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Abstract
Background: Inflammatory pseudotumour refers to a non-malignant tumour-like mass resulting from an inflammatory
reaction that is composed of granulation tissue with leukocyte infiltration that commonly occurs in the paediatric or
young adult population. These tumours occur more commonly in the lungs and the orbit but rarely does it affect
the gastrointestinal tract. It poses a clinical diagnostic challenge since it is a benign condition than can mimic the
malignant counterpart. Our case is a rare presentation of the caecal pseudotumour in the presence of a right
undescended abdominal testis evaluated as a caecal tumour with a differential diagnosis of a testicular malignancy.
Case presentation: We report a 53-year-old male who presented with clinical signs suggestive of right colon tumour
and undescended right testis. Intra-operatively, a caecal mass was found with no clearly discernable appendix and
extensive adhesion of the right colon to the retroperitoneum, to the liver and gall bladder. A testis was found
adherent to the posterior aspect of the caecum and terminal ileum. A right hemicolectomy was performed.
Histopathology findings revealed an inflammatory mass with abundant fibroblast proliferation and chronic inflammatory
cells infiltrate, involving bowel wall and periceacal adipose tissue; no malignant cells were identified. The testis had within
it an adenomatoid tumour nodule. He had uneventful recovery and was discharged home 7 days post-operatively. At the
moment, he is symptoms free.
Conclusions: The occurrence of right colonic inflammatory pseudotumour and co-existent adenomatoid testicular
tumour arising from a cryptorchid testis is very unusual. This would make one incline towards a malignant
testicular lesion in the presence of cryptorchidism. Testicular adenomatoid tumour is a rare benign neoplasm,
mostly affecting fully descended testis and usually does not warrant orchidectomy for purposes of preserving
testicular function. On the other hand, surgical resection remains the only safe and curative treatment option
available for inflammatory pseudotumours.
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Background
Inflammatory pseudotumour (IPT) is a rare benign tumour
whose aetiology and pathogenesis are uncertain [1]. These
tumours occur more commonly in the lungs and the orbit,
additionally other sites affected include the major salivary
glands, kidney, liver, omentum, ovary, larynx, urinary bladder, breast, pancreas, spleen, lymph nodes, skin, soft tissues, and central nervous system [2]. Although rare, IPT is
important because its clinical and radiological findings
mimic those of a malignant neoplasm [3]. IPT of the caecum is an extremely rare process, and this diagnosis tends
to be given from an erroneous impression of malignancy of
the right side of the colon based on a clinical picture of unexplained fever, weight loss or anaemia [4, 5].
Adenomatoid tumours are rare benign tumours of
mesothelial origin affecting both male and female genital
tracts. These tumours are more common in the male adnexa accounting for about 30 % of all paratesticular tumours [6]. It is incidentally found in autopsy specimens
and surgical specimens of patients with cryptorchidism.
It can be confused with malignancy, and it is therefore
important to make the correct diagnosis to avoid unnecessary orchidectomy [6, 7].
We report a rare case of caecal tumour in a patient
with right undescended testis harbouring testicular adenomatoid tumour.
Case presentation
We report a 53-year-old mason, from rural Kenya who
presented with right-side undescended testis and right
lower quadrant abdominal pain for 1 year. The pain was
insidious on the onset and progressed slowly; it was

Page 2 of 6

aggravated by feeding and activity and relieved by analgesics and rest. He had associated anorexia, 7-kg weight
loss over 4 months and night sweats. He had no nausea,
no change in bowel habit and no blood in stool. He denied history of exposure to pulmonary tuberculosis and
gave no family history of cancer.
Upon examination, he was slightly wasted, afebrile, not
pale, not icteric and no pedal oedema. The vital signs
were within normal.
He had a normal abdominal examination except for an
empty right hemiscrotum and no palpable mass along
the inguinal canal. The left testis was normal in size and
shape and within the left hemiscrotum.
Total blood count revealed a white blood cell (WBC)
count of 9.98 × 109/L, relative neutrophilia of 78.8 %,
haemoglobin (Hb) 14.2 g/dl and platelet count of 378 ×
109/L. He had normal renal functions, electrolytes and
liver functions.
Abdominal ultrasound revealed a right iliac fossa mass
and could not visualise the appendix, giving an impression of appendicular mass. Contrast-enhanced abdominal CT scan (Fig. 1) showed irregular thickening of the
caecal wall, maximum thickness reported as 30 mm,
with no identifiable appendix, and the rest of the bowel
were normal. It confirmed the presence of intraabdominal right testis. Colonoscopy showed inflamed
caecum with the rectum and the rest of the colon reported as normal. Histopathology of the specimen
taken during colonoscopy showed chronic inflammation. The Mantoux tuberculin skin test was negative.
Carcinoembryonic antigen, α-feotoprotein and β-HCG
levels were normal.

