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ABSTRACT: Paratesticular tumours are rare but generally benign neoplasms, of mesothelial in
origin. Adenomatoid tumours of epididymis are uncommon and accounts for 30% of all
paratesticular neoplasms. A case of Adenomatoid tumor arising from tail of right epididymis is
presented with ultrasound imaging features and review of literature.
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INTRODUCTION: Adenomatoid tumour of epididymis (ATE) was first described by Golden et al as a
small mass in scrotal region without any clinical symptoms. These tumours are uncommon with
reported incidence of 5% and comprise 80% of all benign paratesticular tumours. Most of these
tumors are smaller in size with mean diameter less than 2 cms and have preponderance to arise
from epididymal tail. Usually ultrasound combined with histopathological examination is diagnostic
for majority of the paratesticular tumours followed by surgical excision.

CASE REPORT: A 40 year old male patient presented with painless right scrotal lump progressively
increasing in size since 6 months. There was no history of any previous trauma or genitourinary
infection. On clinical examination mass was palpated in the region of lower pole of right testis
separate from testis, with no tenderness or signs of inflammation. The scrotum wall and left testis
was normal. On Ultrasound examination there was a well-defined isoechoic solid mass lesion with a
definite hypoechoic capsule in the region of tail of right epididymis. Mass measured 2.6 x 2.2x2.1
cms in size with 3.5 mm capsule. There was no calcification, cystic changes or necrotic changes
within the lesion. On colour Doppler, few internal vascularity was noted with low resistive flow.
FNAC from the right epididymal mass was inconclusive; following which surgical exploration and
excisional biopsy was done. Histopathological examination showed tubules and cords of tumour
cells with large intracytoplasmic vacuoles characteristic of adenomatoid tumor.

DISCUSSION: Epididymal tumours form less than 5% of all the intrascrotal tumours with primary
and secondary types. These tumours may be benign or malignant in origin. Epithelial tumours
arising from epididymis are of rare primary subtype and comprise mainly adenomatoid, papillary
cyst adenoma and leiomyomas (I 2) -Primary malignant tumours of epididymis are even are and
comprises sarcomas, dysembryonic tumours and malignant epithelial tumours. Adenomatoid
tumour usually involve the genitourinary system in both males and females, with fallopian tubes,
ovaries and uterus being common areas for females and epididymis, testes, spermatic cord,
ejaculatory ducts in males. The main cause for involvement of genital regions is unknown but it may
also involve adrenals, lymph nodes, pancreas, mediastinum and pleura 3.4 5 6- ATE can occur in any
age group with most common age group being 30 to 40 years with few reported cases in children’s
and geriatric age groups. Though it can be bilateral left side involvement is more common than right
side (- ATE are usually small in size with average size being 2 cms in diameter with growing up to
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10 cms in size. Most commonly tail of epididymis is involved, as in our case flowed by head and body
regions. After epididymis the most common location for ATE is intratesticular location arising from
tunica albuginea. Clinical presentation can vary from being asymptomatic small masses to very
painful masses in the scrotum region that can be confused for torsion. ATE are usually painless and
most are incidental detected during routine health check due to its smaller size @ 9 10, However
bigger sized lesions presents as long standing gradually increasing mass as in our case.

Being noninvasive, safe, easily available, Ultrasonography has become the initial
investigation of choice for localizing the epididymal lesions and ATE being a benign disease, can be
diagnosed with high sensitivity and specificity. Ultrasound features are well defined predominantly
hypoechoic or isoechoic capsulated solid mass lesion arising from tail or head of epididymis. Some
lesions may be hyperechoic with a well ill-defined capsule. These well circumscribed solid mass are
usually avascular but may demonstrate internal vascularity on colour flow Doppler imaging as in our
case. Differential diagnosis for solid mass lesions arising from epididymal tail includes fibrous
pseudotumour of epididymis, leiomyoma, atrophied extra testis papillary cystadenomas and
angiolipoma. On CT, ATE is well defined solid hypodense mass lesion in the paratesticular region
with absent calcification or necrotic changes. MRI helps in diagnosis, as the lesion appears
hypointense to surrounding epididymal and testicular parenchyma on T1 and hyperintense on T2
(11), Contrast enhancement is less compared to normal testis on post contrast administration. (12)

Most surgeons prefer surgical exploration of the epididymis in these cases than needle
biopsy as it may lead to easy dissemination in cases of malignancy. FNAC is usually performed but
may be inconclusive as was in our case.

Histogenesis of ATE is not clear where few pathologists consider it to be a reaction to injury
or inflammation, while most believed it to be of mesothelial origin (13- On electron microscopy it can
present in a wide spectrum with basic patterns of tubules, cell nests and cords attributable to ATE.
Prominent microvilli desmosomes and tonofilaments if seen are highly suggestive of ATE (4.
Mesothelial markers like calretinin and HMBE1 may distinguish this from tumours of non
mesothelial origin and thus aide in diagnosis. On histopathology, the excised epididymal tumour was
encapsulated with cuboidal to flattened tumour cells in cords and tubules and having large
intracytoplasmic vacuoles that is characteristic of adenomatoid tumor. A few other paratesticular
tumours have been reported like leiomyomas which have spindle cell as characteristic HPE finding.
Papillary cystadenomas may be seen in cases of Von Hippel Lindau disease which may show dilated
tubules and cysts as characteristic finding in microscopy. A few other differentials can be
hemangiomas, chronic epididymitis, spermatocele and neuro ectodermic tumors on histopathology.

CONCLUSION: ATE is rare benign paratesticular tumours, and should be suspected in any
intrascrotal mass lesions. Its separation from a more serious testicular tumour is important as
paratesticular tumours have good prognosis compared to testicular tumours. Ultrasonography is
very useful in separating paratesticular tumours from that of testicular tumour with high sensitive
and specificity for localizing adenomatoid tumor arising from epididymis. Adenomatoid tumours
being benign, have no reported cases of recurrence or metastasis after excision. Local excision of the
lesion should be the recommended form of treatment which has the added advantage of confirming
the ultrasound diagnosis.
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Figure 1a:-Gray scale Ultrasound of scrotum in Longitudinal plane of right testis, epididymal head

and tail showing well defined isoechoic mass lesion in the region of tail with a well-defined
hypoechoic capsule.

Figure 1b: - Gray scale Ultrasound of scrotum in Transverse plane at the level of lower pole of both

testis showing well defined isoechoic solid mass lesion in the region of tail of right epididymis. Left
testis and visualized left tail of epididymis are normal.
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Figure 2:-Colour Doppler of scrotum in Transverse plane at the level of lower pole of right testis
showing well defined isoechoic solid mass in the region of tail of right epididymis with internal
vascularity.

Figure 3:- Histopathology of epididymal mass shows tubules and cords of tumour cells with large
intracytoplasmic vacuoles characteristic for adenomatoid tumor.
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