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CLINICAL  CASE

Serous cystadenoma of the epididymis of common epithelial ovarian type: Case
report with an immunohistochemical study

Th. Klimis1, P. Vlahos2, N. Kokotas2
1Department of Pathology and 2Department of Urology, 3rd Hospital of Social Security Foundation, Athens, Greece2

Summary

We report the clinical, morphological and immuno-
histochemical fi ndings of a case with non-papillary serous 
cystadenoma of the epididymis. The tumor was a unilocular 
cyst with a thin fi brous capsule, lined by cuboidal or colum-
nar epithelium containing ciliated cells, mostly arranged 
in a single layer. Immunohistochemically, the tumor cells 
were positive for cytokeratin (CK) AE1/AE3 and epithelial 
membrane antigen (EMA), strongly positive for CK7, pro-
gesterone receptor (PR), estrogen receptor (ER), androgen 

receptor (AR), vimentin, CA-125 and S-100 protein. The
cells did not stain for CK20 and CD10. Morphological and 
immunohistochemical features suggested a müllerian dif-
ferentiation, possibly originated from vestigial remnants of 
the Müller duct.

This tumor is one of the rare benign lesions which
should be considered in the differential diagnosis of a swell-
ing in the epididymal region.
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Introduction

Cystadenoma of the epididymis is an extremely 
rare benign neoplasm [1]. It is thought to be derived 
from Müllerian remnants or from mesothelium ex-
pressing facultative Müllerian differentiation [2].

The fi rst case of papillary cystadenoma of the 
epididymis was reported by Sherrick in 1956 [3]. In 
1964, Easton and Claridge demonstrated ciliated cells 
in papillary cystadenomas [4]. Price [5] published a 
series of 20 cases with a clinicopathological analysis 
and drew attention to the association of bilateral dis-
ease with Lindau’s syndrome. All of them were cystic 
lesions with papillary formations. In 1986, Young and 

Scully reported 11 cases from the literature and added 
3 personal observations [6]. Few additional cases
have been reported since then [2,7-11]. Most of them
were serous or mucinous cystadenomas of benign or 
borderline malignancy [1,2,6,12].

In most reported cases, these lesions had been
situated within or were closely associated to the head 
of the epididymis [7,9-11], but lesions with identical
features have been described in the spermatic cord 
[12] or within the testis [2,13,14].

The tumor appears as a cystic mass up to several
centimeters in diameter with papillary proliferations.
Only one previous report of pure (non papillary) cyst-
adenoma of the epididymis was found during a litera-
ture search [7].  

We present another case of serous cystadenoma
(non papillary) of the epididymis with morphological
and immunohistochemical fi ndings.

Clinical presentation

An 83-year-old married man presented with
asymptomatic enlargement of the right testis since 2
years.
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His general health was good. On clinical exa-
mination he had a fi rm, smooth swelling, replacing 
the upper part of the testis. The cord was normal as 
was the opposite testis. There was no other abnormal 
physical signs. Ultrasound examination of the scrotum 
revealed a cystic lesion in relation to the epididymis. 
The suspected clinical diagnosis was a spermatocele. 
On surgery, the cyst and the adjacent portion of the 
epididymis were surgically removed. The convales-
cence was uneventful.

The resected specimen was fi xed in 10% for-
malin and processed for histological examination by 
standard methods. The sections were deparaffi nized 
and stained with hematoxylin-eosin (H&E) and pe-
riodic acid Schiff (PAS), both with and without prior 
diastase digestion.

Immunohistochemistry was performed using 
standard avidin-biotin complex (ABC) techniques 
and a large number of antibodies: CK AE1/AE3, CK7, 
CK20, ER, PR, AR, EMA, CD10, S-100 protein, CA-
125 and vimentin.

Immunohistochemistry was carried out using 
appropriate positive and negative controls.

Pathological findings

The lesion consisted of a thick-walled cyst 5 cm 
in greater dimensions, embedded in the substance of 
the head of the epididymis. On cut section, the cyst ap-
peared unilocular and contained viscid yellow-tan fl uid 
(Figure 1). The inner surface was completely smooth.

On histological examination the tissue surround-
ing the cyst was found to be composed of dense fi brous 
tissue, containing small foci of lipogranulomatous 
infl ammation with histiocytes and foreign body type 
giant cells. The cyst wall was lined by tall columnar 
rather than cuboidal cells many of which had cilia with 
centrally placed, round, dark nucleus (Figure 2). With-
in the epithelium were scattered rare lymphocytes.

