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Abstract

Introduction and Objectives. Paraurethral Skene’s glands located in the lower third of the urethra secrete a fluid 
which serves to lubricate the urethra and has antiseptic value for the urethral meatus and vaginal introit. Skene’s gland 
abscess is rarely seen in common practice, with an unknown incidence. 

Materials and Methods. In this patient illness manifested itself brutally with vaginal pain, dysuria, and purulent leaks 
from the urethra. Surgical excision of the abscess was performed in spinal anesthesia after intravenous antibiotics 
trough anterior vaginal approach. Bleeding was minimal, no others intraoperative complications and postoperative 
recovery was simple. Bladder drainage was provided during the surgical procedure and postoperatively by an 18 Fr 
Foley catheter.

Results. One year after the intervention, there is no local relapse and micturition is easy, the patient being continent. 
The histopathological examination completed the preoperative diagnosis and allowed identification of the patho-
genesis in this case. 

Conclusions. The U-transvaginal flap technique is a technique that allows complete ablation, is less traumatic and 
allows early and fast recovery. To prevent surgical complications in the postoperative period, it is necessary to have 
a team of professionals involved in such interventions as well as special equipment with specific instruments; in this 
sense, we mention the knowledge of the anatomical relations between the urethral wall and the vaginal wall.
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Introduction and Objectives
Skene’s glands and ducts (two of the largest ducts 

form approximately thirty histological structures of 
female genital tract) were first described by Alexan-
der Johnston Chalmers Skene in 1880 and thought to 
be homologues of the male prostate mainly because 
these glands contain secretory cells. Skene’s glands can 
secrete small amounts of viscous material (containing 
biochemical markers such as human urinary protein 1 
and homologous of prostatic specific antigen) with a 
main role for sexual stimulation; are considered to be 
hormone-dependent, because these structures seem 
to increase in size during pregnancy and after meno-
pause atrophy is induced. [1, 2, 3]

Close to female urethral meatus we can find pos-
terolateral to the urethra, in the vaginal vestibule, distal 
openings of Skene glands. [4] These glandular struc-
tures are lined, histologically, by cuboid and columnar 
epithelium with pseudo stratification. Associated duc-
tal system has urothelium or nonkeratinizing stratified 
squamous epithelium. [1]

The incidence and exact etiology of Skene gland 
cyst or abscess is currently unknown. Proposed caus-
es include obstruction and stenosis of the duct (sec-
ondary to inflammation and infection), heterotopy of 
transitional epithelium, aberrant keratinization of the 
epithelium, exposure to estrogen hormone, cystic de-
generation of paraurethral embryonic remnants. [4, 5]

In this paper we want to show a possible unfavor-
able outcome of Skene’s suburethral cysts developing 
an abscess which fistulized to urethra, being associat-
ed with severe clinically manifestation (fever, acute uri-
nary retention, and vaginal pain).

Materials and Methods
We present a 56-year-old patient, 160 cm, 80 Kg, 

BMI = 31.25, whose symptoms suddenly started with 
acute urinary retention after she tried urinating, but 
only managed a few drops. She presented herself in 
emergency at a periphery hospital where she was put 
a Foley catheter for voiding. Then she came to our unit, 
emergency County Hospital of Oradea for urinary fre-
quency, dysuria, and vaginal pain, but she was able to 
pass urine. She was a worried, restless, but conscious 
and cooperative patient.

From anamnesis, we notice 2 pregnancies, 2 nat-
ural births, a total hysterectomy with bilateral anex-
ectomy for a benign condition. She also experienced 
a perineal trauma by falling from the same level on a 
concrete surface 7 years ago after which she presented 
hematuria and had inpatient treatment. At that time, 
we performed CT scan which didn`t revealed tumors in 
perineal area; our patient underwent urethral cystos-
copy and vaginal endoscopy, without any evidence of 
lesions in the urethra, bladder, or vagina. Urinalysis was 
sterile. From that episode to the actual suffering, this 
patient had only a first grade of urinary incontinence 
which was accepted by her.

Upon admission, samples of urine and urethral se-
cretion were collected; urinalysis and urethral secretion 
revealed over 100 000 e. coli / ml. Chlamydia and Gon-
orrhea infection were excluded. Biology of the blood 
confirmed bacterial infection (leukocytosis with mod-
erate neutrophilia, elevated C protein). examination of 
the vaginal introit, in gynecological position, revealed 
an anterior tender mass of 4/3 cm and after pressing 
this mass result in a purulent discharge from the exter-
nal urethral meatus (as revealed in figure 1). 

