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PRESENTATION OF CASE 

A 38 year old male patient presented with complaints of 

dysuria, increased frequency of micturition, scrotum and 

perineal pain intermittently, painful ejaculation, recurrent 

episodes of urinary tract infections and hematuria since 2 

years. 

 

RADIOLOGICAL FINDINGS 

The patient came for ultrasonography of the abdomen and 

pelvis and was investigated further with CT scan and MRI of 

the abdomen and pelvis. 

Trans-abdominal ultrasound showed a well-defined 

rounded anechoic cystic lesion detected in left superolateral 

aspect of the prostate gland; in left periprostatic region, 

abutting the inferolateral aspect of the left bladder 

base/posterior aspect of the fundus of the urinary bladder 

and non-visualisation of left kidney in the left renal fossa or 

elsewhere in the abdominal cavity or pelvis suggestive of left 

renal agenesis. The right kidney also showed compensatory 

hypertrophy. The testes were normal on both sides. 

Computed tomography of the abdomen and pelvis 

revealed an isodense cyst measuring 4.2 cm in diameter, 

posterior to the bladder wall and anterior to the left seminal 

vesicle, continuous with the seminal vesicle on the left side 

suggestive of a seminal vesicle cyst with ipsilateral renal 

agenesis. 

MRI of abdomen and pelvis was performed which 

showed left renal agenesis and compensatory hypertrophy 

of right kidney and a left seminal vesicle cyst displaying 

hyperintense signal on T1-weighted images and isointense 

signal on T2-weighted MRI suggestive of proteinaceous/ 

hemorrhagic contents. MRI also showed the continuity 

between the dilated proximal seminal vesicle and the 

seminal vesicle cyst on the left side. The vas deferens was 

dilated all along its course in spermatic cord with significant 

compression of the left ejaculatory duct and distal part of 

vas deferens. The seminal vesicle was normal on right side 

with no definite dilatation of vas deferens or ejaculatory duct 

on right side. The testes were normal on both sides. 

 

 

Figure 1a and 1b 

 

Figure 1(a). Transabdominal ultrasound shows a well 

defined rounded anechoic cystic lesion with posterior 

acoustic enhancement abutting the inferolateral aspect of 

the bladder on the left side, superolateral aspect of the 

prostate in the left periprostatic region.  

Figure 1(b). On transabdominal ultrasonography, the 

lesion shows no color uptake/ vascularity on color doppler 

study. 

 

 

Figure 2a and 2b 

 

Figure 2(a) and 2(b). Axial and Coronal CT scan of the 

abdomen and pelvis shows left renal agenesis with 

compensatory hypertrophy of the right kidney. 
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Figure 3a and 3b 

 

Figure 3(a). Axial CT scan of the pelvis shows an 

isodense cystic lesion arising from the left seminal vesicle 

abutting the inferolateral aspect of the bladder on the left 

side.  

Figure 3(b). Sagittal CT scan shows the isodense cystic 

lesion located posterior to the bladder suggestive of a 

seminal vesicle cyst. 

 

 

Figure 4a and 4b 

 

Figure 4(a). Axial T2W MRI of the pelvis shows an 

isointense/mildly hyperintense cystic lesion arising from the 

left seminal vesicle abutting the inferolateral aspect of the 

bladder on the left side. 

Figure 4(b). Sagittal T2W MRI shows the well defined 

cystic lesion located posterior to the bladder wall with 

isointense/ mildly hyperintense signal intensity suggestive of 

hemorrhagic/ proteinaceous contents - Seminal vesicle cyst. 

 

 

Figure 5a and 5b 

 

Figure 5(a) and 5(b). Axial and Coronal T2W Haste MRI 

of the abdomen shows left renal agenesis with contralateral 

compensatory hypertrophy of the right kidney. 

 

 

In view of the above-mentioned clinical and radiological 

findings, the diagnosis of Zinner syndrome was made, a triad 

of Wolffian duct abnormality comprising of unilateral renal 

agenesis, ipsilateral seminal vesicle cyst and ipsilateral 

ejaculatory duct obstruction. 

       

CLINICAL DIAGNOSIS 

 Ureterocoele. 

 Benign Prostatic Hypertrophy. 

 Bladder Mass. 

 

DIFFERENTIAL DIAGNOSIS 

 Ectopic Ureterocoele 

 Mullerian Duct Cyst 

 Ejaculatory Duct Cyst 

 

DISCUSSION OF MANAGEMENT 

Trans-urethral resection and surgical excision of ejaculatory 

duct opening and TRUS guided aspiration of seminal vesicle 

cyst was advised as a definitive treatment option. 

