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This report documents a case of asynchronous bilateral testicular infarction.

The patient was a 42-

year-old man who presented with left testicular pain and swelling. He had a past history of right idiopathic

testicular infarction and underwent a right orchiectomy 6 years ago.

years for suspected polyarteritis nodosa (PAN).

He also had received treatment for 5

The left scrotal pain persisted for a week and left

orchiectomy was performed. Pathological evaluations demonstrated a benign testis with testicular

hemorrhage and chronic vasculopathy. There was no fibrinoid necrosis of medium-size vessel walls which

characterizes PAN.
management of testicular infarction.

In this report, we review the pathogenesis, risk of contralateral testicular infarction, and

(Hinyokika Kiyo 62 : 657-660, 2016 DOI: 10.14989/ActaUrolJap_62_12_657)

Key words : Testicular infarction, Bilateral, Polyarteritis nodosa

&

FEHAE IR 1L FARIR R MBI 12 RAIZIEIE S 5 2
W%, MR E LT, ME%E, IFICHEEIZEH
Ik %% polyarteritis nodosa (PAN) 12 X % #5 ¥4 %€ 0 it
VMRS LY. WEHEEOMEL A L PAN D5t
WTHIEHIS, M ORFFEMERS R RIS X 1) M R
FBRICE - 72 1 Bl 2B L 7: O THT O LN E 5 %
MATHET 5.

Jll]

IE il

BOF 4R, B BES, TR A

£ PR AT, BREEX

BEAERE : PAN £\, BIfE

AETEIE - BB 5 ~ 104/ H X 204E

BUREE © 94ERI2 S, W ARRD S % 19 K
BB, BA AL T, BRFGBOIX
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MaHEIT L7z, PEERLY, MTHOREYZS, K

ZITEEML L, BigREL ST 205 L7z, KE
ARTIREE T A SRRk DR S DM 12 IR R
RIS OFT A RO, PAN IR R 714 7)
J A FEFEOF HIZ 2 b O ORRK I PAN BV
Wy & 720 0 REEIHIFNIC X 2R E R L2 2 A, K
% L E R ILS E 2 o 7. 1H3L TId predonisolone
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79.6mIU/ml [#:# 35 : 1.8~12], PRL 31.9ng/ml
[FEdEIE - 4.3~13.7]) %37z, JEfE~—n—Dk
AL RO & ho 72 (AFP < 2.0ng/ml, total HCG
<0.1mIU/ml). JRATRIZEF 2B o 7.
WA . CT CIEEBREOER LD, MHILE
FEEWIEEZ R L7, EERIETDLTLTHo 72
MRI TIIHEKR L 7-E B2 25460 L 72 i3 2 70 72,
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T2, T2%*WI TIREZZ /R LE L EEI R LR
(Fig. 1). IThbH XD, HHE TIWI TEESFES
BB O MBARED L, M - H LB T Fig. 3.

: - . Left testicular specimen reveals hemorrhage
RO R4 55D BEE A S R E O R I ZE )55 b (black arrowhead) and necrosis (white
nr. arrowhead). Hematoxylin and eosin stain
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Fig. 4. Some left testicular vessels show stenosis and
occlusion due to intimal thickening (black
arrowhead). There was no acute vasculitis
or fibrinoid necrosis.  Elastica-masson stain

(x250).

W

Fig. 1. CT and MRI of scrotum. A: Plain CT, B:
T1-weighted MRI, C': Enhanced MRL, D:
Enhanced CT, E : T2-weighted MRI, F: T2
* -weighted MRI.  These imaging studies
show left testicular atrophy and necross.

