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INTRODUCTION 

The scrotum is a cutaneous fibromuscular compartment 

which comprises the testicles and extra testicular 

anatomical structures like epididymis and spermatic 

cord.1 In this anatomical compartment can arise some 

tumour formations, typically considered as intratesticular 

or extra testicular, cystic or solid types. While solid 

intratesticular masses, as germ cell and non-germ cell 

tumours, metastatic lesions, lymphomas or 

leiomyosarcomas are malignant in about 95% of cases, 

extra testicular ones are common benign and include 

lipoma, leiomyoma, fibrous pseudotumou, neurofibroma, 

granular cell tumour, angio-myo-fibro-blastoma-like 

tumour and fibrous hamartoma of infancy.2 Solid extra 

testicular tumours are malignant in only 3% of cases, 

including liposarcoma, leiomyosarcoma, rhabdomyo-

sarcoma, lymphoma and metastasis.3 In a such of tumoral 

pleomorphism, the scrotal lipoma is not always an easy 

diagnosis to establish. They are rarely seen in clinical 

practice and the origin regions of these tumours are not 

always detectable.4 They can arise from adipose tissue of 

spermatic cord, extended into the scrotum and are named 

scrotal lipomas, from spermatic cord structures develop 

in the spermatic cord and are named spermatic cord and 

tunica vaginalis tumours and from the adipose cells of the 

scrotal wall, which are named primary scrotal lipoma.5-7 

Author highlighted a primary scrotal lipoma having a 
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particular clinical and imagistic presentation that sustains 

rather a preoperatory diagnosis of well-differentiated 

liposarcoma than a lipoma. 

CASE REPORT 

A 64-year-old male, known with arterial hypertension 

and gonarthrosis, presented to the Surgery Clinic for a 

painless scrotal tumour with a fast growth rate in 

dimensions over the last year. Physical examination 

detected an elastic, painless, irreducible, irregular shaped 

mass of a right scrotal region (Figure 1). 

 

Figure 1: Clinical aspect of the scrotal tumour. 

It was easily distinguishable from the testicle. Both 

testicles and spermatic cords were normal and the tumour 

was without transillumination. Laboratory values were in 

normal ranges, including β-human chorionic 

gonadotropin and α-fetoprotein. The scrotal ultrasound 

revealed a heterogeneous hyperechoic solid mass with 

10x8.1x8cm in dimensions, localized in the right scrotal 

region. 

The clinical and ultrasonographic features determined us 

to request a scrotal magnetic resonance imaging. Images 

showed a globular shaped right scrotal tumour mass, with 

well-defined margins, poorly vascularized at the lower 

pole (Figure 2). 

Surgery was performed, with excision of a mass about 

10cm in major diameter from the right scrotal wall 

(Figure 3). Postoperative evolution was good. 

Microscopic cross-section report stated incapsulated 

primary scrotal lipoma consisting of mature adipose cells, 

blood vessels with a slightly dilated lumen, minimally 

inflamed chronic interstitial lymphocytic infiltration with 

no sarcomatous structures (Figure 4). One-year follow-up 

revealed no local relapse. 

 

Figure 2: Scrotal MRI. A): Globular shaped right 

scrotal tumour mass with well-defined margins, 

poorly vascularized peripherally, B): Scrotal lesion 

with mostly homogeneous high signal intensity, C) and 

D): loss of signal intensity on frequency-selective fat-

saturated images. 

 

Figure 3: Intra-operator images. A): lipoma excision 

from the right scrotal wall, B): macroscopic aspect of 

the scrotal lipoma. 

 

Figure 4: Histological features of the scrotal tumour. 

A): mature adipose cells, minimally inflamed chronic 

interstitial lymphocytic infiltration, B): mature 

adipose cells, blood vessels with slightly dilated lumen, 

without sarcomatous structures. 
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DISCUSSION 

Scrotal lipomas are benign tumours rarely seen in clinical 

practice. They can mimic common affections such as an 

inguinoscrotal hernia, varicocele, hydrocele or a testicular 

tumour. In almost all scrotal tumour masses, clinical 

examination is able to differentiate between them.  

Usually, an intact external inguinal ring without an 

exacerbated tumour on exertion, excludes an 

inguinoscrotal hernia, a palpable painless scrotal swelling 

associated with vasodilation, complaints or infertility, 

suggests varicocele, the presence of transillumination 

differentiates a hydrocele, and a palpable testicle with 

distinguishable demarcation from the scrotal mass, rather 

sustains a para testicular or extra testicular tumour than a 

testicle one.8 

Furthermore, the correlation between the patient age and 

the subtype of scrotal lipomas is also mentioned. The 

primary scrotal lipomas seem to occur predominantly in 

boys and young men, while other types are commonly 

found in men over 40 years of age.7,9 Also, clinically 

signs and symptoms are caused by growth.7 

Thus, in many cases, physical examination leads to a 

correct diagnosis, there are situations, like in this case, 

that require comprehensive imagistic examinations, in 

order to establish the preoperatory nature of the scrotal 

tumour. Ultrasonography is the first choice in the 

evaluation of a scrotal tumour. It is a non-invasive and 

accurate route to estimate the size, echotexture and the 

borders of the mass.3 This exploration can provide 

information of tumour topography in the scrotum, cystic 

or solid scrotal masses but it is difficult to distinguish 

malignancy.10 

On sonography, lipomas present as well-defined, 

homogeneous hyperechoic lesions, while, the 

heterogeneous hypoechoic architectures, often containing 

areas of calcification are suggestive for myxoid, fibrous 

or vascular tissues.11 

In addition, although extra-testicular tumours are usually 

benign, any painless echogenic mass with heterogeneous 

architecture on ultrasound and relatively low vascularity 

should indicate a liposarcoma.12 In present case, of an 

elderly man, the clinical aspects, like a painless tumour 

with a fast growth rate in dimensions, and presence of the 

heterogeneity on ultrasonographic images, made us to 

request supplementary imagistic exploration, such as 

magnetic resonance imaging of the scrotum, which gave 

us the diagnosis of lipoma.  

Magnetic resonance imaging is useful to establish the 

diagnosis of a lipoma. Most often, lipomas have high 

signal intensity on T1- and T2-weighted images and also 

present loss of signal intensity on frequency-selective fat-

saturated images.13 If the MRI-findings are not 

conclusive, surgery is recommended, with intraoperative 

extemporaneous histological examination of the tumour 

mass.14  

Surgical excision was the treatment of choice for 

lipomas, whereas, hemi-scrotectomy with wide excision 

of the inguinal lymph nodes was recommended in cases 

of malignancies.12 No malignancy was observed in the 

case presented and one-year follow-up revealed no local 

relapse. 

CONCLUSION 

Scrotal lipomas can raise different diagnosis issues. 

Ultrasonography and magnetic resonance imaging can 

complete the diagnosis in the case of a scrotal tumour 

with uncertain nature of the lesion. When preoperative 

diagnosis may not be established, surgical intervention 

with intraoperative extemporaneous histological 

examination of the scrotal tumour mass is the procedure 

of choice. 
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