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Case report

Abstract
We describe the case of a 65 year-old male presenting with a tender right testicular mass, confirmed to be a tumour on ultra-
sound. The patient underwent a radical inguinal orchidectomy and histology revealed multiple adenomatoid tumours in epidi-
dymis and tunica vaginalis. This is an infrequent benign tumour of mesothelial origin that has rarely been reported as multiple
lesions in the literature. Immunohistochemistry demonstrates that adenomatoid tumour and mesotheliomas share the expres-
sion of podoplanin (D2-40) which is helpful to differentiate them from carcinomas. On the other hand adenomatoid tumour is
differentiated from mesothelioma on morphological grounds since the former does not exhibit cellular atypia, mitotic activity
or bland focal tumour necrosis. Although testis preserving surgery can be an option for benign adenomatoid tumours, most pa-
tients (as in our case) proceed to orchidectomy as diagnosing them confidently can be difficult.
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Introduction
Testicular tumours whether benign or malignant, have to be
diagnosed accurately and treated promptly. Adenomatoid
tumours are infrequent in the male genital tract. We de-
scribe the case of a patient who was diagnosed with testicu-
lar tumour on ultrasound. The patient then went on to have
an inguinal orchidectomy and the histology revealed multi-
ple adenomatoid tumours in epididymis and tunica vaginalis.

Case report
We report a case on a 65 year old male who presented with a
one year history of right testicular swelling which had been
getting increasingly painful. Past medical history included a
previous deep vein thrombosis in the leg for which he was
on warfarin. There was no history of cryptorchidism, trauma

or vasectomy. He also took allopurinol for gout but had no
other co-morbidities or allergies. Clinical examination re-
vealed a hard craggy mass in the upper pole of the right tes-
tis, and the contra-lateral testis felt normal.

Tumour markers including alpha-feto-protein, HCG and
LDH were normal as well as his full blood count and renal
function. The Ultrasound performed showed an echogenic
mass measuring 32 × 24 × 29 mm situated at the upper pole
of the right testis between the testis and the epididymal head
consistent with a tumour. The left testis appeared normal.
The patient underwent an uncomplicated right radical in-
guinal orchidectomy.

Pathology of the excised specimen showed an epididymal
well circumscribed tumour measuring 30x22mm along with
multiple nodules in the parietal tunica vaginalis up to two
millimetres (Figure 1). Microscopic examination of the main
lesion showed a tumour with dense areas of collagenous fi-
brosis admixed with bundles of smooth muscle in the centre,
while at the periphery there are nests, cords and dilated tub-
ular structures composed of epithelioid, flattened and vacuo-
lated cells (Figure 2A). The same cells were noted lining the
surface of the tumour and foci of squamous differentiation
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were noted in the inner part of the main tumour and in the
smaller nodules (Figure 2B). No mitosis, cellular atypia or
necrosis was noted. Immunohistochemistry demonstrated
that these cells expressed pancytokeratin AE1/AE3 (Figure
2C), D2-40 (Figure 2D) and EMA, but they did not express
calretinin, CEA, CD31, CD34, CD30, PLAP, Alfa-FP or HCG.
The testicular parenchyma showed preserved architecture
with unremarkable seminiferous tubules and there was no
evidence of intra tubular germ cell neoplasia.

FIG.1: Cut surface of the specimen showing a 30 mm fibrous solid
whitish tumour attached to the head the epididymis and multiple
minute well defined nodules in the parietal tunica vaginalis (curved
arrows).

FIG. 2: Detail of the dilated tubular structures with epithelioid flat-
tened and vacuolated cells, in a collagenous and inflamed stroma
from the main tumour (H&E x200) (2A). Nodule from the parietal
vaginalis lying on the muscle layer and showing focal squamous
metaplasia in the epithelial nets (H&E x20)  (2B) The cells lining the
surface and the tubular structures expressing pancytokeratin
AE1/AE3 (2C) and expression of D2-40 by the flattened lining cells of
the tubules (2D).

Overall the appearances were those of multiple adenomatoid
tumours in the epididymis and parietal tunica vaginalis. Lo-
cal excision was considered complete. The patient made a
good post-operative recovery and was well at the six months
follow up.

Discussion

Adenomatoid tumours of the male genital tract are rare but
most commonly involve the epididymis although involve-
ment of the tunica albuginea, spermatic cord and ejaculatory
ducts have been described.1,2 They often present as a hard
painless mass and have been reported between the third and
seventh decades.1-3 Adenomatoid tumours are believed to be
of mesothelial origin as supported by immunohistochemistry
and ultrastructural studies.4,5

Ultrasonography remains the imaging of choice for the ini-
tial investigation of testicular lesions. Whilst the presence of
an intratesticular solid lesion is usually highly suspicious for
malignancy, most extratesticular solid lesions including par-
atesticular lesions are benign. Nevertheless intraparenchy-
mal and tunical tumours are difficult to differentiate from
malignant tumours. Adenomatoid tumours are usually round
and appear homogenously echogenic.6

Adenomatoid tumours are usually small round/oval well
circumscribed lesions less than 20mm, though according to
the literature they range from 4mm to 50mm.7 Most of the
cases are single tumours near or in the poles of the epididy-
mis, though other locations include the body of epididymis,
the tunica vaginalis, tunica albuginea, rete testis, parietal
tunica and spermatic cord.8 The cut surface is usually firm
and solid, though cystic spaces have been reported. Micro-
scopically, the tumour is comprised of two major elements,
epithelial-like cells and fibrous stroma. The epithelial-like
cells are arranged in a network of tubules, cords, channels,
and microcystic spaces. The fibrous stroma may be hya-
linised and may contain smooth muscle. Mitotic figures are
mostly absent.9

Adenomatoid tumour has a broad differential diagnosis that
includes mesothelioma, hemangioma, vasitis nodosa, in-
flammatory pseudotumor, carcinoma of rete testis and meta-
static carcinoma. Cytokeratins are expressed by carcinomas,
vasitis nodosa and mesotheliomas in addition to the adeno-
matoiod tumours, however only mesothelioma shares with
adenomatoid tumour the expression of podoplanin (D2-40).
D2-40 is as sensitive as calretinin for cells of mesothelial
origin10, therefore very useful in the differential diagnosis
with carcinomas. Adenomatoid tumour is differentiated from
mesothelioma on morphological grounds, since the former
does not exhibit cellular atypia, mitotic activity or bland
focal tumor necrosis.

Conclusion

Multiple adenomatoid tumours as we describe have rarely
been reported.11 The current case shows a predominant lesion
in the epididymis measuring 30mm in diameter, with multi-
ple minute lesions up to 2mm in the parietal tunica vaginalis.
Whether these minute lesions represent real tumours or a
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rare form of adenomatoid hyperplasia, which has not yet
been described, remains unclear.

Knowing that adenomatoid tumours are benign lesions some
authors have suggested testis-preserving surgery. The diffi-
culty is that it is often difficult to diagnose adenomatoid tu-
mours confidently preoperatively and the majority of patients
proceed to orchidectomy as in our case. The prognosis re-
mains however excellent for this benign lesion.
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