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A 26-year-old male presented with an asymptomatic 6-cm left
paratesticular mass. Ultrasound and magnetic resonance imag-
ing confirmed this mass as extratesticular, likely a tumour arising
from the left spermatic cord. The mass demonstrated marked avid
enhancement on post-contrast images, suggestive of a spermatic
cord sarcoma. A left inguinal exploration was performed and gross
examination of the mass revealed a well-circumscribed tumour
with a discrete capsule separating it from the ipsilateral spermatic
cord. The mass was resected without performing an orchiectomy
and histology demonstrated a solitary fibrous tumour (lipomatous
hemangiopericytoma), with minimal proliferative activity and nega-
tive margins. The occurrence of a paratesticular solitary fibrous
tumour is exceedingly rare, with only a handful of case reports.
We review the literature regarding this rare entity and discuss its
diagnosis and management.

Introduction

While most masses within the scrotal sac are neoplasms
of the testis, a small subset of these are extratesticular and
arise from paratesticular tissues (structures of the spermatic
cord, testicular tunics, and vestigial remnants). About 70%
of paratesticular tumours are benign, the most common of
these being lipomas, adenomatoid tumours and leiomyomas.
Less common benign tumours of the paratesticular region
include fibromas, hemangiomas, neurofibromas, papillary
mesotheliomas and cystadenomas.” A variety of even more
uncommon benign tumours have been reported in the para-
testicular region; among the rarest of these is the benign
solitary fibrous tumour (hemangiopericytoma). This report
describes a case of paratesticular hemangiopericytoma, one
of only several to date in the literature.

Case report

A 26-year-old otherwise healthy male was referred for evalu-
ation of a left paratesticular mass. The mass caused no dis-
comfort or local symptoms; it came to the patient’s attention
as a painless firm mass that enlarged over the course of
six months. On physical exam, a 6-cm oval-shaped para-
testicular mass distinct from the left testis was palpated. A
scrotal ultrasound was performed initially, which confirmed
an extratesticular mass 6.1 x 5.5 x 4.3 c¢m, likely a para-
testicular tumour arising from the left spermatic cord (Fig.
1). The mass was predominately hypoechoic with scattered
hyperechoic foci and increased vascularity. The testes and
epididymi were normal in size and echogenicity bilaterally.

Testis tumour markers were all normal [alpha-fetoprotein
(AFP) 2.1, lactate dehydrogenase (LDH) 566, human cho-
rionic gonadotrophin (HCG) <2.0]. A magnetic resonance
imaging of the abdomen and pelvis further characterized
this mass as a 4.7 x 6.2 x 5.9 cm tumour arising from the
spermatic cord (Fig. 2). The mass demonstrated marked avid
enhancement on post-contrast images, suggestive of a sper-
matic cord sarcoma. No evidence of pelvic or retroperito-
neal lactic acid dehydrogenase was seen.

A left inguinal exploration was performed, during which
the left testis and mass were delivered separately into the
surgical field. On gross examination, the mass appeared
well-encapsulated, with a smooth surface free of adhesions
or tumour extension, allowing us to easily resect it from the
ipsilateral scrotal wall and spermatic cord.

On histological examination, the cut surface of the mass
was pink-tan, homogeneous and fleshy in appearance
without any hemorrhage or necrosis. Microscopy (Fig.
3) revealed a 7.5-cm solitary fibrous tumour (lipomatous
hemangiopericytoma), with minimal proliferative activity as
seen by KI-67 <5.0% and 0/10 mitotic figures observed per
high power field. Immunohistochemistry was as follows:
CD34 +, BCL-2 +, SMA -, desmin -, S100 protein -. On
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Fig. 1. Scrotal ultrasound (transverse view) demonstrating extratesticular mass arising from L spermatic cord, with (a) predominantly hypoechoic appearance with
scattered hyperechoic foci and (b) increased vascularity demonstrable on color flow Doppler.

the basis of these histopathologic and immunohistochemi-
cal findings, the diagnosis of a paratesticularsolitary fibrous
tumour was made.

Discussion

group of neoplasms originating from epithelial, mesothelial
and mesenchymal elements in the paratesticular region.
It has been estimated that 70% of paratesticular tumours
are benign, the most common of these being adenomatoid
tumours, lipomas and leiomyomas. Malignant tumours of
the paratesticular region are less common, with sarcomas
accounting for most of these. Published series of sarcomas
have identified leiomyosarcoma (32%) as the most com-
mon malignant soft tissue tumour in this region, followed
by rhabdomyosarcomas (24%) and liposarcomas (20%).'

A number of very uncommon benign and malignant
tumours have been reported in the paratesticular region.
Among the rarest of these are hemangiopericytomas, typi-
cally low-grade neoplasms of pericytes and myofibroblast-
like cells that are normally arranged around capillaries and
venules. When present outside the central nervous system,
the preferred terminology for these tumours is solitary fibrous
tumours. These growths generally present as slow-growing,
painless masses at any anatomic site; however, the lower
extremities and retroperitoneum are most common. Less
prevalent sites include subcutaneous tissues, as well as the
pelvis, head and neck, and abdomen. Histologically, solitary
fibrous tumours are characterized by numerous branching
capillary channels and gaping sinusoidal spaces enclosed
within nests of spindle- to round-shaped cells.*” Intrascrotal
solitary fibrous tumours are uncommon, with only a few
cases reported in the paratesticular region.*'" Histologically,
these tumours have similar morphological features to those
present elsewhere in the body.”

Most solitary fibrous tumours are benign and present
as well-circumscribed, slowly growing, painless masses.
Surgical resection is curative in most cases. However, 10%
to 15% of solitary fibrous tumours show aggressive behav-
iour and recurrences have been documented many years
after resection. Given the small risk of local disease recur-
rence and metastasis, long-term follow-up is sufficient in the
absence of further adjuvant therapy.”'?

Conclusion

in the body, very few case reports have been published of
paratesticular origin. The few cases described in the litera-
ture do not address long-term follow-up of these tumours,
and therefore there is little evidence on which to base treat-

Fig. 2. Magnetic resonance imaging demonstrating tumour 4.7x6.2x5.9 cm
arising from left spermatic cord. (a) coronal view showing marked avid
enhancement on post-contrast images, (b) sagittal view of heterogenous mass
with prominent feeding vessels noted superiorly.
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