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ABSTRACT

Background: Paratesticular fibrous pseudotumors are rare benignant intrascrotal lesions that can often mimic malignancy. They 
often arise in the scrotal tunic while less common localizations are the epididymis and the spermatic cord. Their diagnosis is 
challenging and often done post-operatively on definitive histopathology; for this reason, they are often treated with orchiectomy 
which results in overtreatment.

Case Presentation: We present a case of a 42-year-old male patient that came to our observation for scrotal swelling. Physical 
exam and ultrasound showed a healthy testis but multiple painless, tender, oval lesions at the level of the epididymis. Laboratory 
tests and testicular markers were within normal limits, thus we planned explorative surgery with frozen sections that excluded 
malignancy. We performed testis-sparing surgery with epididymectomy, vasectomy, and resection of the tunica vaginalis. 
Definitive histopathology revealed a fibrous pseudotumor. To date, at 3 months follow-up, the patient is in good clinical condition 
with no signs of recurrence and with healthy homolateral testis.

Conclusion: Fibrous pseudotumor can mimic malignancy. A correct diagnosis is pivotal to choosing the correct treatment and 
avoiding aggressive surgery.
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Background 
Paratesticular fibrous pseudotumors are rare lesions that 
grow mainly in and between the testicular envelopes, and 
less commonly in the epididymis and the spermatic cord 
[1]. They are benign fibroproliferative lesions and were 
described for the first time in 1904, by Balloch [2] that 
named them fibromata. Although fibrous pseudotumors 
are uncommon, they are reported to be the second most 
common benign paratesticular lesion after adenomatoid 
tumors [3]; even so, they only comprise 6% of paratestic-
ular lesions [4] but epididymal involvement is apparent in 
less than 10% of cases of fibrous pseudotumor [5].

The pathogenesis of the mass is highly debatable and 
not well understood. Mostofi [6] found a history of trauma 
or epididymo-orchitis in 30% of cases but in many other 
cases, a history of trauma is difficult to establish. Sajjad 
et al. [7] also thought that a relationship with an inflam-
matory process (epididymitis, previous surgery, infected 
hydrocele, trauma, etc.) is probably the most likely etio-
logical factor.

Fibrous pseudotumor can often mimic genito-urinary 
malignancies and the correct diagnosis is challenging and 

depends, in the vast majority of cases, on post-operative 
histopathology. Because of their similarity to malignant 
lesions, their treatment is often carried out surgically by 
orchiectomy, thus resulting in a huge overtreatment. 

Only a few cases have been reported worldwide [8] 
and just two cases have been previously reported in the 
literature in our country [9,10]. We describe a case of a 
42-year-old male patient diagnosed with a fibrous pseu-
dotumor of the epididymis and treated conservatively 
with testis-sparing surgery. 

Case Presentation 
A 42-year-old male came to our observation for a painless 
intra-scrotal mass. The patient had noticed the mass sev-
eral years before, but he had not sought urological con-
sultation in the past; because of a worsening in volume in 
the last weeks and worried about a possible malignancy, 
he had decided to undergo a medical evaluation. No pre-
vious scrotal trauma or genito-urinary inflammation was 
recorded. The family’s and patient’s past medical history 
were normal and the patient was not on medical therapy. 
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Physical examination showed a normal homolateral 
testis and absence of hydrocele while at the level of the 
epididymis (especially at the head and body) we observed 
multiple, painless nodular, well delimited, oval structures 
of about 2 to 4 cm in diameter each.

Ultrasound (US) examination showed a normal testis 
and, at the level of the epididymis, multiple hypoechoic 
lesions closely associated with the capsule of the testis 
with a substantial amount of calcifications and no signif-
icant vascularity. The cleavage between the testis and the 
epididymis was visible in the US.

Laboratory investigations and testicular markers 
resulted within normal limits; thus, we planned explora-
tive surgery with a frozen section. 

