
A29-year-old Hispanic construction
worker with no past medical his-

tory is transferred from an outside
facility for evaluation of an abdomi-
nal mass and weakness. The patient
first noticed a painless mass in his
lower abdomen and suprapubic re-
gion one year prior to presentation.
Per the patient’s description, the
mass initially was the size of a
lemon and gradually increased in
size. Three months prior to presen-
tation, there was onset of progres-
sive dysphagia to solid foods, a
marked decrease in appetite, and a
25-lb weight loss. One month prior
to presentation, the patient began to
experience nausea and projectile
vomiting with burning chest pain.
The emesis was bilious, non-bloody,
and contained recently consumed
food matter.

The symptom that resulted in his
presentation to the outlying facility
for medical attention was weakness.
Review of systems reveals subjec-
tive fever without chills or night
sweats. Interestingly, the patient de-
nies abdominal pain and change in
bowel habits. Social history is no-
table only for occasional beer.

Abdominal mass in a young
man has a very wide differential.
Considerations should include
organomegaly (liver or spleen),
dermoid cysts, abdominal aortic
aneurysm, lymphadenopathy, tumor,
hernia, or ascites, among other diag-
noses. Evaluation of an abdominal
mass begins with a thorough history
with special attention to fever,
changes in bowel habits, urinary
symptoms, weight change, and rec-
tal bleeding. Abdominal and pelvic
examination help delineate the diag-
nosis, but the general appearance of
the patient (pallor, jaundice, emacia-
tion) should also be noted.

Bone marrow biopsy reveals a nor-
mal trilineage, and the cytogram
analysis shows no evidence of lym-
phoma or leukemia. Computed to-
mography of chest, abdomen, and
pelvis is ordered at the time of this
preliminary diagnosis in an attempt
to stage the presumptive lym-
phoma. Imaging reveals an 8.9 x
10.5 cm posterior mediastinal ho-
mogenous mass extending inferi-
orly into the retroperitoneum.
There are two additional large soft
tissue masses (7.8 x 17.4 x 14.4
cm and 10 x 15.7 x 14 cm) within
the intraperitoneal space that
demonstrate areas of necrosis and
calcification. After an unrevealing
bone marrow biopsy excludes lym-
phoma and after imaging is re-
viewed, both the differential
diagnosis and the physical exami-
nation are revisited. GCT is consid-
ered, and a thorough genitourinary
examination is performed. This re-
veals that the left testis is normal,
but the right testis is not palpable
in the scrotum, inguinal canal, or
abdominal wall. Ultrasound of the
scrotum confirms the diagnosis of
cryptorchidism.

Cryptorchidism is defined as a
hidden testis or testis not in the
scrotum. The testis can either be
absent or undescended. An absent
testicle may be due to agenesis or
intrauterine vascular compromise.
Undescended testis can either be
present in the inguinal canal or in
the abdominal cavity. Less than 1%
of these testes are ectopic. These
may be palpable in superficial in-
guinal pouch, suprapubic region,
femoral canal, perineum, or con-
tralateral scrotal compartment. Of
all patients with undescended
testis, 40% are atrophic or absent,

Physical examination is entirely
normal with the exception of a mild
tachycardia and a 15.0 x 15.0 cm
firm, non-pulsatile mass with
smooth borders occupying the area
between symphysis pubus to um-
bilicus. The mass is mildly tender
to palpation. No hepatomegaly,
splenomegaly, or lymphadenopathy
is appreciated. Laboratory evalua-
tion reveals: white blood cell count
of 4.4 k/mm3 (differential: 68%
neutrophils, 14% lymphocytes, and
15% monocytes), hemoglobin of
11 g/dL (MCV 83.6 and RDW 15.6),
and platelet count of 193 k/mm.3

Chemistry reveals BUN of 34
mg/dL, creatinine of 2.54 mg/dL, K
of 3.3 meq/L, LDH of 786 U/L, al-
kaline phosphatase of 453 U/L, cal-
cium of 14.6 mg/dL, and uric acid
of 10.3 mg/dL.

