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PROSTATIC CYST ARISING AROUND
THE BLADDER NECK-CAUSE OF BLADDER
OUTLET OBSTRUCTION : TWO CASE REPORTS

Mitsuhiro TamBo, Takatsugu Okecawa, Kikuo Nuranara and Eiji HicAsHIHARA
The Departments of Urology, Kyorin University School of Medicine

We report two cases of symptomatic prostatic cysts, which were arising around the bladder neck, in

a 39-year-old man without clinical evidence of benign prostatic hyperplasia and a 72-year-old man with

refractory bladder outlet obstruction. The lesions were found by abdominal ultrasound examination

for post-voiding residual at the first visit. Transurethral unroofing of the cysts was performed with

successful resolution of voiding symptoms.

(Hinyokika Kiyo 53 : 401-404, 2007)

Key words : Prostatic cyst, Bladder outlet obstruction, Unroofing

INTRODUCTION

Prostatic cysts are sometimes seen on ultrasound scan
as an incidental finding. The prevalence of prostatic
cysts detected by transrectal ultrasound is 8.6%").
Most of the prostatic cysts are small and asymptomatic,
and are usually located medially within the prostate.
Midline cysts are also encountered posteriorly at the
prostatic floor, arising from posterior structures such as
the ¢jaculatory duct, the utricle, or the mullerian duct.
We present two unique anterior midline cysts of the
prostatic urethra that caused bladder outlet obstruction.

CASE REPORT

Case 1

A 39-year-old man visited our hospital complaining of
severe obstructive voiding symptom over a 5-year period.
His International Prostate Symptom Score (IPSS) was
32, and his quality of life (QOL) score was 6.
Abdominal ultrasonography for post-voiding residual
after urinalysis on first visit revealed a cystic mass (2 cm)
on the neck of the bladder (Fig. 1A). Uroflowmetry
showed a peak flow rate of 3.8 ml/s (34 ml voided
volume) and a post-voiding residual of 117 ml.
Examination with a flexible cystoscope showed a smooth
bulge anteriorly at the proximal prostatic urethra. The
cyst appeared to be obstructing the bladder outlet.
There was no lateral lobe prostatic hypertrophy. The
cystoscope tip was turned back 180 degrees, bringing
into view a cystic mass at the 11 o’clock position on the
bladder neck (Fig. 2A). The volume of the prostate
measured 22 ml on abdominal ultrasound. The cyst
was homogeneous on pelvic CT and MRI.  Cystometry
showed normal bladder function. PSA (tandem-R) was
1.0 ng/ml. The cystic mass was unroofed using the
transurethral resection loop. The histopathological
examination revealed a
Postoperatively the symptoms resolved. Postoperative
uroflowmetry showed a peak flow rate of 17.4 ml/s (95
ml voided volume) and a post-voiding residual of 0 ml.

benign  prostatic  cyst.

Furthermore, antegrade ejaculation was preserved.
Case 2

A 72-year-old man presented with a 10-year history of
progressive obstructive voiding symptoms that did not
respond to medical treatment with alpha I-blockade.
His IPSS was 35, and his QOL score was 6.
Abdominal ultrasonography for post-voiding residual
after urinalysis when firstly visited showed a cystic mass
(1.8cm) on the neck of the bladder (Fig. 1B).
Uroflowmetry showed a peak flow rate of 3.2 ml/s (114
ml voided volume) and a post-voiding residual of 207 ml.
The cystoscope tip was turned back 180 degrees,
showing a smooth bulge at the 11 o’clock position on the
bladder neck, which appeared to be obstructing the
bladder outlet (Fig. 2B). The volume of the prostate
was 43 ml on abdominal ultrasound, but cystocopy did
not show obstruction of prostatic hypertrophy. The
cyst was homogeneous on pelvic CT and MRI
Cystometry showed normal bladder function. PSA
(tandem-R) was 1.7 ng/ml. Transurethral resection of
the cystic wall was performed. The histopathological
examination revealed a benign prostatic cyst with
dilation of the prostatic duct. Postoperatively, his
symptoms improved. Retrograde ejaculation did not
occur. Postoperative uroflowmetry showed a peak flow
rate of 16.6 ml/s (194 ml voided volume) and a post-
voiding residual of 30 ml.

DISCUSSION

Prostatic cysts are classified as congenital or acquired.
Congenital cysts can be classified as millerian duct or
utricular? . The utricular cyst is usually restricted to
the prostate region and connected to the urethra. In
contrast, the millerian duct cyst lies outside the prostate
between the bladder and rectum. The acquired cysts
may be subdivided into the following: (1) retention
cysts, which are the dilation of the acini of the prostate
caused by obstruction of the prostatic ducts, (2) cystic
adenoma, and (3) cysts associated with carcinoma of the

prostates). Soto et al. suggested different methodo-
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Fig. 1. Abdominal

ultrasonographic
(sagittal section) : A : A cystic mass (2 cm)
on the neck of the bladder. B: A cystic
mass (1.8 cm) on the neck of the bladder.

findings

logical classification of the cysts at the midline of the
prostate’). The classifications are defined as follows :
(1) simple prostatic cysts, (2) cysts of the miillerian
ducts, (3) megautricle, (4) magautricle with inclusion of
the ejaculatory ducts, (5) pseudocystic dilation of the
ejaculatory ducts, and (6) utriculoceles. In addition,
cystic changes within nodules of benign prostatic
hyperplasia are common and are typically located in the
hyperplastic transitional zone.

Most of the cysts do not cause symptoms but can
rarely result in obstructive and irritative urinary tract
symptoms if located close to the bladder neck or
posterior urethra. To our knowledge, 34 patients with
symptomatic prostatic cyst have been reported* . Of

Fig. 2. Urethrocystoscopic findings: A: A
smooth bulge at the 11 o’clock position on
the bladder neck (cystoscope tip was
turned back 180 degrees). B: A smooth
protuberance at the 11 o’clock position on
the bladder neck.

the 34 patients, 14 (40%) had consulted a physician for
obstructive urinary tract symptoms, 11 (33%) for
urinary retention, 4 (12%) for irritative urinary tract
symptoms, 3 (9%) for urodynia, and 2 (6%) for
infertility. Prostatic cysts usually measure 1-2 cm in
diameter or less but the mean diameter of symptomatic
prostatic cysts is 3.6 cm.  The mean age of patients with
symptomatic prostatic cysts is 46.4, including 9 (27%)
patients in the their 20s or 30s. Symptomatic prostatic
cysts were seen in relatively young patients.

The current recommended treatment for intraurethral
prostatic cysts is transurethral unroofing of the cyst".
This treatment can resolve obstructive urinary tract
symptoms and preserve ejaculation function. Standard
transurethral resection of the prostate was avoided in
order to preserve antegrade ejaculation in the absence of
the lateral lobe of prostatic hypertrophy.

Although obstructing cysts of the prostatic urethra as
described in the cases presented here are uncommon,
this entity should be taken into account in the differential
diagnosis of obstructive voiding symptoms, especially in
young patients and in patients with refractory bladder
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outlet obstruction. Both of the cases had cysts
discovered by abdominal ultrasound examination for
post-voiding residual after urinalysis when firstly visited.
This examination is a simple technique for assessing
obstructive urinary tract symptoms and may prove
useful in elucidating the nature of the obstructing lesion.
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