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Fig 1. Normal prostate and seminal
vesicles on TZWI.

b a. Transaxial scan through mid
prostate gland. Peripheral zone ar-
eas {P) demonstrate a high signal
intensity on T2WI. A : anterior fi-
bromuscular stroma, C : central
zone, arrowhead : urethra. b.
Transaxial scan through seminal
vesicles (asterisks). Seminal vesi-
cles are seen as multiple locules
filled with high signal intensity
fluid contents. ¢. Midline sagittal
scan demonstrates anatomical re-
J# lationship of the bladder (B},
prostate, and seminal vesicles (as-
terisk}. Arrowheads : prostatic
urethra, arrow : ejaculatory duct.
d. Coronal scan through the blad-
der base and prostate (P). B : blad-
der, CC: corpora cavernosa, CS:
bulb of corpus spongiosum, white
arrow: membranous urethra.
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Fig 2. Wolffian duct cyst with prostatic hypoplasia.

a. Transaxial T2WI demonstrates lack of prostate tissue around urethra (arrowhead). Note a tubular structure
(Wolffian duct cyst; arrow) in posterior aspect of periurethral tissue. b. Consecutive transaxial section shows the
tubular structure coursing to the right side. ¢. Sagittal T2WI clearly demonstrates anatomical relationship of utricle
(arrowhead) and Wolffian duct cyst {arrow] to the bladder and urethra. Note “penoscrotal transposition” (curved ar-
row) : the penis is located more posteriorly than the scrotum.

Fig 3. Hemorrhagic mullerian duct
cyst. d. Transaxial TIWI demon-
strates a high intensity cystic le-
sion (asterisk} in midline suprapro-
| static area. b. Coronal T2WI
R shows a large elliptical lesion con-
§ taining low signal intensity fluid
| (asterisk), which extends out of
the prostate (P).
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Fig 4. Left seminal vesicle hemor-
rhage and a small midline cyst (as-
terisk}.

a. Transaxial TIWI demonstrates
high signal intensity hemorrhage
(H} within left seminal vesicle. b.
Coronal T2WI shows an ovoid
midline cyst {asterisk} and left
seminal vesicle hemorrhage (H). P
. prostate.

Fig 5. Post-biopsy hemorrhage in
-~ peripheral zone areas.

y Q. Transaxial TIWI shows high in-
tensity hemorrhage within periph-
eral zone areas (asterisks} in both
sides. b. On T2WI, hemorrhagic
areas are seen as low signal inten-
sity areas (arrows) which mimicks
prostate cancer.
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Fig 6. Extensive prostate cancer.

a. Transaxial T2WI demonstrates low signal intensity mass lesions in entire prostate gland. Note squaring or angula-
tion of posterolateral margins of the prostate {arrows). b. Coronal T2WI demonstrates enlarged prostate gland with
transcapsular tumor extension along right lateral border {(white arrow). Note superior extension of the tumor {arrows)
invading distal portion of seminal vesicles and ductus deferenses. €. Transaxial T1WI of upper pelvis demonstrates
multiple enlarged lymph nodes (L} in both iliac areas. Note metastatic bony lesion in right iliac bone (arrow).
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Fig 7. Normal penis.

a. Transaxial T2WTI of the penile
root (resting state). CC : corpora
cavernosa, B: bulb of corpus spon-
giosum, I: ischial bone, arrow: is-
chiocavernosus muscle, white ar-
rowheads: superficial transverse
perineal muscle black arrow-
head:uretlrra. b. Coronal T2WI of
the penile shaft {erect state]. CC:
corpora cavernosa, CS: corpus
spongiosum, straight arrow: tuni-
ca albuginea & Buck’ s fascia,
curved arrow : urethra, white ar-
row: dorsal penile vessels, arrow-
head : cavernosal artery.

8 9a b

Fig 8. Peyronie s disease. Contrast-enhanced transaxial T1WI of dorsiflexed penile shaft demonstrates interruption of
tunica albuginea in the dorsum of left side cavernosum [arrow). CC: corpora cavernosa, arrowhead: urethra.

Fig 9. Trauma of posterior urethra.

a. Simultaneous visualization of the bladder (through cystostomy tube) and distal urethra. A curved probe is intro-
duced into prostatic urethra through the cystostomy tract. A large gap is seen between the tip of the probe (straight ar-
row] and the proximal end of visualized bulbous urethra (curved arrow). b. Sagittal T2WI demonstrates superiorly
displaced prostate (P). The proximal (straight arrow) and distal (curved arrow} ends of ruptured urethra are clearly
demonstrated on this image. Arrowheads: prostatic urethra.
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q, b. Coronal & transaxial T2WI
demonstrate normal high signal
intensity of both testes (T} and nor-
mal low signal intensity of right e-
pididymis {E}. Enlarged left epi-
didymis {asterisk) shows high sig-
nal intensity due to inflammation.
f : fluid within vaginal cavity
(cavum serosum testis), arrow:
mediastinum testis, arrowhead:
tunica albuginea.



