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Ultrasound was born dynamic: why are we still scanning static?
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To the Editor,

Musculoskeletal ultrasound has one clear advantage
over every other imaging modality: real-time, dynamic
visualization of moving structures. And yet, the vast ma-
jority of published musculoskeletal ultrasound studies,
clinical protocols, and training curricula still prioritize
static image acquisition. We are using a dynamic tool
to produce static answers, and missing diagnoses in the
process.

The clinical consequences are real. Snapping syn-
dromes of the hip, subluxation of the biceps tendon or
peroneal tendons, dynamic impingement at the shoulder,
ulnar nerve instability at the cubital tunnel, and trigger
finger can all appear entirely normal on a static ultra-
sound image [1]. These pathologies only become ap-
parent when the patient moves, yet many sonographic
examinations are still performed with the patient lying
motionless. A recent review of dynamic musculoskeletal
ultrasound in orthopedics highlighted how real-time im-
aging during movement provides diagnostic information
that MRI and CT simply cannot offer, because those mo-
dalities are inherently static [2]. This is not a minor point;
it is what makes musculoskeletal ultrasound unique, and
we are underutilizing it.

Why does static imaging continue to dominate?
There are several reasons. First, dynamic assessment
takes more time and demands greater operator skill.
The clinician must manage the transducer, instruct the
patient through provocative maneuvers, and interpret
rapidly changing images simultaneously. Second, there
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is no widely adopted standardized protocol for dynamic
maneuvers by body region. Without consensus on what
movements to perform, when, and how to document
them, practitioners default to what is reproducible: the
static image. Third, the research literature reinforces this
tendency. Most diagnostic accuracy studies compare ul-
trasound to MRI using static measurements (thickness,
cross-sectional area, echogenicity), overlooking the very
dynamic capabilities that set ultrasound apart.

The concept of an “ultrasound examination” that in-
tegrates clinical examination with real-time sonographic
assessment, described by Pirri et al. as using the trans-
ducer as a “magnifying glass” during clinical evaluation,
is where musculoskeletal sonography needs to go [3].
Sono-palpation, dynamic stress testing under ultrasound
visualization, and real-time guided provocative maneu-
vers are not advanced techniques reserved for specialists;
they should be standard components of every muscu-
loskeletal ultrasound examination. The growing avail-
ability of handheld and point-of-care ultrasound devices
makes this more practical than it has ever been [4].

We urge the musculoskeletal ultrasound community,
and this journal in particular, to take on two initiatives.
First, the development of standardized, region-specific
dynamic assessment protocols that can be incorporated
into existing examination workflows. Second, a change
in how we design and report ultrasound studies: diagnos-
tic accuracy papers that omit dynamic assessment should
explicitly acknowledge this as a limitation, rather than
considering it as an acceptable practice. If we keep meas-
uring ultrasound against MRI using only the parameters
at which MRI excels, we will always underestimate the
tool in our hands. The musculoskeletal system moves.
Our imaging should too.
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A strange mass on the face of the fetus: cutaneous hamartoma
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Fig 1. A) Prenatal 3D ultrasound at 23 weeks of gestation showing a left
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acial mass; B-C) Prenatal 2D ultrasound at 28 weeks of

gestation demonstrating a persistent left facial mass; D) Postnatal photograph of the infant; E) Resected left facial mass specimen;
F-G) Histopathological examination (H&E staining) revealed multiple tissue components: desmoplasia (G, yellow arrows), hyper-
plastic/dilated vessels (G, black arrows), and a cartilage nodule (G, red arrows). Abbreviations: 2D, two-dimensional; 3D, three-

dimensional.

