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Prevalence is between 0.6 and 6.0% 

A localized sac-like herniation between the peri-urethral 

fibro-muscolar layer and anterior vaginal wall, which is 

continuous with the urethral lumen 

Chou et al. Radiographics 2008

Ingberg et al. Urology 2011

Urethral diverticulum

Originally considered quite rare, it is being seen with 

increasing frequency

secondary to increased physician awareness



Saddiebag UD Circumferential UD

Diagram of the anatomy of a simple urethral diverticulum

Morphological variants



Urethral diverticulum

Risk factors:Periurethral (Skene’s) glands infections, Urethral

injury (during childbirth, previous surgery and repetitive

trauma)

Localization in the middle or distal third of 

the urethra, where the number of glands 

increased, supports the hypothesis of infection 

of the Skene’s gland



» Pain 48%

» SUI 35%

» Dyspareunia 24%

» Urgency 22%

» UTI                             0.3%

Urethral diverticulum

Clinical symptoms

Urethral diverticula (UD) have historically been described with the classic 

triad of three D’s - Dysuria, Dyspareunia, and Dribbling, which are 

present only in about one third of cases.

They can be asymptomatic(20%) or have  symptoms such as:



Urethral diverticulum

Careful palpation of the anterior vaginal wall may reveal 

a mass or tenderness. 

Urethral diverticula are usually located ventrally over the 

middle portion of the urethra, corresponding to the area of 

the anterior vaginal wall 2–3 cm inside the introitus.

A tender cystic mass that expresses pus or cloudy urine via 

the meatus when ‘milked’ is the classical sign.

Patel and Chapple Current Opinion in Urology 2006

CLINICAL EXAMINATION

50%





Traditionally, diagnosis has been based on either contrast radiography:

Invasive

Side effects of the iodium

UTI

Few details between UD and urethra

Inability to localize the diverticular neck

Urethral diverticulum

IMAGING

voiding 

cystourethrography

double-balloon 

urethrography

Accuracy 80-85%  
Accuracy 90%  





Urethral diverticulum

Surgical Management

Multiple open surgical and endoscopic approaches have 

been described for the treatment of urethral diverticula. 

Transurethral cauterization of the diverticulum

Marsupialization of the diverticular sac into the vagina

Diverticulectomy (removal of the diverticulum)



1- Transurethral cauterization of the urethral diverticulum

an incision of the opening of the diverticulum to convert 

a narrow neck into a wide neck

In general, reserve this for distal diverticula because 

more proximal incision of the urethral wall may 

compromise continence.

Urethral diverticulum

Surgical Management



is performed by incising the urethrovaginal septum. 

It is essentially a generous meatotomy, resulting in vaginal voiding. 

A wide incision or treatment of mid or proximal diverticula with this 

technique may result in urinary incontinence. 

This technique should be reserved for distal diverticula, although 

definitive reconstruction likely yields a better functional outcome.

Distal marsupialization may lead to spraying of the 

urine stream and dyspareunia.

2- Marsupialization of a diverticulum

Urethral diverticulum
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This technique allows complete excision of the diverticulum, closure of the 

urethral communication, reinforced coverage with periurethral fascia, and 

closure of the anterior vaginal wall. 

It allows a secure 3-layer closure without overlapping suture lines

3- Transvaginal excision

Urethral diverticulum
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Transvaginal excision
• Preoperative antibiotic therapy is mandatory

• Patient in the lithotomy position

• Supra-pubic catheter option

Urethral diverticulum



Surgery for urethral diverticulum

Urethral diverticulum

Infiltrating anterior vaginal wall with sodium chloride solution, 

make a U-shaped incision.
Transversely incise the periurethral fascia, creating  proximal and distal flaps 

of periurethral fascia showing the underlying diverticulum.

Dissect the diverticulum circumferentially down to its urethral communication and remove it completely.



Surgery for urethral diverticulum

Urethral diverticulum

Close the urethral defect vertically without tension using a running 3-0 or 4-0 absorbable suture incorporating both mucosal and

muscular layers of the urethral wall.



Surgery for urethral diverticulum

Urethral diverticulum

Transversely approximate the periurethral fascia with a 2-0 or 3-0 absorbable

suture allowing the second layer closure to ensure that no dead space is left of

the urethral repair



CLINICAL CASE
3 parity (vaginal deliveries)
Negative personal history

From 2012, she complains about vaginal tenderness and post-void dribbling

Objective exam:

sub-urethral mass

Urodynamic:
stable bladder

Urethral diverticulum



TL- Ultrasound
Urethral diverticulum

CLINICAL CASE



Urethral diverticulum

Cystoscopy
CLINICAL CASE
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CLINICAL CASE

Transvaginal excision



Recurrent urethral diverticulum



• Planned interposition of a biological mesh or Martius flap is

• performed before the third layer

Martius flap

Martius Flap

Urethral diverticulum



Recurrent urethral diverticulum
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•Intravenous antibiotics for 24 hours postoperatively,

oral antibiotics until the catheter is removed.

• Anticholinergic therapy to prevent bladder spasms.

•Remove vaginal packing after 48 hours

inderwelling catheter for 2 weeks

Postoperative Details

Urethral diverticulum



Follow-up

•Voiding cystourethrography 10-14 days

postoperatively.

• Discontinue anticholinergics 24 hours before

Urethral diverticulum



• Extravasation is not observed and bladder is completely

empties, remove the catheter.

• Extravasation is observed, placed suprapubic catheter

Repeat voiding cystourethrography in 7-10 days.

Urethral diverticulum



Outcome and Prognosis

The success rate of urethral diverticulectomy has 

a range of 86-100%. 

Complications :

• Recurrent diverticulum (1-29%).

• Stress incontinence (1.7-16%).

• Urethral obstruction (0-5%).

• UTI (0-31%).

• Urethrovaginal fistula or recurrent diverticula( in pts 

with overactive bladder,  infection)

Urethral diverticulum



Chou et al. 

Radiographics 2008

Thomas, J urol 2008

CONCLUSIONS:

Although most cases of surgically resected

diverticula demonstrate benign features,

approximately 10% show atypical

glandular findings, including invasive

adenocarcinoma. Due to the risk of

malignancy in a subset of patients careful

clinical examination and followup are

warranted in all patients to exclude

neoplastic disease.
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SUI and Urethral Diverticulum



TOT or mini-sling may be performed.

Diverticulectomy + Martius flap + sling 

n.46 pts      Cure rate             45/46

Romanzi J.Urol 2000

Urethral diverticulum

UD associated to Urinary Incontinence



Important factors in operative success

include precise anatomic dissection, a

tight closure, avoid overlapping suture

lines, and closure in multiple layers.

Conclusion

Urethral diverticulum