Fig. 1 The arrow A shows irregular thickening of the caecal wall, maximum thickness reported as 30 mm, with no identifiable appendix, and the
rest of the bowel were normal
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Laparotomy was done, and we found a thickened caecum with extensive adhesions to the anterior abdominal
wall with a discoid mass adherent to the retroperitoneal
surface of the caecum. On close examination, the discoid
structure was found to be the undescended testis with
its epididymis. The appendix was normal in appearance.
Right hemicolectomy was performed in view of the caecal thickening. Pathology report stated an ill-defined
mass measure of 35 × 30 mm on the surface of the caecum that was tan brown and haemorrhagic (Fig. 2). The
appendix was normal on gross inspection, and there was
no gross mural invasion into the caecum. The cut surface of the entire specimen showed grossly normal tan
white caecal mucosa with thickened terminal ileum
(Fig. 2 arrow b) with an embedded testis (Fig. 2 arrow a).
Microscopically (Fig. 3a–c), the tumour showed diffuse
serosa and periceacal fat infiltration by polymorphic
population of chronic inflammatory cells comprising of
lymphocytes, plasma cells, macrophages and occasional
multinucleated cells. The mucosa, submucosa and muscularis propria were intact, with no features of malignancy or granuloma. There were pericolic lymph nodes
that showed reactive changes. The vermiform appendix
was normal. The testicular tissue was processed separately and showed global tubular hyalinization with thickened basement membrane and prominent leydig cells
with an adjacent well-circumscribed uncapsulated nodular lesion exhibiting cuboidal to flat cells disposed in
solid cords alternating with multiple channel simulating
vascular structures (Fig. 4).
Discussion

Inflammatory pseudotumour refers to a non-malignant
tumour-like mass resulting from an inflammatory reaction
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and composed of granulation tissue with leukocyte infiltration, commonly occurring in the paediatric or young
adult population [8, 9]. Our patient was a 53-year-old
male and does not fit the expected age bracket for this
condition.
The symptoms of IPT are nonspecific making the diagnosis challenging [10]. Our patient presented with intermittent abdominal pain, anorexia and weight loss raising
suspicion of right colonic malignancy with a differential
diagnosis of inflammatory conditions such as caecal
tuberculosis.
There are nonspecific laboratory features for IPT such
as elevation of white cell count, platelet count, C-reactive
protein and immunoglobulin G (IgG) levels [11]. Some
cases of IPT have been reported in the setting of IgG4related sclerosing disease: a systemic disease manifesting
as autoimmune pancreatitis, sclerosing cholangitis, cholecystitis, sialadenitis and retroperitoneal fibrosis [12]. The
white cell count and platelet count of our patient were
within normal limits. It is regrettable that the C-reactive
protein and IgG levels were not done. The CEA, βHCG and α-fetoprotein were all within normal; they
were ordered to rule out testicular malignancy arising
from the cryptorchid testis.
The radiological features of IPT are nonspecific, and
this poses additional diagnostic challenge [13]. On
ultrasound images, lesions can be hypoechoic or hyperechoic with either ill-defined or well-circumscribed
edges. These lesions often have increased vascularity
during colour on Doppler studies [14]. CT also shows
variable appearances with lesions having low, equal or
high intensity compared with the neighbouring tissues.
On magnetic resonance imaging (MRI), IPT usually
has low signal intensity on both T1- and T2-weighted

Fig. 2 The cut surface of the entire specimen showed grossly normal tan white caecal mucosa, thickened terminal ileum (b) with an embedded
testis (a)
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Fig. 3 Caecal serosa and periceacal fat infiltrated by intense polymorphic chronic inflammatory cells with multinucleated giant forms. Panels a
and b at lower power, panel c is of high power

images, which may be due to the fibrotic nature of these
lesions [15]. For our patient, the abdominal ultrasound
was reported as normal but for the fact that the appendix
was not visualised. The contrast CT scan only showed
hyperdense focal thickening of the caecal wall and the
cryptorchid right testis. He did not have MRI.

