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A Painful Right Testis: A Case Report

Saskia Weltings®®, Jan H. von der Thiisen®

Abstract

A 46-year-old Indian male without any medical history presented in
the Emergency Department with a painful right testis; the pain radi-
ated toward both flanks. Palpation of the testis was painful. There
was no history of dysuria, unsafe sexual contact or weight loss.
Diagnostic imaging using ultrasound revealed a suspicious mass
lesion in the right testis of 2.2 cm diameter. The serum tumor mark-
ers alpha-fetoprotein and beta-HCG were negative, and LDH levels
were normal. The patient was referred to the urology department,
and a radical orchiectomy was performed. Histopathological analy-
sis showed an adenomatoid tumor of the testicular parenchyma. No
involvement of epididymis or testicular membranes was identified.
Patient follow up was done every 6 months, consisting of physical
examination and scrotal ultrasound. No new symptoms were pres-
ent after 9 months follow up.
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Introduction

Adenomatoid tumor is a benign neoplasm, of which the his-
togenesis has been a point of controversy, but recent studies
have provided evidence in favor of a mesothelial origin [1].
The term adenomatoid tumor was introduced by Golden and
Ash in 1945 to describe a group of benign tumors with a
glandular pattern and obscure histogenesis, localized in the
urogenital tract.
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These tumors present either as an incidental finding or
a slow growing scrotal mass. In men, this tumor most com-
monly occurs at the head of the epididymis [2]. The enlarge-
ment is usually painless with normal scrotal skin and no
other symptoms. In many cases the scrotal mass has been
present for several years prior to presentation. These tumors
vary in size, although they most commonly measure between
1 and 2.5 cm in diameter (usually no larger than 5 cm). The
tumor prevalence is highest in males, aged between 30 and
50 years old [3].

Adenomatoid tumors are the most common tumors of
paratesticular tissue, representing 30% in this group [3]. In-
volvement of the testicular parenchyma, as in our case, is
highly exceptional. In such cases a more common primary
testicular tumor (such as seminoma) may be mimicked. This
makes it difficult to differentiate this benign lesion, using
imaging or clinical signs, from a malignant testis tumor [4].

Case Report

A 46-year-old Indian male without any medical history pre-
sented to the Emergency Department of our hospital with
a painful right testis; the pain radiated toward both flanks.
Palpation of the testis was painful. There was no history of
dysuria, unsafe sexual contact or weight loss. Diagnostic im-
aging using ultrasound, revealed a 2.2 cm diameter, solid,
non-compressable, hyperechoic mass in the lower testicular
pole, with only sparse vascularisation. There was also evi-
dence of a possible epididymitis. The findings were not com-
patible with a dermoid cyst, and considered suspicious for
malignancy, although atypical both in appearance and age of
presentation. He was referred to the urology department. A
subsequent CT scan of the thorax and abdomen revealed no
evidence of metastases.

Serum tumor markers were checked, and alpha-fetopro-
tein and beta-HCG were negative. LDH was normal.

Radical orchiectomy was performed. Through an ingui-
nal incision the testis was removed from the scrotum while
the spermatic cord was being clamped, to prevent possible
hematogenous metastatic spread. Postoperatively, there were
no remaining complaints of pain.
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Figure 1. (Immuno) histochemical stains. A. H&E stain (2.5 x). Tu-
mor top left (*), normal testicular parenchyma bottom right (**); B.
Tumor (H&E, 10 x); C. Tumor (H&E, 20 x), with glandular pattern
and focal cystic change (*); D. Pankeratin stain (5 x). Tumor on the
left (*), parenchyma on the right (**); E. Calretinin stain (5 x); F.
S100 stain (5 x).

The tumor was submitted for histopathological analysis.
Macroscopic examination showed an orchiectomy specimen
of 7 x 4.5 x 3.5 cm, with nodular deformation. The tunica
vaginalis was unremarkable. Sectioning revealed an intrapa-
renchymal tumor with a diameter of 1.8 cm, which was well-
circumscribed. There was no macroscopic involvement of
the tunica albuginea or tunica vaginalis, or of the rete testis.
The central part of the tumor showed haemorrhagic change.

Microscopically, the tumor was found to consist of an
area of fibrosis with atypical epithelioid cells, arranged in
strands, tubular structures and small nests. The cytoplasm
was clear to amphophilic and contained moderately pleio-
morphic nuclei with prominent nucleoli. Mitotic activity was
limited (up to 2 mitoses per 10 HPF) and centrally, necro-
sis was seen. The abnormality was limited to the testicular
parenchyma, and there was no microscopic involvement of
the epididymis, or of the resection margin of the funiculus
spermaticus. The surrounding parenchyma showed normal
spermatogenesis. There was no evidence of an in-situ com-
ponent, or of angio-invasive growth.

Immunohistochemically, the tumor cells were strongly
positive for keratin AE1AE3, calretinin and S100, with fo-
cally weak staining for CD30. AFP, HCG, PLAP, inhibin and
CD117 were all negative in the tumor (Fig. 1).

Discussion

Adenomatoid tumor of the testis is a benign neoplasm, which
by clinical presentation is not easy to differentiate from other
testicular masses. They often present as asymptomatic small
lumps, which are accidentally discovered. In some cases,
they are noticed with other concurrent pathology, for exam-
ple a hydrocele or orchitis. Serum tumor markers are nega-
tive in all cases. In our case, the scrotal mass had probably
been present for a longer period of time and was discovered
during a visit to the emergency room because of pain, most
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likely based on a superimposed epidydimitis.

Most cases are paratesticular in location, but rare in-
tratesticular adenomatoid tumors have been described [5].
Ultrasound is used to differentiate between intra- and ex-
tratesticular lesions and allows accurate diagnosis of cystic
forms and solid lesions. However, radiographic findings are
non-specific, with tumors presenting as iso-, hypo-, or hy-
perechoic nodules, which in most of the cases, do not allow
differentiation between a benign or malignant solid intrapa-
renchymatous lesion [6]. For intratesticular cases of adeno-
matoid tumor, the radiological differential diagnoses include
germ cell tumors of the testis, hemangioma, malignant me-
sothelioma, metastatic carcinoma of the prostate, and lym-
phoma.

The absence of tumor markers, the well-demarcated
appearance on ultrasound and age of the patient can aid in
distinguishing adenomatoid tumors of the testis from other
malignant scrotal tumors. In addition, excision biopsy is
considered a both diagnostic and therapeutic procedure. In-
traoperative frozen sections can facilitate organ sparing sur-
gery. The aim is to prevent unnecessary orchiectomy result-
ing in continuation of endogenous testosterone production
and preserving fertility [7].

Although follow up is advised, including physical exam-
ination and ultrasound of the scrotum, cases of metastasis or
recurrence after excision have not been previously reported
[2].

In conclusion, intratesticular adenomatoid tumor is a be-
nign lesion with clinical signs similar to those of malignant
testicular neoplasm. The radiographic findings are non-spe-
cific, which in most cases makes it difficult to differentiate
between a benign or malignant solid intraparenchymatous
lesion. If a benign lesion is suspected, it is recommended to
perform intra-operative biopsy. If its benign nature is thus
confirmed, the testicle can be conserved by performing tu-
morectomy with wide margins of resection.
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