Figure 1 - Suburethral 
compression produces pus 
elimination at the orifice



Romanian Journal of Urology nr. 4 / 2021 • vol 2062

Cl
in

ic
al

 C
as

es

Abdominal echography did not show tumors or 
fluid in the abdominal cavity. Transvaginal approach 
provided us with important data about the presence 
of the cystic formation, its size, its location in relation to 
the urethra (figure 2). We used for the ultrasound exam-
ination (abdominal, transvaginal and vaginal introit) a 
Samsung H60 ultrasound with CA1-7AD convex probe 
and eVN4-9 transvaginal probe and for the radiological 
test we used C-arm fluoroscope Ge OeC Fluorostar, 79-
S12789.

Broad spectrum antibiotic treatment was initiated 
for 3 days with an improved symptoms and biology. Af-
terwards, having the informed consent of the patient, 
we choose surgical removal of the abscess. Preopera-
tive anesthetic consultation recommended spinal an-
esthesia for this surgical procedure. Urethroscopy and 
retrograde urethrography were performed with the 
patient in gynecological position allowing us to locate 
and measure the abscess 
(figures 3 and 4). Urethros-
copy with 0 and 30-degree 
optics showed us the fis-
tulous tract (by applying 
pressure to anterior vaginal 
wall and obtaining puru-
lent material) located at the 
middle third of the urethra; 
the bladder had normally 
conformed orthotopic ure-
teral orifices.

Figure 3 Opening orifice in evaluat-
ing in urethral cystoscopy

Figure 2 - Transvaginal ultrasound helps examination of the urinary 
bladder and the abscess

Figure 4 - Retrograde urethrography with traction on cervix

After the bladder was emptied with a Foley cath-
eter, we performed a U-shaped incision. Dissection 
of fistulized abscess was performed circumferentially 
with the scissor tip in direct contact to avoid urethral 
or bladder lesions. The urethral defect we sutured ver-
tically tension free using separate sutures of 3-0 Vicryl. 
Periurethral fascia suture was made with a 2-0 Vicryl. 
The vaginal wall was sutured with a running 2-0 Vicryl 
(figures 5 and 6). The intervention was completed with 
the insertion of the Foley catheter for bladder drainage. 
The patient was then taken to a regular salon for sur-
veillance.

Results
The excised paraurethral cystic mass was fixed im-

mediately in 10% buffered formalin (using appropriate 
container) for minimum 24 hours. Subsequently, tissue 
fragments were trimmed and processed using a Leica 
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Figure 5 - Vaginal 
lining misplaced 
for removing the 

abscess

Figure 6 - Final closure of vaginal incision

TP1020 automatic tissue processor. We used Leica par-
affin embedding station and tissue blocks were sec-
tioned at a thickness of 3 to 5 μm (by Leica rotational 
manual microtome). After drying and dewaxing, slides 
were stained with Hematoxylin – eosin (He) and then 
we mounted a coverslip. For examination we used Lei-
ca DM 1000 optical microscope. The pictures were tak-
en using the camera attached to the microscope and 
edited with Leica software.

In gross examination we can appreciate a com-
pletely excised cyst, partial evacuated with a medium 
size of 5/3 cm, smooth external surface, and a whitish 
internal aspect. 

Microscopic examination showed a thick cyst wall 
lined by columnar epithelium and in some areas, strat-
ification occurs (as seen in figures 7 and 8), secondary 
to inflammation. Stratified columnar epithelium has 

intraepithelial neutrophils (figure 8), dystrophic calcifi-
cation (figure 9) and we can detect reactive changes in 
the cells (some dysplastic features, without clear nucle-
ar atypia). The cyst wall has an abundant mixed inflam-
mation and abscess formation. 

Figure 7 - HE, 20X, 
Abscess of paraure-
thral Skene gland 
lined by a stratified 
reactive columnar 
epithelium

Figure 8 - HE 40x, Skene gland abscess with intraepithelial neutrophils 
and a mixt inflammatory infiltrate in sub-epithelial tissue
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The patient’s outcome was simple without intra-
operative or postoperative complications, being dis-
charged the fourth day postoperatively with the rec-
ommendation to continue antibiotic treatment for 
another 10 days when returning for removal of the Fo-
ley catheter and communicating the histopathological 
result.

Patient had signed an informed consent at admis-
sion in the Hospital and agreed for publishing her case 
for scientific purpose.

Discussions
Abscesses of the Skene’s gland most commonly 

present in the third to fourth decades, and it is uncom-
mon to find Skene’s gland abscesses in pediatric pa-
tients. [6] Vulva and paraurethral swellings are an enig-
ma for physicians because clinical differential includes 
Skene duct cyst and abscess, Bartholin cyst, urethral 
diverticulum, leiomyoma, fibroma, adnexal tumors 
(syringoma, spiradenoma, hidradenoma papilliferum, 
keratinous cyst). [7] Although, some authors proposed 
an observational strategy mainly because cysts tend 
sometimes to resolve spontaneously, surgical treat-
ment is recommended to avoid complications with uri-
nary excretion. [5]

Our patient was 56 years old at presentation, and 
the clinical manifestation was brutal with vaginal pain, 
urine retention (required urgent urinary bladder cathe-
terization for bladder emptying) and purulent leakage 
at the vaginal introit level. Urinary retention is known to 
be present only in 25% of cases. [8] Clinical manifestation 
and the evolution of the patient over time correspond 
to a Skene’s gland abscess excision newly formed in the 
urethra. The appearance of the Skene’s abscess follows 
the bacterial contamination of a Skene’s gland and in 
our case the bacterium incriminated was e. coli con-
firmed by urine and urethral secretion culture. [9]

The initial Skene’s gland cyst, which in turn occurs 
following obstruction of the drainage canal in the ure-

Figure 9 - HE 40X, 
Skene gland abscess 
with intraglandular 
calcification

thra, has long been tolerated, bearing in mind the fa-
vorable and possible cause of the perineal trauma from 
a past (7 years ago) resulted in bloody urination which 
lasted 48 hours. [1, 5, 9]

Also, do not forget, instrumentation, diagnostic en-
doscopy of that period (urethroscopy, vaginoscopy). 
During this time patient had a stress urinary inconti-
nence that could be explained by a possible Skene’s 
gland cyst developed after the trauma or instrumen-
tation, because of location in the lower third of the 
urethra. We did not recommend magnetic resonance 
in this case because clinical data like transvaginal ultra-
sound, urethroscopy were sufficient for diagnosis. And 
in the literature with this attitude can diagnose up to 
63% of such cases. [10] We do not hesitate to recommend 
it especially in solid paraurethral tumors or when things 
are not clear because along suggesting diagnosis it also 
gives us important data for surgical strategy. [11, 12, 13]

General abdominal examination, especially with 
the intent to exclude other echo-detectable diseases. 
However, we have obtained sufficiently valid data from 
transvaginal and introital Doppler echography (Sam-
sung H60, convex probe CA1-7AD and transvaginal 
probe eVN4-9) both more sensitive and informative 
than abdominal echography especially for tumors be-
low 2 cm. [14] Transvaginal ultrasonography can reveal 
the presence of gas in Skene gland abscess thickened 
walls. [15]

We did not use the double balloon probe consid-
ered a ‘gold standard’ to highlight the abscess open in 
the urethra. In general, retrograde urethrography is dif-
ficult to perform technically, difficult to accept by the 
patient and may result in urethral injury. That is the rise 
because we performed retrograde urethrography and 
preoperative urethral cystoscopy in the surgery room 
with the patient in anesthesia. We have the necessary 
equipment, an operating room for endoscopy and ra-
diological table and a C-arm fluoroscope (Ge OeC Fluo-
rostar, 79-S12789.)  that allows monitoring and adjust-
ing images in real time. If the Foley catheter is slightly 
tractioned, it will block the bladder neck and the meth-
yl blue with contrast substance can be push on the ure-
thra and reveal the urethral cavity.

Preoperative urethroscopy allowed us to identify 
the opening of the abscess that was located on the 
posterolateral wall at 8 o’clock. Injecting into the cavity 
of the contrast agent with the aid of a ureteral catheter 
allows us to appreciate, cavity location, its size with the 
bladder neck and the urethral meat relationship with 
important clues to the surgical strategy. An argument 
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for surgical excision, rather than marsupialization or 
needle aspiration, is the fact that malignancy has been 
reported to occur in paraurethral cysts. [16, 17]

We choose the U-transvaginal flap surgical tech-
nique that allowed us good access to complete abscess 
removal, the required visibility for correct suture of 
the urethra and vaginal flap coverage without the su-
tures of the planes overlapping. The intraoperative and 
postoperative drainage was provided by an 18 Fr Foley 
catheter to allow for urethral drainage. Communication 
with the urethra should be sealed tightly, to reduce the 
risk of urethral fistula, we sutured with separate threads 
of vertically arranged Vicryl 00. [17, 18]

One of our goals in this patient in the future is to 
eliminate urinary incontinence because it has affects 
quality of life and has negative consequences in so-
cial relationships and the emotional state of these pa-
tients. [18, 19]

Conclusions
The preoperative diagnosis of Skene’s gland ab-

scess can be relatively accurate, and it includes clinical 
history, physical examination with the help of imag-
ing techniques (ultrasonography and magnetic reso-
nance); although only histology of the inner lining of 
the cyst can make a definite diagnosis.

Suburethral masses, in general and in particular 
Skene’s gland abscess, are rare conditions that cause 
much suffering and that we must think in case of lin-
gering urinary infections, recurrent pelvic pain, dyspa-
reunia and perineal trauma.

The U-transvaginal flap technique is a technique 
that allows complete ablation, is less traumatic and al-
lows early and fast recovery.

To prevent surgical complications in the postoper-
ative period, it is necessary to have a team of profes-
sionals involved in such interventions as well as special 
equipment with specific instruments; in this sense, we 
mention the knowledge of the anatomical relations be-
tween the urethral wall and the vaginal wall.
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