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Objectives
In submitting a diagnosis for this case, participants dem-
onstrate the ability to
•  Recognize normal and abnormal findings as presented 

in the diagnostic images
•  Identify pathologic conditions indicated in the diagnos-

tic images
•  Use clinical reasoning skills to generate a list of differ-

ential diagnoses

Accreditation and Designation Statement
The RSNA is accredited by the Accreditation Council for 
Continuing Medical Education (ACCME) to provide 
continuing medical education for physicians. The RSNA 
designates this journal-based CME activity for a maxi-
mum of 1.0 AMA PRA Category 1 Credit™. Physicians 
should claim only the credit commensurate with the ex-
tent of their participation in the activity.

Disclosure Statement
The ACCME requires that the RSNA, as an accredited 
provider of CME, obtain signed disclosure statements 
from authors, editors, and reviewers for this case. For this 
educational activity the authors, editors, and reviewers 
have indicated that they have no relevant relationships 
to disclose.

Submit Diagnosis
Submit the most likely diagnosis to http://rsna.org/dx-
please (use only for submission of diagnosis). Select the 
case from the Active Case List for which you are sub-
mitting a diagnosis. Only one case, one name, and one 
diagnosis per e-mail submission. Multiple diagnoses and 
multiple submissions will not be considered. Deadline: 
Midnight U.S. Central Time, May 10, 2019. Answer will 
appear in the July 2019 issue. Authors wishing to submit 
cases for Diagnosis Please should first write to the Editor 
to obtain approval for the case and further information.
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History A 28-year-old man presented with lifelong anejaculation, which had become an issue because of family planning. The patient 
had a history of normal erections and experienced the sensation of orgasm without ever ejaculating. On physical examination, both testes 
were present in the scrotum, with normal dimensions and a normal epididymis bilaterally. The patient had a slightly tender left testicle, 
and digital rectal examination findings were normal.
 The patient underwent further investigation for the possibility of retrograde ejaculation with urine cytology, the results of which were 
negative. Genetic testing was performed to exclude Y chromosome microdeletions. Serum-luteinizing and follicle-stimulating hormone 
levels were normal, with a borderline low level of testosterone (7.6 nmol/L; normal range, 8.0–29.0 nmol/L). All other pertinent labora-
tory results were noncontributory.
 Pelvic MRI was requested to exclude an anatomic cause of anejaculation. MRI was performed in accordance with the standard clinical 
prostate protocol, with a dynamic contrast material—enhanced study (Figs 1–3). CT of the upper abdomen was also performed (Fig 4). 
The patient subsequently underwent cystoscopy, which revealed an intravesicular fluid-filled mass near the left ureteric orifice (Fig 5).
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Figure 1: (a) Coronal and (b, c) axial fast spin-echo T2-weighted MR images of the pelvis, with b being superior 
to c.
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Figure 2: (a) Coronal T2-weighted (repetition time msec/echo time msec, 4574/86.5) MR image of the pelvis. (b) Axial 
T2-weighted (3000/85.4) MR image of the pelvis.

Figure 3: Unenhanced axial fat-saturated T1-weighted (6.2/3.1) MR images.
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Figure 4: Coronal CT urogram.

Figure 5: Image obtained at cystoscopy.


