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Summary.- OBJECTIVE: To study and review spermatic
cord sarcomas, including symptoms, diagnosis, and treatment.
METHODS/RESULTS: We review the Spanish and interna-tional literature and report 4 new cases: 2 patients with
well-differentiated spermatic cord liposarcomas (1 treated by
simple tumorectomy), 1 patient with liposarcomatous degeneration of a previously excised atypical lipoma, and 1 patient operated for a malignant retroperitoneal ﬁbrous histiocytoma with subsequent local recurrence in the paratesticular
region.
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SPERMATIC CORD SARCOMAS: CURRENT STATUS AND REPORT OF FOUR CASES

CONCLUSIONS: Spermatic cord sarcomas are rare entities
that usually appear as painless paratesticular mass. They are
diagnosed by imaging studies (ultrasound, computed tomography, magnetic resonance) and conﬁrmed by histological
examination. Spermatic cord sarcomas are treated surgically; the efﬁcacy of adjuvant treatments such as chemo-therapy
or radiation therapy is still under debate.
Keywords: Sarcoma. Paratesticular. Spermatic cord.

Resumen.- OBJETIVO: Estudio y revisión de los sarcomas de cordón espermático, de la clínica, diagnóstico y
tratamiento de dicha patología.
MÉTODOS/ RESULTADOS: Se revisa la literatura nacional e internacional, aportando cuatro nuevos casos: dos
liposarcomas de cordón espermático bien diferenciados,
uno de ellos tratado mediante tumorectomía simple; un paciente con degeneración liposarcomatoide de un lipoma
atípico previo resecado; y otro paciente intervenido de
un ﬁbrohistiocitoma maligno retroperitoneal con posterior
recidiva local a nivel de la región paratesticular.
CONCLUSIONES: Los sarcomas de cordón espermático
son una entidad poco frecuente que habitualmente se maniﬁestan como una masa paratesticular indolente. Su diagnóstico se efectúa mediante métodos de imagen (ecografía,
TAC, RNM) y se conﬁrma mediante el estudio histológico.
El tratamiento es quirúrgico, existiendo cierta controversia
acerca de la eﬁcacia de tratamientos adyuvantes como la
quimioterapia o la radioterapia.

Palabras clave: Sarcoma. Paratesticular. Cordón
espermático.

MATERIALS AND METHODS
We reviewed the Spanish and international literature
and present 4 new cases of spermatic cord sarcomas
diagnosed and treated at our hospital, describing the
clinical symptoms and diagnosis and discussing the
treatment of choice.
PATIENT 1
A 38 year-old man with no urological history of interest
came to the outpatient clinic for a slow-growing, progressive, painless left scrotal mass that had developed over
7 months (Figure 1). The physical examination revealed
a soft 3-cm mass that was painless on palpation and not
adherent to adjacent structures. Transillumination was
negative, the testes were normal, and testicular tumor
markers were negative. Sonography showed a homogeneous paratesticular lesion with regular borders that
measured about 2 cm; lipoma was suspected.
Because the diagnosis was unclear, a surgical examination was undertaken, revealing a lipoma in the spermatic
cord of approximately 2 x 1.5 cm, soft, yellow and easily excised. Because paratesticular lipoma was suspected, a left inguinal excision of the mass was performed,
separating it from the spermatic cord. The pathology report indicated a well-differentiated liposarcoma (LPS) of
the lipoma-like subtype.
Orchiectomy was ruled out because the tumor was small
and its low-grade staging was associated with a good
prognosis.
At the time of writing, the patient is asymptomatic and
has no evidence of tumor recurrence 26 months after
surgery.