Cells were arranged in a single layer although
focal cellular stratifi cation was noted in 2 or 3 lay-
ers. Nuclear pleomorphism or mitotic activity was
not found. The cystic cavity contained amorphous,
eosinophilic material which stained positively with
diastase PAS. Spermatozoa were not identifi ed. The
surrounding epididymis was normal and some tubules
contained spermatozoa. 

Figure 1. Bisected specimen of the cystic tumor of the epididymis. 

Figure 2. The inner surface of the cyst lined by ciliated columnar 
cells exhibiting cellular stratification (H&E ×125).

Figure 3. Strong cytokeratin-7 immunopositivity is present in all
cystadenoma cells (ABC immunoperoxidase ×125).
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Immunohistochemistry

The columnar and cuboidal cells of the cystic 
lesion were strongly positive for CK7 (Figure 3). 
However, CK7 was expressed only by the basal, but 
not by the cylindrical ciliated cells of the epididymis. 
S-100 protein and vimentin were expressed by the 
epithelial cells of the cyst wall, but not by the cells of 
the epididymis ducts. The cyst-lining cells were also 
positive for CK AE1/AE3, EMA and CA-125 (Figure 
4), ER, PR and focal AR. The cells of the epididymis 
ducts were ER and PR negative, whereas AR were 
positive.

Cystic epithelium was CD10-negative, while 
epididymis ducts were CD10-positive.

Based on the fi ndings of pathologic examination 
and immunohistochemistry the present tumor may be 
classifi ed as serous cystadenoma of the epididymis, 
ovarian type.

Discussion

Epididymal serous cystadenoma is a rare cause 
of non-testicular intrascrotal swelling [9] which runs 

an indolent clinical course. In a review of the litera-
ture of epididymal papillary cystadenomas the most 
consistent fi nding was an asymptomatic mass that had 
been present for a number of years [5].

Grossly, the tumors were encapsulated or well-
circumscribed and about 50% were multicystic [9].
Our case was a unilocular cyst without intracystic
complex papillary growth, which measured up to 5
cm in diameter. The morphologic features and the
immunophenotype were identical to those of ovarian
serous cystadenomas. The cystic wall was lined by co-
lumnar ciliated cells with rare scattered lymphocytes
within the thickness of the epithelium. The presence of 
epithelial cells bearing cilia seems to be characteristic
for serous cystadenomas and borderline tumors of the
ovary [1,15]. Axiotis [2] interprets the presence of 
ciliated cells in a testicular tumor as evidence in favor 
of Müllerian origin.

Other lesions were considered in the differential
diagnosis, chief among these a benign cystic lesion of 
Wolffi an duct origin and spermatocele. 

However, in our case there was co-expression of 
cytokeratins and vimentin, as in human fetal Müller 
duct [16], coexpression of ER and AR, as in human
appendix testis [17] and lack of CD10 expression.
Like in serous tumors of the ovary, there was also
immunohistochemical staining of cyst-lining cells
for CA-125, CK7, ER and PR, providing evidence
for müllerian differentiation [6,18]. Positive staining
with CA-125 has not been described in Wolffi an duct 
derived structures. Also CD10 has not been reported to
be present in Wolffi an-type epithelium [19]. 

Another lesion which may enter into the differen-
tial diagnosis of serous cystadenoma of the epididymis
includes spermatocele which represents a cystic dilata-
tion of efferent ducts fi lled with masses of sperm. In
our case cystic fl uid did not contain spermatozoa. The
cystic wall was lined by tall or cuboidal epithelium
with cilia. However, the immunohistochemical panel
was different from that of the epididymis duct. The
epithelial cells stained strongly with cytokeratins,
whereas the CK7 was expressed by the basal and 
not by the columnar ciliated cells of the epididymis.
Cystic epithelium also co-expressed S-100 protein
and vimentin and was CD10-negative, while the epi-
didymis ducts were S-100 and vimentin-negative and 
CD10-positive.  

The origin of Müllerian epithelial tumors in a
testicular or paratesticular location is unclear. It is sug-
gested that these tumors arise from epithelial cells of 
Müllerian duct remnants, such as the appendix testis
or Müllerian remnants along the testiculoepididymal
groove [2,17].

Figure 4. Immunohistochemistry for CA 125 showing strong 
positive luminal surface membrane staining (ABC immunoper-
oxidase ×125). 
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An alternative explanation is that these lesions 
may arise from the mesothelial lining of the tunica 
vaginalis of the testis or the mesothelial lining of the 
spermatic cord. The mesothelium retains the ability 
to differentiate towards different cell types when it 
undergoes neoplastic transformation.
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