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Case Report

Case report of a posterior vaginal wall Mullerian cyst
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ABSTRACT
Mullerian cysts are common types of vaginal cysts, which are small and mainly asymptomatic. Sometimes they
present as large symptomatic cystic lesions arising issues of differential diagnosis. They are congenital cysts found
anywhere along the length of development of Mullerian duct, occurring typically during the conventional
gynaecological examination. Authors report of a premenopausal woman presenting with a small asymptomatic,
palpable cystic lesion in the posterior vaginal wall, found during the gynaecological re-examination one month after
an open surgery for an ovarian endometrioma excision. The whole lesion was 0.4cm and surgically excised under
general anesthesia. Postoperative period was completely uncomplicated. Pathology affirmed a benign Mullerian cyst.
Although the majority of vaginal cysts may be asymptomatic, a complete excision is required especially in cases of
suspected malignancy or other pathology. Clinical examination and imaging are not enough for determining the
pathology and a histopathology confirmation is always necessary.
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INTRODUCTION
Vaginal cysts are quite uncommon and usually
asymptomatic.1 Typically they occur in patients’ third or
fourth decade of life. Differential diagnosis consists of
Mullerian cysts, epidermal inclusion cysts, Bartholin duct
cyst, Gartner duct cyst, urethrocele, endometriotic cyst,
myxomatous tumor and unclassified (Table 1).2 30-40%
of vaginal cysts are Mullerian, which are remnants of the
embryologic paramesonephric pair of ducts and can be
found in any point throughout the length of the
development of the paramesonephric ducts, meaning that
they can be found in the anterior, posterior or lateral
vaginal wall3. In most cases, these cysts are less than 2cm
in diameter and are usually asymptomatic. Rarely, their
diameter can reach 4cm or more and cause discomfort,
vaginal pressure, bleeding or dyspareunia.3 Mainly, they
are lined by endocervical and occasionally by fallopian

tubal epithelium. Knowledge of evaluation and treatment
of these cysts when encountered in gynecological
practice is important. This is a small Mullerian cyst of the
posterior vaginal wall.
Table 1: Differential diagnosis of vaginal cysts.
Differential diagnosis of vaginal cysts
Mullerian cyst
Inclusion cyst
Mesonephric cyst
Bartholin’s gland cyst
Endometriotic cyst
Cystocele
Rectocele
Enterocele
Hematocolpos
Myxomatous tumor
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CASE REPORT
A 39 year-old woman, para 1, eight days after her
menstrual period, visited our outpatient department of
obstetrics and gynecology for her routine postoperative
gynecological examination. She had a surgical excision
of her left adnexa and an 8cm endometrioma in our
department 30 days ago because of pain in the lower
abdomen.
Her surgery and postoperative period was uneventful and
her medical history was remarkable only for including
systemic lupus erythematosus (SLE) in remission during
the last 5 years.
During speculum examination cervix was fine and there
was no abnormal vaginal discharge or discomfort. A
bluish, lentil sized mass was detected in the lower third of
the posterior vaginal wall. On palpation, the mass was
cystic, tense, nontender, just right under the vaginal
mucosa.
She reported no history of vaginal trauma, dyspareunia or
bowel disturbances. No cough impulse was noticed. The
patient was advised to have the cyst excised but she chose
to come back for examination after 20 days.
In the next examination the cyst was exactly the same,
asymptomatic, and the patient was planned to have a
cystectomy under general anaesthesia the next day. After
sharp dissection, complete excision of the small mass was
performed.
Pathology confirmed the diagnosis of a benign Mullerian
cyst 0.4cm with hemorrhagic material, lined by a single
layer of cuboidal, fallopian type epithelium with
phagocytic inflammation.

mucosa, inclusion cyst caused by an injury or a surgery in
the vaginal wall and endometriotic cyst.
The patient had no vaginal delivery nor vaginal operation
or pain noted but due to her history of a large ovarian
endometrioma, an endometriotic vaginal cyst should be
ruled out by histopathology.
Although usually Mullerian cysts are small and
asymptomatic, as in present case, Lallar M and
colleagues aspirated a Mullerian vaginal cyst 8x8cm
which was protruding during birth, having finally an
uneventful vaginal delivery.6
Rarely, multiple vaginal cysts exist.7-8 Occasionally, they
can mimic a cystocele or an enterocele and scarcely they
are confirmed to be malignant.3,9,10 History, clinical
examination, magnetic resonance imaging and ultrasound
can be very helpful in preoperative evaluation of the
location and size of the mass.11
Essentially, MRI detects accompanying anomalies of the
genitourinary system. In our patient, per vaginal and per
rectal examination was sufficient enough to demarcate
the cyst and arrange the operative plan.
Patients with vaginal cysts must be thoroughly informed
about the condition and excised cysts ought to be
confirmed by histopathology.
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