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INTRODUCTION

Papillary cystadenoma of the prostate is a rare benign tumor that affects the prostate gland"?. It is usually a
large size tumor and is located between the rectum and the urinary bladder. The benign nature of the tumor is
suggested by the clear delimitation from vicinity organs. The patient usually presents with obstructive voiding
symptoms, like: urinary intermittency, poor stream, a sensation of incomplete emptying and straining. Defecation
symptoms might be present due to the compression of the prostatic tumor on the lower gastrointestinal tract. Im-
aging provides valuable information about localization and relation of the tumor with adjacent organs, it might
also offer information about the nature of the tumor. Therefore, imaging information proves to be very helpful
in planning surgical management which usually is complete excision. We report the case of a prostatic cystade-
noma in a male patient who presented himself to the emergency unit with symptoms of acute urinary retention.

CASE REPORT

A 61-year-old male patient, from the urban area, was admitted to our clinic for sudden onset pain in the lower
region of the abdomen with fever (38°C), and inability to urinate from 12 hours prior to admission. The patient
complained of urgency, frequency, inability to completely empty his bladder with an evolution of around 5 months
prior to admission. The patient had never received urological treatment. Physical examination revealed a fever-
ish patient (38°C) with palpatory tenderness in the lower abdomen, a mass which extended from the umbilicus
to the pubis of approximately 10 cm in diameter, which was painful both spontaneously and at palpation and
revealed characteristics of fluid content at percussion. An 18 Fr urinary catheter was inserted and approximately

Figure 1. Pelvic cystic mass of uncertain origin with thin walls ~ Figure 2. Histological examination
with fluid densities
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Figure 3. Immunohistochemical staining

2 liters of puddled urine was evacuated. Subsequently
to the evacuation of urine, tumor mass and pain disap-
peared. Rectal examination revealed an enlarged pros-
tate of normal consistency and a tumoral formation of
uncertain origin, with increased consistency and fluid
content that could be palpated through the anterior rec-
tal wall. Rectal mucosa was normal in palpation and
the tumoral mass was mobile, thus demonstrating its
extrarectal origin. Laboratory findings were normal
except for leukocytosis (17000/mm?*). PSA level was
normal. Transabdominal ultrasound was performed
revealing an anechoing cystic mass in the retrovesical
space with multiple thin, echogenic internal septations.
A contrast-enhanced CT followed the ultrasound exam
showing a pelvic cystic mass of uncertain origin with
thin walls and with fluid densities, without iodine cap-
tion and with fine septum of 14.6/13.2 ¢cm in diame-
ter. The mass had displaced the bladder anteriorly and
was compressing it. A separation plan was visualized
between the cystic mass and the bladder. The rectum
was not invaded by the tumoral mass. ( Figure 1 A-D).
Even if it would have supported a better description
of topography of the lesion, no RMN was performed.
The patient received antibiotics (cyprofloxaci-
num  400mg/12 hours ), painkillers ( metam-
izolum 1g/6 hours ), antipyretics ( paracetamolum
1g/8 hours ) and electrolyte rebalancing treatment.
Not being sure about the origin of the lesion and not
having experience with the conservative treatment of
these lesions, we decided to proceed with surgery the
day after hospitalization. We performed a midline um-
bilical-pubic incision. We incised the retrovesical per-
itoneum and penetrated into the retroperitoneal space,
where we identified a 16 cm cystic wide grayish tumor
mass, apparently of prostatic origin. The tumor mass
compressed the bladder and the inferior rectum. The
left ductus deferens was anteriorly dislocated. The tu-
mor mass detached itself from the posterior wall of
the bladder. In the lower part it was adherent to the
prostate, which showed callous area on the contact
surface with the cystic mass. Dissection continued
laterally, highlighting the ureters. Posterior dissec-
tion cleared the tumor mass from the superior rectum.
In order to obtain a better access to the prostate, the