To the Editor,

A 29-year-old multiparous woman underwent three-
dimensional (3D) ultrasound at 22 weeks’ gestation, re-
vealing a 15x13 mm isolated, well-circumscribed facial
mass (fig 1A). At 28 weeks, two-dimensional (2D) ul-
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trasound showed a homogeneous, solid, isoechoic der-
mal mass with superficial protrusion (fig 1B-C), with
3D imaging demonstrating slight enlargement to 18x17
mm. Dynamic ultrasound monitoring during pregnancy
revealed slow growth of the mass. Following multidisci-
plinary consultation, vaginal delivery was recommended.
The infant was delivered vaginally at 39 weeks of gesta-
tion, with Apgar scores 10-10-10. A pedunculated, dark
purple mass measuring 20x20 mm was observed imme-
diately after delivery on the left cheek (fig 1D). Postpar-
tum 2D ultrasound revealed that the mass was smooth,
homogeneous, and devoid of blood flow signals. Histo-
pathology of the CO- laser—excised specimen confirmed
congenital facial cutaneous hamartoma (fig 1E-G).
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Hamartomas represent localized proliferations of his-
tologically mature native tissue exhibiting architectural
disorganization, abnormal cellular proportions, or matu-
ration defects. These lesions typically follow a benign
clinical course with limited autonomous growth, most
commonly arising in visceral organs (e.g., lungs, kid-
neys, intestines). Facial occurrence during fetal develop-
ment is exceptionally rare [1].

2D ultrasound is the preferred and foundational tool
for prenatal diagnosis of isolated facial hamartomas in fe-
tuses, offering advantages such as high-resolution struc-
tural imaging, multi-planar scanning capability, blood
flow assessment, and cost-effectiveness. It provides criti-
cal evidence for differential diagnosis. For example, soli-
tary cutaneous hamartomas typically present as localized
soft tissue masses without associated abnormalities of
intracranial structures [2]. However, for complex cases,

it is recommended to combine 2D ultrasound with 3D
ultrasound or MRI to further evaluate the tumor’s 3D
morphology and spatial relationship with surrounding
structures, thereby optimizing prenatal counseling and
perinatal management strategies [3].
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Endoscopic ultrasound-guided fine-needle aspiration assisted by
a novel dental floss traction technique for diagnosing
an occult pharyngeal malignancy: a first case report
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To the Editor,

A 66-year-old male presented with a five-month his-
tory of a mass in the right side of the neck. The patient
subsequently underwent a right cervical lymphadenecto-
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my. Histopathological examination confirmed metastatic
squamous cell carcinoma, and immunohistochemistry
revealed diffuse P16 positivity. Whole-body positron
emission tomography/computed tomography imaging re-
vealed a hypermetabolic nodule (approximately 1.5x1.0
cm) on the right lateral oropharyngeal wall, with no other
significant lesions (fig 1a). Endoscopy showed no neo-
plastic lesions, and the mucosa was completely smooth
(fig 1b).

Under general anesthesia, endoscopic ultrasound
(EUS) was conducted via a transnasal approach. A hy-
poechoic nodule (15.7x12.9 mm) with irregular internal
echogenicity and relatively regular borders was observed
in the right lateral oropharyngeal wall. Due to limited
visibility after the insertion of a 22-gauge puncture nee-
dle, dental floss traction was used to increase the angu-
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Fig 1. a) PET/CT revealed a hypermetabolic nodule on the right lateral oropharyngeal wall; b) No abnormalities were detected using
white light endoscopy; c¢) The distal end of the echoendoscope with an ultrasonic transducer covered by a water-inflatable balloon,
and a 22-gauge needle introduced via the biopsy channel; d) After using the dental floss traction technique, the angle of the endo-
scopic bending section significantly increased, improving the success rate of puncture at larger angles; e) EUS revealed an irregular
mass in the right lateral oropharyngeal wall, measuring 15.7x12.9 mm; f) EUS-FNA was successfully performed with a 22-gauge
needle; g) Tissue specimens aspirated during EUS-FNA; h) Pathologically confirmed oropharyngeal squamous cell carcinoma
(magnificationx200).

lation of the endoscope, thereby enhancing lesion ex-
posure (fig 1c-d). Under EUS guidance, the lesion was
punctured (fig le-f), and over 20 passes were made to
collect adequate tissue samples for histopathology and
liquid-based cytology (fig 1g). The procedure was com-
pleted without any immediate or delayed bleeding. The
final pathological diagnosis confirmed oropharyngeal
squamous cell carcinoma (fig 1h), and the patient was
referred for chemoradiotherapy.

