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Metastatic Seminoma Testis Presenting as a Lump in the Right Iliac Fossa
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Abstract:

A 30 vears old young man presented with a painful lump in the right iliac fossa and fever, and he was
diagsosed 10 have appendicular hanp. After surgery, it was found 1o be a metastatic seminoma. Larer,
exploration of the right testis revealed an occult seminoma. Seminoma is the commonest (40%) germ cell
twmour of the testis and occurs predominamly ar 35-40 vears of age. Most common presentation is
painless slowly growing scrotal mass. It uswally metastasizes late commonly through lymphatic rowies
thar nm along testicular artery in the aortic and para-aortic group of lymph nodes, and metastasis
through hematogenous route is uncommon. Occasionally, secondary retroperiioneal deposits may be
paipable, especially just above the umbilicus. This case is presented as it is not a common presentation of

Seminoma 1esis.

Introduction:

Testicular cancer, although an uncommon
malignancy, it is the most common cancer in
men between the ages 20 and 35 years'™",
Most testicular tumours are of germ cell origin
which comprises about 95 % of all the
wmours of the testis”. Germ cell tumours are
further classified as seminomas and non-
seminomas™. Seminoma is the commonest
germ cell wmour (40%) and occurs
predominantly in the 35-40 years age group
pmplem. Seminoma anises from seminiferous
tbles and is of relatively low grade
malignancy and usually diagnosed in early
stage®™. It usually metastasizes  late,
commonly through lymphatic routes and
metastasis through haematogenous route is
uncommen,

Most common presentation is painless scrotal
mass and on physical examination it cannot be
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separated from the testis, Ten percent of the

patients may have Jax  secondary
hydrocoele'”.
Occasionally,  secondary  retroperitoneal

deposits may be palpable. especially just
above the umbilicus. At times, an enlarged
supraclavicular node is the presenting sign'.
One third of the patients may present in
atypical way.

Here a case is elaborated where it presented as
painful lump in the right iliac fossa mimicking
appendicular Jump without any testicular
enlargement.

Case report:

Mr. AAF, a 30 vears old businessman from
Khulna was admitted with history of fever for
one month with pain and a lump in the right
ihac fossa. He was reasonably well one month
back after that he developed pain in the right
iliac fossa which was dull aching in nature, the
pain was spontaneous and was not aggravaled
by any kind of movement. Then he noticed a
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lump which gradually increased during this
period of time. Along with this pain he had
low grade fever initially, later increasing 1o
high temperature. During this time he
consulted a local doctor who diagnosed it as a
case  of appendicular lump and treated
accordingly. But inspite of all possible
treatment given. his sign and symptoms did
not improve. So. he was referred to a tertiary
level hospital. When examined. the patient
looked very sick and toxic with high fever and
mild anaemia. On local examination, a smooth
surfaced lump with well defined margin in the
right iliac fossa measuring abour § cm x10 em
was found. It was fixed and intraperitoneal.
Right teslis was normal but there was small
lux hydrococle. Left testis was smaller in size
and there was a history of trauma in this testis.
So, it was diagnosed as appendicular lump.
Conservative treatment with Inj.Ceftriaxone,
Inj.Gentamycin, analgesics and parentral fluid
wus given. But instead of improvement the
patient's condition remained unchanged with
persistent low grade fever. So, it was decided
to do a laparotomy.

