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CASE REPORT
A 61-year-old man presented with swelling on left side of scrotum 
for last three months in our outpatient department. The swelling 
was painless, hard with palpable spermatic cord. Local examination 
revealed enlargement of left testis; it measured around 6×5 cm. 
There was no local rise of temperature or tenderness. His IPI score 
[1] was 1 out of maximum score of 5 (age > 60 years). There was 
no history of fever, weight loss and sweating in this patient. Past 
history was insignificant. Testicular ultrasound showed enlarged left 
testis with hypoechoic Space Occupying Lesion (SOL). Contrast 
Enhanced Computed Tomography (CECT) whole abdomen showed 
left testicular SOL measuring 6×5×4cm. Magnetic Resonance 
Imaging (MRI) of testis showed 6×4.6×4 cm SOL in left testis 
[Table/Fig-1]. X-ray chest was non-contributory. Routine blood 
parameters were within normal range. Biochemical analysis showed 
Lactate Dehydrogenase (LDH): 309 U/L; beta human Chorionic 
Gonadotropin (hCG): <2 ng/mL; and alpha fetoprotein: 1.7 ng/mL, 
all within normal range. After making a provisional diagnosis of left 
testicular SOL probably a malignancy, and differential diagnosis of 
long standing hydrocoele, patient was planned for exploration of the 
left testis with high inguinal route with a frozen section biopsy, which 
suggested a malignant lesion, the final histopathology revealed a 
tumour composed of monotonous population of atypical lymphoid 
cells with irregular nuclei and inconspicuous nucleoli with scant 
cytoplasm [Table/Fig-2a,b]. Intertubular proliferation of these cells 
was also noted. Attached spermatic cord showed no involvement by 
tumour cells. Other differential diagnosis were follicular lymphoma, 
peripheral T cell lymphoma and anaplastic lymphoma and Hodgkin’s 
lymphoma, so immunohistochemistry was done for finalising the 
diagnosis and thus Immunohistochemistry under high power (x400) 
showed lesional cells positive for Cluster of Differentiation-20 (D20), 
CD10, B-cell lymphoma-2 (bcl2) [Table/Fig-3a-c], bcl6 and Multiple 
Myeloma Clusters Of Differentiation-1 (MUM1) and negative for CD5 
and  Terminal deoxynucleotidyl Transferase (TdT); 20% lesional cells 
expressed c-myc; CD3 and CD5 mark background for lymphoid 

cells suggesting DLBCL. Panels were selected on the basis of 
afforementioned differential diagnosis. Patient was then referred 
to radiotherapy department where he was put on Rituximab, 
Cyclophosphamide, Adriamycin, Vincristine, and Prednisone 
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ABSTRACT
Testicular malignancy in old age men should be thoroughly studied because of low rate of incidence. Incidence of testicular 
lymphomas have been shown to be nearly 9% among all testicular malignancies and 1-2% of all lymphomas found in human 
body. The most common hisopathological pattern among lymphomas is B-cell type and of these diffuse large B-cell subtype is 
commonest; however, less commonly, Burkitt’s lymphoma, anaplastic lymphoma or Hodgkin’s lymphoma may primarily involve the 
testis. Testicular lymphoma is rare whether as a primary or as a secondary origin. Diffuse Large B-Cell Lymphomas (DLBCL) is the 
most common histopathological type if primary in origin; however aggressive patterns like, Burkitt’s lymphoma, are more common 
when there is secondary involvement of testis. Stage of the lymphoma (Ann Arbor staging) determines the prognosis of the disease. 
Other prognostic factors include presence of B symptoms and International Prognostic Index (IPI) score, involvement of spermatic 
cord and other testis. Immunohistochemistry should be done after histopathological diagnosis for effective treatment of variants 
of testicular lymphoma. High inguinal orchiectomy along with chemotherapy with or without radiotherapy is current treatment 
of choice for these tumours. In this article, the case of testicular lymphoma is presented in a 61-year-old male patient, clinical 
presentation, investigations and surgical and chemotherapeutic management with discussion with respect to previous clinical 
studies. In this case report, patient presented with swelling of left scrotum for which he underwent the radiological and biochemical 
investigations. He was further planned for frozen section biopsy. The histopathological and immunohistochemical analysis was 
suggestive of DLBCL, as final diagnosis.

[Table/Fig-2a]:	Showing scant cytoplasm (red arrow) and atypical lymphoid cells 
(black arrow); H&E 400X. 

