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retracted testis.

Spontaneous retraction of the testes is a rare, underreported, and under-described phenomenon. Our case de-
scribes a 58-year-old man with spontaneous retraction and constriction of his right testis. After an acute
orchidectomy was performed secondary to pain, histology revealed metastatic goblet cell cancer. This is the first
ever recorded case in the medical literature and is a truly rare and novel differential for the spontaneously

1. Introduction

Spontaneous retraction of the testis is a rare and poorly described
phenomenon. We present the case of a 58-year-old man with metastatic
goblet cell adenocarcinoma who presented with a retracted right testis.

2. Case

Mr X was referred to the Urology service with a year long history of
gradual retraction of his right testis into the inguinal canal, associated
with some mild discomfort. His left testis had also begun to retract but
remained in the scrotum. Clinical exam revealed a retracted right testis
within the inguinal canal that could not be pulled back down and a left
testis within the scrotum, pulled toward the external ring with a tight
band felt superiorly. USS showed a bi-lobed appearance of the right
testis, likely secondary to compression (Fig. 1). Perfusion and
morphology of both testes appeared normal. The patient was offered
orchidopexy and counselled about orchidectomy but declined as he was
relatively asymptomatic.

Six months later, he presented acutely to the Emergency department
with severe right testicular pain. Ultrasound showed reduced perfusion
of the right testis and the same bi-lobed appearance. The left testis

remained in the scrotum but showed a new dumbbell appearance.

The patient came forward for acute right inguinal exploration. The
right testicle was not torted but enclosed in a fibrotic band that was
difficult to mobilise. Right orchidectomy was performed. Histology
revealed diffusely infiltrative adenocarcinoma with goblet cell and
neuroendocrine differentiation (Fig. 2). The tumour did not invade the
testis and was centred in the spermatic cord, epididymis, and para-
testicular soft tissues (Fig. 2A). Immunohistochemistry staining was
positive for Synaptophysin (Fig. 3A), indicating neuroendocrine malig-
nancy, and for CK20 and CDX2 (Fig. 3B), suggesting lower gastrointes-
tinal tract origin.

A staging contrast CT scan of the Chest, Abdomen and Pelvis was
performed which showed no obvious primary lesion but indeterminate
pleural and liver lesions. The appendix was not identified and no
appendiceal mass was seen. There was no history of appendicectomy. He
had no constitutional symptoms. He was referred to medical oncology
for surveillance. A follow-up CT scan, performed three months after his
initial scan, did not identify a primary lesion. The pleural and liver le-
sions were stable in appearance and felt to likely represent benign
aetiologies.
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Fig. 1. Ultrasound scan of retracted right testis in the inguinal canal showing
atrophy and a bi-lobed appearance.

3. Discussion
We present the first ever recorded case of metastatic goblet cell

adenocarcinoma causing retraction and constriction of the testes. Goblet
cell adenocarcinoma, first described in 1969, is a rare tumour almost
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exclusively originating from the appendix.' It accounts for less than 14%
of all appendiceal tumours with an incidence of 0.05/100000/year.>
Metastases have been described in a few small studies and individual
case reports with increased incidences of synchronous and metachro-
nous disease elsewhere in the GI tract.® This case represents the first
recorded case, to our knowledge, of metastasis down the spermatic cord
to the para-testicular soft tissue. Interestingly, a primary lesion has yet to
identified on imaging. However, given the disease location, the appen-
dix is thought to be the most likely source with peritoneal spread down
the tunica vaginalis as a possible mode of metastasis, given that the
malignancy is in the extra-testicular tissue.

4. Conclusion

In conclusion, we present the first ever recorded case of spontaneous
retraction of the testis secondary to metastatic goblet cell cancer. This
truly unique, novel phenomenon is a rare differential for the sponta-
neous retracted testis.
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Fig. 2. Histology specimen X20 showing tumour cells surrounding the epididymis on the right and normal testicular parenchyma is on the left (A) and X400 showing

positive Periodic Acid Schiff (PAS) stain highlighting goblet cells (B).
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Fig. 3. Histology (X400) showing positive Synaptophysin (A) and CDX2 (B) Immunohistochemistry staining indicating neuroendocrine malignancy (A) with possible

gastrointestinal tract origin (B).
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