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Introduction

The prostatic utricle is a sinus, lined with mucosal epithelium, 
opening between the two ejaculatory ducts on the 
verumontanum (1). It is located in the midline, in the lower 
half of the pelvic cavity, between the bladder and the rectum, 
and is usually associated with the prostatic urethra. Utricular 
anomalies result from incomplete regression of the Müllerian 
duct remnants or incomplete androgen-mediated closure of 
the urogenital sinus (2). It is rare in the normal population and 
is mostly asymptomatic. Surgery in symptomatic patients is 
recommended.

Case Presentation

1. A 1-year-old male patient was admitted to our clinic due
to proximal hypospadias. There was nothing notable in the
patient’s history, except that he was born prematurely, and
had undergone right inguinal hernia operation together with
right orchiopexy. Physical examination revealed penoscrotal
hypospadias, right inguinal scar, and left undescended testicle.
After the patient’s chromosome analysis was 46-XY, left
orchiopexy and two-stage hypospadias repair (chord release
and Byar flap with prepuce + Thiersch-Duplay procedure)
were performed. As urethrocutaneous fistula developed in the
following months, fistula repair was performed. As epididymo-

orchitis developed after fistula repair, cystoscopy was planned. 
A cystic lesion was observed on the posterior wall of the 
bladder in the ultrasonography performed before cystoscopy. 
Cystoscopy revealed stenosis in the distal urethra and a 
utricle opening into the prostatic urethra. Ultrasonography 
was repeated simultaneously with cystoscopy, and the utricle 
diameter was measured as 4.5 cm. No pathological lesion was 
found in the bladder. A guidewire was advanced to the bladder, 
the stenosis in the distal urethra was cut with Bugbee cautery, 
and the urethra was dilated to 12F. The patient was admitted 
with complaints of left epididymo-orchitis 2 weeks after the 
procedure. Under general anesthesia, a cystostomy was opened 
and the utricle was fulgurized. After the procedure, the patient 
was admitted again with complaint of left epididymo-orchitis. 
Ultrasonography revealed a 34 x 20 mm prostate utricle in the 
posterior part of the bladder. He was admitted to the hospital 
with plans for laparoscopic utricle cyst excision.

2. A 10-year-old patient presented with the complaint of
abdominal pain. He had four previous operations due to
hypospadias and a history of epididymo-orchitis in the post-
operative period. As a result of abdominal magnetic resonance
imaging, a 7 x 1 cm cystic lesion was observed in the rectovesical
area. Since the complaints of blunt pain in the lower abdominal
quadrant, nausea, and vomiting continued, he was hospitalized
with plans for laparoscopic utricle cyst excision.
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Abstract
The prostatic utricle is a rare anomaly in the urogenital system and is generally thought to develop from remnants of the Müllerian duct. Prostatic 
utricle is usually accompanied by hypospadias, renal agenesis, and cryptorchidism, and it is mostly asymptomatic. Symptoms such as recurrent urinary 
tract infection, epididymo-orchitis, abdominal pain, voiding disorders, and stones are observed. Surgery in symptomatic patients is recommended. 
Prostatic utricle cyst was detected as a result of abdominal imaging in two of our patients who had a history of hypospadias repairs, and who 
presented with complaints of recurrent epididymo-orchitis and abdominal pain. We report two cases of laparoscopic utricle cyst excision.
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Informed consent from the parents of the patients was provided. 
The surgical procedure is described in the video (Video 1).

First, a cystostomy catheter was placed in the bladder, and a 
ureteral catheter was placed in the utricle under cystoscopy 
guidance. Then, the laparoscopic case was started. Visualization 
was achieved by injecting methylene blue into the utricle. The 
peritoneum was incised from the midline, and the utricle wall 
was reached. The 8F Foley catheter was advanced into the 
utricle. The balloon was inflated and placed at the neck of the 
utricle. The utricle wall was dissected, freed, and excised. The 
remaining mucosal area within the utricle was fulgurized. The 
neck of the utricle was then sutured and closed. A 12F sump 
drain was placed in the surgical area and the procedure was 
terminated. On the 3rd postoperative day, the patient’s drain 
was removed and they were discharged. During the nine-month 
follow-up, no complications or recurrent epididymo-orchitis 
were observed.

Discussion

Prostatic utricle, a vestigial remnant of the Müllerian duct, 
is a rare pathology. Although its true incidence is not known 
exactly, it is seen in 14% of patients with proximal hypospadias, 
and approximately 50% of patients with perineal hypospadias 
(3). As the severity of hypospadias increases, the incidence of 
prostatic utricle increases (4). Most of the patients are seen in 
the triad: Proximal hypospadias, cryptorchidism, and a prostatic 
utricle. Although most patients are asymptomatic, 29% have 
various clinical presentations such as including lower urinary 
tract symptoms, epididymo-orchitis, urinary tract infection, 
stones, secondary incontinence, and urinary retention (5). As in 
our patient, a prostatic utricle should be considered when lower 
urinary tract symptoms such as recurrent epididymo-orchitis 
are seen in patients with a history of proximal hypospadias and 
undescended testicles. Diagnosis is possible with an accessible 
examination such as pelvic ultrasonography. Surgical excision 
is recommended in symptomatic patients. However, there is 
no standard surgical method yet (6). There are many different 
surgical approaches. Endoscopic, open and minimally invasive 
procedures have been described. Schuhrke and Kaplan (7) 
reported endoscopic transurethral cyst catheterization and 
aspiration, cyst orifice dilatation, incision or deroofing. It 
may be suitable for small utricles, but the recurrence rate is 
high (8). Open excision is a successful method. A wide variety 
of approaches have been described, including the abdominal 
transperitoneal, perineal, combined abdomino-perineal, anterior 
sagittal, posterior sagittal transrectal, suprapubic extravesical, 
and transvesical transtrigonal approaches (9). However, it 
may require extensive pelvic dissection. It carries risks such as 
pelvic organ injuries and inadequate utricle excision during 
dissection. With the developing technology, minimally invasive 

interventions have become popular. Yeung et al. (10) reported 
the first successful laparoscopic excision series of four cases. 
Jia et al. (11) reported a retrospective comparison between the 
open transvesical approach and the laparoscopic approach, 
involving a total of 14 patients. It has been observed that, in 
the laparoscopic technique, better cosmetic results are obtained 
with shorter operative time, hospital stay, and catheter time. 
Other advantages of the laparoscopic technique can be listed as 
follows: i) Clear view of the deep pelvic structures; ii) Enabling 
examination of the rest of the abdomen and urogenital system; 
iii) Complete excision (12). Minimally invasive techniques have 
been preferred in recent years with their successful results (13-
15).

In patients with proximal hypospadias and undescended testis, 
pelvic ultrasonography may be beneficial to identify possible 
utricle pathologies preoperatively. The existence of a prostatic 
utricle does not necessitate preemptive intervention unless 
symptoms develop. In the case of surgical intervention for the 
giant prostatic utricle, the laparoscopic approach seems feasible 
as it facilitates total excision by a minimally invasive method 
and is advantageous compared to the open surgical approach, 
which might be challenging due to the difficult anatomic 
location.

Video 1.
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