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Ozet

Paratestikiiler tiimorler nadir goriilmekle birlikte tiim
ekstratestikiiler tiimorlerin =~ %30'unu  olusturmaktadir.
Adenomatoid tiimor paratestikiiler bolgenin en sik goriilen
benign timoridir. En sik tutulum yeri epididimis olmasina
ragmen ender olarak tunica albugineadan da koken
almaktadir. Hastanemize, 62 yasinda erkek hasta, yaklasik
6 aydir var olan, agrisiz, sol skrotal sert kitle sikayeti ile
basvurdu. Sol testiste yaklasik 2 cm capinda, nodiiler, sert,
agrisiz kitle tespit edildi. Hastaya sol radikal inguinal
orsiektomi yapildi. Makroskopik incelemede, testis alt
polde, boyutlar1 1,7x1,7x1,3 cm olan, tunica albuginea
yerlesimli, homojen, parlak ve diizgiin yilizeyli timor
izlendi. Immunohistokimyasal olarak mezotelial orijini
gosteren sitokeratin  AE1/AE3, kalretinin, EMA ve
vimentin ile gili¢lii pozitiflik izlenirken, S100, PLAP, AFP
and CD30 negatifti. Histopatolojik ve
immunohistokimyasal bulgular esliginde olgu, sol testisin
tunika albuginea yerlesimli adenomatoid tiimorii olarak
tan1 aldu.

Sonu¢ olarak, olduk¢a nadir goriilmesine ragmen
intraskrotal  kitlelerde, tunica albuginea yerlesimli
adenomatoid tiimor olabilecegi de daima gz Oniinde
bulundurulmalidir

Anahtar Kelimeler: tunika albuginea, testis, adenomatoid
timor
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Abstract

Paratesticular tumors are rarely seen,
however they constitute 30% of all
extratesticular tumors. Adenomatoid tumor
is the most common benign tumor of the
paratesticular area. Although the most
common site of involment is epididymis
they rarley occur from tunica albuginea.

62-year-old male patient admitted with
painless, left scrotal firm mass which was
existing for 6 months, in our hospital. On
physical examination of the left testis, A
nodular, firm, painless mass which was
measured approximately 2 cm, was
detected in the left testis. The patient
underwent a total inguinal left
orchiectomy. On macroscopic
examination, a homogenous, bright and
well  circumscribed tumor measuring
1,7x1,7x1,3 cm in diameter and was
located in the tunica albuginea, at the
lower pole of the testis, was seen.
Immunohistochemically, strong positivity
for cytokeratin AE1/AE3, calretinin, EMA
and vimentin showing the mesothelial
origin and negativity for S100, PLAP, AFP
and CD30, were detected. This case was
indicated of a diagnosis of adenomatoid
tumor of the left testis in company with
histopathological and
immunohistochemical findings. As a
result, intrascrotal lesions should be always
considered that they may be a tunica
albuginea located adenomatoid tumor,
although it is quite rare.

Key words: tunica albuginea, testis,
adenomatoid tumor

Introduction

An adenomatoid tumor is the most
common benign neoplasms of the
paratesticular area. The most common site
of involvement is epididymis, although
there are more rarely located in the tunica
albuginea, in the spermatic cord, in the
tunica vaginalis, or even in the prostat (1).
It is currently accepted that the mesothelial
origin of the adenomatoid tumors are based
on structural and immunohistochemical
studies. These neoplasms usually occur
between the third and fifth decades of life
and the diagnosis of them is uncommon.
Ultrasonography can help establish the
diagnosis of these benign tumors by
demonstrating the extratesticular location.