 

Discussion 

At the fifth week of embryogenesis, the ureteric bud 

develops as an outgrowth from the caudal mesonephric 

(Wolffian) duct. The ureteric bud grows laterally and invades 

the metanephric blastema. When the ampulla of the ureteric 

bud and the metanephric blastema meet, the metanephric 

blastema begins to develop and mature into adult kidney. 

The urogenital ridge differentiates into pronephros, 

mesonephros and metanephros. The metanephros forms the 

definitive adult kidney. The glomeruli, proximal tubules and 

distal tubules is formed by the metanephric blastema. The 

renal pelvis, infundibulae, calyces and collecting tubules is 

formed by the ureteric bud. Renal agenesis occurs when 

there is failure to induce ureteric bud outgrowth.1 The 

embryogenesis of kidney, ureter, seminal vesicle, and vas 

deferens is affected if an insult occurs during the first 

trimester of pregnancy. 

Renal agenesis or dysplasia is likely if the insult during 

the embryogenesis is prior to 7 weeks of gestation, before 

the ureteric bud appears.2 Zinner’s syndrome is a congenital 

anomaly growth of the distal part of the Wolffian duct during 

the first trimester of embryogenesis between the 4th and 

13th gestational week, comprising of unilateral renal 

agenesis, ipsilateral seminal vesicle cyst and ipsilateral 

ejaculatory duct obstruction. Patients usually present in the 

third or fourth decade of life. In males, the hemitrigone, 

bladder neck, urethra, seminal vesicle, vas deferens, 

ejaculatory duct, epididymis, paradidymis, and appendix 

epididymis develop from the paired mesonephric (Wolffian 

duct).3 

It occurs due to common embryological origin of the 

ureteral buds and seminal vesicles from the mesonephric 

(Wolffian) duct.3 It was first described by Zinner in 1914 and 

250 cases have been reported till date.4,5 Atresia of the 

ejaculatory duct leads to the obstruction and cystic dilatation 

of seminal vesicle and ipsilateral renal agenesis or dysplasia 

occurs due to abnormal ureteral budding, occurring due to 
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maldevelopment of the distal part of mesonephric duct 

(Wolffian duct).6 

 

 

Figure 6 

 

 

Figure 7 

 

Bladder irritation leading to symptoms of dysuria, 

recurrent urinary tract infections, infertility, urinary urgency, 

painful ejaculation, epididymitis and prostatitis occurs as the 

seminal vesicles are located directly posterior to the 

bladder.7 Cyst formation in the seminal vesicle occurs due to 

obstruction at the level of ejaculatory duct, which may lead 

to azoo/oligozoospermia, resulting in primary infertility.8 

Patients with seminal vesicle cysts less than 5 cm are usually 

asymptomatic and incidentally detected on cross-sectional 

imaging or ultrasound.9 Bladder and colonic obstruction 

occurs if the seminal vesicle cysts are larger than 12 cm and 

are termed as giant cysts and may lead to pelvic or perineal 

pain.10 

On excretory urography, seminal vesicle cyst appear as 

an extrinsic smooth-walled filling defect along the 

inferolateral bladder surface. On ultrasonography, the 

seminal vesicle cyst appears as an anechoic cystic pelvic 

mass with a thick and irregular wall in the inferolateral 

aspect of the bladder base. Presence of internal echoes 

within the cysts suggests prior hemorrhage or infection and 

sometimes the cyst may show calcification.11 On computed 

tomography (CT scan) seminal vesicle cyst appear as a well-

defined retrovesicular mass of water or near-water 

attenuation seen in the superolateral aspect of the prostate 

gland. On CT scan, the cyst may appear hyperdense due to 

proteinaceous or hemorrhagic contents.12 On MRI seminal 

vesicle cyst usually appears hypointense on T1-weighted 

and hyperintense on T2-weighted images suggestive of fluid 

signal intensity. Presence of protein-rich contents or 

hemorrhage within the cysts lead to hyperintense signal on 

T1-weighted images and iso/hyperintense signal on T2-

weighted images. Presence of high signal intensity on T1-

weighted images with a convoluted tail connecting the cystic 

abnormality to the seminal vesicle suggests seminal 

vesicular origin of the cystic lesion.13 

Treatment of seminal vesicle cyst includes TRUS guided 

aspiration of seminal vesicle cyst and surgical excision of the 

cyst. Transurethral resection of the ejaculatory duct 

(TURED), exploration, laparoscopic and robotic 

vesiculectomy are performed for symptomatic patients.14 

True cysts of prostate gland, prostatic utricle cysts, 

ejaculatory duct cysts, Mullerian duct cysts, diverticula of the 

ampulla of vas deferens, bladder diverticula, and 

ureteroceles are important differential diagnoses to be 

considered in the presence of seminal vesicle cyst. Mullerian 

duct cysts and ejaculatory duct cysts are midline in location, 

while diverticulosis of ampulla of vas deferens and ectopic 

ureterocele are more laterally located.15 

       

FINAL DIAGNOSIS 

Left Seminal Vesical Cyst with Ipsilateral Renal Agenesis and 

Ipsilateral Ejaculatory Duct Obstruction Suggestive of Zinner 

Syndrome. 

