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Introduction
Spermatocele is one of the common cystic lesions of the scro-
tum. It appears on the head of the epididymis, mostly due to 
the partial or complete obstruction of one of the efferent duct-
ules. Less ordinarily, it arises from the tubules of the rete testis 
or the aberrant ducts.1,2 It is commonly unilateral, solitary, less 
than 1 cm in diameter, and therefore it is often asympato-
matic.1,2 It infrequently gets big enough to bother the patient, 
be associated with scrotal heaviness, raise suspicions of neo-
plasm, or necessitate treatment.3-11 This condition is typically 
insidious and its diagnosis is incidental; therefore, its true inci-
dence has not been documented yet. However, spermatoceles 
are common as some authors reported an incidence of 30% in 
men who underwent scrotal sonographic scanning for different 
reasons.12 In the literature, spermatocele has its peak incidence 
in men aged 65 to 74 years; therefore, it is considered a disease 
of elderly men.13 Herein, we report a case of a symptomatic 
post-aspiration giant spermatocele in a young man followed by 
a brief review of the literature.

Case Presentation
A 27-year-old male religious teacher consulted the Urology 
Outpatient Clinic of the Alexandria Main University hospital 
for right scrotal swelling. The patient’s history revealed a scro-
tal trauma during his childhood at the age of 10 years when his 
colleague in the school directly kicked his scrotum. About 
2 months after this incident, he noticed a painless swelling at 
the same site of the trauma at the right hemi-scrotum. The 
swelling gradually increased in size and soon reached the size 
of a ball, about 5 cm diameter. Three years later, the patient’s 
father sought medical advice concerning his son’s condition. 
Aspiration of the scrotal swelling was done, and the swelling 

disappeared. Unfortunately, all the clinical and radiological 
data related to this event were lost. A few months later, the 
same scrotal swelling reappeared. No genitourinary infection 
or recent scrotal trauma was associated with the newly devel-
oping swelling. The patient had no past sexual experience and 
did not practise masturbation because of his strict religious 
background. The swelling increased gradually in size over the 
last 13 years and eventually outgrew its initial size. The patient 
did not attempt to consult a physician all this time because he 
was shy; however, his upcoming wedding pushed him to con-
sult a physician in our hospital. The patient infrequently com-
plained of a dragging pain in his right scrotum, mostly at the 
end of the day at work. His physical examination revealed, on 
inspection, a huge elliptical swelling in the right hemi-scro-
tum. The swelling was superior and posterior to the right tes-
tis. On palpation, the swelling was soft, non-tender, 
non-fluctuating, and extended upwards, hiding the spermatic 
cord. The overlying skin was free. The physical examination of 
his left hemi-scrotum was unremarkable. The transillumina-
tion test was positive indicating the cystic nature of the swell-
ing. The results of the hematological, biochemical, and 
hormonal evaluations were unremarkable. The urine examina-
tion did not reveal any infection. His semen evaluation pre-
sented normal parameters. The color duplex scanning of the 
scrotum revealed a unilocular, well-demarcated, anechoic 
cystic mass (measuring 7 cm × 7 cm) with a posterior acoustic 
enhancement in the right hemi-scrotum. The mass was over-
riding and pushing the testis inferiorly to the bottom of the 
scrotum (Figure 1), suggesting the existence of a giant sper-
matocele. The right epididymis could not be seen during the 
duplex examination, in contrast to the left epididymis, that 
was of normal size and echogenicity. Both testicular volumes 
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were normal and testes showed diffuse homogenous paren-
chymal echo patterns. There were no focal lesions or calcifica-
tion in the testes, which also indicated preserved parenchymal 

vascularity. Surgical exploration was expedited through a right 
scrotal incision. The cyst was dissected bluntly from the wall 
of the scrotum (Figure 2), after which it was separated gently 
from the spermatic cord, testis, and epididymis. During the 
separation, adherence was observed between the mass and the 
head of the epididymis. The cyst was excised and the testis was 
returned into the scrotum. The incision was closed 1 layer at a 
time. The cyst was then opened, and its fluid content, which 
was slightly turbid and straw-colored, was collected (250 ml in 
volume). Two samples of the fluid were taken. One of the sam-
ples was examined using a light microscope and found to con-
tain no pus cells or sperm cells. However, the sample was not 
further processed, and centrifuged, as in the case of cryptozoo-
spermia, to show any possible rare sperm in the resulting sedi-
ment.14 The albumin level in the other sample was measured 
(4.6 g/100 ml) and found to be higher than the serum albumin 
level (3.76 g/100 ml). The specimen was sent for histopatho-
logical examination, that revealed a cyst wall lined with a sin-
gle layer of ciliated cuboidal epithelium with focal papillae 
(Figure 3). The postoperative course was uneventful, and the 
patient was discharged from the hospital to go home.