Oropharyngeal carcinoma is one of the most common
head and neck malignancies; however, the submucosal
type is rare in clinical practice. Conventional endoscopic
biopsy is often insufficient for diagnosing submucosal le-
sions due to its limited depth of penetration. Endoscopic
ultrasound-guided fine-needle aspiration (EUS-FNA)
is a safe, effective, and minimally invasive technique
commonly used for diagnosing mediastinal and biliary-
pancreatic disorders [1]. In this case, EUS-FNA was suc-
cessfully employed to sample a small submucosal oro-
pharyngeal malignancy. Moreover, dental floss traction,

commonly used in endoscopic resection of gastrointes-
tinal tumors, was adapted to improve visualization in a
technically challenging anatomical site [2-3]. This ma-
neuver improved lesion exposure, allowing for accurate
sampling and a definitive diagnosis.
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A neck mass suspected to be a branchial cleft cyst: a case of macrocystic lymphatic malformation

A neck mass suspected to be a branchial cleft cyst:
a case of macrocystic lymphatic malformation
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Fig 1. A) An oval anechoic mass (yellow arrow) was observed anterior and superior to the sternocleidomastoid muscle, with
ill-defined borders with the parotid gland. The internal echoes of the mass were heterogeneous, and multiple hyperechoic band-
like septations were seen within it; B) CDFI revealed no obvious blood flow signal within the mass (yellow arrow); C,D,E) MRI
demonstrated a left-sided hyperintense mass (yellow arrow) ill-defined from the parotid gland, and T2-weighted fat-suppressed MRI
showed multiple internal septa; F) Histopathological examination of the surgically excised mass revealed a lymphangioma.

To the Editor,

A 12-year-old child presented to our hospital with a
slowly progressive, enlarging mass on the left side of the
neck, which was first noted 10 years ago, without prior
examination or treatment. Physical examination revealed
a palpable mass measuring approximately 4x4x2 cm lo-
cated anterior and superior to the left sternocleidomas-
toid muscle. The mass was firm in consistency, poorly
mobile, and non-tender on palpation. No ulceration or
discharge was observed on the overlying skin.
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Ultrasonography demonstrated an oval anechoic mass
located anterosuperior to the left sternocleidomastoid
muscle, measuring 4.1x4.2x2.1 cm, with an ill-defined
margin with the parotid gland, heterogeneous internal
echotexture, posterior acoustic enhancement, and multi-
ple hyperechoic band-like septa within the mass (fig 1A).
Color Doppler flow imaging (CDFI) detected no obvious
internal blood flow signal (fig 1B). Magnetic resonance
imaging (MRI) showed an abnormal cystic signal in the
left upper neck, with an ill-defined boundary with the
parotid gland (fig 1C,D). Fat-suppressed T2-weighted
MRI showed a hyperintense mass anterosuperior to the
sternocleidomastoid muscle, with multiple internal sep-
tations (fig 1D,E). The patient subsequently underwent
general anesthesia and resection of a left cervical mass.
Postoperative pathological examination confirmed cervi-
cal lymphatic malformation (LM) (fig 1F), and immu-
nohistochemical analysis showed D2-40 positivity. One
month later, ultrasound examination of the surgical site
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revealed no abnormalities, and regular clinical follow-up
was recommended.

Macrocystic LM is a rare benign developmental
anomaly of the lymphatic vessels, presenting as large
fluid-filled cysts. It occurs most commonly in the neck,
is often detected at birth or before two years of age and
progresses slowly [1]. Treatment options include phar-
macotherapy, percutaneous sclerotherapy, and surgery.
Patients with isolated LM have a good prognosis after
treatment, and a few patients may experience recurrence
[2].

In this case, the patient’s lesion was poorly demarcat-
ed from the parotid gland, suggesting a possible parotid
origin. Due to the lack of specific clinical manifestations,
initial misdiagnosis is common. During diagnosis and

treatment, attention should be paid to differentiation from
branchial cleft cyst, epidermoid cyst, and pilomatricoma.
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Isolated tear of the superior bundle of the subscapularis tendon:
sonographic detection using the USMSIT/NMUSIT protocol
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To the Editor,

An 86-year-old man presented with right shoul-
der pain for the past month, denying preceding trauma.
Physical examination showed full passive range of mo-
tion. Plain radiographs revealed no fracture or disloca-
tion. As his symptoms had not improved with rest and
analgesics, he was referred for ultrasound examination.
Scanning began at the bicipital groove whereby the long
head of the biceps tendon appeared swollen, but without
peritendinous effusion or subluxation. With the shoulder
gently externally rotated, the transducer was then moved

