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CASE REPORTS

Malignant mesothelioma of the spermatic
cord mimicking a benign inguinoscrotal
swelling: case report with review of literature
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Abstract
Background: Spermatic cord malignant mesotheliomas (SCM) are extremely rare tumours arising from the tunica
vaginalis of the spermatic cord (only 18 cases reported—worldwide in the literature). Paratesticular malignant mesotheliomas (PMM) account for about 0.3–1.4% of all mesotheliomas, while those from the spermatic cord account for
less than 10% of paratesticular tumours. Spermatic cord mesotheliomas may be overlooked commonly owing to its
unique ability to mimic benign disorders associated with a thickened cord, leading to loss of timely management
in many cases. Hence, this case report hence serves to provide pointers to the urologist/surgeon and alerts them
towards timely diagnosis and early management of SCM’s besides adding to its limited literature.
Case presentation: We present a case of spermatic cord mesothelioma (SCM) in a 39-year-old male presenting
to our clinic with persistentcomplaints of left inguinoscrotal swelling with a vague dull-aching, poorly localising
pain sensation over the inguinoscrotal region associated with a persistent dragging sensation for more than a year.
Initial evaluation suggested and inclined us towards the diagnosis a benign pathology (spermatocele); however, the
persistence of symptoms (pain and swelling) despite prior therapeutic measures initiated elsewhere prompted us
to consider an FNAC (which was benign) and surgical exploration which surprisingly revealed the diagnosis of SCM.
Owing to the wide spread nature of the disease, the patient was started on palliative chemotherapy. He is currently is
doing clinically well on a 1-year follow-up.
Conclusion: Spermatic cord malignant mesothelioma is an extremely rare tumour with an unique tendency to
masquerade and mimic cord thickening also associated with several other benign groin/inguinoscrotal swellings. In
all such cases, a high index of suspicion should be entertained by the urologist, even in the absence of classical risk
factors for SCM like prior asbestos exposure while evaluating patients presenting with persistent expanding inguinoscrotal swellings associated with non-resolving symptoms.
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1 Background
Paratesticular malignant mesothelioma (PMM) is a rare
disease accounting for 0.3–1.4% of all malignant mesotheliomas (malignancy of the mesothelial cells lining
the serosal surfaces in the body) with a peculiar but an
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inconsistent association with asbestos exposure [1]. The
rare nature of mesothelioma arising from the peritoneal
covering of spermatic cord is suggested by the literature
search revealing only 18 reported cases till date.

2 Case presentation
A 39-year-old male presented with complaints of persistent left inguinoscrotal swelling with a vague dull-aching,
poorly localising pain over the region of the swelling with
a persistent dragging sensation for more than a year with
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no significant past, family/medical history. The patient
had approached several practitioners elsewhere owing to
chronicity of condition with no relief obtained by variety of their treatment modalities like multiple antibiotic
courses, analgesics, scrotal support and local anaesthetic
injections. The patient also gave history of anti-tubercular drug therapy prescribed empirically by one of the
practitioners that attended him but unfortunately had no
formal records of same. Focussed examination revealed a
non-tender, firm, and non-reducible left inguinoscrotal
swelling with separate palpable normal bilateral testis,
no significant inguinal adenopathy and normal external
genitalia/abdominal examination. The blood biochemistry/urinalysis was unremarkable. Scrotal ultrasonography
revealed a bulky heteroechoic left spermatic cord interspersed with hypoechoic areas/ectatic lymphatic channels suggestive of a left spermatocele. Hence owing to
the mismatch/dicrepancy between clinical (smooth, firm,
enlarged inguinoscrotal swelling that suggested probable
benign epididymal enlargement) and ultrasonographic
findings (that suggested a spermatocele) and the thought
that both these conditions would not usually cause such
persistent symptoms, a fine needle aspiration cytology
(FNAC) evaluation was executed under image guidance
which revealed the presence of numerous sperms amidst
the clear background of no inflammation/foreign-body
giant cells that suggested a spermatocele. Thus, considering the non-relieving nature of patient’s persistent painful symptoms despite prior multiple treatment courses/
options executed elsewhere over the past year, an inguinoscrotal exploration was considered with the primary
intent of spermatocelectomy to relieve the persistent
patient symptoms. However contrary to the preoperative clinical diagnosis, intraoperative findings revealed a
diffusely thickened firm spermatic cord with an apparent
normal testis (Fig. 1). Due to non-availability of frozen
section services at the odd hour and an intraoperative
suspicion of a spermatic cord neoplasm, an uneventful
high inguinal orchiectomy was performed. Post-operative histopathology and immuno-histochemistry (IHC)
revealed normal testicular architecture and a 5–10% Ki67
index (indicating mild to moderate proliferation capacity) suggested a spermatic cord mesothelioma (Fig. 2a–e).
Follow-up PET-CT scan suggested fluorodeoxyglucose
(FDG) avid peritoneal deposits in the gastrohepatic,
gastrocolic ligaments, peripancreatic region and greater
omentum with foci of residual disease in the left inguinal region probably from the orchiectomy stump (Fig. 3).
Considering the widespread nature of disease, he was
referred to oncology department and is currently doing
well on cisplatin-based palliative chemotherapy with
three monthly follow-up in the outpatient clinic for the
past 1 year.
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Fig. 1 Clinical intraoperative photograph showing diffusely
thickened spermatic cord (+) with a relatively normal appearing
testis (*)