Discussion
A spermatocele is usually defined as a sperm-containing cyst 
inside the scrotum.1,12,13 It is usually confined to the epididy-
mal head, where it mostly originates following the dilation of 
the efferent ductules, although it may also commence from the 
expansion of tubules of the rete testis or aberrant ducts.1,2 The 
exact dilation of these para-testicular tubules and the patho-
genesis of the spermatocele have not yet been determined. The 
onset of spermatoceles is usually idiopathic. However, the dila-
tion of these tubules may develop secondary to trauma, 
epididymitis, or scrotal surgery.2,4 In the present report, a con-
necting relationship between spermatocele development and 
scrotal trauma seemed evocative. This agrees with Crossan2 
who stated that “the (scrotal) swelling or tumor is what is most 

Figure 1. A grayscale image of the right scrotal sac showed a well-

demarcated unilocular giant cyst positioned superiorly to the right testis 

(Rt T) suggesting a spermatocele.
The hyperechoic line and dots around it were just artifacts.

Figure 2. The spermatocele was overriding the superior and posterior 

aspects of the testis (T), pushing it inferiorly and anteriorly but not 

enveloping it as is the case in a hydrocele. The tunical covering of the 

testis was maintained.

Figure 3. Histopathological examinations of the cyst revealed ciliated 

cuboidal epithelium lining its wall. The epithelium formed papillary 

infoldings.
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complained of, and if this is a slowly progressive affair follow-
ing trauma, it would cause one to be suspicious of sperma-
tocele.” Therefore, the history of trauma in the present report 
can attract attention to the possibility of the existing condition. 
In his illustrative, although now outdated, article, Crossan2 
summarized the proposed relationship between trauma and 
spermatocele given by Hochenegg (an earlier researcher, cited 
in Crossan’s article). This former researcher suggested that 
scrotal trauma can push the testis, which is a mobile organ, to 
move while the epididymis, which is a fixed structure, cannot 
follow this movement. This puts tension on the efferent duct-
ules while piercing the tunica albuginea and eventually its 
obliteration. Other researchers suggested additional mecha-
nisms for spermatocele evolution. In this context, Itoh et al15 
proposed that immature germ cells may agglutinate after shed-
ding out the seminiferous epithelium in old people and block 
the restricted lumen of the spermatic conduits, bringing about 
the development of a spermatocele. That is why spermatocele 
is more common in old men.13,15 On the other hand, Bay et al16 
speculated that a hormonal disturbance may occur during 
intrauterine fetal life, which may induce the weakening of the 
external layer of the epididymis, which is an androgen-depend-
ent organ, with diverticulum creation and the development of a 
spermatocele.

A giant spermatocele is a rare occurrence. A search of the 
PubMed database for articles in English on this subject matter 
could yield 9 cases of giant spermatoceles.3-11 A giant sperma-
tocele is usually single and unilocular, just like the one in the 
present case report. However, bilateral5,10 multilocular3,5,6 sper-
matoceles have been reported in the literature. Six of the 
reported cases of giant spermatoceles occurred in men above 
40 years3,5-8,11 unlike our patient. The remaining 3 cases 
involved males aged 14, 27, and 40 years.4,9,10 All the reported 
cases seemed to be idiopathic, except for 1 case with a history 
of scrotal trauma,4 like our patient. A search of accessible data-
base using the index terms “aspiration,” “giant spermatocele,” 
and “young adult” was also unfruitful. Therefore, to the best of 
our knowledge, this present case report is the first one for a 
post-aspiration giant spermatocele in a young man with a his-
tory of scrotal trauma, that initially started during childhood.

Patients with spermatoceles usually seek medical advice 
when the lesion increases in size (which usually occur over 
many years) or when the spermatocele becomes painful. This 
has been reported to take approximately 3 to 132 months 
(mean 48 months).17 As long as this duration is, it is still shorter 
than that in the current case report (which included 2 dura-
tions: the first was 3 years [36 months] before the aspiration of 
the cyst, and the second was 13 years [156 months] before sur-
gery). In the present report, the patient also endured the condi-
tion and refrained from surgery for many years, despite the 
giant size of his scrotum. However, he did not believe his 

scrotal swelling was a “third testis” like some men who perceive 
spermatoceles as an extra testis.18

Such giant scrotal swellings as the one in this case report are 
frequently believed to be a vaginal hydroceles. However, a care-
ful diagnostic workup can help establish the correct diagnosis. 
Spermatoceles usually occur on the upper part of the testis, 
pushing it inferiorly. Usually, they can be felt as distinct struc-
tures. In contrast, the hydrocele surrounds the testis on the lat-
eral and anterior aspects without displacing, which gives the 
false impression of an enlarged testis.19 Ultrasonography can 
aid in differentiating one from the other. The hydrocele mostly 
demonstrates an echo-free cystic structure that envelops the 
testis19 while the spermatocele may show low-level internal 
echoes due to the presence of plenty of sperms or other cells, 
which may move away from the colored duplex probe on com-
pression, giving the characteristic falling snow sign.20 In the 
current report, the patient presented with a single pathology 
(spermatocele). Various inguinal and scrotal associations have 
been reported with spermatocele like intratesticular varico-
cele,21 indirect inguinal hernia,11 extra scrotal spermatocele 
extending into the inguinal canal,22 and associated hydrocele in 
the same side.23