Received 29.05.2026 Accepted 26.07.2026

Med Ultrason

2026, Vol. 28, No 3, 371-372, DOI: 10.11152/mu-4640,

Corresponding author: Ke-Vin Chang, MD, PhD
Department of Physical Medicine
and Rehabilitation, National Taiwan
University Hospital Bei-Hu Branch,
87, Nei-Jiang Rd., Wan-Hwa District,
Taipei 108, Taiwan
E-mail: kvchang011@gmail.com

medially along the long axis of the subscapularis tendon.
From caudal to the cranial portion of the lesser tuberos-
ity, the tendon bundles were assessed sequentially. The
inferior (fig la) and middle (fig 1b) bundles showed a
preserved fibrillar pattern, whereas the superior bun-
dle showed a full-thickness tear with a retracted tendon
stump (fig 1¢). Ultrasound clearly distinguished the torn
bundle from the intact anterior glenohumeral capsule.
The transducer was rotated to a short-axis orientation of
the subscapularis tendon (fig 1d) where only the middle
and inferior bundles were visualized, and the superior
bundle was not seen. The remaining rotator cuff tendons
were intact. These findings were compatible with an iso-
lated full-thickness tear of the superior bundle of the sub-
scapularis tendon.

Isolated subscapularis tendon tears are uncommon,
and most reported cases are traumatic [1]. An atraumat-
ic, isolated tear can therefore be easily overlooked. The
subscapularis tendon consists of multiple bundles and, as
tears typically begin at the superomedial articular surface
and progress inferolaterally, the superior portion is the
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Fig 1. Systematic ultrasound evaluation of the three subscapu-
laris tendon bundles. In the long-axis views, the inferior (a) and
middle (b) bundles show a preserved fibrillar pattern, whereas
the superior bundle (c) demonstrates a full-thickness tear (black
arrowheads) with a retracted tendon stump (szar). In the short-
axis view (d), only the middle and inferior bundles are visu-
alized. Asterisk, anterior glenohumeral capsule; DEL, deltoid;
LT, lesser tuberosity; SUBIB, inferior bundle of subscapularis
tendon; SUBMB, middle bundle of subscapularis tendon.

most commonly affected site [1,2]. Because the lower
and middle bundles are usually spared early, a non-sys-
tematic scan of these uninvolved bundles may lead to a

false impression of normal tendon. This case highlights
the importance of a structured, footprint-based scanning
of the subscapularis tendon, as recommended in a recent
standardized shoulder ultrasonography guideline [3].
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Left atrial compression caused by esophageal squamous cell carcinoma
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To the Editor,
A 53-year-old male presented with esophageal cancer

recurrence more than 8 months following surgical resec-
tion. He had a history of pT3N1MO stage III esophageal
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squamous cell carcinoma, complicated by metachronous
liver, lung, and pelvic metastases, and was receiving pal-
liative chemotherapy consisting of tegafur and irinotecan
in combination with sintilimab. Esophagogastroduoden-
oscopy revealed an esophageal space-occupying lesion,
and histopathological evaluation confirmed squamous
cell carcinoma. Immunohistochemical staining was posi-
tive for P40, CK5/6, and CK8/18; focally positive for
CEA; negative for Synaptophysin and Chromogranin A;
and showed high proliferative activity with 40% positiv-
ity for Ki-67 and aberrant overexpression of p53 (80%
positivity). Echocardiography revealed a hyperechoic
mass behind the left atrium, measuring 76x60 mm, with
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Fig 1. In the four-chamber view of the echocardiogram, a hy-
perechoic lesion is observed posterior to the left atrium.

ill-defined borders and an irregular shape. The internal
echogenicity was heterogeneous. The mass was located
between the left atrium and the thoracic aorta, compress-
ing the left atrium, with no detectable blood flow signal
(fig 1).