The presence of emesis of food
contents after eating; a large ab-
dominal mass; and elevated cal-
cium, uric acid, and LDH are all
concerning features that serve to
narrow the differential diagnosis
significantly to favor malignant eti-
ologies. Bulky abdominal tumors
may represent lymphoma, GI-asso-
ciate lymphoma, germ cell tumors
(GCTs), or massive splenomegaly
associated with leukemia or lym-
phoma. (Although other etiologies
for splenomegaly may be consid-
ered in other geographic regions,
malignant etiologies are most com-
mon in the United States.) The
presence of the forceful emesis
after eating also hints at the need
to consider malignant processes
that may be causing gastric outlet
obstruction.

In the setting of monocytosis,
hypercalcemia, hyperuricemia, and
abdominal mass, a preliminary di-
agnosis of malignancy is made.
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20% are intraabdominal, and 40%
are canalicular, scrotal, or ectopic
testes.1 Men with undescended
testis have an increased incidence
of testicular GCT of 1:1,000 as
compared to 1:100,000 in the gen-
eral population. The risk of devel-
oping a tumor is four times more
likely in intraabdominal testes than
inguinal testes. Cryptoorchidism is
also associated with infertility due
to low sperm counts. Patients with
cryptorchidism are also at a risk for
testicular torsion and inguinal her-
nias due to associated patent
processus vaginalis. This patient
probably has an intraabdominal
right testicle, which predisposes
him to all these complications.

Patient undergoes a CT guided
biopsy of the intraperitoneal mass.
Pathology shows a classic type
seminoma associated with non-
necrotizing granulomas, stage 3, as
demonstrated by further imaging.
Serum AFP level is 1.6 ng/mL, and
a β-hCG level was 42.3 mIU/mL.
This patient is treated with a regi-
men of bleomycin, etoposide, and
cisplatin and is currently in com-
plete remission.

Testicular cancer is the most
common solid malignancy affecting
males age 15 to 35, although it ac-
counts for only 1% of cancers in
men.2 GCTs account for 95% of the
cases, and the rest include sex
cord-stromal tumors (Leydig cell
and Sertoli cell tumors), go-
nadoblastoma, and metastatic car-
cinomas. GCTs can be divided in
seminomas and non-seminomas
based on histology. GCTs usually
present as a painless swelling of a
testicle that is incidentally noticed,
although some may present with
dull aching sensation in the scro-
tum or lower abdomen. Sex cord-

Force currently recommends
against screening for testicular
cancer in adolescent or adult
males. However, a thorough
genital exam should be
performed in symptomatic
patients (i.e. those presenting
with an abdominal mass or a dull
aching sensation in lower
abdomen/scrotum). A delay in
diagnosis correlates to higher
stage at presentation.

• GCTs are very readily treatable.
More than 90% of patients are
cured, including 70% to 80% of
patients with advanced tumors
who are treated with
chemotherapy. Inguinal
orchiectomy is considered
primary treatment for patients
with suspicious testicular mass.
Radiotherapy and/or
chemotherapy is recommended
for more advanced stages.
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stromal tumors usually present
with symptoms of increased estro-
gen and reduced testosterone: gy-
necomastia, loss of libido, and
impotence. The major risk factors
for GCTs include intratubular germ
cell neoplasia, cryptorchidism, hy-
pospadias, HIV infection, positive
family history, and androgen insen-
sitivity syndromes. With a five-year
survival rate of more than 95%
even in advanced cases, GCTs are
one of the most readily treatable
cancers.3 A testicular exam is vital
to the diagnosis of this cancer.

Verghese et al. describe how
the electronic medical record and
advanced imaging technology have
led doctors away from the bedside
and possibly devalued the impor-
tance of a good bedside physical
exam. Doctors now spend more
time in front of a computer than at
the patient’s bedside. Verghese
also states that clinicians who are
skilled at the bedside examination
make better use of diagnostic tests
and order fewer unnecessary
tests.4,5 This case illustrates that a
good physical exam may prevent
unnecessary diagnostic tests (i.e.
bone marrow biopsy) and avoid de-
lays in diagnosis.

Take Home Points
• The importance of a good bedside

physical exam cannot be
undervalued. A thorough physical
exam should be used to guide the
diagnostic workup of a patient. It
helps avoid delay in diagnosis and
unnecessary testing.

• Testicular cancer, although
relatively rare (5.4 cases per
100,000), is the most common
solid malignancy affecting males
age 15 to 35.

• The US Preventive Services Task
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