When aspiration is done alone for spermatocele, it usually 
reaccumulates.13,23 This scenario was seen during the initial 
treatment (aspiration) of the patient in our case report. 
Therefore, aspiration followed by sclerotherapy has been prac-
tised by some physicians to stop the recurrence.23

Spermatoceles have been managed via surgical excision, 
which is currently regarded as the gold standard of treatment.13 
Surgery is usually recommended when the diameter of the 
spermatocele reaches 4 cm and if it is associated with symp-
toms that cause the patient discomfort, such as cosmetic con-
cerns or scrotal pain (as is the case in the present report) or if 
there is an associated hernia or hydrocele.3-11,23 Surgery is also 
indicated if a neoplastic pathology cannot be ruled out. 
Adenocarcinoma of the rete testis has been reported in the lit-
erature.24 Some cases may present with soft scrotal swellings,24 
which was the case in the patient in this case report. In giant 
spermatoceles, surgery is also advisable because the torsions of 
the testis10 and the cyst itself around its pedicle4,9 are docu-
mented possibilities. Takimoto et al4 tried to explain the occur-
rence of testicular torsion in such cases. Their hypothesis relied 
on the concept that the axis of the spermatic cord may be dis-
turbed by the big size of the spermatocele, which increases the 
traction force on the cord.

A review of the literature revealed that the terms “epididy-
mal cyst” and “spermatocele” have been utilized conversely or 
even inaccurately to describe the same pathology as that of 
the patient in the case report by Ameli et al.9 This is in line 
with the findings of some authors who noticed the inability to 
differentiate between the 2 terms over the last 40 years.25 
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Such diagnostic incompetence may be related to the limited 
ability of clinical and sonographic examinations to differen-
tiate between the 2 kinds of cyst.26 As a result, some authors 
simply consider spermatocele an epididymal cyst that appears 
after puberty when spermatogenesis begins.27 Customarily, 
physicians depend on the presence (spermatocele) or absence 
(epididymal cyst) of sperm to differentiate between the  
2 lesions.3,5-11,25

In the present report, sperm could not be identified in a 
random sample of the content of the excised cyst. This could be 
because the huge amount of fluid inside the cyst (250 ml) may 
have diluted the sperms, especially if there were not many of 
them present in the cyst as reported in some individual cases.28 
It could also be because an unfortunate technical error had 
been committed by the laboratory technician when neither the 
sample nor the whole fluid content of the cyst was processed 
just like in cases of cryptozoospermia,14 as mentioned before. 
However, there are several arguments in favor of the diagnosis 
of a spermatocele in the reported patient. First, the cyst was 
adherent to the epididymal head. The epididymal head is 
mostly occupied by the efferent tubules and their connections 
with the rete testis, the 2 places where the spermatoceles mostly 
arise,1,2 leaving little room for the epididymis proper tube.29 
This contrasts with an epididymal cyst, which could arise from 
anywhere along with the epididymis itself.12,19 Second, the cyst 
had a proteinaceous fluid whose albumin content was higher 
than that of serum. This simulates the seminal fluid’s composi-
tion30 and indicates the presence of communication with the 
semen-carrying system. This is contrary to the clear serous 
fluid of the true epididymal cyst, which is not in continuity 
with the testis.31 Third, the cyst was lined with ciliated cuboi-
dal epithelium that is similar to that of the rete testis and effer-
ent tubules.29 This is different from the epididymal tube, whose 
wall is coated with pseudostratified columnar epithelium hav-
ing stereocilia and not true cilia.32 Fourth, the epithelial lining 
of the excised cyst showed papillary infoldings, which is another 
diagnostic feature of the spermatocele wall.33

Therefore, in the current report, we relied on the histo-
pathological examination to identify the excised cyst as a “sper-
matocele.” This is in line with the findings of Takimoto et al4 
who depended only on the histopathological assessment to 
diagnose their reported giant spermatocele without document-
ing the existence of sperms in the cyst content. It also agrees 
with the study by Yeung et al29 in which they concluded that 
the histological features of extra-testicular cystic structures 
provide evidence of their origin.

Conclusion
Spermatoceles may occur at a young age and attain a giant size. 
Men usually avoid treatment until they experience symptoms 
that cause either discomfort or cosmetic concerns. Surgery is 
the treatment of choice for giant spermatoceles that are likely 
to be complicated by testicular torsion. It is advisable to 

expedite a regular clinical and sonographic examination of the 
scrotum following trauma for the possible development of a 
spermatocele. Patient’s self-examination of the scrotum should 
be encouraged as a routine, especially after genital trauma.
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