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An increasingly notorious mimicker of testicular tumours;
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Summary

Data from the WHO state that up to 85% of cases of human schistosomiasis are from Africa. The common sites of this parasitic infection are
the intestine and bladder. Testicular schistosomiasis is extremely rare but the number of reported cases worldwide has doubled over the past
decade. The authors report a case of testicular schistosomiasis of a Myanmar immigrant in Malaysia who presented with a 6-month history
of progressively enlarging left testicular swelling. His biochemical markers and cultures were not suggestive of an ongoing infection. Hence,
a testicular malignancy was strongly suspected, for which, he underwent a left orchidectomy. Our clinical suspicion was proven wrong when
the histopathology of the removed left testis revealed schistosomal eggs with granulamatous tissue formation. Subsequently, the patient

was treated with praziquantel.

BACKGROUND

To date, there are 31 reported cases of testicular schisto-
somiasis (TS). But, to the best of our knowledge, this is
the first reported case of TS in Malaysia and in Southeast
Asia. We expect the disease burden in non-endemic areas
to increase with globalisation. This case highlights the
importance of considering TS as a differential diagnosis
in cases of chronic unilateral testicular swelling. Failure to
do so may result in unnecessary orchidectomy which may

potentially disrupt male fertility. We hereby present a case
report and a brief up-to-date review of TS.

CASE PRESENTATION

A 29-year-old immigrant from Myanmar, with no known
medical illness presented to us with a progressively enlarg-
ing left testicular swelling over a period of 6 months. With
increasing size, the patient developed genital discomfort.
He was not sexually active. There were no constitutional

Figure 1 Ultrasound scan of the left testis showing hypoechoeic intrascrotal cystic lesion with adjacent hyperechoeic areas.

BMJ Case Reports 2011; doi:10.1136/bcr.09.2011.4816

10f3



BM] Case Reports

Figure 2 Histopathological examination of left testicular biopsy with H&E stain at various magnifications showing schistosomal eggs with

surrounding granulation tissue; 4x (2A), 20x (2B) and 60x (2C).

symptoms such as fever and weight loss. His bowel and
urinary habits were not altered. There was no known con-
tact with tuberculosis patients. The patient had been in
Malaysia for 3 months. Back in Myanmar, he used to swim
regularly in a freshwater river.

On examination, the left testis was grossly larger than
the right. There was a non-tender left testicular swelling
measuring 5x5x8 cm. It was firm in consistency with a
nodular surface. The right testis was normal. Other sys-
temic examination was unremarkable.

INVESTIGATIONS

His laboratory parameters were normal; leucocyte count
of 6.1x107 cells per litre, C-reactive protein of 0.31
mmol/l and erythrocyte sedimentation rate of 26 mm/h.
The tumour markers namely human chorionic gonado-
trophin and afetoprotein levels were within normal limits.
Ultrasonography of the testis and scrotum revealed hyp-
oechoeic intrascrotal cystic lesion with adjacent hyperech-
oeic areas (figure 1). Postoperatively, the histopathological
examination (HPE) of tissue from the left testis revealed
schistosomal eggs with surrounding granulamatous tissue.
There was no evidence of malignancy (figure 2). For aca-
demic reasons, serology for Schistosoma was sent and the
IgM turned out to be positive.

DIFFERENTIAL DIAGNOSIS
The differential diagnosis for a unilateral testicular swell-
ing in a young man like this are testicular malignancies
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such as germ cell tumours, gonadal stromal tumours and
tumour of the collecting ducts; testicular tuberculosis, tes-
ticular sarcoidosis and spermatocoele.

TREATMENT

The patient had a diagnostic exploratory surgery. The
intraoperative morphological appearance of the left testis
was highly suspicious of malignancy. There was a mass
with an irregular surface and margins invading the left tes-
tis. Left orchidectomy was done and the sample was sent
for HPE. Based on the HPE findings of TS, the patient was
given oral praziquantel for 2 days.

OUTCOME AND FOLLOW-UP
A month after discharge, the patient was found to be well
during the outpatient infectious disease clinic follow-up.

DISCUSSION

Over the years, globalisation has caused schistosomiasis
to be found even in non-endemic countries. More cases
are being reported in countries such as the United States
and these involve mainly immigrants, travellers and expa-
triates.! TS is rare and accounts for only 3.2% of total
number of cases of schistosomiasis.> We performed an
extensive literature search on TS and have summarised the
key points. Since the first case report in year 1967, there
are 31 reported cases till today. The number of reported
cases has doubled over the past decade. The vast majority
of cases were among Africans. This is the first case of TS
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from Southeast Asia. We believe that the actual incidence
may be higher as this condition is often missed and over-
looked especially in non-endemic areas.

Although there are five species in the Schistosoma
genus which are known to be the culprits in human schis-
tosomiasis, only S mansoni and S haematobium have been
isolated and identified in samples of patients with TS.® The
hypothesised pathophysiology is haematogenous spread
of schistosomal eggs via venous communication between
internal spermatic vein and mesenteric vein? that is the
rationale for treating patients with antihelmintics despite
orchidectomy as in this case. The aim is to eradicate co-
existing intestinal schistosomiasis.

Most patients were aged between 20-35 years. But there
were two paediatric cases and a single case of a geriatric
patient.*® The commonest presenting symptom in TS is
unilateral testicular swelling. Very large lesions are often
mistaken for testicular tumours as in this case. The lesion
was huge enough to be described as a ‘giant fibrous pseu-
dotumour’ in one of the reports.” There were isolated cases
of the diagnosis being made following investigation for
male infertility.® ® The most feared complication is testicu-
lar infarction with testicular atrophy leading to primary
hypogonadism.®

In most case reports, the diagnosis was made pos-
torchidectomy from the histopathological examination of
the biopsied testis. Most surgeons opted for orchidectomy
with testicular malignancy in mind. We assume that preop-
erative testicular biopsies were avoided due to the risk of
tumorous seeding. Till today, there is no reliable radiologi-
cal investigation to aid clinicians. Ultrasonography is not
very helpful as there are no pathognomonic sonographic
findings of TS. In fact, the features are difficult to distin-
guish from testicular malignancies.!® Fortunately, sero-
logic testing for schistosomiasis has a high sensitivity of
95-99% and a specificity of 99%.!! The authors believe
that it is worthwhile to screen for schistosomiasis in all
patients with unilateral testicular swelling from endemic
areas or with risk of exposure such as swimming or wad-
ing in fresh water.

TS is potentially treatable with medical therapy. The
recognition of TS as a differential for testicular tumours is
crucial to avoid unnecessary orchidectomies. Infertility or
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subfertility which is a known sequelae of orchidectomy
may not be life threatening but for many is psychologically
devastating.

» TS is on the rise in non-endemic areas with
globalisation.

» Ultrasound findings does not distinguish TS from
testicular malignancy.

» In the presence of risk factors, Schistosoma serology
testing should be performed in individuals with
unilateral testicular swelling.
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