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ABSTRACT

Testicular microlithiasis is an uncommon abnormality
in which concentric laminated bodies aré scattered
throughout the testis within seminiferous tubules. The
condition can be seen in one or two of the testes (1-
22). It has been associated most commonly with
cryptorchidism (1-9), infertility (5-9), and testicular
neoplasms (8-15). The clinical and ultrasonographic
findings of a testicular microlithiasis case with hypo-
gonadism are described. We also review the relevant
literature.
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INTRODUCTION

Testicular microlithiasis (TM) is a rare abnormality
with a prevalence of 05-60 % in adults and its
prevalence in children is more rare (1,12). The
characteristic sonographic finding in patients with T™M
is the presence of diffuse intratesticular
nonshadowing echogenic milimetric foci (4,8,16,17).
Sometimes these foci may be distributed
assymetrically in two testes, and they may be
accumulated at focal areas in the testis (9). While this
abnormality has been generally presumed to be
benign, recent reports show that there is an
association between TM and primary testicular
malignancy. On the other hand, in the patients with
previously diagnosed TM, tumoral development has
not been reported (8,12,14). In addtion to these
declared conditions, TM has been reported
coincidental to the trauma (8), epididymitis (8,9,21),
epididymal cyst, varicocele (8,12,18), transient scrotal
pain (8,9,22), hydrocele (9), and hypogonadism (18).
In the present case report it is aimed to introduce a
TM case with hypogonadism and we also review the
relevant literature.

CASE REPORT

A 15-year-old boy was diagnosed as suffering from
obesity and hypogonadism. Hypogonadism was
confirmed by clinical and laboratory findings. There
was no clinical evidence of chromosomal
abnormality. On physical examination, he had
minimal right scrotal swelling without any complaint of
scrotal discomfort or tenderness. He had a right
inguinal hernia repair ten years ago.

Testicular ultrasonography was performed with a
linear-array 7.5 Mhz transducer. Testes were 3x2x2
cm in size and the epididymes were normal. The
examination confirmed that the patient had a right
hydrocele (Fig. 1) and showed innumerable
nonshadowing echogenic milimetric foci scattered
assymetrically throughout the testes and the lesions
were accumulated at focal areas in the testes.
Consequently these characteristic lesions were
evaluated as TM (Figs. 1 and 2). Since the
sonographic appearance of TM is specific, biopsy
was not performed. The patient is being followed up
in view of the reported risk of testicular malignancy.

DISCUSSION

TM is an asymptomatic nonprogressive condition (8).
The pathogenesis of TM is still poorly understood. lIts
etiology and clinical relevance is unclear (12,18). In a
study carried out on an autopsy material, it was
revealed that 60 % of the seminiferous tubules
contained completely calcified microliths. Similar
mineralized concretions also were found in different
areas of the cerebrum and cerebellum. In the same
study the authors suggest the hypothesis that the
mineralization process occurs according to the
following stages: 1) Accumulation of cellular debris in
the tubular lumen. 2) Deposition of concentric rings of
glycoprotein material surrounding the central core. 3)
Calcification of the glycoprotein lamellar material (1).
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The presence of similar concretions in the nervous
system as well as the lung in other reported cases
suggests that microlithiasis could be a systemic
disease (1). According to the light and electron
microscopic investigations made on microliths in
unilateral undescended testis, it is found that
microliths originate from degenerating intratubular
cells (2,11).

Sonographic findings of TM were first described by
Doherty who reported a case with "innumerable tiny
bright echoes diffusely and uniformly scattered
throughout their substances" (4). Later reports by
authors have suggested that uniform diffuse,
symmetric distribution of the echogenic
nonshadowing specks are characteristic of TM, and
biopsy is unnecessary to establish the diagnosis of
™ (6-8,12,16,17,19-21). But assymetric distribution
and unilateral foci of the calcific lesions may also be
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Fig. 2: Sonographic
appearance of the
right and left testes:
Innumerable
nonshadowing
echogenic foci
scattered
assymetrically
throughout the

testes.
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seen (9). In our case we found that the typical lesions
were distributed thoughout the testes assymetrically
and the lesions were accumulated in focal areas in
the testes (Figs. 1-2).

Although there is no evidence that it is a premalignant
condition, TM has been reported more commonly
with intratubular germ cell neoplasia (8-15,18). Also,
Backus et al have suggested that TM cannot continue
to be regarded as a benign, incidental finding,
because the occurrence of primary testicular
neoplasm in association with TM was 40% in their

patients (9).

