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Case Report

Abstract

Lymphatic drainage of the testes is known to follow a predictable pathway that usually involves 
the retroperitoneal, paraaortic, paracaval and interaortocaval nodal chains. Herein we report the 
case of a 41 years old man with a stage I testicular seminoma, with an unexpected inguinal lymph 
node metastasis. During his routine follow-up visit, 6 months after radical orchiectomy, a spheri-
cal mass in the right inguinal region was palpated. Thoraco-abdominal CT did not reveal any 
evidence of retroperitoneal enlarged lymph nodes or distant metastases, but showed a 2cm right 
inguinal mass. Scrotal scintigraphy with technetium-99m pertechnetate was performed in order 
to evaluate the local vascularity of the right inguinal area. The angiographic phase (0-1min) and 
the blood pool images at 15, 30, 45 and 60min revealed high uptake in the right inguinal region, 
suggesting a hyperemic mass suspicious for tumor recurrence. The excised mass was found to be 
an enlarged lymph node infiltrated with seminoma. The patient received adjuvant radiotherapy 
to which he showed a complete response and has been disease free at 2 years follow-up. In con-
clusion, in the case presented scrotal scintigraphy showed a hyperemic mass at the right inguinal 
region that proved to be the sentinel node of a stage I testicular seminoma and was treated ac-
cordingly.  

Introduction

T he pattern of lymphatic drainage from the testes is known to involve the retro-
peritoneal lymph node chain from the level of the iliac vessels up to the level of 
the renal hilum. Primary involvement of the inguinal nodes from testicular tu-

mors is rare. The main reason proposed for this rarity is a history of previous inguinal or 
scrotal surgery that may have altered the pattern of lymphatic drainage. In this study we 
present a rare case of a single metastasis to the inguinal lymph nodes 6 months follow-
ing radical orchiectomy for stage I testicular seminoma. We will also review the literature 
and discuss controversial issues such as the optimal adjuvant treatment for patients with 
stage I seminoma.

Case report

A 41 years old male patient presented with a palpable painless scrotal mass. There was no 
history of cryptorchidism, trauma or surgery in the inguinal or scrotal area and his con-
tralateral testicle was normal. His human chorionic gonadotropin (HCG) level and other 
serum tumor markers, including lactate dehydrogenase (LDH) were within normal limits. 
Ultrasonographic features of the mass were consistent with seminoma. Preoperative ab-
dominal computer tomography (CT) was negative for enlarged lymph nodes or distant 
metastases and the patient underwent an uneventful right inguinal orchiectomy. Pathol-
ogy revealed a, 2cm in diameter, pure seminoma without involvement of the tunica albug-
inea or rete testis. 

The case was considered as stage I seminoma, and the patient was offered prophylactic 
radiotherapy or surveillance. The patient opted for surveillance. In the 3months postoper-
ative office visit, serum tumor markers remained within normal levels and physical exami-
nation was normal. At 6 months follow-up, clinical examination revealed the presence of 
a painless, mobile, spherical mass in the right inguinal region. Thoraco-abdominal CT did 
not reveal any evidence of retroperitoneal enlarged lymph nodes or distant metastases, 
but showed a 2cm right inguinal mass. In order to evaluate the vascularity of the mass, 
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Discussion

Stage I seminoma is the most commonly reported stage of 
seminomatous testicular cancer, comprising up to 80% of 
seminomas and 40% of all testicular cancers [1].

Orchiectomy followed by surveillance provides cure for 
the majority of patients with stage I seminoma. Current 
treatment alternatives to surveillance include radiotherapy 
(RT) or chemotherapy with carboplatin [2]. 

Radiotherapy may be recommended even though there 
are no proven lymph node metastases, because in about 
1 of 5 patients cancerous cells may have metastasized, but 
cannot be detected by imaging techniques. By applying 
about 15 treatments of RT to the retroperitoneum area, the 
chance of recurrence becomes less than 5%. Additional RT 
to the pelvis does not reduce the overall risk of recurrence. 
Using two doses of carboplatin after orchiectomy, the risk 
of recurrence can be reduced from 18% to about 2% and to 
about 5% with a single dose of carboplatin [3]. The disadvan-
tage of combining RT and chemotherapy for clinical stage I 
seminoma is that more than 80% of patients receive treat-
ment that they do not need [4]. 

