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CASE SUMMARY 
A 34-year-old man presented with 

perineal and pelvic pain, urinary inter-
mittency and dysuria of 2 months’ 
duration. He reported a previous epi-
sode of prostatitis. 

IMAGING FINDINGS  
Computed tomography of the abdo-

men and pelvis revealed a non-enhanc-
ing cystic mass of spontaneously high 
density in the right paravesical area 
(Figures 1A and 1B). The right semi-
nal vesicle was not identified. The 
right ureter was dilated, filled with the 
same density material and appeared 
blunted distally. An ipsilateral renal 
remnant was also noted (Figure 1C). 

Magnetic resonance imaging of the 
pelvis demonstrated a dilated right ureter 
ectopically draining into a multiloculated 
cystic mass representing an ectatic right 
seminal vesicle (Figure 2). The cystic 
and ureteral content showed high signal 
on T1-weighted images (Figure 2C) and 
low signal on T2-weighted images (Fig-
ures 2A and 2B) suggestive of rich pro-
teinaceous material.

DIAGNOSIS
Ectopic ureteral insertion into the 

seminal vesicle associated with ipsilat-
eral renal dysplasia

DISCUSSION 
There is an association between 

congenital renal abnormalities and 
internal genital malformations related 
to their close embryologic relation-
ship.1 Ectopic ureter draining into 
the genital system is a rare entity and 
results from a more cranial origin of 
the ureteral bud from the mesoneph-
ric duct with resultant ureteral stump 
opening in the mesonephric duct 
derivatives (seminal vesicles, ejacula-
tory ducts, or vas deferens). The inad-
equate stimulation of metanephrogenic 
blastema by the ureteric bud results in 
renal maldevelopment.2

Ectopic ureters are more com-
mon in females and present early 
with incontinence.3 The presenta-
tion is often delayed in males to early 
adulthood.4 The commonly reported 
symptoms are perineal or pelvic pain, 
urinary tract infection, prostatitis, epi-
didymitis, hematuria, hemospermia 
and infertility.4,5 

Several imaging techniques have 
been used in the evaluation of these 
anomalies. Intravenous urography may 
show a smooth indentation on the uri-
nary bladder from mass effect of the 
enlarged seminal vesicle. It can also 
demonstrate the abnormal excretion of 
the ipsilateral kidney.5,6 

Pelvic or transrectal ultrasound can 
detect the enlarged seminal vesicle, 
confirm its cystic nature and delineate 
the dilated ureter.5,6

A computed tomography (CT) scan 
can demonstrate the cystic pelvic mass 
and reveal the associated renal anoma-
lies. However, CT scans sometimes 
cannot show the ureteral opening into 
the seminal vesicle.4,6 

Magnetic resonance imaging (MRI) 
has a superior soft tissue contrast and 
shows better the connection between 
the ectopic ureter and the seminal ves-
icle.4,6 The seminal vesicle appears as 
an elongated cystic structure with thin 
septa and of variable signal depending 
on protein content.6

Our patient underwent surgical 
excision of the right seminal vesicle 
and the ipsilateral ureter. Histopatho-
logical analysis proved our radiologi-
cal diagnosis.

CONCLUSION  
There is an association between 

genital tract malformation and renal 
maldevelopment related to their close 
embryologic origin. 

We report a rare case of right ecto-
pic ureteral insertion into the seminal 
vesicle associated with ipsilateral renal 
agenesis. The diagnosis was suggested 

Ectopic ureteral insertion into the 
seminal vesicle associated with  
ipsilateral renal dysplasia
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by computed tomography and con-
firmed on magnetic resonance imaging 
and pathologically.
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FIGURE 3. Surgical specimen containing the right dilated ureter, the ectatic seminal vesicle 
and the vas deferens. 

FIGURE 1. Axial computed tomography scan images of the pelvis pre-contrast (A) and on delayed phase (B) demonstrating a nonenhancing 
multiloculated cystic mass, filled with dense material, in the right retrovesical area. Coronal enhanced CT image of the abdomen and pelvis 
(C) revealing right renal remnant and dilated ipsilateral ureter.

FIGURE 2. (A) Sagittal T2-weighted magnetic resonance imaging showing a multiloculated retrovesical mass corresponding to the ectatic 
seminal vesicle with altered hypointense content.  (B) Coronal T2-weighted MR image delineates the communication path between the dilated 
ureter and the ectatic seminal vesicle. (C) Axial T1-weighted MR image reveals the enlarged seminal vesicle with hyperintense content. 
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