
Epidemiology
Seminal vesicle calculi are uncommon 
with just over 100 cases being reported 
in the literature, although the true 
incidence is likely to be higher [1-
9]. Patients usually present aged 
between 30 and 45 years old and 
although the pathogenesis of the stone 
formation is unclear, a high index of 
clinical suspicion and appropriate 
investigations can lead to the  
diagnosis [1]. 

Pathogenesis
Stone analysis provides composition 
information and possible pathogenesis. 
In most cases these stones are 
comprised of proteinaceous material 
but carbonate apatite, calcium oxalate 
and calcium fluorophosphate stones 
have also been reported [8-10]. The 
suggested pathogenesis for their 
formation includes: seminal vesiculitis, 
anatomical abnormalities of the 
seminal vesicle predisposing to stasis 
and urinary reflux into the ejaculatory 
ducts [1,5].

Clinical presentation
Most patients present with a history of 
passing stones or grit during ejaculation 
which is occasionally accompanied 
by pain and haematospermia [1,4]. 
Ejaculatory duct obstruction secondary 
to calculi can occur in patients with 
seminal vesicle stones and can result 
in infertility [3,5]. These stones are 
occasionally palpable during rectal 
examination and can be sometimes 

confused with tuberculosis calcification 
of the seminal vesicle and vas deferens 
[11].

Investigations
Semen analysis should be performed as 
bilateral obstructive calculi could be a 
cause for obstructive azoospermia [2,7]. 
Initial serum investigations include 
renal function tests, and calcium and 
uric acid levels to exclude predisposing 
conditions for stone formation.

Transrectal ultrasound (TRUS) is 
a safe non-invasive technique and is 
performed initially to view the prostate 
and seminal vesicles and can also 
diagnose seminal vesicle dilatation, 
calculi and seminal vesiculitis [1,6]. 
However, MRI (Figure 1) offers a 3D 
view of the seminal vesicles and allows 
surgical planning [6,10].

Occasionally, interventional imaging 
of the seminal vesicles is required to 
exclude anatomical abnormalities. One 
approach is with a vesiculoscope and 
retrograde imaging via catheterisation 
of the ejaculatory ducts. Another 
approach is antegrade imaging of the 
seminal vesicles after a TRUS guided 
injection of contrast referred to as 
seminal vesiculography (Figure 2) 

Management
Seminal vesicle stones have 
been treated in the past by open 
vesiculectomy especially when these 
were multiple and large [3]. However, 
this procedure involves major pelvic 
surgery and can be a significantly 
morbid procedure due to the 
anatomical position of the  
seminal vesicles. 

Minimally invasive techniques 
have developed since then and in 
cases of ejaculatory duct obstruction, 
transurethral resection of the 
ejaculatory duct (TURED) can be 
performed. This procedure has 
been associated with a higher risk 
of complications, including the 
impairment of semen parameters 
and retrograde ejaculation. TURED 
should only be performed in patients 
with confirmed obstruction and small 
volume calculi [2].

Transurethral seminal vesiculoscopy 
(TRU-SVS) is a highly specialised 
technique and can be performed using 
a 6F endoscope. It has been used in 
some case series for the investigation 
of persistent haematospermia or 
ejaculatory duct obstruction but also 
to fragment and remove small seminal 
vesicle stones [1,2,3]. The use of LASER 
lithotripsy with a ureteroscope has also 
been recommended for seminal vesicle 
stones [9]. 

Laparoscopic or robot assisted 
vesiculectomy for larger stones is 
feasible via a transperitoneal approach 
[7,10]. It also allows anatomical 
correction of the seminal vesicle 
as these often remain dilated after 
stone extraction, or when the stone 
has formed in a seminal vesicle cyst 
[7,10]. This can be performed by pelvic 
surgeons with experience in minimally 
invasive pelvic surgery. 

Figure 1: MRI image showing calculi in bilateral seminal 
vesicle.

Figure 2: Antegrade seminal vesiculoscopy showing a 
stone close to the right ejaculatory duct.

Seminal vesicle calculi 

“Most patients present 
with a history of 
passing stones or grit 
during ejaculation 
which is occasionally 
accompanied by pain 
and haematospermia.”
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Conclusion
Treatment options for the management 
of seminal vesicle stones are still being 
developed and symptomatic patients 
should be offered treatment once the 
stones are diagnosed. Small case series 
in specialised centres report good stone 
clearance rates and symptomatic relief 
[1].
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SYNOPSIS

•	 Patients reporting haematospermia 
or sperm containing calculi 
following ejaculation should be 
investigated appropriately to 
exclude ejaculatory duct or seminal 
vesicle stones.

•	 Small seminal vesicle stones can be 
treated with transurethral seminal 
vesiculoscopy. When large and 
multiple, laparoscopic approach 
or robot assisted surgery can be 
considered.
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