Intraoperatively, the homolateral testis was healthy and 
it was not affected by the lesions, but it was completely  
surrounded by multiple tender tan white  oval nodules 
deriving from the epididymis and, in minor part, from the 
tunica vaginalis (Figure 1a and b). We performed multi-
ple frozen sections of the nodules and thus we ruled out 
malignancy; therefore, we decided to proceed by perform-
ing a testis-sparing surgery with epididymectomy, vasec-
tomy, and resection of the tunica vaginalis (Figures 2 and 
3). A drain was left in place for 12 hours and removed on 
post-operative day 1. The early post-operative period was 
uneventful, and the patient was discharged from the hos-
pital on post-operative day 1. 

The histopathology revealed a “reactive connective 
tissue neoplasm with hypocellular hyaline fibrous tissue 
proliferation with collagen bands and few inflammatory 
chronic lymphocytic infiltrations. No necrosis or mitosis 
were identified” (Figure 4) and defined that lesion as a 
paratesticular fibrous pseudotumor. 

To date, at 3 months follow-up, the patient is in good clin-
ical condition with no signs of relapse or late complications. 
On physical examination and US evaluation, the homolateral 
testis is healthy with no signs of vascular distress. A compre-
hensive timeline of the case can be found in Figure 5.

Discussion
Every intrascrotal swelling is presumed to be a malignant 
tumor until proven otherwise; in the majority of cases, 
the lesions are indeed malignant testicular neoplasms that 
account for about >95%-98% of diagnoses while parat-
esticular neoplasms are rare and often benign. The most 
frequent paratesticular neoplasms are adenomatoid tum-
ors and cystadenomas, but, although uncommon, fibrous 
pseudotumors are reported to be the second most common 
diagnosis among paratesticular lesions; Williams et al. 
[4] reported a study of 114 paratesticular neoplasms and 
found seven cases of fibrous pseudotumor; only 10% of 
these tumors were found in the epididymis and spermatic 
cord. 

Paratesticular fibrous pseudotumors were described 
for the first time in 1904, by Balloch [2] that named them 

Figure 1. (a, b) Intra-operative view of the lesions. 
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“fibromata”; in 1936, Thompson [11] published an exten-
sive review on this subject while in 1963 Gibson [12] tried 
to classify the paratesticular tumors into those arising from 
the tunica vaginalis testis and those arising from the tunica 
albuginea testis. In 1997, Jones et al. [13] proposed a new 

Figure 2. Homolateral testis and spermatic cord at the end of 
the procedure.

Figure 5. Timeline of the case.

Figure 4. (a and b) Microscopic view of the lesions.

a

b

Figure 3. Epididymis affected by fibrous pseudotumor.
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classification aimed to standardize anatomic-pathologic 
findings based on their 9-case experience. They classified 
benign fibromatous testicular and paratesticular prolifera-
tions into four categories: angiomyofibroblastoma, fibro-
mas of testicular tunics, fibromas of gonadal stromal origin, 
and fibroblastic/myofibroblastic pseudotumors (fibrous 
pseudotumors and pseudosarcomatous pseudotumors).

Many designations for these lesions had been consid-
ered synonyms and include the following: chronic prolif-
erative periorchitis, inflammatory pseudotumor, nodular 
and diffuse fibrous proliferation, proliferative funiculitis, 
fibromatous periorchitis, fibroma, benign fibrous parat-
esticular tumor, fibrous mesothelioma, pseudofibroma-
tous periorchitis, nonspecific peritesticular fibrosis, and 
reactive periorchitis. In 1973, Mostofi and Price [5] have 
included all of these proliferations under the term fibrous 
pseudotumor to encompass all reactive fibroinflammatory 
lesions of the testicular tunics. 

Macroscopically, the tumors are multiple, tan-white, 
nodular, well-delimited, oval, and mobile structures with 
tissue that grossly appears thick. Their dimensions may 
range from a few millimeters to 8-10 cm and they may 
be associated with diffuse fibrosis of the testicular tunic. 
Usually, they derive from the tunics while in rare cases 
they originate from the spermatic cord or epididymis. 

Under microscopic examination, fibrous tissue, spin-
dle cells, plasma cells, and lymphocytes are commonly 
present, sparse in number, and engulfed within a keloid-
like collagen. Histologic staining will identify multiple 
fibroblasts, intermixed with a few inflammatory cells in 
dense fibrous tissue, an apparent product of myofibro-
blastic proliferation. Immunohistochemical staining of 
the fibrous pseudotumor is highly positive for vimentin, 
smooth muscle-specific actin, and common muscle actin. 
The pseudotumor is negative for S-100, keratin, and 
desmin. Necrosis and increased areas of mitosis and ple-
omorphism, features that would suggest malignancy, also 
will not be evident within the fibrous mass [14]. 

