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CHAF 2l Hbe

o od

AN Z2S 543199 249 9] FAE 22 il
o A4S 489 W 73RS 270 Ll A 16 d o] W9k
ARz A3 EE = 284 A 594] 7hA e gl
22 444 it}

A7) 3 15T 2353y 2p7|dd A (GE

Medical system, Milwaurkee, Wisconsin, USA)& ©|&
g om A oo A A 67U (Medrad Inc, Pit-
sburg, Pennsylvania, USA)S A}8-3}o] dAHS Agich
A B A X AlBEHA] @sich o] FAAL
o 50—80mle] F7]1 2 WA 7| H ek Tl 22 =3
o & % fast multiplanar spoiled gradient recalled(FM-
PSPGR) vlH] o 2 algirh 2~ = <d A2 TR 500 —600
msec, TE 11 —17msec, ] NEX &2 2 NEXZ 3}it}
T2 73zx3 A fast spin echo (FSE) uP -2 Ap8-3}o]
TR 3000 —4000 msec, effective TE 92—100msec 2 A}
™, A, AJAFE-S- 99913 echo train length= 8 ==
1622, receive band width+= 16kHz, ¢17] 34+ 2—43]
2 3}tk Field of view(FOV)+= 10—12cm, 27 S =
3—5mm, 27 7FA& 1 —-1.5mm=E st}

AP 3FS 2 A7 T3 J2HA FFoE A

it

A o] HolH Hel3 Y= (millerian duct cyst) &2 &
Falelom £3 9k W (wolffian duct cyst)-2 A
FTAA A HEo 7 A FtaL AP Fe] G A= o
S W= Al 4L TIZAZGA4 9 T2Z -z 44
A Az7ErL 2= T AAZE e 23 dHE By
Y2 Aslgch T2 Azl AAs Axe] 242

Holu} T17xdAA] 733 A3 78 Bole Av= &8
ZFo 2 Holr}) A} x°d<% (seminal vesiculography)-2 &
T 599 sxpe A Al AR AFEAdE AFA| AT
ZG Al o8 £

P HAFHPRD ol

(opacification) =™ &3t FF o2 Fxlslgich A
Z 3<% (Seminal vesiculography)-2 A|8§A] 2}7]-2m e A;
ol A FHaE W FFo] FdA ol 23] opacify=H eja-
culatory duct cyst@ #Hzls}olc}.

AR A g v w73 Ao o 25 1795 9
3}x}ol| A A8 = i th. A}8-8F 7] 7] = 7.5 MHhz convex ar-
ray tranducer(Combison 310A-+, Kretz technik, Au-
stria) 4 3L Whsdo] FukE x| o2 Ae| oA 2 F2}8]1E F
g F i 2 RAbH e 2 sl

W o] Fhake] gl vl g v|wslr] $13be] MR <34
7 2ol A gAR o]kl ol =

3

1] =5 paired t-test
Apgate] EAA Aol & EAlstade.

3 % 229 AYAL, A R A

o WelA] o] AL Balrh,
5 147 2) Fhxfoll ] TS Gl o0] 1
1

¢

Z BT 3Fo] 84, &yt FFo] 64 vt B3
FEe AP AN 1/29 FAF X3l en iz
o] AA7} FRAFHL W= L3tk B3 3
o] AZAEE BT Tl k29 AA] AAZHAEE, T2 7
Z3A A3 =E Fepl sl (Fig.1). 93 3%
o AZAEE TIZAZEGZA] AT Y] £8=2 Q8 3
A5 7r=5 vepl gl e T2 7323 A 7 ool A A%
ZFEE B3 ov(Fig. 2) UM A 1864 Fd2 27] o}
74719 8% el ARXEAEES, FHEE 37
olFA7E Hol= RAZAEE Byl AT 234
MRA #a= A" ot F5e 29 S574E B9 oyt
(Fig. 2¢) E81% 352 234570 = A ¥oF MRe] A}
A 2] 3}odc}. F=A1 T8 A Z(renal agenesis) 2 o]AAd
3 3k(ectopic ureter)-S Holi= 23|kt 713 o] &v|qhat
3 1ol A A= o (Fig. 3).