T ghel 4] WA e} L A gk A Ab w gl vl &) 48w 74x]

ol B¢ Well A= £

sk 2go] W o A welA Bl o £3]2 Ho)
Hog nolc, JFuihe A T2 xG Aol A 7}
[e}

jg
ﬁ
o,
g
o
o
fu f
b

w0
N
)

i «'UIFU
s
o
st
ku
B
[E=OR R, A

u e
-0

Rl o
i

<o

—
o

o
o)
o

fu
e
o,
s
fd
e
Am
Og‘:."
o
(]
[#2}
.
(el
=3
a
~
-
[¢]
aa
—
[e»]
w2
@.
o
jon
o
2a)
.‘L o
oft
o
iy
=
ut

ekt

Wl 12 ol 29k9) 95%7) oFAlelw 90% o4
Zof(germ cell tumor)e]c}, 8hehe Al ol A
5 23t 15-34 Al el &= 7H £ o)
o}, o] §7F FobA 51l B &) 90%l §uteic)

T8 2oke] 90-95% 5 A A Tl A 7] s 2] = A
A7+ (gonadal stroma)el] A7 Foka} Yz wiady Ao
o 55 g =22 ughs AWl o)Al A el 2ok £
71 &5t o2 sk £oko] 5% 5 Ax| 3} GAIA £ F ke

ZAeH f-8 0.2 = A Au] L (seminoma: 35%), wjolAl £t
(embryonal carcinoma: 20%). 718 % (teratoma : 5%),

[e)
s 521ekE (choriocarcinoma: ( 1%) 5o] 3l 718 Z3 1)

opHl £ THH (25%)ot b & ERH(15%) % E3lct,
1] of S 3-4%F AR st ol F F 90% 7t 1A

ANEZFORE Leydig AIEEU(1-3%) . Sertoli A EZo}
(1%), A EA E£(gonadoblastoma: 0.5%), T okdE
(epidermoid cysts:1%), ¥4 2%<F(adrenal rest tu-
mor) 5°] it}

aEkeke] Ags s M= 289 A} 7

MRI+= A4 )4 22 290}, ushgofoly} ¥ wsh-udhed

ﬁd
"
2
ok
ﬂt
I
L.

g oAt oA 5o dAAd A 03 £ He] SR o]
¥ 30% A=A LAlguby ® s gloen] wEkeke] Ao x
F10% HE=F4 S5 2 245 HolBE 9AkA

& :
ol2igt 74 §-oll MRI7} =0l & 4 olrh(28-29).
3

oo dAbA el n# Fe S S AlYslng 3
!

ok

N

Y,
i

[
o
e
=
=9}
i
ok,
rie
ol
.
—1r
i
o
o
|
A
=
ol

=
o

Z
= —

o o
f1 ofN
o
°
o
v
a
[t
ofn
o

o e
b
N
9t ox

Ped
-
ox
ol
=

o e st b
=
s
s
o
1
o
o

=
P
=2
1o
=,
-0
-,
2
=
o
rﬂ
ol
ol
N
==
= K
Br
N
-lo
ofn
ol

My
o2
ok

K
—
N
A
By
oLa
~
2
=

oF
>
N au
rlo 1‘%
oz <
> £ e,
2 BN ol
o~ of o} m
o O HI
o ot jaul
i 3
AR G
L OT ool
RN BN
(<IN -3
— o o0
H ox ox
Z o

i
i
N
‘o 7
3

o
o
00 M &
o ol
w2
O
%
o r ]
2 o o) mt W

X ofx

[

S M
S

c2, to
L T A R .

R

oO
o W o
it
U
it
Bl

©,
o
oX,
=l
kel
e
=
o
-~
BN
(o]
0,
r e
lo
B
<
>
>,
m
[}
N o o2
End
N B Yy
1 fd ot
oz b
o

[
2

TN

— 2
Bt
= v
. 1

b

ZA- (retrocrural node)®] b} 271 gz A4
Al gt gajel| 4 CT Ko} $<psfch,

Fig 11. Intraabdominal undescend-
ed testis.

i a. Transaxial T2ZW1 demonstrates
high signal intensity testis (T} in
anterolateral aspect of right iliac
vessels. Note low signal intensity
funica albuginea (arrows) around
the testis. This is a common loca-
tion for intraabdominal unde-
scended testis. b. Transaxial T2WI
of high scrotal region demon-
strates absence of spermatic cord
| (arrows) in both sides. P: penis.
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Fig 12. Seminoma arising from undescended testis.
a. Transaxial T2WI demonstrates an ovoid soft tissue mass {asterisk) in left superficial inguinal pouch. T: undescend-
ed right testis in inguinal pouch. b. Coronal T2ZWI demonstrates extratesticular tumor extension {arrows). T right
undescended testis, asterisk: testicular tumor.
Fig 13. Epididymitis.
Left epididymis (E) is enlarged and shows slightly higher signal intensity than the right (arrow). T: testes.
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Fig 14. Testicular torsion.

a, b. Transaxial & coronal T2WI
shows enlarged left scrotum with
hematocele (H). Note low signal
intensity of left testis {asterisk). T:
right testis.

c. Transaxial T2WI of spermatic
cord demonstrates enlarged left
cord with "whirpool sign” (ar-
rows). Note signal void (white ar-
row; “torsion knot" | of the center
of the torsed cord.

d. Contrast-enhanced T1WI demon-
strates lack of enhancement in left
testis. Tt right testis.

a b c

Fig 15. Testicular rupture.

a. US of right scrotum demonstrates hyperechoic mass lesion (asterisk) next to right testis. This was thought to be a
hematoma. H: hematocele. b. Transaxial T2ZWI clearly demonstates rupture of tunica albuginea (white arrows) with a
bulge of injured testicular tissues (I) outside testis. H: hematocele, T: testis. €. On contrast-enhanced TIWI, a small
portion of right testis (asterisk) enhances like contralateral testis (T}.
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