.doi.org/10.3390/jcm9124026
https://dx.doi.org/10.1186/s40792-021-01137-3
https://dx.doi.org/10.1186/s40792-021-01137-3
https://dx.doi.org/10.1016/j.ijscr.2018.09.053
https://dx.doi.org/10.1016/j.ijscr.2018.09.053
https://dx.doi.org/10.1097/00000658-189207000-00002
https://dx.doi.org/10.1097/00000658-189207000-00002
https://pubmed.ncbi.nlm.nih.gov/1168323/
https://dx.doi.org/10.1148/rg.283075110
https://dx.doi.org/10.1148/rg.283075110
https://dx.doi.org/10.1157/13106133
https://dx.doi.org/10.1157/13106133
https://dx.doi.org/10.1007/s00247-017-3853-6
https://dx.doi.org/10.1007/s00247-017-3853-6
https://dx.doi.org/10.1002/jum.15103
https://dx.doi.org/10.1002/jum.15103
https://dx.doi.org/10.1097/RUQ.0000000000000409
https://dx.doi.org/10.1097/RUQ.0000000000000409
https://dx.doi.org/10.1002/jcu.22390
https://dx.doi.org/10.1002/jcu.22390
https://dx.doi.org/10.1186/s12893-017-0253-7
https://dx.doi.org/10.1186/s12893-017-0253-7
https://dx.doi.org/10.1097/SLA.0000000000002541
https://dx.doi.org/10.1097/SLA.0000000000002541
https://dx.doi.org/10.1007/s00268-012-1760-4
https://dx.doi.org/10.1007/s00268-012-1760-4

	Hydrocele of the Canal of Nuck: A Review
	Abstract
	Introduction And Background
	Review
	Embryology
	FIGURE 1: Embryology during the third month of gestation
	FIGURE 2: Embryology during the fourth month of gestation

	The pathogenesis of hydrocele of the canal of Nuck and related abnormalities
	Clinical manifestation
	Imaging
	FIGURE 3: Ultrasound of authors' patient shows echogenicity with a posterior acoustic enhancement of hydrocele of the canal of Nuck
	FIGURE 4: Plain axial CT scan of authors' patient shows comma-shaped hydrocele that contains fluid attenuation (arrow)
	FIGURE 5: Coronal CT scan of authors' patient in venous phase shows the proximal origin of hydrocele of the canal of Nuck (yellow arrow) lateral to inferior epigastric vessels (white arrow)

	Treatment
	FIGURE 6: Intraoperative picture by the authors - a hydrocele of the canal of Nuck (two arrows). The round ligament was encircled (one arrow).
	FIGURE 7: Intraoperative picture of a hydrocele of the canal of Nuck taken by the authors. This picture shows the obliteration of proximal processus vaginalis (arrow).

	Discussion

	Conclusions
	Additional Information
	Disclosures

	References