Fig. 5. Right testicular specimen reveals segmental
infarction with coagulation necrosis (black
arrowhead) and normal region (white

Fig. 2. The resected left testicular gross appearance arrowhead). Hematoxylin and eosin stain
shows hemorrhage and necrosis. (< 100).
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£ LTE AR T, BIEADIEL; DT % &
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FERSHOIREFT R« MRS & ) B it &
w7z (Fig. 2, 3). BMEMAMERE T, EEIMEOIM
BEROFIRZBO Moz MENREOEEIZLY,
PO A S0 B JE & 7 LT\ B IS & B 7 (Fig,
4). EBEFTRIIRRO o 7z,

6 AR DA HIRE AL IE O FFERAT L - AR B Xk
DR 2 B 7z (Fig. 5). HPEMGHEL T
AEBE |2 g AR v o A AL, AN TSR LT B
0, BRSO RDHR S NWIERRRN 7 A& e DFT
THholz. 747V /4 FERIIRD o7 (Fg
6, Table 1).

With#ed . FRBHPS T A PAT O Y )2 MR

Fig. 6. Right testicular vessels show nonspecific
vasculitis (black arrowhead). There was no
fibrinoid necrosis.  Elastica-masson  stain

(X 250).

Table 1. AAEFIIZ BT 5 L AHERAFR O HLE

T BR
Bt BRI L KPR L
i % AR EIE R MEROPRE L
éggjl)//{F L 2L
ot IEEOHTE B pawppo e
LI RILORBSIE  Sbi R
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L, #ifz10H BIZBEEE o7z,
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FEHAZE L — B IR AT IR A ME 70 &1 L ) ke
ICHRAES 5. HizEKE L CRE B RRmE iz &
B b ONHE SN, MBS TR HE RIS S BIIR %5
polyarteritis nodosa (PAN) (ZFE 9 #5723 51

PAN & - /NEYIR O BESE MM S % TR & T 5 M
BIRBTH D, K TOEREIXIONADHZ011.7
ANTHY, BRICIEESNTNSY, ARBITEREE
R RN OB, TR % & 2% 7 & G etk
FETLHIENHMONT WS, KEFNL, IRHEHFHOT
BEEHAIN 2, P RSB EIHEDFTE, MR
MZEDREAED S, 19904EIZIRIBE N2 T A A ) I~
754y (ACR) OZWiEHETIZ PAN OB & 2 2%,
72720, EREMEROFTREZEL N TRz,
RIS D WM TIREEIHG I F 52,

PAN & HEHHZE OB IZBI LTI, #izk L7z ACR

FWHEEEIC B WTI0HE o 1 IHE KR - 5
RBOLIEDPBIFSNTWEY. F7:, PAN 0
Bl (n=38) IZBWTHERZOME» 2 ST
%705, 55% \HEHINIM A BV, 86% I BN 7 4 7
VA FEZEHEINE RO L2 RO L 0RENDH
L. INHHEIEFIO 95 B ARTERRI I FEEGER 2 7D
72BE18% TH Y, MAEMFEEICKESEE SN TR
ENSVESREY. F7 ERNICEIR L, [
P - SRR 2 B 9 IR ARG B IR 2 R 7 L AR BT
BIZE > 7261, MR EEBREZ 50T 6 517V Dh
ThHotz. TDHH, 46T PAN & OBEEHTRIE S
1, 2SEBITITREEIC S PAN (ZHFEAY 722 BIAE 4 I
KO R ZFDHT W7z (Table 2).

FIEB AR BB &, 45 ORERAE R R 1 Ik B AR
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PEIME RO AT OREREIE SN TV WEHELH
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{9 72 IR RIS 26 L B SAERT I O ARG SN D TR T
&Y, LB REKIZA MG AT ZE O R4 1 S8 L

Table 2. il {5 HEAE ZE O S E B

& A [BIH] i M4 Je DA i TR FELE g
i 1984 [5] 395% ZL FRRCHIHZ L 31 A%
Eisner 1991 [6] 655 JITEERIIRERS FEH PR [F
Stroup 2007 [7] 28i%  PAN like PAN [ I
Yuminaga 2010 [8] 53/ PAN like PAN [F]
Toepfer 2011 [9] 55i%  JRMERMMAE % PAN 3 A
SL Y] 42i%  JEFREMIMAE 4% PAN £Ew 6 F%
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