Esophageal cancer is one of the most prevalent ma-
lignancies worldwide. As a highly aggressive neoplasm
of the upper gastrointestinal tract, it is characterized by a
high mortality rate and a poor prognosis. In patients with
advanced disease, progressive dysphagia and weight loss
typically present as the initial clinical manifestations
[1,2]. Nagatsuka et al. study [3] reported that postopera-
tive atrial fibrillation following esophagectomy for es-
ophageal cancer is not uncommon. Multivariate analysis
identified a left atrial anteroposterior diameter >36 mm

and an E/e’ ratio >8.4 as independent risk factors for
postoperative atrial fibrillation. Obstructive shock results
from impaired cardiac output due to physical obstruc-
tion of blood flow; compression of the cardiac chambers
particularly the left atrium leads to reduced end-diastolic
volume and subsequent hemodynamic compromise [4].
Meanwhile, pericardial pneumatosis represents a grave
complication in patients with esophageal cancer. It typi-
cally signifies advanced disease and portends a poor
prognosis, with most patients succumbing to the condi-
tion within weeks [5]. In summary, patients diagnosed
with esophageal cancer should undergo echocardiogra-
phy as part of their clinical evaluation.
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To the Editor,

A 31-year-old primigravida (G1P0) presented to our
outpatient department for a routine prenatal ultrasound
(US) examination at 34+4 weeks of gestation, during
which marked and dense umbilical cord coiling was
observed (fig 1a,b), and the estimated fetal weight fell
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A case of umbilical cord torsion diagnosed by prenatal ultrasound
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Fig 1. a,b) Gray-scale and color Doppler ultrasound demonstrated the free segment of the umbilical cord was hypercoiling and dense
(arrow); c,d) spectral Doppler displayed an increase in the S/D ratio and PI of the fetal umbilical artery, intermittent end-diastolic
blood flow absence and reversal, and transient slowing of the fetal heart rate; e) three-dimensional ultrasound revealed the cord
straightening, tightening and hypercoiling; f) macroscopic appearance of UCT.

below the 10th percentile. Prior US examinations had
demonstrated fetal growth measurements appropriate
for gestational age, with no major anomalies detected.
The patient had an unremarkable medical history and fe-
tal heart rate monitoring was normal. Spectral Doppler
of the fetal free loop of the umbilical cord showed an
increased systolic/diastolic ratio (S/D) and pulsatility
index (PI) (fig 1C): S/D=3.46-4.71, PI=1.2-1.4. Mean-
while, intermittent absence and reversal of end-diastolic
flow in the umbilical arteries was also noted, accompa-
nied by transient fetal bradycardia (108 beats per minute)
(fig 1D). To rule out the possibility of temporary cord
compression, the patient was placed in the left lateral
decubitus position and fetal movement was stimulated.
Nevertheless, the abnormalities in umbilical artery he-
modynamics were not resolved after 15 minutes. Fetal
middle cerebral artery and ductus venosus Doppler indi-
ces were within normal limits. Three-dimensional (3D)
ultrasound imaging demonstrated the umbilical cord was
significantly spiraling and tightened (fig le). Based on
these findings, umbilical cord torsion (UCT) was diag-
nosed. Subsequently, a male infant weighing 2080 g was
successfully delivered via emergency cesarean section,
having Apgar scores of 8-10-10. The umbilical cord was
about 62 cm in length and 1.7 cm in diameter, tightly
twisted for 60 weeks and the UCT was verified (fig 11).
The umbilical cord is the vital lifeline for fetal surviv-
al and development in utero, and its normal function is
essential to fetal health. UCT is a rare, unexpected event
in the second and third trimesters that can precipitate

serious perinatal complications, including fetal distress,
non-immune hydrops, intrauterine growth restriction,
and even fetal demise [1]. UCT is seldom diagnosed
prenatally and is usually identified through postnatal
examination of the cord [2]. However, due to inherent
limitations in prenatal imaging and the lack of common
prenatal ultrasound findings, the diagnosis of UCT re-
mains challenging. In previous reports, the majority of
UCT cases have been seen at the fetal or placental cord
insertion sites [2]. In this case, we observed significant
morphological and hemodynamic abnormalities in the
free segment of the umbilical cord, including tightening,
hypercoiling and persistent absent/reversed end-diastol-
ic flow. Moreover, the unexplained growth restriction of
the fetus further supports the possibility of UCT, which
may disrupt fetoplacental exchange and blood supply.
These US findings can help to complement the prenatal
sonographic features of UCT, thereby guiding early clin-
ical diagnosis and timely intervention to prevent adverse
perinatal outcomes.
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One case of primary thyroid myxoid liposarcoma
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Fig 1. A, B) The left lobe of the thyroid gland 1s enlarged w1th diffuse and uneven parenchyrnal echogen1c1ty Multlple low-echo
nodules are observed within, with unclear boundaries and no obvious blood flow signals; C) CT demonstrated a mixed-density mass
on the left side of the anterior cervical region and there were several round-like low density shadows in it; D) The enhancement CT
showed that the left cervical mass was not obviously enhanced; E) The pathological specimen revealed a translucent mass in the left
thyroid; F-H) Histopathological results indicated the presence of atypical and polymorphic cells resembling adipocytes, accompa-
nied by mucinous degeneration in the stroma and the formation of capillary networks.