Histologically, IPT contains a variable amount of
acute and chronic inflammatory cells, i.e. lymphocytes
and plasma cells and myofibroblastic spindle cells [16].
For this case, the microscopic examination of the caecal
tumour showed fibrosis and chronic inflammatory cells
but no evidence of malignancy or granulomas, therefore

Fig. 4 Nodular lesion of the testis encapsulated well-circumscribed lesion comprising of round to oval cells with multiple ectatic spaces
(adenomatoid tumour)
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ruling out colonic neoplasm, and Ziehl-Neelsen (ZN)
staining for caecal tuberculosis was also negative.
Although there have been reports that steroid therapy,
nonsteroidal anti-inflammatory drugs and thalidomide
shrinks pseudotumour, surgical resection of the mass remains the only curative option [16, 17]. Before surgery,
IPT often cannot be differentiated clinically or radiologically from other more aggressive neoplasms, and the
accurate diagnosis is based on histopathology examination. It is for this reason that colonic IPT is usually
treated with the same oncologic and anatomic resection
principles as colon cancer [11, 18]. Our patient underwent a right hemicolectomy because the tumour was involving the caecum. The inadvertent ureteric injury was
due to the adhesions encountered whilst mobilising the
right colon.
Adenomatoid tumours of the testis present as wellcircumscribed, hyperechoic and solid masses usually between 1 and 5 cm on ultrasound examination [19]. Besides
having undescended testis, our patient had no other complaints attributable to genital tract tumour. He had not
sought medical attention for the undescended testis. The
left testis was normal, and he is a father of three. The abdominal location of the cryptorchid testis was confirmed
on contrast-enhanced CT scan. In view of his age and
given the fact that it was an intra-abdominal testis, the
best treatment option for him was orchiectomy, which
was accomplished at the time of the resection of the caecal tumour. These tumours have a predilection for white
males, occurring between the third and fifth decade with a
mean age of 36 years and mainly affect the epididymis,
spermatic cord, prostate and ejaculatory ducts [20]. Our
patient had an unusual presentation given his age and the
fact that it involved a cryptorchid testis. These tumours
when they arise from cryptorchid testes are discovered
incidentally at the histology of the submitted testicular
tissue following orchiectomy or at autopsy [7, 21].

Conclusions
The clinical features of IPT are nonspecific, and the diagnosis can be quite challenging. Surgical resection remains
the only safe and curative treatment option available. Testicular adenomatoid tumour is a rare benign neoplasm,
which when discovered, the need to preserve endogenous
testicular function is key but not always practical especially for cryptorchid testes. Occurrence of right colonic
IPT and co-existent adenomatoid testicular tumour arising
from a cryptorchid testis is very unusual.
Acknowledgements
We would like to extend great appreciation to Mr. Macharia of the Records
Department at Kenyatta National Hospital for promptly retrieving and availing
all the relevant patient records to help in writing this case.

Page 5 of 6

Funding
The publication of this case report was a personal initiative; no funding was
available.
Availability of data and materials
Not applicable (case report)
Authors’ contributions
CO, VK and AM admitted, evaluated and prepared the patient for theatre.
VK, AM and JM wrote the manuscript. JM did the histopathalogical processing
and reporting. DM did the ultrasound and reported the abdominal CT scan.
All the authors read and approved the final document prior to publication.
Competing interests
The authors declare that they have no competing interests.
Consent for publication
Informed consent was obtained from the patient for publication of this case
report.
Ethics approval and consent to participate
We sought ethics approval from the KNH/UoN Ethics and Research
Committee.Informed consent was obtained from the patient for publication
of this case report.
Author details
1
University of Nairobi, Nairobi, Kenya. 2Kenyatta National Hospital, Nairobi,
Kenya.
Received: 23 October 2015 Accepted: 23 August 2016