As a result we can say that TM associated with
hypogonadism can be seen rarely. We also keep in
mind that more rarely TM lesions can be
assymetrically distributed in the testes and they may
show local accumulation areas in the testes.

Fig. 1: Sonographic
appearance of the
right testis: Right
hydrocele and
innumerable
nonshadowing
echogenic foci
scattered throughout
the right testis.



Marmara Medical Journal

REFERENCES

10.

11.

Histal M, Paniagua R, Diez-Pardo JA. Testicular
microlithiasis in 2 children with bilateral
cryptorchidism. J Urol 1979;121:535-537.
Vegni-Talluri PI, Bigliardi E, Vanni PIG, Tota G.
Testicular microlithiasis: Their origin and
structure. J Urol 1980,124:105-107.

Mullins TL, Sant GR, Ucci AA Jr, Doherty FJ.
Testicular microlithiasis occurring in a
postorchiopexy testis. Urology 1987;27:144-146.
Doherty FJ, Mullins TL, Sant GR, et al. Testicular
microlithiasis; a uniqgue sonographic appearance.
J Ultrasound Med 1987;6:389-392.

Schantz A, Milsten R. Testicular microlithiasis
with sterility. Fertil Steril 1976;27:801-805.
Sasagawa |, Hakada T, Kazama T, et al. Testicular

microlithiasis in male infertility. Urol Int
1988;43:368-369.
MacKinnon J. Testicular microlithiasis:

échographie diagnosis of a new cause for
orchialgia and infertility. Rev Med Chil
1990;118:287-290.

Janzen DL, Mathieson JR, Marsh JI, et al
Testicular microlithiasis: Sonographic and
clinical features. AJR 1992;158:1057-1060.
Backus ML, Mack LA, Middleton WD, et al
Testicular microlithiasis: Imaging appearances
and pathologic correlation. Radiology
1994;192:781-785.
lkinger U, Wurster K,
Microcalcifications in testicular
Diagnostic tool in occult tumor.
1982;19:525-528.

Kragel PJ, Delvecchio D, Orlando R, Garvin DF.
Ultrasonographic findings of testicular
microlithiasis associated with intratubular germ
cell neoplasia. Urology 1991;37:66-68.

Terwey B, et al
malignancy:
Urology

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

Volume 10 No:3 July 1997

Kratzik C.
Urology

fiobarth K, Susani M, Szabo T,
Incidence of testicular microlithiasis.
1992;40:464-467.

Propeck PA, Desouky SS, Warner TF, Pozniak MA.
Ultrasound case of day. Bilateral testicular
microlithiasis with a left testicular seminoma.
Radiographies 1993;13:693-695.

Patel MD, Olcott EW, Kerschmann RL, et al.
Sonographically detected testicular microlithiasis
and testicular carcinoma. J Clin Ultrasound
1993;21:447-452.

Roberts IS, Loughran CF. Case report: The
ultrasound appearances of testicular
microlithiasis ("snow storm" testis): a case

complicated by testicular seminoma. Clin Radiol
1993:47:65-67.

Jaramillo D, Perez-Atayde A, Teele RL.
Sonography of testicular microlithiasis. Urol
Radiol 1989,1 1:55-57.

Gagliardi JA, Freestone KA, Shanley DJ.
Testicular microlithiasis: Ultrasound appearance.
Hawaii Med J 1993;52:192-193.

Hobarth K, Szabo fl, Klingler HC, Kratzik C.
Sonographic appearance of testicular
microlithiasis. Eur Urol 1993:24:251-255.
MacKinnon J, Coz F, Diaz L. Testicular
microlithiasis: échographie diagnosis of a new
cause for orchialgia and infertility. Rev Chil
Obstet Gynecol 1990;55:6-9.

Smith WS, Brammer HM, Henry M, Frazier H.
Testicular microlithiasis: Sonographic features
with pathologic correlation. AJR 1991;157:1003-
1004.
Fermandes ET,
microlithiasis, a
1994;77:21-22.
Duchek M., Bergh A, Oberg L. Painful testicular
lithiasis. Scand J Urol Tiephrol Suppl
1991;1 38P(Suppl):231 -233.

Testicular
Minn Med

Ercole CJ.
case report.

145