To the Editor,

Myxoid liposarcoma (MLPS) generally lacks specif-
ic symptoms and mainly presents as a slowly enlarging
painless mass [1]. When the tumor is large, it compresses
adjacent structures. In this case, the patient exhibited
compression and displacement of surrounding tissues
[2]. Due to the superficial location of the thyroid, its tu-
mors are usually detected early.

A 42-year-old male was admitted to the hospital with
a solid thyroid nodule detected half a month ago. Physi-
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cal examination revealed diffuse enlargement of the left
lobe of the thyroid gland with enlarged lymph nodes in
both neck regions. Thyroid ultrasonography showed en-
largement and heterogeneous changes in the left thyroid,
with multiple nodular shadows inside, poorly defined
borders, and no significant blood flow signals detected
(fig 1A,B). CT demonstrated a mixed-density mass on
the left side of the anterior cervical region and there were
several round-like low density shadows in it (fig 1C). The
enhancement showed that the left cervical mass was not
obviously enhanced (fig 1D).

Based on comprehensive clinical manifestations and
imaging diagnoses, the patient was suspected of thyroid
cancer. With the consent of the patient and his family, a
thyroidectomy with surrounding lymph node dissection
was performed. Intraoperative findings showed multiple
nodules in the left thyroid lobe, with unclear boundaries
from the surrounding tissues. The pathological specimen
revealed a translucent mass in the left thyroid (fig 1E).
The pathological diagnosis was thyroid myxoid liposar-
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coma (fig 1F-1H). No additional adjuvant therapy was
administered postoperatively, and the patient has been
followed without recurrence or metastasis of the tumor
to date.

Acknowledgments: The work was supported by Shi-
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Middle cluneal nerve entrapment associated with an accessory
sacroiliac joint: diagnostic block and ultrasound-guided treatment
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Ministry of Health Antalya City Hospital, Department of Physical Medicine and Rehabilitation, Antalya, Turkey

To the Editor,

A 52-year-old woman presented with chronic left-sid-
ed gluteal pain refractory to analgesics, nonsteroidal anti-
inflammatory drugs, and physical therapy. Computed to-
mography demonstrated a left-sided accessory sacroiliac
joint [1] (fig 1). Physical examination revealed a positive
FADIR test, marked tenderness, and a positive Tinel’s
sign approximately 4 cm caudal to the posterior superior
iliac spine (PSIS). Therefore, a diagnostic middle cluneal
nerve (MCN) block was performed at the long posterior
sacroiliac ligament (LPSL) region corresponding to the
S2-S3 sacral foraminal level using 2 mL of 1% lidocaine.
One hour after injection, the Visual Analog Scale (VAS)
score decreased by 75%, supporting MCN entrapment as
the primary pain generator.

Subsequently, an ultrasound-guided MCN injection
was performed using a high-frequency probe positioned
over the second sacral foramen and angled obliquely to
visualize the LPSL, as previously described [2]. A mix-
ture of 1 mL betamethasone, 1 mL bupivacaine, and
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2 mL saline was injected using an out-of-plane technique
(Video 1, on the journal site). At 2-week follow-up, the
patient reported marked improvement with a VAS score
of 1/10.

MCN entrapment is caused by compression of a sen-
sory nerve originating from the S1-S3 dorsal rami. The
nerve may pass above, beneath, or through the LPSL.
Proposed mechanisms include repetitive mechanical ir-
ritation, ligamentous strain, and gluteal muscle traction
[3]. The accessory sacroiliac joint in the present case may
have altered local loading dynamics around the LPSL,

Fig 1. Coronal computed tomography image showing a left-
sided accessory sacroiliac joint. Mild approximation between
the left L5 transverse process and sacral ala is also noted.
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thereby increasing susceptibility to chronic nerve irrita-
tion.

