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A case of epididymal sarcoidosis
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Abstract

Sarcoidosis is a systemic inflammatory condition that primarily
affects the lungs, lymphatic system and skin. Extra thoracic mani-
festations occur in about 50% of cases; however, it rarely affects
the male reproductive tract. The first documented case of epididy-
mal and testicular sarcoid in the Irish literature is of a 25-year-old
male who presented with a painful 1-cm extra-testicular scrotal
mass. While the involvement of the male reproductive tract is
rare, it should be included in the differential of testicular pathol-
ogy. It can be diagnosed on frozen section and may be managed
conservatively.

Introduction

Sarcoid is a multisystem disease of unknown cause char-
acterized by non-caseating granulomas. It affects the geni-
tourinary system in 0.2% of cases; the kidney is the most
common genitourinary organ affected. Testicular sarcoid is
rare. We report the case of a 25-year-old whose first pre-
sentation with sarcoid was an epididymal mass.

Case presentation

A 25-year-old male presented with a painful scrotal mass.
On examination, he had a firm 1-cm solid right epididy-
mal nodule and no lymphadenopathy. A scrotal ultrasound
revealed a 1-cm solid lesion in the head of the right epididy-
mis. His serum tumour markers were normal. He developed
abdominal pain 3 weeks later and a computed tomography
(CT) of the KUB (kidney, ureter, bladder) demonstrated bi-
basal ill-defined lung opacities. A CT thorax, abdomen and
pelvis revealed hilar and mediastinal lymphadenopathy,
but no retroperitoneal lymphadenopathy. A mediastinos-
copy and biopsy established sarcoid. A repeat scrotal ultra-
sound 3 months later demonstrated expansion of the lesion
(2.8 x 1.7 x 1.7 cm) from the head to the epididymal body
invaginating into the right testicle.

He underwent a scrotal exploration (inguinal approach)
and frozen section to out-rule malignancy. This confirmed
epididymal and testicular sarcoidosis. His serum angiotensin
converting enzyme (ACE) was elevated at 86 U/L (normal
range 15-70 U/L) and he was referred to a respiratory phy-
sician. He is currently well and has not been started on
steroids.

Discussion

by non-caseating granulomas most commonly found in the
lung and lymphatic system. It is thought to occur as a result
of chronic immunological response to infectious or envi-
ronmental stress; there may also be a genetic association.’

Extra-thoracic sarcoid occurs in about 50% of cases. The
most frequent sites affected are peripheral lymph nodes, skin,
eyes and liver. There are many unusual sites documented in
the literature, including tattoos, breast, scars and joints.?>
Sarcoid involving the male reproductive tract is rare. The first
case of testicular sarcoid was described in 1936.° Over 50%
of genitourinary sarcoid is found in African-American men
with less than 10% of cases in Caucasian men,” therefore
our case is unusual as the patient was Caucasian.

A review of 60 cases by Kodama and colleagues revealed
that the average age at onset is 33 years; it is more common
in African-American men (58%,), with 73% of cases involv-
ing the epididymis and 43% the testes. In this study, 21 men
underwent unnecessary orchidectomy or epididymectomy;’
however, we managed our patient conservatively.

A retrospective study of 1120 patients with germ cell
tumours found 9 patients had sarcoid in the presence of a
testicular tumour. There is evidence that sarcoid increases
the risk of lung cancer and lymphoma;? however, there is
no causative link with testicular cancer. A study at the Mayo
Clinic demonstrated a 100-fold increased risk of developing
sarcoid after treatment for testicular cancer.® However, the
regular radiological examination increases the likelihood of
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Fig. 1. A: Scrotal ultrasound demonstrating a Tcm hypoechoic lesion in
the right epididymal head. B: CT thorax revealed hilar and mediastinal
lymphadenopathy.

detection and this must be considered in the interpretation
of the 100-fold increased risk.

Sarcoid diagnosed after treatment of testicular carcinoma
may be confused with metastases. Positron emission tomog-
raphy may incorrectly pick up sarcoid inflammation rather
than testicular metastases.' It is important to take multiple
biopsies to avoid inappropriate treatment with chemother-
apy."" The risks associated with biopsy are less than those
with unnecessary chemotherapy.

Sarcoid should be included in the differential of a scro-
tal mass. Suspicion of sarcoid should also be raised if the
patient is African-American, has normal tumour markers, a
raised serum ACE or involvement of the epididymis. Where
sarcoid is suspected, a biopsy and frozen section should be
sent prior to orchidectomy.

Conclusion

Sarcoid may affect the male reproductive tract, presenting
most commonly as an epididymal or testicular mass. While
testicular cancer must always be ruled out, sarcoid should
be included in the differential diagnosis.

This case demonstrates the need for histological confirma-
tion prior to orchidectomy, particularly when the epididymal
is involved; in contrast to testicular cancer, testicular sarcoid
may be managed conservatively to preserve fertility.

Epididymal sarcoidosis

characteristic non-caseating granulomas (arrow).
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