[Table/Fig-1]:	 MRI cut showing left testicular Space Occupying Lesion (SOL).
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metastasis [9]. Lymphomas are identified as hypoechoic lesions on 
scrotal ultrasound as opposed to homogeneous and hyperechoic 
normal testicular tissue. The immunohistochemical examination 
report showing presence of myc and bcl2 is considered as an 
adverse prognostic sign [10]. Management of stage I and II cases 
include high inguinal orchiectomy R-CHOP and may be followed 
by scrotal radiotherapy and systemic chemotherapy [11]. Relapse 
is common if adjuvant therapy is not given after surgery even 
in stage I tumours. In stage II cases, radiotherapy to localised 
lymph nodes can prevent nodal relapse. However, in stage III-
IV diseases, systemic chemotherapy, scrotal radiotherapy, and 
intrathecal chemotherapy are possible options.

In present case patient (stage I) received R-CHOP regimen after 
histopathological confirmation of testicular lymphoma after high 
inguinal orchiectomy. The clinical stage and histological grade are 
most important for prognostic significance [12]. Poor prognostic 
features for testicular lymphoma are larger primary tumour, 
involvement of epididymis and spermatic cord and involvement 
of bilateral testis, vascular invasion, old age, high LDH levels, 
presence of B symptoms (fever without any infection; drenching 
night sweats; weight loss of >10% over six months), high IPI score 
(age >60 years; LDH >1x normal value;  Eastern Cooperative 
Oncology Group (ECOG) performance status 2-4; clinical stage III 
and IV and extranodal disease > one localisation) [13-15], whereas 
good prognostic features are young age, localised and small sized 
tumour, low histological grade and no involvement of epididymis or 
spermatic cord.

DLBCL should be distinguished from the other testicular lymphomas 
for example, T-cell lymphoma and Hodgkin’s lymphoma, because of 
the different management options. Most of patients with testicular 
large-cell lymphoma have a poor prognosis. There is poor survival in 
cases of relapse. Treatment failure usually occurs within 1 to 3 years 
after the initial therapy.

CONCLUSION(S)
Testicular non-Hodgkin’s lymphomas are highly aggressive cancers. 
Low incidence rate of the disease and tumour nature makes it hard 
to standardise the management after orchiectomy. Involvement of 
contralateral testis and central nervous system involvement should 
always be kept in mind during the diagnosis, treatment and follow-
up of these patients. IPI score should be determined in such patients 
and B-symptoms should be determined. Immunohistochemical 
techniques are mandatory for the specific management of these 
tumours. Treatment of such tumours should be based on stage of 
the tumour and should be individually planned and patient should 
be regularly followed for recurrence.
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(R-CHOP) regimen and patient is doing well since then on regular 
follow-up since six months.

DISCUSSION
Testicular swelling in old age group must be given special importance 
and should be examined thoroughly to rule out any malignancy as 
these swellings are mostly painless with few general systematic 
symptoms. This may be one of the reasons for testicular tumours 
in old age to be diagnosed late in developing countries. Very few 
case reports have been published for testicular lymphoma and here 
patient was presented with testicular swelling in the age of 61 years 
and finally diagnosed as a case of testicular lymphoma. Though 
testicular lymphomas are rare yet they show relapse in 12% cases 
[2]. Primary Testicular Lymphoma (PTL) is the most common type of 
testicular cancer in men over the age of 60 years [3], and represents 
1% of all non-Hodgkin’s Lymphomas and involvement of bilateral 
tumours in 38% of cases [4]. DLBCL make up 90% PTLs [5]. The 
most common clinical features are painless testicular swelling; 
fever, weight loss, night sweating (B-symptoms) and fatigue and 
loss of appetite can also be seen [6]. Though intratubular germ-cell 
tumours are the precursor lesion of most testicular tumours yet it is 
not present in PTL [7].

The Ann Arbor staging is commonly used for PTL [8]. Ann arbor 
staging according to medical literature is as follows: Stage I: 
involvement of single lymph node region or a single extralymphatic 
site. Stage II: involvement of 2 or more lymph node region on the same 
side of diaphragm or with localised involvement of extralymphatic 
site. Stage III: involvement of lymph node regions on both sides 
of diaphragm or with localised involvement of extralymphatic site 
or spleen or both and Stage IV: disseminated involvement of one 
or more extralymphatic site with or without associated lymph node 
involvement. PTL can also be staged according to the Nordic 
Lymphoma Group as: Stage I- unilateral testis involvement with 
or without epididymis or cord involvement; Stage II- abdominal 
and pelvic lymph node involvement; and stage III-IV- distant 
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