Case Report

A 62-year-old man presented with a
painless and hard left scrotal mass for last
6 months. He had no history of trauma or
surgical operations.On physical
examination of the left testis, a nodular,
firm, painless, small intrascrotal mass
which was measured from approximately 2
cm, at the lower pole of the testis was
detected.  Scrotal skin, epididymis,
spermatic cord, inguinal region and right
testis were normal. All serum tumor
markers (human chorionic gonadotropin-
beta, alpha-fetoprotein and lactate
dehydrogenase) were within normal limits.
Scrotal ultrasound showed that solid, well-
defined and isoechoic paratesticular mass
on the inferior surface of the left testis with
a normal testicular parenchyma (Figure 1).
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Figure 1. Ultrasound image shows a well
defined, isoechoic, extratesticular mass in
the inferior region of the testis.

The patient underwent a total left
orchiectomy, which revealed a grayish
white  color, oval shaped, well
circumscribed tumor measuring
1,7x1,7x1.3 cm in diameter and was
located in the tunica albuginea, at the
lower pole of the testis. The sectioned
surface was of the same color and
presented a homogeneous appearance
(Figure 2).

Figure 2. Macroscopic photograph of
tumor arising in the tunica albuginea.

pith ilifh
H‘"‘( h‘

1}\

z| r” -Q'

“" 'm L "’ f
q "

i"
H %,‘J i

In the microscopic study, tumor is
unencapsulated and not extend to the
testicular parenchyma. There is a
proliferation of the cells ranging from
cuboidal to flattened, with vacuolated
cytoplasm. The large intracytoplasmic
vacuoles have a signet ring-like appearance
in some fields but epithelial tyepe mucin
was not present (Periodic acid schiff (PAS)
negative). The stroma is fibrous and
contain abundant smooth muscle and
elastic fibers, with inner
lymphoplasmacytic ~ and  eosinophilic
infiltration (Figure 3). There was no
mitotic  activity and no suspicious
neoplastic areas was been detected.
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Figure 3. Photomicrograph  of
adenomatoid tumor with predominant
component consisting of tubules with
intervening single cells with a vacuolated
appearance (H&E, a-b: x20, c-d: x40).
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Immunohistochemically, the flattened cells
displayed evidence of  mesothelial
differentiation, with strong positivity for
cytokeratin AE1/AE3, calretinin, EMA and
vimentin, and were negative for S100,
PLAP, AFP and CD30 (Figure 4).

Figure 4. Positive immunoreactivity to
cytokeratin AE1/AE3 (a) and calretinin (b)
(x40).
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The histological appearance together with
the immunophenotypic characteristic of
this tumor was indicated of a diagnosis of
adenomatoid tumor of the left testis.

Discussion

Paratesticular tumors are
uncommon but comprise 30% of all
extratesticular masses (2). It usually affects
the epididymis and, less commonly, the
tunica albuginea and vaginalis (3). There
are more rarely located in spermatic cord,
prostate, ejaculatory ducts, and scrotal
capes and in female can be located in
uterus, fallopian tubes and ovarian area.
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These neoplasms usually occur between
the third and fifth decades of life however,
they have also been reported in patients
aged 18 to 80 years of age (4,5).

In most of the cases, tumors are less
than 2 cm diameter; however, tumor of 12
cm diameter is also reported in literature
(6). Most adenomatoid tumors are
asymtomatic and are found accidentally.
Grossly, they are round or oval and well
circumscribed although they can also be
flattened. Microscopically, the lesion is
unencapsulated and poorly circumscribed,
and rarely it may extend to the adjacent
testis. The varied histologic picture consist
of eosinophilic mesothelial cells forming
solid cords as well as dilated tubules with
flattened lining cells (7). Vacuolated
cytoplasm is a prominent feature of the
cells. The intervening stroma is usually
fibrous and occasionally may consist
largely of smooth muscle.
Immunohistochemically, there is strong
reactivity for cytokeratin AE1/AE3, EMA
and calretinin, indicating the mesothelial
nature of the lesion, and negativity for
epithelial and carcinoma markers (CEA,
AFP. etc) (8). The elected treatment is
orchiectomy.

As a result, intrascrotal lesions
should be always considered that they may
be a tunica albuginea located adenomatoid
tumor, although it is quite rare. Clinical
history, ultrasonography, light microscopy
and immunohistochemical markers are
necessary for the correct diagnosis.
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