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Case Series

Metastasis to spermatic cord from carcinoma prostate: A case series
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Prostate carcinoma (CA) is one of the most commonly 
diagnosed malignancies in men. While metastasis to lymph 
nodes, bones, lungs, and liver are common, there are rare 

cases of metastasis to the testis, spermatic cord, and epididymis, 
usually with a poor prognosis. In an autopsy study conducted 
by Bubendorf et al. among 1589 patients with CA prostate, 
testicular metastasis was found in only 0.5%, with none of the 
cases having metastasis to epididymis or spermatic cord [1]. On 
extensive Pubmed search, we found epididymal metastasis from 
CA prostate to be reported in less than 30 cases, while metastasis 
to the cord was even rarer. Our case series highlights the need 
for histopathological evaluation of all orchiectomy specimens as 
metastatic involvement of the scrotal organs is considered a sign 
of advanced disease.

CASE SERIES

Case 1

A 61-year-old male presented with lower urinary tract symptoms 
(both storage and voiding) and low backache for 3 months. 
The patient was catheterized in view of acute urinary retention 
1 month back. On general physical examination, the patient had 

stable vitals. On local examination, external genitalia was normal. 
On digital rectal examination (DRE), the prostate was hard and 
nodular, overlying mucosa was free. His Prostate-Specific 
Antigen (PSA) was 160 ng/ml. Transrectal ultrasound (TRUS) 
guided 12 core needle biopsy reported as adenocarcinoma with 
a modified Gleason score of 8 (3+5) (Gleason Grade Group 4). 
On further evaluation, a Technetium-99m bone scan revealed 
multiple osteoblastic skeletal metastases. Evaluation with 
contrast-enhanced computed tomography (CECT) of the abdomen 
and pelvis showed an enlarged prostate with lobulated outlines 
and heterogeneous enhancement with no lymph node or visceral 
metastasis. Androgen deprivation therapy (ADT) in the form of 
surgical castration was performed.

On histopathological examination, grossly both testes 
showed normal testicular parenchyma. Sections from the left 
cord revealed tumor deposits (Fig. 1a and b) and sections from 
the left epididymis showed multiple nests and sheets of tumor 
deposits, composed of fused glands (Fig. 1c). Tumor cells had 
hyperchromatic nuclei, a high N: C ratio, inconspicuous nucleoli, 
and scant to moderate cytoplasm. In addition, many transverse 
sections of adult filarial worms were identified in the lymphatic 
channels of the spermatic cord on microscopic examination 
(Fig. 1d). Immunohistochemistry staining for PSA was weakly 
positive (Fig. 2a), however, a-methyl acyl-coenzyme A racemase 
(AMACR) (Fig. 2b) and Pancytokeratin were positive. Based 
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on histopathological and immunohistochemical findings, the 
diagnosis was compatible with metastasis from CA prostate. 
The patient has been on follow-up for the past 6 months with the 
stable disease according to RECIST 1.1 criteria and a serum PSA 
level of 1 ng/ml.

Case 2

A 58-year-old male presented with lower urinary tract symptoms 
(both storage and voiding) for 4 months. On general physical 
examination, the patient had stable vitals. On local examination, 
external genitalia was normal. DRE revealed a hard and nodular 
prostate. His PSA was 210 ng/ml. TRUS-guided 12 core needle 
biopsy was reported as adenocarcinoma with a modified Gleason 
score of 10 (5+5) (Gleason Grade Group 5). Technetium-99m 
bone scan revealed multiple osteoblastic skeletal metastases. 
CECT of the abdomen and pelvis showed an enlarged prostate 
showing heterogeneous contrast enhancement with few 
calcifications within and multiple lymph nodes along bilateral 
internal iliac vessels and para-aortic region. ADT in the form of 
surgical castration was performed.

On histopathological examination, both testes showed normal 
testicular parenchyma. Section from the spermatic cord revealed 

tumor deposits (Fig. 3). The patient has been on follow-up for the 
past 4 months and has completed six cycles of Injection Docetaxel 
120 mg with a current PSA level of 20 ng/ml and has progressive 
disease according to RECIST 1.1 criteria.

Case 3

A 61-year-old male, known hypertensive, with a history of 
chronic kidney disease, presented with total painless gross 
hematuria and lower urinary tract symptoms (both storage and 
voiding) for 3 months. On general physical examination, pulse 
was 88/min and blood pressure was 130/80 mm of Hg. On local 
examination, external genitalia was normal and DRE revealed 
a hard and nodular prostate. Urine for malignant cytology was 
negative for malignant cells, however, revealed very occasional 
sheathed microfilaria. His PSA was 80 ng/ml. TRUS-guided 
12 core needle biopsy reported as adenocarcinoma with a 
modified Gleason score of 9 (5+4) (Gleason Grade Group 5). On 
metastatic workup, Technetium-99m bone scan revealed multiple 
osteoblastic skeletal metastases. Evaluation with non-contrast 
computed tomography of the abdomen and pelvis revealed a large 
soft tissue mass-like lesion (71 × 48 mm) in the region of the base 
of urinary bladder indistinguishable from prostate with enlarged 
retroperitoneal and pelvic lymph nodes. The patient underwent 
bilateral simple orchiectomy as part of ADT.