tumor mass was punctured, followed by partial evac-
uation of clear, sero-citrine liquid, without fetid odor
(no sampling for histopathological examination was
performed). The remaining tumor mass was difficult-
ly detached from the prostate during which accidental
injury to the anal canal happened. The cyst was com-
pletely excised, without macroscopic highlighting of
any tumor remnants. The anal canal injury required
rectoraphy with protective colostomy (“loop colosto-
my”’). Postoperatively, the patient’s recovery was slow
but favorable, with discharge on the 20th day after
admission. Two months later, the patient underwent
surgery for restoration of the large bowel continuity.
Macroscopically the tumour could be described as a 12
cm unilocular lesion. The walls were consistent with an
area of thickening of 2.5 /2 cm .The pathological exami-
nationrevealed, amid benign prostatic hyperplasia (Fig-
ure 2A), a cystic lesion with fibrous structure (Figure
2B), lined by acinar type epithelium that included ade-
nomatous proliferation (Figure 2 C —detail ) with pap-
illary extensions projected intraluminally (Figure 2D).
Immunohistochemical  staining was  performed
for Vim, CD34, p53, 34betaEl12, CD30, CK7,
but  was positive only for PSA (Figure 3)

DISCUSSION

Prostatic cystadenoma is a rare condition with less than
20 cases reported in the literature™. It is a benign tumour
that can reach large sizes without embedding the pelvic
organs. It is usually located between the urinary blad-
der and rectum and it may originate from the prostatic
tissue, the seminal vesicles, or the ejaculatory ducts.
Histologically, this lesion is made out of cysts lined by
cuboidal or columnar epithelium and prostatic glands
are arranged in a fibrous stroma. Immunohistochem-
ically, the membrane of the epithelial cells presents
prostatic-specific antigen thus proving the prostatic or-
igin of the lesion. Because of the large size of the le-
sion the patient presents with symptoms of obstruction
of the urinary flow and sometimes a palpable mass in
the lower abdomen. In some cases, the first symptom of
this condition is primary infertility with azoospermia.””
To the practitioner, the prostatic cystadenomas presents
a number of diagnostic and therapeutic challenges. The
differential diagnosis is made with other prostatic le-
sions such as mullerian duct cysts and prostatic utricle
cysts, ejaculatory duct cysts, retention cysts, benign
prostatic hyperplasia with cystic degeneration, cavitary
prostatitis, prostatic abscess, other rare cystic lesions
(echinoccocus cyst, bilharzial cyst, cystic carcinoma)
©), Because of their midline development, the mulle-
rian cyst and the prostatic utricle cyst are discovered
incidentally through ultrasonography. They are usually
located at the base of the prostate, in the back of the
urinary bladder neck and they do not contain seminal
fluid. The retention cysts and cystic degeneration de-
velop laterally, they do not contain sperm cells and are
generally asymptomatic in benign prostatic hyperpla-
sia and are usually endorectal ultrasound findings. The
vas deferens cyst is located on the median line, it con-
tains seminal fluid and it is associated to an increased
rate of infertility in men. Prostatic cysts and cavitary
prostatitis occur in a patient with signs and symptoms
of infection. Cavitary prostatitis and prostatic abscess
manifest themselves clinically by pain with dysuria,
by interrupting the urine stream, and even by acute
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retention. The patient is feverish, his general state of
health is altered and signs of sepsis with low blood
pressure may occur. The diagnosis of echinococcosis
or schistosomiasis may be easily established, based
on clinical suspicions, by observing eggs of schisto-
soma in patient’s urine or specific IgG antibody for
echinococcosis in patient’s serum. Likewise, high lev-
els of eosinophils are specific for both pathologies.
Papillary cystadenoma of the prostate should be
included in the differential diagnosis of retroper-
itoneal masses and prostatic cysts (teratoma, lym-
phangioma, cystic sarcoma, and multilocular peri-
toneal inclusion cysts). Because of its obstructive
voiding symptoms the cystadenoma of the prostate
usually imitates benign prostatic hyperplasia. De-
spite the extensive radiological assessment (CT, MRI,
endorectal sonography), the diagnosis is histolog-
ically confirmed after a complete excision or biopsy.
The natural evolution of cystadenoma of prostate is un-
known. Faced with a pelvic mass, a surgical treatment
is recommended although there are some authors who
recommend that complete surgical excision might not
be necessary.® Despite its benign nature Maluf et al.
reported a case of cystic lesion recurrence in a 41-year-
old male patient 12 months after incomplete surgical
excision. Recurrence is treated by mass excision” or by
pelvic exenteration®. In case of recurrence, Datta et al.
proposed treatment by gonadotropin-releasing hormone
antagonists”. There are numerous authors who have
used laparoscopic surgical treatment for treating mulle-
rian cysts while we identified a single author who used
this technique for treating a papillary cystadenoma with
solid consistency and reduced size (7.5x5.4x2.2 cm)."?
Even if we are not experienced with the laparoscopic
treatment of this type of lesion, we appreciate that this
type of treatment is superior to the classic approach, by
allowing a more elaborate dissection and thus by avoid-
ing complications (lesion of the anal tract in our case).