Recently, a correlation between RT and late secondary 
cancers has been shown and as a result surveillance has be-
come the most frequent treatment of choice [5, 6], although 
patients not always comply with the relatively strict follow-
up scheme. A recent report showed that 21% of seminoma 
patients on surveillance, after a median time of 5.5 years did 
not further comply with the follow-up scheme [4, 7]. 

The incidence of inguinal lymph node metastases in pa-
tients with initial stage I testicular seminoma is very rare [8]. 
In these cases there is often a history of scrotal or inguinal 
surgery.

In the case presented, CT revealed the enlarged inguinal 
lymph node. Because of the rarity of a solitary inguinal me-
tastasis (<0.5%) from testicular cancer [8], we performed dy-
namic and static scintigraphy with technetium-99m pertech-
netate, to evaluate the vascularity of the palpable mass. We 
found increased blood flow, suggesting a hypervascular 
mass that could be attributed to inflammatory or neoplastic 
process. Clinical and laboratory tests did not support inflam-
mation and the patient’s history advocated tumor recur-
rence. This palpable mass was an infiltrated lymph node and 
after 2 years follow-up was considered the sentinel lymph 
node (SLN). 

scintigraphy with free pertechnetate was performed using 
the protocol of scrotal scintigraphy. The patient was posi-
tioned supine under the single-head gamma-camera (GE 
Millenium MPS, Milwakee USA) with the penis taped to the 
anterior abdominal wall. His legs were abducted to diminish 
overlap of soft tissue thigh activity and 370MΒq technetium-
99m pertechnetate was injected intravenously. Thyroidal 
uptake was blocked by the administration of potassium per-
chlorate (6mg/kg).

In the angiographic phase (flow images at 0-1min) the 
iliac arteries were seen simultaneously and symmetric with 
a high focal uptake in the right inguinal region, suggesting 
a hyper vascular mass (Fig. 1). Blood pool images at 15, 30, 
45, 60 and 120min (Fig. 2) were performed. Vascular activity 
was present and the penis appeared as a hot linear collec-
tion of activity, located above the scrotum. First hour blood 
pool images showed elevated perfusion in the right inguinal 
area, a finding hardly seen 2h after the injection of the radi-
opharmaceutical. This local hyperemia was considered con-
sistent with tumor recurrence. The hyperemic mass was sur-
gically excised (Fig. 3) and pathology revealed a lymph node 
infiltrated by pure seminoma. The patient was scheduled to 
receive adjuvant radiation treatment and was disease free 
after 2 years.

Figure 1. Dynamic radionuclide scintigraphy (angiographic phase: 0-1min). Im-
ages at the 15th and 16th sec after injection of the radiopharmaceutical, showing 
increased focal uptake at the right inguinal region. 

Figure 2. Blood pool 
images at 15min, 30min, 
45min, 60min and 120min 
showing high perfusion at 
the right inguinal region. 
The activity in the region 
faints with time. Radio-
activity is also seen in the 
bladder, iliac arteries, pe-
nis and intestinum. 

Figure 3. Exploratory laparotomy. Detailed surgical preparation demonstrates 
an enlarged lymph node
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The SLN is almost always located at the ventral or lateral side 
of the vena cava or at the bifurcation of the aorta, by the renal 
vein or the obturator lymph node area [9]. Rarely, an additional 
SLN may be found adjacent to the testicular vessels [10].

In conclusion, this case presents a rare inguinal lymph 
node metastasis as SLN, 6 months after radical orchiectomy 
for testicular seminoma possibly due to intraoperative han-
dling of the testis. To our knowledge this is the first report 
of a single lymph node metastasis from testicular seminoma 
imaged with scrotal scintigraphy.
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