The laparotomy was done with right
paramedian  incision.  On  opening  the
abdomen, a lump was found in the right iliac
fossa which was separated from the caccum.
Appendix appeared 1o be normal. The tumour
mass involved the right and posterior parietal
wall. It was lirm to hard and incorporated the
right common iliac vessels near its bifurcation.
Tumour was removed carefully leaving behind
some part of its capsule. The main mass was
removed, Liver, spleen and peritonewn was
found normal in naked eve observation. lliac
and aortic groups of lvmph nodes were
c¢xamined and they were not enlarged. One
lymph node from iliac region and another
from aortic region were removed for
histopathological examination.
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Later, the histopathological report of the maimn
revealed the presence ol metastatic
seminoma.  The lymph nodes  were  not
involved. So. the testes were explored for the
primary source. Testicular ultrasonography
revealed mulnple small  space occupying
lesions (SOLs) in the right testis and also mild
hydrocoele. Incisional biopsy from the right
testis did not  show any pathology.
Consequently, orchidectomy was done and its
histopathological examination revealed occult
seminoma lestis. Alpha [eto protein and [
HCG were assessed and were found normal.
The CT scan of the abdomen and skiagram of
chest found normal. Later. the
patent received radiotherapy and cisplatin
based chemotherapy. Afler one vear of follow
up he is sull in good health without any
recurrence.
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Discussion:

Germ cell wmours present most commonly
(90%) m the testis and only infrequently m the
extra-gonadal sites (109%). The most common
extragonadal site (in decreasing frequency) are
the retroperitoneum, mediastinum and pineal
gland. Seminoma testis is the most common
germ cell tumour which usually remains
confined to testis and metaslasizes late. This
patient presented with a tender Jump in the
right iliac lossa with history of fever. So. the
case was misdiagnosed as an appendicular
lump. But after exploration it was found to be
a  retroperitoneal mass and later
histopathologically a metastatic  seminoma.
Retroperitoneal metastasis in right iliac region
near the bifurcation of right common iliac
vessels is very rare. Seminoma testis usually
metastasize through lvmphatics 1o the aortic
and paraaortic lymph nodes above the level of
umbilicus. Occasionally, secondary
retroperitoncal deposits may be palpable.
especially just above the umbilicus on the side
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of the tumour'. There are also reports of
metastatic  seminoma in urinary  bladder.
Lymphatics from the medial side of the testis
may run with the artery to the vas and drain
into a node at the bifurcation of the common
iliac anen,-", But here the lymph nodes were
not involved. Exact mechanism of metastasis
to the right iliac region is difficult to explain.
The same mechanism that causes metastasis to
other retroperitoneal sites may be involved. In

this case. when histopathological report
showed metastatic seminoma  then  the
attention  was  wrned  owards  testis.

Ultrsonography of testis revealed multiple tiny
SOLs in the testis., Later. open biopsy
confirmed the diagnosis, So. many patients
presumed to have a primary retroperitoneal
germ cell tumour may have occult germ cell
tumours of the testicle. This possibility should
be evaluated with testicular  ultrasound,
especially when the retroperitoneal tumour is
predominantly one sided.

Ten percent of the patients may have lax
secondary hydrocoele®, The mild hydrocoele
was initially ignored as the testis appeared
normal on palpation. It is curious that, despite
the fact that the testis 1s usually easily
palpable, a testicular tumour often escapes
detection until after it has metastasized'.

Pain in the mass was possibly due to
infiltration of the tumour to the surrounding
tissue or haemorrhage within the tumour.
Fever was also possibly due 1o tumour
necrosis factor released from the tumour. One
third of testicular umours present in atypical
way. Management of seminoma is
predominantly radiotherapy, but in advanced
stage, cisplatin based chemotherapy
advocated. In this case, the patient was treated
with radiotherapy followed by chemotherapy,
after surgery.

s
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In conclusion, it may be said that seminoma of
the testis can metastasize early even when it is
not clinically palpable. It can be misdiagnosed
on the first clinical assessment. Though the
term is not familiar case of
seminoma testis. one has to think about this
term. Any hydrocoele must be evalualed by
USG to detect any underlying pathology.
Seminoma metastasize  in  the
retroperitoneum. The most common errors in
the diagnosis result from the presence of pain
(which may result from haemorrhage into the
tumour), hydrocoele (a not uncommon
accompaniment of tumour) and a history of
trauma that may merely bring the swelling to
attention. Campaign can  be started to
encourage males to perform regular testicular
self examination in the hope that tumours
would be detected earlier'.
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