INTRODUCTION
The paratesticular region is a complex anatomical area
that includes the seminiferous tubules, efferent ducts, epididymis, deferens ducts, testicular tunica, and spermatic
cord. However, the scrotal skin is not considered an anatomical structure of the paratesticular region.
Primary tumors that develop in this region, classiﬁed
under the umbrella of paratesticular tumors, are a rare
condition. Around 70% of these cases are benign and
30% are malignant (1). Lipoma is the most common benign paratesticular tumor whereas rhabdomyosarcoma
(mainly in its juvenile form) is the most common malignant tumor, followed by leiomyosarcoma, liposarcoma,
malignant ﬁbrous histiocytoma, and ﬁbrosarcoma.
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PATIENT 2
In 2000, a 66-year-old man underwent surgery to excise
a right paratesticular mass of 6 cm with a pathological
diagnosis of atypical lipoma. The patient came to our
outpatient clinic 6 years later for a palpable inguinoscrotal mass. The testicular ultrasound showed a solid,
homogeneous, vascularized paratesticular mass of 5 cm
with well-deﬁned borders (Figure 2). The testicular tumor
markers, extended computed tomography (CT) scan,
and bone scintigraphy were negative.
Surgical examination through an inguinal incision revealed a heterogeneous mass ﬁrmly adhered to the spermatic
cord and, therefore, the lesion was excised by right inguinal orchiectomy with high ligation of the spermatic cord.
The histological study showed a pleomorphic LPS of
spermatic cord with no involvement of the surgical borders or testis.
Chemotherapy was not prescribed because there was
no postsurgical residual disease.
Adjuvant radiation therapy was applied to the tumor
bed due to the recurrent nature of the lesion and the
high histological grade of the LPS subtype.
One year after surgery, the patient was asymptomatic
and no evidence of tumor recurrence had been observed.
PATIENT 3
An 18 year-old man with no urological history of interest
came to the outpatient clinic for a large, asymptomatic right inguinoscrotal mass that had developed over
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1 year. The physical examination revealed a ﬁrm mass
of about 15 cm that was painless on palpation; transillumination was negative and the mass moved medially
toward the right testicle. The testicular tumor markers
(alpha fetoprotein, beta-human chorionic gonadotropin,
and lactate dehydrogenase) were negative.
The ultrasound study showed a solid, heterogenous lesion of 19 x 17 cm in the spermatic cord region that did
not appear to inﬁltrate the testis. The pelvic magnetic
resonance imaging (MRI) showed a right scrotal lipomatosis that displaced the testes; the testes were otherwise
normal. The thoracic, abdominal, and pelvic CT did not
reveal any pulmonary metastases or enlarged lymph nodes in the retroperitoneum or elsewhere.
An extensive right inguinal incision was made, excising
a large, yellowish mass attached to the spermatic cord
that displaced the testis, but without inﬁltration (Figure
3). The surgery was completed with right inguinal orchiectomy with high ligation of the spermatic cord. The
histological study showed a well-differentiated LPS of the
spermatic cord.
The need for chemotherapy or adjuvant radiation therapy was ruled out after assessment by the Oncology
and Radiotherapy Department because the tumor was
low-grade and the area to be treated was large, in view
of the patient’s age.
At the time of writing, 10 months after surgery, there was
no indication of tumor recurrence.
PATIENT 4
A 59-year-old man was diagnosed with a retroperitoneal
mass following a constitutional syndrome study in 2004.
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A mass measuring 16 x 13 cm at the right iliac fossa
was excised; the mass had displaced the bladder and
was extensively adherent to the parietal peritoneum. The
pathology study diagnosed the tumor as a high-grade
sarcoma consisting of pleomorphic malignant ﬁbrous
histiocytoma (stage III-B). Adjuvant radiation therapy
was administered.
Two years after surgery, the patient presented progressive worsening of his overall health and an extremely
painful right inguinoscrotal mass. A testicular ultrasound
showed a 7-cm oval hypoechoic structure on the cranial side of the right testis that ascended up through the
inguinal canal and showed some septae. The structure
shows some septae and appeared to be a cyst. The CT
scan showed a lesion with similar characteristics to those
reported in the ultrasound (Figure 4).
Because tumor recurrence in the spermatic cord was suspected, right inguinal orchiectomy was performed and
the cystic mass was excised; necrotic areas and inﬁltration of the adjacent fat were also observed (Figure 5).
The histological examination revealed a mass measuring
12 x 8 cm and consisting of fusiform cells and abundant pleomorphic cells with no testicular or epididymis
involvement. The diagnosis was pleomorphic malignant
ﬁbrous histiocytoma that extended up to the immediate
vicinity of the surgical margin at some points; therefore,
postoperative radiation therapy was administered.
Six months following excision of paratesticular mass and
with recent completion of radiation therapy, the patient
presented intra-abdominal recurrence. At the time of writing, he was receiving chemotherapy consisting of epirubicin and ifosfamide.
DISCUSSION