Clinically, MCN entrapment should be suspected in
patients with mechanically aggravated sacroiliac region
pain, particularly when tenderness or a trigger point is
identified approximately 3.5 cm caudal to the PSIS. Di-
agnosis mainly relies on physical examination findings,
especially a positive Tinel’s sign, together with symptom
relief following diagnostic nerve block [4].

This case highlights that accessory sacroiliac articula-
tion may represent a previously underrecognized anato-
mical factor contributing to MCN entrapment. In patients
with persistent gluteal pain refractory to conservative
management, evaluation for cluneal nerve entrapment
may help identify overlooked peripheral pain generators
beyond spinal pathologies.
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Video 1. Ultrasound-guided middle cluneal nerve injec-
tion. LPSL: long posterior sacroiliac ligament.

Congenital vesicovaginal fistula coexisting with urethral agenesis and

unilateral umbilical artery absence
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To the Editor

A 32-year-old pregnant woman (G1P0) present-
ed at 32 weeks’ gestation. Prenatal ultrasound revealed
a 2.4x6.5x3.8 cm cystic mass posterior to the bladder,
exhibiting internal low-level echoes (fig 1a). Bilateral
ureteral dilatation (fig 1b), significantly enlarged blad-
der (fig. lc), and absence of the left umbilical artery
were noted, while the anus appeared normal. Fetal MRI
suggested hydrocolpos with distal agenesis or urogenital
sinus anomaly. Chromosomal microarray analysis was
unremarkable.
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At 38 weeks, a 4600g female was delivered vaginally.
Neonatal examination revealed a patent vaginal orifice
and complete urethral agenesis (fig 1d). Postnatal MRI
and ultrasound confirmed an elongated, fluid-distended
vagina, a high-positioned uterus, bilateral ureteral dilata-
tion, and left hydronephrosis with an enlarged, superiorly
displaced bladder (fig 1e,f). Cystourethrogram and ultra-
sound confirmed grade IV vesicoureteral reflux (VUR)
and urethral agenesis. SPECT showed left renal atrophy.
Congenital vesicovaginal fistula (CVF) with urethral
agenesis was diagnosed. Staged urethroplasty has been
planned for post-puberty.

Congenital CVF with urethral agenesis is extremely
rare. Early gestational insults likely disrupt mesonephric
duct development, arresting paramesonephric duct dif-
ferentiation and leading to this urogenital malforma-
tion. Typically, severe lower urinary tract obstruction
often causes a severely distended bladder that terminates
pregnancies via bilateral umbilical artery compression,
explaining why severe CVF is predominantly diagnosed
postnatally [1]. In our case, the absent left umbilical ar-
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Fig 1. a) Ultrasonography showing a fetal pelvic cystic mass; b) bilateral hydronephrosis and ureteral dilatation (red arrow); ¢) En-
larged bladder and the fluid-filled vagina (yellow arrow); d) Urine discharge upon compression of the vaginal orifice, with absence of
a urethral meatus confirmed (e); f) Fluid distension of the uterine and vaginal cavity. BL, bladder, CYS, cystic mass; RK/LK, right/

left kidney; UT, Uterus; VG, vagina.

tery confirmed that high pelvic pressure had occluded
one artery.

The fetus survived to term with normal amniotic
fluid because the coexisting CVF and an incomplete
imperforate hymen acted as a “pressure-relief valve.” This
created a bladder-vagina-amniotic cavity axis for urinary
drainage, mitigating pelvic hypertension and preserving
contralateral umbilical blood flow. Consequently, fatal
pulmonary hypoplasia was avoided.

A fetal pelvic cyst posterior to the bladder with
ureteral dilatation should raise suspicion for this
condition. MRI fluid-fluid leveling and a normal anus
help differentiate it from persistent cloaca or isolated
imperforate hymen. Serial ultrasonographic follow-ups

are mandatory and percutaneous vesicoamniotic shunting
[2] can be considered if oligohydramnios develops. Since
chronic VUR can cause insidious renal damage, prenatal
multidisciplinary team evaluation and long-term surgical
planning are vital for prognosis.
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