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Sarcoidosis rarely involves the testicle. Seven 
cases detected clinically were described in a re­
view in 1986,1 and additional cases have been 
discovered on autopsy. Sarcoidosis involving the 
epididymis is a little more common, being found 
in somewhat less than 1 percent of all men with 
the disease. 1 

We report a case of testicular sarcoidosis 
diagnosed after orchiectomy in a previously 
healthy man. 

Case Report 
A 30-year-old black man came to the walk-in 
clinic complaining of a productive cough persist­
ing for several weeks, mild fatigue, and an episode 
oflow-grade fever. Concurrently, he reported no­
ticing a lump in his testicle, which he discovered 
the previous week while showering. He denied 
dyspnea, night sweats, or weight loss. The patient 
had been previously healthy and was a monoga­
mous heterosexual who denied any history of 
intravenous drug use. 

The patient worked in the cargo department of 
an airline. He was born in the Northeast but had 
lived in southern California for several years. 
Medical, family, and occupational histories were 
otherwise unremarkable. 

On physical examination, the patient's tempera­
ture was 36.g»C (98.4°1'). Respiratory rate was 
14/min and unlabored: His physical examination 
was notable for bibasilar rales. There were no 
wheezes or rhonchi. Findings on cardiac, skin, and 
neurologic examinations were entirely unremark­
able. No lymphadenopathy was noted. There was, 
however, a 1.5-011 firm, fixed, nontender lesion at 
the upper pole of the left testicle. The epididymis 
was nontender and free of induration. 
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A chest radiograph showed bilateral diffuse 
interstitial infiltrates without perihilar adenop­
athy. His white count was 4.0 X 1091L (nonnal 
[N] = 4.8-10.8 X 109/L) (4000/mm3, N = 4800-
1O,800/mm3) with a nonnal differential.3 Mild 
anemia was noted; his hemoglobin was 132 gIL 
(13.2 gldL), hematocrit 0.40 (39.8 percent), and 
mean corpuscular volume 79.8 fL (79.8 J.Ul13). 
Platelet count was nonnal. A test for tuberculosis 
was nonreactive. 

A diagnosis of atypical pneumonia was enter­
tained, and the patient was prescribed erythromy­
cin. He was advised that upon his scheduled 
follow-up visit in 4 days, further work-up of his 
testicular mass would begin. 

At his return appointment his cough was less 
productive. Chest radiography and physical find­
ings were unchanged. Cold agglutinins, LegioneJ/a 
titers, and a search for human immunodeficiency 
virus by enzyme-linked immunosorbent assay 
were negative. An ultrasonic scan of the testicles 
was ordered, and the sonogram revealed a 
hypoechoic density in the left testicle that sug­
gested a neoplasm. Two 5-mm satellite lesions 
were also noted. 

Given the likelihood of testicular cancer, a 
urologist was consulted, and the following re­
sults were obtained: a-fetoprotein (AFP) levels 
were nonnal at 3.4 ~glL (3.4 ng/dL), quantita­
tive human chorionic gonadotropin (~-HCG) 
was negative at "less than 5" IU/L (mIU/mL). 
Carcinoembryonic antigen was 4 giL (N = 0.0-5 
gIL) (4 mg/mL, N = 0.0-5 mg/mL). Urinalysis 
was normal. A computed tomographic scan of the 
abdomen showed moderate splenomegaly. 

Preoperatively, a pulmonary specialist was con­
sulted. Arterial blood gases revealed a pH of 7.4, 
pOl of 11.2 kPa (84 mmHg), pCOl of 5.4 kPa (40 
mmHg), and a 96 percent saturation on room 
air. Spirometry testing of resting pulmonary 
function was normal. Total lung capacity, 
however, was 73 percent of predicted levels, 
and residual volume was only 28 percent. Dif­
fusion capacity was within nonnal limits. 
The chemistry panel was remarkable only for el­
evations of globulin at 49 gIL (N = 20-35 gIL) 
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(4.9 g/dL, N = 2-3.5 g/dL) and total protein at91 
gIL, N = 60-85 gIL) (9.1 g/dL, N = 6-8.5 g/dL). 
Erythrocyte sedimentation rate was 26 mmJh 
(Westergren, N = 0-10 mmIh). 

A presumptive diagnosis of testicular malig­
nancy was made, and the patient had a radical 
orchiectomy with insertion of prosthesis under 
spinal anesthesia. He tolerated the procedure 
well. Gross pathologic examination of the left 
testicle at the time of surgery showed a rubbery, 
well-circumscribed parenchymal mass 2 em in 
diameter at its widest dimension. The micro­
scopic examination of the large mass and the two 
satellite lesions seen on the sonogram demon­
strated noncaseating granulomas consistent with 
sarcoidosis (Figure 1). 

A subsequent gallium scan of the lungs dem­
onstrated diffuse uptake consistent with active 
inflammatory changes. Angiotensin converting 
enzyme levels were elevated at 4000 nkatlL (N = 
133-867 nkatlL) (240 nmollmL/min, N = 8-52 
nmoVrnL/min). The patient was prescribed pred­
nisone and has improved clinically with markedly 
diminished cough and fatigue. His pulmonary 
function tests have returned to nonnal. 

Discussion 
Sarcoidosis is a multisystem granulomatous disor­
der of unknown cause that most often affects 
young adults.2 It is an uncommon disease, which 
in the United States afflicts blacks dis­
proportionately. The ratio of blacks to whites 

Figure 1. Photomicrograph of a representative section 
oftesticuJar tissue, stained with hematoxylin-eosin. 
Clearly seen are multinucleated giant cells, noncaseating 
granulomas (arrows), and benign testicular parenchyma. 
(135 X magnification.) 
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could be as high as 17: 1 and the female to male 
ratio is 2:1.2 

Sarcoidosis can involve any organ; however, it is 
found in the lungs, peripheral lymph nodes, liver, 
skin, eye, or spleen most frequently. The typi­
cal presentation is asymptomatic perihilar lym­
phadenopathy discovered on a chest radiograph. 
The clinical course can vary from asymptomatic 
radiographic findings to severe multiple organ in­
volvement with disability and rarely death. While 
rare, testicular involvement can occur. 

Given the risk of missing a testicular malig­
nancy at a potentially curable stage, many physi­
cians would still opt for a radical orchiectomy in a 
unilateral testicular mass even in a patient known 
to have sarcoidosis. An alternative was presented 
by Turk, et al.,4 who advised an inguinal approach 
with an open biopsy. A vascular occlusion clamp 
was recommended to occlude the spennatic cord 
until results from frozen section could be made 
available. 

Generally, prescribing corticosteroids to treat 
isolated testicular involvement is not advised.4,5 

When preserving fertility is a strong considera­
tion, however, this approach may be an option for 
the patient who has only one remaining testicle. A 
negative biopsy of a new lesion should first be 
obtained. 

Sarcoidosis of the testicle is quite rare but 
should be considered in the differential diagnosis 
of a black man who does or does not report a 
history of sarcoidosis and who presents with a 
testicular mass.6 It is our intention to alert physi­
cians to this connection so that management al­
ternatives can be carefully considered. 
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