
RESIDENT’S CORNER

The Canadian Journal of Urology; 13(4); August 2006

Accepted for publication June 2006

Address correspondence to Dr. Jaime A. Wong, Department
of Urology, Dalhousie University, QEII Health Sciences
Centre, VG Site, Room 294, 5 Victoria, 1278 Tower Road,
Halifax, Nova Scotia B3H 2Y9 Canada

Sarcoid of the testis
Jaime A. Wong, MD, John Grantmyre, MD
Department of Urology, Dalhousie University, QEII Health Sciences Centre, Halifax, Nova Scotia, Canada

WONG JA, GRANTMYRE J. Sarcoid of the testis. The
Canadian Journal of Urology. 2006;13(4):3201-3203.

Sarcoidosis is a chronic disease that rarely manifests in
the male reproductive tract.  Due to its infrequent nature,
treatment for sarcoid of the male reproductive tract is

controversial.  We report a case of incidentally discovered
sarcoid of the testis in a white male managed with a testis
sparing approach.
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Case report

A 32 year-old white male presented to his family
physician with a palpable mass within his left
spermatic cord.  He had previously undergone a
bilateral vasectomy as a form of family planning.  The
family physician ordered a scrotal ultrasound and
referred the patient to urology.  The patient was
otherwise asymptomatic.  On examination, a lesion
was palpable within his left spermatic cord consistent
with a sperm granuloma secondary to his previous
vasectomy.  The left testis itself was unremarkable.
There were no palpable lesions.  Incidentally, the
scrotal ultrasound revealed a hypoechoic 4 mm well-
circumscribed lesion within the upper pole of the left

Introduction

Sarcoidosis is a chronic disease of unknown etiology.1

It is rarely diagnosed in white males and seldom
occurs in the male reproductive tract.2  We report a
case of incidentally discovered sarcoid of the testis in
a white male managed by an organ preservation
approach.
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testis, Figure 1.  Alpha fetoprotein (AFP), beta human
chorionic gonadotropin (b-HCG) and lactate
dehydrogenase (LDH) were all within normal limits.

The patient’s past medical history was significant for
sarcoidosis.  This was diagnosed after a routine chest x-
ray was found to be suspicious for sarcoidosis which
led to a lymph node biopsy via mediastinoscopy.  The
patient was asymptomatic with respect to his sarcoidosis
and thus, was not offered any treatment.

The patient was explored through a left inguinal
incision to rule out a testicular neoplasm.  The vascular
supply was occluded and the testis was delivered into
the wound.  At this point, the lesion was palpable.  The
testis was opened and the lesion was exposed, Figure 2.

The lesion was removed and sent for frozen pathology.
Frozen sections revealed a non-caseating granuloma
consistent with sarcoidosis.  Final pathology confirmed
this finding with giant cells and epithelial granulomas
concentrated around and within the seminferous
tubules, Figure 3.  No intratubular germ cell neoplasia
or invasive germ cell neoplasia were identified.
Therefore, we elected to preserve the testis.  The tunica
albuginea was closed, the testicle was returned to the
left hemiscrotum, and the wound was closed.

Discussion

Sarcoidosis is a chronic systemic disease of unknown
etiology.1  It is characterized by the presence of non-
caseating epithelioid cell granulomas.3  The
prevalence of sarcoidosis is approximately one to six
cases per 1000 people worldwide4 but it is estimated
to affect one in 10,000 people in the United States.5  It
is 20 times more common in black patients than white
patients and 10 times more common in females.1  The
average age of onset of sarcoidosis is 33 years old.6

Sarcoidosis most commonly affects the lungs but
other organ systems may also be involved including
the reticuloendothelial (40%), ocular (25%), nervous
(7%), parotid (6%), osseous (3%), myocardial and
endocrine systems.7  The genitourinary system is
affected in 0.2% of clinically detected cases and 5%
within autopsy series.6  Manifestations of sarcoidosis
of the male reproductive tract include lesions within
the epididymis, testis, spermatic cord, tunica
albuginea, and prostate.6  Testicular lesions are
diagnosed clinically in fewer than 0.2% of all

Figure 1. Scrotal ultrasound demonstrating a
hypoechoic 4 mm well-circumscribed lesion within
the upper pole of the left testis.

Figure 2. Gross specimen demonstrating 4 mm nodule
within opened testis.

Figure 3.  Hematoxylin-eosin stain at 100x
magnification demonstrating epithelioid histiocytes
and multinucleated giant cells.
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sarcoidosis cases.8  There are even fewer reports of
testicular involvement without concurrent
epididymal involvement.9  The first case of testicular
sarcoidosis was reported by Nickerson in 1937.10  The
patient had microscopic disease detected at autopsy.10

The first clinically detected case of testicular
sarcoidosis was reported in 1941 by Seaworth.10

Including the current case, only 30 patients with
sarcoidosis involving the testis have been reported in
the literature.6,11  To the best of our knowledge, this
case represents only the third reported case of
testicular sarcoidosis in a white male.1

The differential diagnosis of testicular and
epididymal sarcoidosis includes other causes of
granulomatous diseases such as tuberculosis, syphilis,
sperm granuloma, filariasis, lymphogranuloma
venereum, granuloma inguinale, atypical
tuberculosis, blastomycosis, coccidioidomycosis,
actinomycosis, schistosomiasis, and Wegener ’s
granulomatosis.5  However, the most important entity
that must be ruled out with a suspected testicular
sarcoidosis is malignancy.  The importance of
pathologic diagnosis of a testicular lesion in a patient
with systemic sarcoidosis is highlighted by Gellar et
al who reported a case of mediastinal sarcoidosis with
concurrent teratoembryonal carcinoma of the testis.12

In addition, the concomitant diagnosis of a germ cell
testis tumor and sarcoidosis have been reported by
numerous other authors.13

Therapy for sarcoidosis of the male reproductive tract
is controversial.13  Most patients will have systemic
disease requiring steroid therapy.  However, for
asymptomatic patients, it is unclear if corticosteroids are
necessary or even beneficial.14  Resolution of epididymal
granulomas after steroid treatment has been
documented15 while others have found that epididymal
involvement can develop or progress while on steroids.14

Although genitourinary sarcoidosis may be clinically
suspected in a patient with known sarcoidosis, inguinal
exploration should be performed in any patient with a
testicular mass.14  In a patient with known systemic
sarcoidosis, it has been suggested that a conservative
approach may be performed.16  If frozen section
histopathology reveals a lesion consistent with
sarcoidosis, then the testis may be spared.  If there is
any uncertainty that the lesion may not be benign, a
radical orchiectomy should be performed.
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