CONCLUSIONS

Prostatic papillary cystadenoma, a benign lesion,
should be included in the differential diagnosis of the
retroperitoneal and retrovesical cystic lesions in all
male patients with signs of acute urinary retention.

ACKNOWLEDGMENTS

We hereby acknowledge the structural funds project
PRO-DD (POS-CCE, 0.2.2.1., ID 123, SMIS 2637, No
11/2009) for providing infrastructure used in this work.

REFERENCES

1. EbleJ N, Sauter G, Epstein JI, Sesterhenn Al
.World Health Organization Classification of
Tumours. Pathology and Genetics of Tumours
of the Urinary System and Male Genital
Organs. 2004; chapter 3:213

2. Maluf HM, King ME, Deluca FR, Navarro J,
Talerman A, Young RH. Giant multilocular
prostatic cystadenoma: a distinctive lesion of
the retroperitoneum in men—a report of two
cases. Am J Surg Pathol 1991; 15:131-135

3. R Sarvanandan, R Thangaratnam. Giant
Multilocular Prostatic Cystadenoma In A 15-
Year Old: Radical Surgery Not Necessary.The
internet journal of surgery. 2009;Volume 22,

Case Report | 2799

10.

Number 1

Asharaf A. Mosharafa, Mohammed H.
Torky, Yasser Ragab, Nader Dahba.Prostate
Cystadenoma Presenting With Obstructive
Azoospermia. Journal of Andrology. 2011;
32(4):364-366

Nghiem HT, Kellman GM, Sandberg SA,
Craig BM. Cystic lesions of the prostate.
RadioGraphics 1990; 10:635-650

Matsumoto K, Eqawa S, Iwabuchi K, Baba S.
Prostatic cystadenoma presenting as a large
multilocular mass. Int J Urol 2002;9:410-2

Rusch D, Moinzadeh A, Hamawy K, Larsen C.
Giant multilocular cystadenoma of'the prostate.
AJR Am J Roentgenol. 2002;179:1477-1479

Levy DA, Gogate PA, Hampel N. Giant
multilocular prostatic cystadenoma: a rare
clinical entity and review of the literature. J
Urol. 1993;150:1920-1922

Datta MW, Hosenpud J, Osipov V, Young
RH. Giant multilocular cystadenoma of the
prostate responsive to GnRH antagonists.
Urology. 2003;61:225

Hwang EC, Park JB, Jung SI, Im CM, Kim
SO, Kang TW, Kwon DD, Park K, Ryu SB,
Choi C. Retrovesical Multilocular Prostatic
Cystadenoma Mimicking a Pelvic Cavity
Tumor.Korean J Urol. 2009;50(12):1262-
1264



