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A B S T R A C T

Objective: The current database of medical articles rarely includes 
information about Giant Gartner’s duct cysts.  This case study was 
developed to exhibit a varied clinical presentation of a Gartner’s 
duct cyst.

Case: During a routine vaginal speculum examination on a 21-year-old 
primigravida at 24 weeks’ gestation, a bulging membrane was 
visualized.  Due to the patient’s uterine contractions and the possibility 
of rupturing the amniotic membrane, a vaginal exam was deferred. An 
amniotic sac appeared to funnel into a fluid collection within the vaginal 
vault.  She was induced at term once a giant Gartner’s duct cyst was 
reduced.  

Conclusion: When a fluid-filled membrane in the vaginal canal is 
encountered during pregnancy, non-obstetric sources such as a Gartner’s 
duct cyst should be considered in the differential diagnosis. 

C A S E

 A 21-year-old primigravida presenting at 24 weeks’ gestation was  
 transferred to a tertiary care facility with a diagnosis of “visible membranes” 
 in the vaginal vault.  The patient had presented to her primary obstetric care 
 provider that day for a routine prenatal visit, during which time a test of cure 
 for Chlamydia trachomatis was to be performed.  

 At this time, a speculum was placed into the vagina and a large bulging bag 
 of fluid was noted to be protruding.  She had no complaints of pain, vaginal 
 bleeding, contractions, or leakage of fluid.  

 On our examination, the patient was found to be in no apparent distress 
 with normal vital signs.  Her abdomen was non-tender and soft. A sterile 
 speculum exam revealed a bulging membrane at the hymen.  A vaginal 
 examination was deferred due to concerns about rupture of taut membranes. 

 The fetal heart rate was 140 beats per minute and tocodynamometry did 
 not record any contractions. The white blood cell count was 11.7 white 
 blood cells per microliter with no left shift and all other laboratory findings 
 were within normal limits.  

 An abdominal ultrasound showed a vertex fetus with an estimated fetal 
 weight of 677 grams and the amniotic fluid volume appeared normal.  An  
 amniotic sac appeared to funnel into a fluid collection within the vaginal 
 vault (Figure 1).  
 
 The patient was managed expectantly with strict bed rest.  She was not 

 deemed to be a candidate for a rescue cerclage due to her gestational age 
 and subsequent development of symptomatic regular uterine contraction 
 activity.  She was placed on oral nifedipine for tocolysis and completed a 
 course of intramuscular betamethasone as well as intravenous ampicillin 
 and erythromycin.   

 Several repeat sterile speculum examinations were performed and the 
 presence of the “bulging bag of fluid” was noticed, but there was no 
 evidence of ruptured membranes.  

 The etiology of the “bulging bag of fluid” came into question as the patient 
 approached term without delivery.  Since the implication of unintentional 
 amniorrhexis was less significant near term, a more vigorous attempt was 
 made to evaluate the sac and determine its origin, at which time it was 
 diagnosed as a Gartner’s duct cyst.  

 The Gartner’s duct cyst was 3 cm, fluid filled, thin walled, and originated 
 from the right vaginal sidewall. The cervix was visualized as thick and tightly 
 closed.  The patient was eventually admitted for an induction at 41 weeks 
 due to oligohydramnios. 

 A spontaneous vaginal delivery of a healthy term male infant ensued.  The 
 mother and baby were discharged to home in good health.  The cyst 
 decreased in size following delivery and is asymptomatic at this time. 

COMMENTS

 The Gartner’s duct was named for Hermann Treschow Gärtner  
 (1785-1827) who described the Gartner’s duct cyst in 1822.(1)  Later, 
 Gärtner’s claim as discoverer of the cyst would be called into question in a 
 historical diagnostic dilemma.  It appears that Malpighi demonstrated the 
 structure in 1681.  This historical lesson sets the stage for the difficult 
 identification of a Gartner’s duct cyst in pregnancy. (2)

 In an early embryo two sets of mesonephric ducts are present, the meso
 nephric (Wolffian) and paramesonephric (Müllerian) ducts.  In the female 
 embryo, the mesonephric ducts reabsorb, and the genital tract forms from 
 the paramesonephric ducts.  If the mesonephric ducts do not fully 
 reabsorb, they remain as vestigial remnants in the anterolateral wall of the 
 vagina.(3)  If enough of the vestigal remnants remain, they form a channel 
 or duct  structure that may fill with fluid, forming what is known as a 
 Gartner’s duct cyst.  There can be many other forms of vestigial 
 mesonephric vestiges in the female genital tract including remnants of the 
 female paramesonephric duct, which become a hydatid of Morgagni, and 
 remnants of the mesonephric duct, which form the appendix vesiculosis or 
 the duct of epoophoron. (4)  

Several steps could have been taken in this case to permit an earlier 

diagnosis of the large Gartner’s duct cyst, thereby avoiding prolonged 

hospitalization:  

1. An initial pelvic examination early in the pregnancy may have revealed the 
 cyst prior to the gestational age when prolapsed membranes would have 
 been in the differential diagnosis.
2. The absence of any change in appearance of the cyst should have raised 
 the question of an alternative diagnosis.  
3. Without visualization of fetal parts within the “membranes,” one may have 
 questioned the diagnosis as well.  
4. A gentle digital examination and an attempt to reduce the membranes 
 earlier in the pregnancy may have solved this conundrum, though doing so 
 would have risked iatrogenic preterm amniorrhexis in a desired pregnancy.  
5. A potentially helpful technique for localizing a cystic mass in the vagina or 
 excluding or cystic structures such as a ureterocele is magnetic resonance 
 imaging (MRI). (5)  
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I N T R O D U C T I O N

 Gartner’s duct cysts are dilated Wolffian duct remnants found in the 
 lower anterolateral aspect of the vagina. Gartner’s duct cysts 
 mimicking pathologic conditions associated with pregnancy are rare.  

 We describe a diagnostic complication of an antenatal course caused 
 by a Gartner’s duct cyst.

 The purpose of this study is to present a varied clinical presentation 

 of a Giant Gartner’s duct cyst.
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