Fig. 1.Millerian duct cyst with seminal vesicle hemorrhage. a) coronal FSE T2WI, b) axial FSE T2WI , c) axial SE TIWI. Centrally
located cyst(MC) is seen with high signal intensity on T2WI and low signal intensity on T1WI. Both seminal vesicles(SV) show
strongly increased signal intensity in the lumen on T1WI and slightly decreased signal intensity on T2WI, which suggest

intravesicular hemorrhage.
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Fig. 2. Wolffian duct cyst with calculi.

a. Coronal FSE T2WI shows paramedially located ejaculatory duct cyst(EC). The cyst is slightly elongated and its upper end is
deviated to the left side. Multiple signal voids of calculi(arrows) are seen in the lumen of cyst.

b. Axial TIWI shows strong high signal intensity from hemorrhage in the cyst(EC) and both seminal vesicles(asterisk), implying
commnunication of these two structures.

c. Seminal vesiculography reveals opacification of the ejaculatory duct cyst and multiple filling defects from calculi.

f

Fig. 3. Wolffian duct anomalies associated with ejaculatory duct cyst, ectopic ureter and renal agenesis.

a. On axial FSE T2WI, unusally lower lying ureterovesical junction(arrows) is seen, and collpased ectopic ureterocele (arrow-
head) is also noted.

b. On sagittal T2WI, a fistulous tract(arrows) is seen from this ectopic ureterocele to the left side of the seminal vesicle.

c. Coronal T2WI also demonstrates paramedially located ejaculatory duct cyst and intracystic multiple calculi(arrows).

d. Endorectal ultrasonogram shows multiple echogenic calculi(arrows) with posterior showing,but cyst wall is not well visualized
due to showing.

e. Seminal vesiculography shows opacified seminal vesicles, ejaculatory duct cyst (EC) and ectopic ureterocele(asterisk).

f. CT at the level of kidney demonstrates the abscence of the left kidney.
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AL v 18] 3hx}e] 244 4 (lesion) ol A FAE
t}(fig. 2a, 3c). AFA TN} 10842 713 Bk A-HA
6, A A&, 3 Ul 29 A olgich £¥ L BT
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AAA ZYL 0]43 MR(ECMR) 3 3 A AxS
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Table 1. Summary of MR Imaging Findings in the Patients with Hemospermia

Findings

Number of foci(n)

Number of patients(n=24)

Calculi
intracystic
seminal vesicle
prostate
ejaculatory duct

Cystic abnormality
Mdllerian duct cyst
Wolffian duct cyst

Hemorrhage
seminal vesicle
ejaculatory duct

18

14

13

Table 2. Summary of Findings in 17 Patients who had both ECMR and TURS

Findings

ECMR (n=17)

TRUS(n=17)

Calculi
Cyst
Hemorrhage

15 11
11 5
i1 0

ECMR ; endorectal coil MR imaging,

TRUS ; transrectal ultrasonography
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MR Imaging of Hemospermia with an Endorectal Surface Coil :
Comparison with Transrectal Ultrasonography’

Je Hwan Won, M.D., Myeong-Jin Kim, M.D., Hyung Sik Yoo, M.D.,
Jong Tae Lee, M.D., Moo Sang Lee, M.D.?

"Dept. of Diagnostic Radiology, Yonsei University College of Medicine
2Dept. of Urology, Yonsei University College of Medicine

Purpose: To describe MR findngs of the seminal tract using endorectal surface coil(ECMR) in patients with
hemospermia and to compare them with transrectal ultrasonography(TRU TR US).

Materials and Methods: Twenty-four patients with hemospermia underwent MR imaging using a 1. 5T unit.
T2-weighted fast spin echo axial, sagittal and coronal images, and T1-weighted spin echo axial images were
obtained using on endorectal surface coil. MR findings in 17 patients were compared with TRUS performed by
urologist.

Results: Twenty-two patients(92%) demonstrated morphological abnormalities in the prostate and the semi-
nal tract. On ECMR, 16 hemorrhagic foci were seen in 13 patients. Prostatic cysts were seen in 14 patients(8
millerian and 6 wolffian). These cysts showed high signal intensity on T2-weighted images. On T1-weighted
images, mullerian duct cysts showed low signal intensity and wolffian duct cysts showed high signal intensity.
On ECMR, calculi were seen in 18 patients. Of 17 cases who had both ECMR and TRUS, prostatic cysts were
seen in 11 on ECMR and 5 cases on TRUS (p(0.05). No hemorrhage in the seminal tract was detected on TRUS.
In is cases, calculi were clearly defined on ECMR, and in 11 cases on TRUS (p{0.1).

Conclusions: ECMR demonstrated various lesions in patients with hemospermia and was superior to TRUS
in the localization of hemorrhage and detection of prostatic cysts and calculi.
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Magnetic resonance(MR), coil array
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