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Introduction

Adenomatoid tumors are rare benign tumors found in the 
genital tracts of males and females. These tumors arise from 
mesothothelial cell types and although rare, are the most 
common type of paratesticular tumor, accounting for 30% 
of all paratesticular masses.1,2 These tumors are commonly 
found in the epididymis, although they may also be found in 
spermatic cord, tunica albuginea, and in rare cases the tes-
ticular parenchyma, prostate, ejaculatory ducts, and supra-
renal glands.3-6 Adenomatoid tumors are slow-growing and 
their growth is typically not associated with pain, however, 
there may be instances where testicular pain is present.7,8 
Diagnosis of adenomatoid tumors may be particularly 
challenging to differentiate from other malignant testicular 
tumors based on clinical presentation and imaging alone. 

Case presentation

A 39-year-old patient presented with a palpable mass on the 
left testicle and left testicular pain over one year, recently 
worse for the preceding three months. Physical examination 
revealed a 2 cm hard, tender, non-mobile, and non-separ-
able mass in the upper pole of the left testicle. Examination 
of the scrotal sac was normal, with no erythema or swelling. 
Serum levels of α-fetoprotein (AFP) and β-human chorionic 
gonadotrophin (β-HCG) were 2.8 and <5, respectively, and 
were within the normal ranges. 

Ultrasound demonstrated a 13 mm well-demarcated 
hypoechoic solid mass in the left upper pole of the testicle, 
concerning for malignancy (Figs. 1, 2). A staging computed 
tomography (CT) of the chest, abdomen, and pelvis revealed 

no metastatic deposits. Given the suspicion of malignancy, a 
left radical orchiectomy was performed. The operative find-
ings were consistent with a firm mass palpable at the upper 
pole of the left testicle, and successful removal of the left 
testicle and spermatic cord was performed through inguinal 
incision, with no complications. 

The final surgical pathology report revealed a well-cir-
cumscribed tumor predominantly within the epididymis 
abutting the testis parenchyma at the hilum. The tumor was 
composed of gland-like spaces lined by flat to cuboidal cells, 
and had a mixture of viable, inflamed, and ischemic com-
ponents (Figs. 3 and 4). Infarction was evident at the cen-
ter of the lesion and was thought to explain the associated 
pain. Immunohistochemistry was performed, which showed 
positive staining in the glandular structures for mesothelial-
associated markers. The overall constellation of findings 
was found to be consistent with an adenomatoid tumor that 
underwent partial infarction. After one year of followup, our 
patient is well with absence of recurrence.

Discussion 

Adenomatoid tumors are rare paratesticular tumors that 
make up 2–3% of all scrotal lesions.9 They typically present 
as small, firm, asymptomatic scrotal masses in the epididy-
mis, however, in exceptional cases, may be identified in the 
testicular parenchyma and other scrotal structures.3-6 In these 
instances, a high degree of suspicion for malignant germ cell 
tumors must be maintained. Ultrasonography is considered 
first-line for the investigation of testicular tumors, as it can 
help identify the location of lesions, as well as other cystic, 
solid and vascular features.10 Specific features identified on 
ultrasound may facilitate testicular-sparing surgery in benign 
tumors, however, this is not always possible, as demonstrated 
by this present case. 

Our case presented with painful testicular mass and ultra-
sound study identified the tumor as being in the testicular 
parenchyma while pathology revealed a mass predominantly 
in the epididymis. The variable location and sonographic 
characteristics of adenomatoid tumors pose significant chal-
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lenges in making benign diagnoses. As such, standard rad-
ical orchiectomy was performed due to clinical suspicion 
for malignancy. Given the lack of evidence for relapse or 
malignant transformation, serial followup with tumor mark-
ers and imaging has not been recommended in the literature.
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Fig. 1. Gray-scale ultrasound (A) sagittal and (B) transverse scans showing a 13 mm well-demarcated hypoechoic mass in the left upper pole of the testicle. 

Fig. 2. Color doppler ultrasound scan of left testicle showing a solid mass in the 
left upper pole of the testicle with limited vascularity. 

Fig. 3. Intermediate-power view of the adenomatoid tumor that displays 
a mixture of viable (right side), inflamed (middle), and ischemic (left side) 
components using hematoxylin and eosin stain (5.0X). 

Fig. 4. Intermediate-power view of the adenomatoid tumor, which displays 
tubular and glandular architectures and a mixture of viable (right side), 
inflamed (middle), and ischemic (left side) components using calretinin stain 
(5.0X). Given the ischemic nature of the tumor, the viable component is best 
highlighted on the calretinin stain, which also best demonstrates the tubular 
and glandular architectures that are typically seen in these tumors.
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