 

Conclusion 

Zinner syndrome, a triad of Wolffian duct abnormality is an 

uncommon but important diagnostic consideration in 3rd to 

4th decade of life if the patient presents with recurrent 

urinary symptoms, painful ejaculation and abdominal or 

perineal pain. Zinner syndrome comprises of unilateral renal 

agenesis, ipsilateral seminal vesicle cyst and ipsilateral 

ejaculatory duct obstruction.16 

 

REFERENCES 

[1] Costantini F, Shakya R. GDNF/Ret signaling and the 

development of the kidney. Bioessays 2006;28(2):117-

127. 

[2] Kaneti J, Lissmer L, Smailowitz Z, et al. Agenesis of 

kidney associated with malformations of the seminal 

vesicle: various clinical presentations. Int Urol Nephrol 

1988;20(1):29-33. 

[3] Hannema SE, Hughes IA. Regulation of Wolffian duct 

development. Horm Res 2007;67(3):142-151. 



Jebmh.com Case Report 

 

J. Evid. Based Med. Healthc., pISSN- 2349-2562, eISSN- 2349-2570/ Vol. 6/Issue 2/Jan. 14, 2019                                                  Page 134 
 
 
 

[4] Zinner A. Ein fall von intravesikaler Samenblasenzyste. 

Wien Med Wochenschr 1914;64:605. 

[5] Pereira BJ, Sousa L, Azinhais P. Zinner's syndrome: an 

up-to-date review of the literature based on a clinical 

case. Andrologia 2009;41(5):322-330. 

[6] Roehrborn CG, Schneider HJ, Rugendorff EW, et al. 

Embryological and diagnostic aspects of seminal 

vesicle cysts associated with upper urinary tract 

malformation. J Urol 1986;135(5):1029-1032.  

[7] Denes FT, Montellato NI, Lopes RN, et al. Seminal 

vesicle cyst and ipsilateral renal agenesis. Urology 

1986;28(4):313-315. 

[8] Rappe BJ, Meuleman EJ, Debruyne FM. Seminal vesicle 

cyst with ipsilateral renal agenesis. Urol Int 

1993;50(1):54-56. 

[9] King BF, Hattery RR, Lieber MM, et al. Congenital cystic 

disease of the seminal vesicle. Radiology 

1991;178(1):207-211. 

[10] Heaney JA, Pfister RC, Meares EM. Giant cyst of the 

seminal vesicle with renal agenesis. AJR Am J 

Roentgenol 1987;149(1):139-140. 

 

[11] Trigaux JP, Van Beers B, Delchambre F. Male genital 

tract malformations associated with ipsilateral renal 

agenesis: sonographic findings. J Clin Ultrasound 

1991;19(1):3-10. 

[12] Kenney PJ, Leeson MD. Congenital anomalies of the 

seminal vesicles: spectrum of computed tomographic 

findings. Radiology 1983;149(1):247-251. 

[13] Murphy JO, Power RE, Akhtar M, et al. Magnetic 

resonance imaging in the diagnosis of seminal vesicle 

cysts and associated anomalies. J Urol 2003;170(6 Pt 

1):2386. 

[14] van den Ouden D, Blom JH, Bangma C, et al. Diagnosis 

and management of seminal vesicle cysts associated 

with ipsilateral renal agenesis: a pooled analysis of 52 

cases. Eur Urol 1998;33(5):433-440. 

[15] Sheih CP, Hung CS, Wei CF, et al. Cystic dilatations 

within the pelvis in patients with ipsilateral renal 

agenesis or dysplasia. J Urol 1990;144(2 Pt 1):324-

327. 

[16] Livingston L, Larson CR. Seminal vesicle cyst with 

ipsilateral renal agenesis. AJR Am J Roentgenol 

2000;175(1):177-180. 

 

 

 

 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Roehrborn%20CG%5BAuthor%5D&cauthor=true&cauthor_uid=3959231
https://www.ncbi.nlm.nih.gov/pubmed/?term=Schneider%20HJ%5BAuthor%5D&cauthor=true&cauthor_uid=3959231
https://www.ncbi.nlm.nih.gov/pubmed/?term=Rugendorff%20EW%5BAuthor%5D&cauthor=true&cauthor_uid=3959231