can be grouped according to location in the testicular
tunica, epididymis, or spermatic cord.
Spermatic cord tumors are the most common, comprising approximately 75% of tumors; 90% of these are of
mesodermal origin.(2) The most common neoplasms are
benign (70%) and most of these are lipomas (3). Because the spermatic cord originates in the mesoderm layer
of the embryo (Wolfﬁan duct), however, most malignant
tumors are sarcomas and include rhabdomyosarcomas,
leiomyosarcomas, liposarcomas, malignant ﬁbrous histiocytoma, and ﬁbrosarcomas.
Juvenile rhabdomyosarcoma accounts for approximately
40% of all malignant paratesticular tumors. Leiomyosarcoma and well-differentiated liposarcoma are the most
frequent types in adults; malignant ﬁbrous histiocytoma
and ﬁbrosarcomas are rare, between 10% and 5%, respectively (4).
The preoperative diagnosis between paratesticular and
testicular masses is complex; however, it may sometimes
be clinically clariﬁed when a small mass in the cord is
found independent of the testis. Nevertheless, larger
paratesticular tumors are more difﬁcult to diagnose by
simple examination and should be veriﬁed by imaging
studies such as ultrasound, CT scan, or MRI. These diagnostic methods will help to differentiate tumors that are
attached to the testis from those that are not, particularly
with regard to the tumor’s histological type. Whereas
benign tumors show a well-delimited, homogeneous,
hypoechoic image in the ultrasound, malignant neoplasms in this region tend to appear as a solid, vascularized,
hyperechoic, heterogeneous mass with necrotic areas
and of variable size that tends to displace the testis. Because these tumors do not show a speciﬁc ultrasound
pattern, the deﬁnitive diagnosis should be made after
the histopathological results have been obtained, as occurred in our ﬁrst and second case.

The ﬁrst case of spermatic cord sarcoma was reported
by Lesauvage in 1845.(2) Primary paratesticular tumors
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Liposarcomas (LPS) are usually diagnosed between the
ﬁfth and sixth decade of life. Few publications report LPS
development in the paratesticular region at age 18 as in
our second case (9). LPS are slow-growing tumors and
are classiﬁed into 4 groups: well-differentiated, myxoid,
round-cell, or pleomorphic; the ﬁrst 2 are low-degree
and the most common in most published series (5,6).
There is no agreement about LPS association with the degeneration of a previous lipoma, in fact, some publications agree with this association whereas others oppose
it (7,8). In our second patient, it was unclear whether the
previous lipoma had become malignant or if the “atypical lipoma” removed 6 years earlier was already a
low-grade liposarcoma. A review of the specimen from
the ﬁrst lipoma showed some areas of well-differentiated
LPS which indicated that the tumor was not degeneration, but rather clinical progression from a low-grade to
a high-grade LPS.
Malignant ﬁbrous histiocytoma (MFH) was initially described in 1964 by O’Brien and Stout (9) and from that
time, has been considered the most common sarcoma
in adults. MFH usually occurs in the legs and retroperitoneum; only 10% are malignant paratesticular tumors.
In fact, this is the most unusual location. MFH tumors are
characteristically grayish-white (Figure 5) and tend to be
rather large and to inﬁltrate adjacent structures. Unlike
other painless spermatic cord sarcomas, however, they
manifest clinically as a very painful mass. Our fourth
patient complained of severe pain in the right inguinoscrotal area that eased somewhat after surgery. The microscopic study was very typical, showing fusiform cells
with a large nucleus, accompanied by histiocytic cells.
Surgery is widely considered to be the only possible curative treatment for all paratesticular tumors and consists
of tumorectomy, along with radical orchiectomy using
an inguinal approach on the affected side. Ligation of
the spermatic cord should be as high as possible. Nevertheless, many publications report long, disease-free
periods after simple tumor excision without orchiectomy,
as occurred in our ﬁrst case (10).
There are few therapeutic adjuvants to surgery. Chemotherapy for LPS has only proved to be beneﬁcial in
high-grade subtypes or metastatic disease (1). Singleagent and combination chemotherapy regimens have
been used to treat MFH, but the results have not been
satisfactory (11). In contrast, rhabdomyosarcomas are
the only paratesticular sarcomas that have shown improvement in all stages with systemic polychemotherapy
based on vincristine, dactinomycin, and cyclophosphamide. According to the Intergroup Rhabdomyosarcoma
Study, rhabdomyosarcomas are also the only sarcomas
in which unilateral retroperitoneal lymphadenectomy in
stages II, III, and IV is recommended (12). Finally, neither
leiomyosarcomas nor ﬁbrosarcomas have shown signiﬁcant improvement after chemotherapy.
Only adjuvant locoregional radiation therapy has shown

some efﬁcacy in treating high-grade rhabdomyosarcoma
tumors with surgical margin involvement in histological
examination or in cases of local recurrence.
CONCLUSIONS
Spermatic cord sarcoma is a rare entity that usually develops as a slow-growing paratesticular mass. Imaging
studies (eg, ultrasound, CT scan, or MRI) are required
for diagnosis, and the curative treatment of choice is
surgery. Adjuvant treatments, such as chemotherapy or
radiation therapy, have shown little efﬁcacy, except in
the speciﬁc situations described above.
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