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Case Report

Adenomatoid tumor of the uterus; report of a rare incidentaloma
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ABSTRACT
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Adenomatoid tumor of the uterus is extremely rare and usually an incidental finding in the uteri removed surgically
for some other cause as in the present case. The histogenesis of this tumor has been controversial ever since its
discovery, although the most favored and proposed is a mesothelial origin. Grossly it is usually mistaken for a
leiomyoma. The tumor may have a variety of histomorphologic patterns with rare bizarre appearances, at times
leading to an erroneous diagnosis of metastatic adenocarcinoma.

INTRODUCTION

Adenomatoid tumors are benign tumors of mesothelial
origin, seen preferentially in the male and female
reproductive system.!

The gonadal locations include epididymis, spermatic
cord, tunica albuginea, prostate, and ejaculatory duct in
males and the fallopian tube, uterus and hilum of the
ovary in females. Rarely can they be seen at the
extragonadal sites.

They are relatively unusual neoplasms in the uterus
where they are often detected incidentally in
hysterectomy specimens removed for an unrelated
cause.’> These are often grossly mistaken for
leiomyomas which are frequent in occurrence.” In some
instances, these can have bizarre histomorphological
appearances and hence need to be distinguished from
malignant tumors.?

CASE REPORT

A 47-year-old multiparous perimenopausal female
presented to the gynecologist with symptoms of uterine
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prolapse. On gynecologic examination she was found to
have prolapse and was posted for an elective surgery.

Total hysterectomy specimen measured 10.5 x 7 x 5.2 cm
and weighted 55 gm. Externally, a single subserosal
nodule near the cornua measuring 2 cm in diameter was
identified (Figure 1a).

The cervical lips were hypertrophied. On cut section,
endometrial and myometrial thickness was 0.3 cm and
2.2 cm respectively. Cut section of the nodule was solid
grey white and firm.

Hematoxylin and Eosin (H&E) stained sections from the
subserosal nodule showed an unencapsulated tumor
composed of cystic spaces and tubular configurations
lined by indistinct to flattened to cuboidal mesothelial
cells (Figure 1b, 1c).

There was no pleomorphism, nuclear hyperchromasia,
mitosis or necrosis. No infiltration into the surrounding
myometrium was seen. Rest of the specimen showed
endometrium in proliferative phase, adenomyosis uteri
and chronic cervicitis with surface keratinisation of
ectocervix.
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Figure 1: Uterine adenomatoid tumor: (a) Gross
photograph showing subserosal nodule located near
right cornua (arrow). (b) Photomicrograph showing

the tumor composed of cystic and tubular spaces
(H&E, x200). (c) Higher magnification depicting an
admixture of tubular pattern with cystic spaces lined

by bland mesothelial cells and an ill-defined lower

border with the surrounding myometrium (H&E,

x400).

DISCUSSION

Adenomatoid tumor was first described in 1945 by
Golden and Ash® as a small firm asymptomatic
intrascrotal mass, occurring in third to fifth decades of
life. The histogenesis of this tumor has been
controversial; the proposed possibilities are endothelial,
Millerian, mesothelial and mesonephric origins, although
the most favored one is a mesothelial origin based on the
ultrastructural and immunohistochemical studies.>*®

In the female genital tract, these tumors are commonly
encountered in fallopian tube.” Rarely do they occur in
the uterus as in our case. These are asymptomatic and
found incidentally in uteri removed for other causes.? Our
patient underwent total hysterectomy for prolapse and the
tumor detection was an incidental one. A subserosal
location near the cornua found in our case is usually the
classical site.? The tumor measured 2 cm in diameter. The
cut section showed a grey white tumor with a firm
consistency. Whorling was not as pronounced as in a
leiomyoma. These tumors usually mimic a
fibroleiomyoma on gross.* The ill-defined margins with
the surrounding myometrium help distinguish them from
leiomyomas on gross, which are discretely well-
delineated.?

Histological appearances are varied with adenoid,
angiomatoid, cystic, glandular, solid and tubular patterns.
Rare morphologic patterns include oncocytic and reactive
ischemia.® Our case showed an admixture of tubular
pattern with cystic spaces lined by bland mesothelial
cells. A tubular pattern when seen in isolation may mimic
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metastatic adenocarcinoma.”® However, an admixture of
patterns, bland cell morphology with insignificant
mitoses help in making a distinction.®

These tumors are purely benign with no
recurrences/metastasis and need to be distinguished from
other tumors at times which include leiomyomas,
angiomas, lymphangiomas, angiomyomas and metastatic
adenocarcinomas.>**%° The distinction can be made on
the basis of gross findings and careful evaluation of
microscopic appearances. At times identification of
adenomatoid tubules is difficult and these may be
overlooked as empty spaces within the myometrium.
These are the few instances where immunohistochemistry
can be a useful adjunct. Majority of these tumors are
immunoreactive for cytokeratins, calretinin, HMBE-1
and vimentin.?*

To conclude, this case report gives an insight into the
histomorphological findings of this tumor which is
exceedingly rare and often overlooked because of its low
incidence, lack of awareness and common differentials.
The key to an accurate diagnosis is careful observation of
findings on routine light microscopy supported by special
stains and sometimes immunohistochemical stains.
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