Fig. 2 Panel images a, b showing H&E staining revealing stromal
invasive neoplasm with papillary and glandular configuration
(10×) with cuboidal lining cells with scant to moderate amount of
eosinophilic cytoplasm and bland nuclear features (40×). IHC analysis
(section c–f) showed Cytokeratin 7 and Calretinin positivity with
Cytokeratin 20 negativity. The Ki67 index of the tumour was 5–10%
indicating mild to moderate proliferation capacity
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Fig. 3 PET/CT image depicting left inguinal (blue arrow) and
peritoneal (dotted arrow) deposits

3 Discussion
Paratesticular malignant mesotheliomas are rare tumours
arising from the tunica vaginalis of the spermatic cord
that in 30–55% may clinically present as scrotal masses/
expanding hydrocele [2, 3]. The present case was similar
in mimicking benign conditions of spermatic cord like filariasis, epididymorchitis, funiculitis, spermatocele, cord
lipoma and inguinal hernia. Spermatic cord mesotheliomas usually present in 6–8th decade with the exception
of those associated with classical history of childhood
asbestos exposure which present at an earlier age [3].
Other etiological risk factors believed to be associated
with SCM include trauma, prior herniorrhaphy and longstanding expanding hydroceles [2]. Paratesticular malignant mesotheliomas are extremely rare and aggressive
neoplasms capable of a silent widespread lymphatic and
haematogenous metastasis at the time of presentation/
diagnosis [4].
The present case of inguinoscrotal swelling was initially
evaluated in terms of benign conditions such as chronic
epididymitis, tubercular epididymitis and extrascrotal
spermatoceles as the presentation of the current case
mimicked these benign aetiologies which incidence wise
also vastly outnumber malignant spermatic cord swellings. The younger age of the patient (39 years), good
nutritional status and a chronic inguinoscrotal swelling
in the absence of classical risk factors of spermatic cord
malignancies (asbestos exposure) inclined us towards
consideration of a benign pathology. Thus our initial line
of management was primarily an ultrasound imaging followed by an ultrasound guided FNAC due to the clinico-investigational mismatch. FNAC, revealed a benign
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diagnosis (spermatocele) coupled with reasons mentioned previously prevented us from further considering
a trucut biopsy/preoperative CECT evaluation.
A definite preoperative diagnosis is seldom feasible and
a combination of CT/MRI with PET imaging and postoperative histopathology/IHC usually offers the confirmatorydefinitive diagnosis. According to Ahmed et al. [5],
confirmation is possible with IHCrevealing cytokeratin
positivity for (CKAE1/AE3, CK7, CK5/6, EMA, K2-40,
thrombomodulin, Calretinin and WT1) and negative for
(CK20, BerEP4, B72’3, MOC-31 and Leu M1).
Considering the scarce amount of literature available
on SCM, unsurprisingly there is no established protocol for evaluation and management at present. Surgical
clearance with a high inguinal orchiectomy and retroperitoneal lymphadenectomy with adjunctive cisplatin
based chemotherapy or radiotherapy appears to be the
only potential curative option in localised cases though
according to one review the same may be associated with
a 60% high rate of local recurrence within 2 years with
mortality approaching 30% after a median survival of
2 years [4].
The evaluating practitioner hence should endeavour to
initiate early focussed treatment in all such cases as age
at the time of presentation is the single most vital prognostic factor in paratesticular malignant mesothelioma
[3, 4, 6]. This report serves to alert the urologist/practitioner to refrain from dismissing spermatic cord swellings as benign especially in the setting of a persistent
swelling with resistance to usual treatment modalities
with sinister conditions like the spermatic cord mesothelioma that may present without classical risk factors
and masquerade as benign pathologies leading to infrequent diagnoses at an advanced stage of the disease.

4 Conclusion
Spermatic cord malignant mesothelioma is a rare tumour
with a sinister tendency to closely mimic several benign
groin masses. A high index of suspicion should be entertained in patients presenting with an expanding inguinoscrotal swelling even in the absence of classical risk
factors. Early diagnosis and timely management form the
primary pillars of successful management of spermatic
cord mesotheliomas.
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