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BILATERAL SPERMATOCELE CONCURRENT
WITH BILATERAL SCROTAL HYDROCELE
PRESENTING HUGE SCROTAL SWELLING

Koji Mrrsuzuka, Tomohiro Ericuchi, Shuichi SHiMapa and Shin-nosuke KaTo
The Department of Urology, Ogachi Chuo Hospital

We report the very rare case of bilateral spermatoceles concurrent with bilateral scrotal hydrocele
presenting huge scrotal swelling. A 52-year-old man came to our hospital because of large scrotal
swelling.  Ultrasonography and magnetic resonance imaging showed bilateral large scrotal hydroceles
concurrent with bilateral multicystic spermatoceles above the hydrocele. He had no history of
vasectomy or scrotal injury, and the semen examination was normal. The contents of the hydroceles
and spermatoceles were first aspirated, but hydrocelectomy and spermatocelectomy were eventually
done because after the aspiration the fluid increased more rapidly. Bilateral spermatocele is very rare ;
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moreover, this is the first report of bilateral spermatocele concurrent with bilateral hydrocele.
(Hinyokika Kiyo 53 : 729-731, 2007)
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INTRODUCTION

Spermatoceles and scrotal hydroceles are often seen in
relatively elderly men and are classified as benign
intrascrotal diseases. A hydrocele is a collection of fluid
between the parietal and visceral layers of the tunica
vaginalis and is caused by impaired absorption of that
fluid. It sometimes causes huge scrotal swelling. A
spermatocele is a sperm-containing cyst either in the rete
testis or the head of epididymis and is most often caused
by occlusion of the efferent ducts of the testis, vasectomy
or scrotal injury. It is usually less than 1 cm across but
sometimes increases in size and forms a large multicystic
mass unilaterally’. Only 3 cases of bilateral sperma-
tocele have been reported. To our knowledge, this is
the first report of a patient with bilateral spermatocele
and bilateral hydrocele.

CASE REPORT

A 52-year-old man visited our hospital because of
large scrotal swelling. He had had no specific kinds of
diseases. Ultrasonography showed bilateral sperma-
toceles and scrotal hydroceles. A puncture was done,
and the fluid of both hydroceles (right 180 ml, left 40 ml)
and the left spermatocele (30 ml) was aspirated. About
four months after the puncture, he came to our hospital
again because the scrotal swelling had become much
larger. Scrotal swelling extended to the right inguinal
region, and he complained of severe scrotal discomfort.
Ultrasonography and magnetic resonance imaging
showed the bilateral multicystic spermatoceles above the
bilateral hydroceles (Fig. 1). The right hydrocele was
about 75X60 mm and the left hydrocele was about 45X
40 mm. Each spermatocele was about 55X40 mm.
He had had two children and no history of vasectomy or
scrotal injury. Results of hematological and biochem-
ical examinations, including semen analysis, were nor-

Fig. 1. MRI (T1) showing bilateral hydoroceles
(A, B) and bilateral spermatoceles (C, D).

mal. An operation was performed because the scrotal
swelling was too large to aspirate again. Exploration
was done through an inguinoscrotal incision on the right
side. The content of right scrotum was exteriorized,
and then the tunica vaginalis was opened (Fig. 2).
About 300 ml of transparent yellow fluid in the right

Fig. 2. Multicystic spermatocele.
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Fig. 3. A narrow duct seems to connect this sper-
matocele to the head of the epididymis.

hydrocele was aspirated. The right spermatocele was
covered by the visceral lamina of the tunica vaginalis and
appeared when the lamina was removed. This
spermatocele seemed to be connected to the head of the
right epididymis by a narrow duct (Fig. 3). The
spermatocele was excised and its content was about 50
ml of cloudy white fluid containing a lot of spermatozoa.
About 200 ml were aspirated from the left hydrocele, and
the left spermatocele were found to contain about 50 ml
of fluid when it was excised. Bilateral epididymes were
apart from ecach testis at the body. Biochemical
examination revealed that the fluid of the hydroceles and
spermatoceles were almost identical.

DISCUSSION

A spermatocele is a benign intrascrotal lesion seen in
0.2-4% of men and very rarely seen before adolescence.
Occlusion of the efferent ducts of the testis causes one or
more cysts containing sperm to form near the head of the
epidydimis". Ttoh et al. suggested that they may form
when agglutinated germ cells block the lumen of the
efferent ducts®. They may also be caused by epidid-
ymitis or physical trauma associated with vasectomy.
A spermatocele is usually less than 1-2 ¢cm in diameter
but sometimes grows to 4-5 cm or more, causing patients
to complain of scrotal swelling, pains or dullness. ~ Sper-
matoceles are easy to diagnosis on the basis of history
and physical examination alone. Aspiration is useful
for the diagnosis but may induce infection. Spermato-
celectomy should be considered when the symptoms are
severe. Bilateral spermatocele is very rare, and only
three cases have been reported. The first occurred 17
years after bilateral vasectomy” the second was of
unknown origin? and the third was primary bilateral

spermatocele which had been seen since adolescence®.

In our case, scrotal swelling had been seen since the man
was 50 years old, and there was no special reason for the
spermatocele or hydrocele.

Scrotal hydrocele is a collection of fluid between the
parietal and visceral lamina of the tunica vaginalis.
The pathogenesis of hydrocele is based on an imbalance
between the secretion and resorption of fluid in the
tunica vaginalis”. Rinker et al. reported that patients
who had a hydrocele also had defective lymphatic
drainage resulting in inadequate resorption of serous
fluid®”. In our case, lymphatic drainage was not
inquired although the attachment of the head of the
epididymis to the testis was flimsy bilaterally.

To our knowledge, this case is the first case of bilateral
large spermatoceles concurrent with bilateral large
hydroceles. The patient did not have a history of
vasectomy or injury, and his semen was normal.
Scrotal swelling reached almost to his inguinal region.
After aspiration was done the fluid increased more
rapidly than before, so the tunica vaginalis was opened
and the fluid of the hydroceles was aspirated and the
spermatoceles covered with the visceral lamina of the
tunica vaginalis were removed. Each spermatocele
seemed to be connected to the head of the epididymis.

The relationship between scrotal hydrocele and
spermatocele 1s not clear. However, there may be
common system or genetic change because cell
degeneration could cause not only disorder of absorption
in the hydrocele, but also the occlusion of the ducts in
spermatocele, resulting in concurrent occurrence.

In conclusion, there have been only three reports of
bilateral spermatoceles, and this is the first repost of
bilateral spermatocele concurrent with bilateral hydro-
cele.
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