Fibrous pseudotumor has been reported in all age 
groups with a peak incidence in the third decade of life 
and the pathogenesis is due to a reactive fibrous inflam-
matory hyperplasia, which is a likely response to trauma, 
surgery, infection, or inflammatory hydrocele; rarely 
schistosoma haematobium infection has also been associ-
ated with fibrous pseudotumor [15].

Paratesticular fibrous pseudotumor diagnosis and treat-
ment are very challenging; the right diagnosis is often 
dependent on post-operative histology, and this could lead 
to pre-operative misdiagnosis and choice of a not well 
appropriate treatment; indeed, the vast majority of fibrous 
pseudotumor cases are victims of overtreatment because 
of orchiectomy. This could represent a huge problem, 
especially for patients in their fertile age. Misdiagnosis 
is often caused by the lack of frozen sections and by 
the use of a normal testicular cancer work-up in such 

patients (physical exam, testicular markers, and CT scan). 
Therefore, overtreatment is always caused either by mis-
diagnosis or by lack of feasibility of conservative surgery.

In our case, the pre-operative US and physical exam 
showed a normal testis with only the epididymis involved; 
moreover, the US revealed a good cleavage between the 
testis and the epididymis. Thus, in consideration of the age 
of the patient and having in mind the normal results of the 
testicular work-up, we decided not to go for orchiectomy 
but to plan explorative surgery in the hope of being able 
to spare the testis. Frozen sections permitted us to rule 
out malignancy and to perform conservative surgery with 
epididymectomy and vasectomy. 

In our opinion, a good clinical work-up of rare 
intra-scrotal tumors is pivotal and must consist of a physi-
cal exam; US and testicular markers as the very first step; 
as the second passage, in case of the normal appearance of 
the testis and paratesticular location of the lesions, explor-
ative surgery and frozen sections must be planned. Only a 
good work-up can help us to rule out malignancy, thus per-
mitting conservative surgery and avoiding overtreatment.  

In our view, this article shows several points of interest:
It describes a rare intrascrotal tumor. To date, less 

than 60 papers have been published on PubMed on this 
issue, most of which from eastern countries, while in our 
national database, just two papers have been found on a 
PubMed search [9,10];

It describes a rare location of fibrous pseudotumor. As 
already stated, paratesticular pseudotumors very often 
derive from the scrotal tunic while rarely they arise from 
the epididymis and the spermatic cord [4]; 

It describes a satisfying diagnostic work-up of the 
lesion that permitted a conservative surgery. Most of the 
papers analyzed make a misdiagnosis and treat fibrous 
pseudotumor in an aggressive manner as for malignancy; 
a correct diagnostic workup with the use of frozen sec-
tions allows to rule out malignancy and carry out conserv-
ative surgery.

Conclusion
Paratesticular fibrous pseudotumors are rare and their 
diagnosis and treatment are challenging. Frozen sections 
are of utmost importance to exclude malignant lesions 
and the correct diagnosis is pivotal to avoid surgical 
overtreatment. 

What is new?
This case report is about a rare benign paratesticular tumor 
(fibrous pseudotumor). A few cases have been reported in 
the literature and just two papers have been published in 
our country. This article is interesting because it describes a 
rare location at the epididymis and it shows a good diagnos-
tic work-up aimed to avoid misdiagnosis and overtreatment.
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Summary of the case

1 Patient (gender, age) Male, 42 years old

2
Final diagnosis

Reactive connective tissue neoplasm with hypocellular hyaline fibrous tissue proliferation with 
collagen bands and few inflammatory chronic lymphocytic infiltration. No necrosis or mitosis was 
identified (Figures 3 and 4) and defined lesion as a paratesticular fibrous pseudotumor.

3 Symptoms Scrotal swelling

4 Medications none

5 Clinical procedure Scrotal exploration with frozen sections

6 Specialty Urology
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