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rSummary J

The adenomatoid tumor of the epididymis (EAT) is a neoplasm located in the parates-
ticular region. Mesothelial origin has been mentioned and inflammation has played some
role in the development of these tumors. Physical examination and testicular ultrasound
constituted important tools in the diagnosis. Some reports have mentioned malignant

behavior, but it is very rare. Surgical treatment is the procedure of choice. We present
the case of a 46-year-old patient with an adenomatoid tumour located in the head of the left epi-
didymis that referred to our department with gradually enlarged intrascrotal mass.

Key worps: Ultrasound; Extratesticular mass; Epididymis; Adenomatoid tumor.

Submitted 27 August 2012; Accepted 31 December 2012

INTRODUCTION

Adenomatoid tumor is the most common epididymal
tumor and accounts for approximately 30% of all parat-
esticular neoplasms, second only to lipoma (1).
Adenomatoid tumors occur in men with a wide range of
ages, with the majority being diagnosed in patients aged
20-50 years. Patients usually present with a painless
scrotal mass. The tumors are round, well-circumscribed
and can vary in size from a few millimetres up to 5 cm.
They are believed to be of mesothelial origin and are
universally benign (2). Although more frequent in the
tail, adenomatoid tumors may occur anywhere in the
epididymis and have also been reported in the spermat-
ic cord and tunica albuginea (3). On ultrasound (US)
scans, they typically appear isoechoic and homogeneous
mass. Because of the adenomatoid tumor’s sonographic
similary to malignant neoplasms, patients with these
tumors usually undergo a surgical treatment.

In this case report is analyzed a case of adenomatoid
tumor of the epididymis in a young-adult man.

CASE REPORT
A 46 years old man referred to our department for pain-
less enlargement in the left hemiscrotum. Personal and
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familiar history were unremarkable, without epididymi-
tis, torsion or trauma.

At physical examination colour changes and slight
edema of the superior third of the scrotum were found,
where it was observed a well defined, nodular, encapsu-
lated tumor of 3 x 3 x 2 cm with firm consistency and
related to the left epididymis, with which it formed a
mass. No other relevant signs were found.
Ultrasonography confirmed a solid isoechoic lesion lying
on the border between epididymal head and upper pole
of the left testis without any disruption of the architec-
ture of the testicular parenchyma (Figure 1). The testicu-
lar parenchyma immediately adjacent to the mass showed
slightly decreased echogenicity compared with the
parenchyma elsewhere. Preoperative laboratory investiga-
tion, including blood count and blood chemisties were
within normal limits. Plasma levels of B-hCG (B-subunit
human chorionic gonadotropin), a-fetoprotein (AFP),
lactic dehydrogenase (LDH) were within normal ranges.
The patient underwent surgical testicular exploration,
which verified the existence of a nodular lesion in the
upper pole of the left testicle meaduring 3 x 3 x 2 cm,
ovoid shaped, firm, limited and adherent to the testicle.
Subsequently a tumorectomy was performed, with the
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Figure 1.

Longitudinal power-Doppler images of the scrotum shows
an paratesticular mass, avascular, isoechoic
with circumscribed aspect.

intraoperative histopathologic diagnosis of a benign lesion
(Figure 2).

Histological appearance of this paratesticular tumor is
represented by cuboidal cells, with vacuolated cyto-
plasm and with gaping spaces.

DiscussioN

Sakaguchi in 1963, described the first benign tumor of the
epididymis, meanwhile Golden and Ash (4) in 1945, first
used the EAT acronym, to indicate the most common
paratesticular neoplasm. In 1976, Beccia et al. (5) gathered
a total of 314 epididymal tumors, of which 75% were
benign and of these 73% resulted to be EAT (55% of the
total), followed by leiomyomas (11%) and by papillary
cystadenomas (9%). Angiomas, lipomas, and hamartomas
constitute the remaining 7%.

Gupta et al. (6) refer that primary malignant tumors of
the epididymis constitute 25% of the tumors of this
zone, although in geographical areas where still exists a
high incidence of epididimary tuberculosis this inci-
dence can fall below 1% to constitute 3 groups: sarco-
mas, epithelial tumors and dysembrionary tumors.
Although the EAT are considered by the majority of
authors as benign, malignant forms of this tumor were
also described (6-7).

A variety of neoplasms derived from mesenchymal ele-
ments may arise by the paratesticular tissues: carcinoma
of rete testis, malignant mesothelioma, ovarian-type
epithelial tumors, epididymidal carcinoma and metasta-
tic carcinoma.

Most adenomatoid tumors of epididymis are asympto-
matic and are found accidentally by the patient or by the
physician during physical examination, as a non painful
scrotal mass more commonly located at the tail of the
epidydimis, which generally remains unchanged in size
for years (8).
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Figure 2.

Macroscopic findings on the surgical exploration.
The testis appears normal. The tumor is connected
to the head of the epididymis.

The possible histogenesis of adenomatoid tumors has
aroused controversy and so far data are still contradic-
tory.

However, the most recent investigations favour a mesothe-
lial origin (9) although other pathologists considered it as
a reaction to injury or inflammation. However, it is diffi-
cult to demonstrate such irritating factors in intrascrotal
adenomatoid tumors.

CONCLUSION

US can be used to quickly and accurately estanilish
whether an abnormal lesion is intratesticular or extrates-
ticular. If it is extratesticular and cystic, a specific diag-
nosis can often be made (hydrocele, epididymal cyst,
varicocele) and the patient can be reassured that the
mass is benign.

Because of their sonographic features, the benign char-
acteristics of solid extratesticular masses can be some-
what more problematic to diagnose by gray-scale and
color flow Doppler sonography. Magnetic resonance
imaging can be a problem-solving modality in some
cases.

However extratesticular solid masses of uncertain diag-
nostic significance require surgical treatment as proce-
dure of choice.
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