On histopathological examination, grossly testicular 
parenchyma appeared unremarkable. Section from both testes 
and left spermatic cord showed tumor deposits (Fig. 4a and b). 
Sections from epididymis were free of metastatic deposits. The 
patient was started on Injection Docetaxel 120 mg but expired 
after 2 months of diagnosis.

DISCUSSION

Simultaneous involvement of spermatic cord and epididymis is 
very rare, with only two cases being reported in the literature. 
The most probable mechanisms of dissemination are retrograde 
venous extension, retrograde lymphatic extension, and arterial 

Figure 1: Histopathology (a) Low power photomicrograph showing 
emboli in the lymphatics of spermatic cord (Hematoxylin and Eosin 
[H and E], 10×), (b) Medium power showing multiple nests and 
sheets of tumour deposits composed of fused glands (H and E, 20×), 
(c) Tumour deposits in the epididymis (H and E, 20×), (d) Transverse 
sections of adult filarial worm (H and E, 20×) (Case 1)

Figure 2: (a) Immunohistochemistry (IHC)–a-methyl acyl-coenzyme 
A racemase showing diffuse positivity, (b) IHC–Prostate-Specific 
Antigen showing weak positivity (Case 1)

Figure 3: Photomicrograph showing vascular emboli in the spermatic 
cord (Case 2)
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embolism [2]. Hennigar and Hooper [3] hypothesized retrograde 
extension through the vas deferens as a possible mechanism of 
spread. Periductal lymphatic vessels have been demonstrated 
around the vas deferens [4]. The major lymphatic trunks have 
valves that ensure lymphatic flow in a unidirectional centripetal 
fashion. However, in any condition leading to obstruction of 
lymphatics, the vessels dilate leading to the incompetence of the 
valves allowing bidirectional flow. This provides a mechanism 
for the retrograde metastasis of malignant tumors. Two of four 
patients had quiescent filarial infestation which may have led 
to the blockade of the lymphatic vessels. The presence of adult 
filarial worms can trigger a series of inflammatory events 
causing disruption of lymphatic integrity and function. These 
inflammatory mediators act on the lymphatic endothelial cells and 
result in obliterative lymphangitis causing dilatation, hypertrophy, 
and varicosity of the lymphatics with peripheral lymph stasis [5]. 
Filarial infection in our patients may possibly have led to the 
retrograde extension of the tumor due to lymphatic blockade.

In the first case, immunohistochemical staining was weakly 
positive for PSA but AMACR positive, making it unique. PSA 
stain, a sensitive and specific biomarker of prostatic differentiation 

may show only a weak positivity in poorly differentiated tumors. In 
such diagnostic dilemmas, AMACR, the prostate biomarker with 
very high sensitivity and specificity can be used as an adjuvant.

In the literature review, we could find only two cases having 
metastasis to the epididymis and spermatic cord and seven 
cases having isolated spermatic cord metastasis from prostatic 
adenocarcinoma (Table 1) [6-11].

To the best of our knowledge, this is the first case series of CA 
prostate with metastasis to scrotal organs and associated filariasis. 
Our series highlights the need for histopathological evaluation of 
all orchiectomy specimens. Metastatic involvement of the scrotal 
organs is considered a sign of advanced disease with unfavorable 
prognosis.

CONCLUSION

CA prostate with metastasis to spermatic cord and epididymis 
is very rare. Chronic infection and inflammation leading to 
lymphatic obstruction due to filariasis probably led to this unusual 
retrograde spread of tumor.
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Table 1: Review of the Literature: Spermatic cord metastasis from 
carcinoma prostate
Case No. Author (Year) Age Side Involved 

structure
1 Thompson and Pilcher 

(1905) [6]
69 Left 

side
Spermatic cord 
and epididymis

2 Young (1935) [7] 65 ? Spermatic cord
3 Young (1935) [7] 64 ? Spermatic cord
4 Wilenius and Seppänen 

(1969) [8]
– – Spermatic cord

5 Johansson and Lannes 
(1983) [9]

84 Right Spermatic cord

6 Johansson and Lannes 
(1983) [9]

67 B/L Spermatic cord 
and epididymis

7 Johansson and Lannes 
(1983) [9]

79 Left Spermatic cord

8 Bawa et al. (2003) [10] 85 Left Spermatic cord
9 Gergelis et al. (2019) [11] 65 Left Spermatic cord
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Figure 4: (a) Section from testes showing metastatic nests of 
carcinoma between the seminiferous tubules (Hematoxylin and 
Eosin [H and E], 200×), (b) Spermatic cord showing lymphovascular 
tumour emboli (H and E, 200×) (Case 3)
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