References
1. Dominis M, Dzebro S, Kusić BAM. Inflammatory pseudotumor of the spleen.
Acta Cytol. 1998;42:1053–6.
2. Bridget M, Sanders, Karen W, West JLG. Inflammatory pseudotumor of the
alimentary tract: clinical and surgical experience. J Pediatr Surg. 2001;36:
169–73.
3. Jitesh Ahuja, Najla Fasih AE. Inflammatory pseudotumor of the colon. Radiol
Case Rep. 2011;6:515.
4. Uysal S, Tuncbilek I, Unlubay D, Tiras U, Bilaloğlu P, Koşar U. Inflammatory
pseudotumor of the sigmoid colon mesentery: US and CT findings. Eur
Radiol. 2005;15:633–5.
5. Coffin CM, Watterson J, Priest JR, Dehner LP. Extrapulmonary inflammatory
myofibroblastic tumor (inflammatory pseudotumor). A clinicopathologic
and immunohistochemical study of 84 cases. Am J Surg Pathol. 1995;19:
859–72.
6. Waqas Amin AVP. Adenomatoid tumor of testis. Clin Med Pathol. 2009;2:17–22.
7. Williams SB, Han M, Jones RAR. Adenomatoid tumor of the testes. Urology.
2004;63:779–81.
8. Maves CK, Johnson JF, Bove KMR. Gastric inflammatory pseudotumor in
children. Radiology. 1989;173:381–3.
9. Morote J, Rabella ABC. Adenomatoid tumor of the epididymis. Arch Esp
Urol. 1984;37:61–4.
10. Goldsmith PJ, Loganathan A, Jacob M, Ahmad N, Toogood GJ, Lodge JPPK.
Inflammatory pseudotumours of the liver: a spectrum of presentation and
management options. Eur J Surg Oncol. 2009;35:1295–8.
11. Huang Y, Li L-P, Wang J, Lun Z-J, Wei L, Zhen Y. Inflammatory pseudotumor
of the colon causing intussusception. World J Gastroenterol. 2015;21:704–10.
12. Kamisawa T, Takuma K, Egawa NTK, Sasaki T. Autoimmune pancreatitis and
IgG4-related sclerosing disease. Nat Rev Gastroenterol Hepatol. 2010;7:401–9.
13. Park SB, Cho KSKJ. Inflammatory pseudotumor (myoblastic tumor) of the
genitourinary tract. AJR. 2008;191:1255–62.
14. Lim JH LJ. Inflammatory pseudotumor of the liver: ultrasound and CT
features. Clin Imaging. 1995;19:43–6.
15. Kelekis NL, Warshauer DMSR, Eisenberg LBWJ. Inflammatory pseudotumor of
the liver: appearance on contrast enhanced helical CT and dynamic MR
images. J Magn Reson Imaging. 1995;5:551–3.
16. Patnana M, Sevrukov AB, Elsayes KM, Viswanathan C, Lubner M, Menias CO.
Inflammatory pseudotumor: the great mimicker. doi: 10.2214/AJR.11.7288.

Muturi et al. World Journal of Surgical Oncology (2016) 14:236

Page 6 of 6

17. Aboulafia DM. Inflammatory pseudotumor causing small bowel obstruction
and mimicking lymphoma in a patient with AIDS: clinical improvement
after initiation of thalidomide treatment. Clin Infect Dis. 2000;30:826–31.
18. Katara AN, Chandiramani VA, Dastur FD, Deshpande RB. Inflammatory
pseudotumor of ascending colon presenting as PUO: a case report.
Indian J Surg. 2004;66:234–6.
19. Ferenczy A, Fenoglio J, Richart RM. Observations on benign mesothelioma
of the genital tract (adenomatoid tumor). A comparative ultrastructural
study. Cancer. 1972;30:244–60.
20. Gokce G, Kilicarslan H, Ayan S, Yildiz E, Kaya KGE. Adenomatoid tumors of testis
and epididymis: a report of two cases. Int Urol Nephrol. 2001;32:677–80.
21. Wei L, Rond-de W, Qi-hai Y. Adenomatoid tumour of the testis in a child.
J Pediatr Surg. 2011;46:E15–7.

Submit your next manuscript to BioMed Central
and we will help you at every step:
• We accept pre-submission inquiries
• Our selector tool helps you to find the most relevant journal
• We provide round the clock customer support
• Convenient online submission
• Thorough peer review
• Inclusion in PubMed and all major indexing services
• Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit

