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ABSTRACT

A cyst of the canal of Nuck is a rare cystic structure along the inguinal canal extending to the labium majus, which forms due to
non-obliterated processus vaginalis. In female patients presenting with painless swelling in the groin or labium, in addition to
strangulated hernia, a cyst of the canal of Nuck should be considered. This paper presents a case of a 38-year woman with a
right-sided cyst of the canal of Nuck and right inguinal hernia and its clinical and diagnostic features, differential diagnosis, and
treatment. Laparoscopic diagnosis and total extraperitoneal hernioplasty (TEP) offer a useful alternative in patients with a super-

imposed inguinal hernia on top of the cyst of the canal of Nuck.
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INTRODUCTION

The canal of Nuck is the analogue of the patent processus vagi-
nalis in males. Usually, in the first year after birth, it is discon-
nected from the peritoneal cavity and regresses.' Insufficient
closure of this canal usually resultsin an indirect inguinal hernia,
and infrequently it forms a cyst of the canal of Nuck, which is a
fluid-filled cyst lined by the vaginal parietal peritoneum. This
condition, normally encountered in the paediatric population, is
rarely seen in adult women.” Here, we present a patient with a
cyst of the canal of Nuck accompanied by an inguinal hernia,
which we diagnosed with laparoscopy and treated with laparos-
copictotal extraperitoneal hernioplasty (TEP) in addition to mini-
mally invasiveincision.

CASE REPORT

A 38-yearwoman presented to our surgery clinic with complaints
of swellingand painintherightgroin. On physical examination, a
soft immobile mass approximately 3 cm in size was detected. It
was observed that the size of this non-reducible mass did not
change with coughandstrain. Onultrasonographic (USG) exami-
nation, an anechoic cysticlesion, approximately 31 x17 mm with
asmooth, oval configuration, was observed in the subcutaneous
fatty tissueintherightinguinal region.
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Thetubularstructureextendingfromthe cysticmasssuperolat-
erallyandreaching4 mminits widest partwas evaluated asthe
inguinal hernia sac associated with the anterior abdominal wall
(Figurel).

Surgery was planned with the diagnosis of a cyst of the canal of
Nuck and accompanying inguinal hernia. During the operation,
therectus muscle waslateralised witha 15-mmtransverseinci-
sion made through the umbilicus. Using the open technique, a
10-mmtrocar was entered into the abdomen and pneumoperi-
toneum was provided. Upon intraabdominal exploration, the
inguinal hernia sac associated with the cyst of the canal of Nuck
wasidentified and the diagnosis was confirmed. After deflation,
the posteriorrectus sheath and trocar defectin the peritoneum
were closed. Using the same incision, the extraperitoneal area
was opened bluntly using a balloon trocar. Two additional 5-
mm trocars were entered on both sides of the midline. The
hernia sac was prepared along the round ligament using a TEP
approach. However, even strong retraction of the round liga-
ment did not resultin the cyst of the canal of Nuck reaching the
extraperitoneal area. At this stage, in order not to injure the
cyst wall, the hernial sac was separated from the round liga-
ment and the distal part was ligated and reduced into the
abdomen. Theinguinal ring was repaired with the help of three-
-dimensional polypropylene mesh (Bard ® 3DMax Light Mesh).

The mass in the right groin was explored with the minimal skin
incision. The cyst, approximately 3x2 cm, was dissected and
excised along with the remaining canal of Nuck proximally
(Figure 2). The postoperative course was uneventful. Histo-
pathological examination confirmed the intraoperative diag-
nosisandwas compatible witha cystofthe canal of Nuck.
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Figure 1: Ultrasonography image of the right inguinal region showing an
anechoiccysticlesionofapproximately31x17mminsize (A). The pathog-
nomic feature of the cyst of the canal of Nuck, a comma-shaped tail
(arrow)directedtotheinguinal canalisshown (B, C, D).
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Figure 2: Laparoscopic findings showing the right inguinal hernia sac
associated with a cyst of the canal of Nuck (A, C) Intraoperative explora-
tion of the cystic mass in the right inguinal region with minimal skin inci-
sion (B). Macroscopicimageofthecystofthecanalof Nuck (D).

DISCUSSION

Acystofthecanalof Nuck wasfirstdescribed asaninguinolabial
cyst in 1691 by Dutch anatomist Anton Nuck van Leiden.” The
round ligament, which does not actually support the uterus,
passes through the inguinal canal and is divided into thinner
fibresand dispersesinthelabium majus. Inwomen, a peritoneal
fold usually accompanies the round ligament when descending
through theinguinal canal toward the labium majus. If the distal
part of the parietal peritoneum extending from the abdomen to
theinguinal canal is not obliterated, patent processus vaginalis
develops. Ifthisformationis smalland only allows fluid passage,
itcancauseararecystofthe canalof Nuck. Ifthe processusvagi-
nalisislarge and allows the passage of abdominal organs, thisis
considered aninguinal hernia.?

USG is an important modality for the diagnosis of a cyst of the
canal of Nuck. The technique is simple, inexpensive, non-inva-
sive, radiation-free, and provides valuable information.* Upon

USG examination, the pathognomic appearance ofthe cyst ofthe
canal of Nuck was defined asacomma-shapedtail directed to the
inguinal canal.’ When the diagnosis is suspicious, magnetic reso-
nance imaging (MRI) can be performed to explore the intraab-
dominalrelationship ofthe mass.Inthis case, preoperative diag-
nosis was made using USG. For the differential diagnosis,
tumoural formations such as lipoma and leiomyoma, lympha-
denopathy, Bartholin’s cyst and abscess, endometriosis, and
non-reduced herniashould be considered.

A cyst of the canal of Nuck is accompanied with an inguinal
hernia in approximately 30% of cases.’ If the diagnosis is not
made correctly, the cystis excised and the herniais not treated.
Open surgery with an anterior approach is generally preferred
in children. Laparoscopic treatmentis recommended for hernia
repair with a cyst of the canal of Nuck, which is less common in
adult women.*® This helps avoid a large incision scar and tissue
trauma.

In a single session, treatment of a hernia with TEP hernioplasty
should be considered, and if possible, excision of the cyst by
retraction to the extraperitoneal area. However, avoiding
damage to the cyst wall with gentle manipulation of the cyst is
important to prevent dissemination.® Endometriosis and
angiomyofibroblastoma in the canal of Nuck have been
reported previously." With technical difficulties, excision of the
cyst can be achieved with a separate minimal skin incision in
additiontolaparoscopic procedures, asinthis case.

In conclusion, laparoscopic diagnosis and TEP treatment offer a
useful alternative in adult women in cases where a cyst of the
canalof Nuckisaccompanied by aninguinal hernia.
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