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We report a case of previously unreported metastasis to the spermatic cord from esophageal squamous

cell carcinoma. A 63-year-old Japanese man underwent laparoscopy-assisted esophageal bypass surgery

for an advanced esophageal cancer. An elastic hard tumor was found in the right lateral inguinal fossa

on intraoperative laparoscopy, and laparoscopic enucleation was performed. Histological examination of

the resected tumor revealed a moderately differentiated squamous cell carcinoma, compatible with me-

tastasis from the esophageal cancer. Two months after the operation, computed tomography revealed a

heterogeneously enhanced groin mass (20 mm in diameter) involving the right spermatic cord. To our

knowledge, this is the first reported case of a solitary metastasis to the spermatic cord from esophageal

squamous cell carcinoma. (J Nippon Med Sch 2015; 82: 304―307)
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Introduction

Metastatic carcinoma of the spermatic cord from gastro-

intestinal cancer is extremely rare, even less common

than primary tumors of the spermatic cord1. Accordingly,

this condition’s clinicopathological characteristics remain

unknown. Advanced esophageal squamous-cell carcino-

mas often metastasize to lymph nodes, the lungs, or the

liver, but they metastasize extremely rarely to only the

spermatic cord. We describe a case of squamous cell car-

cinoma of the lower thoracic esophagus that metasta-

sized to the spermatic cord.

Case Presentation

A 63-year-old man with dysphagia was referred to our

hospital to receive treatment for esophageal cancer.

Physical examination showed no remarkable findings.

The results of hematologic and serum chemical tests were

within normal limits. The concentrations of tumor mark-

ers were as follows: carcinoembryonic antigen, 2.7 ng/

mL (normal, 0―5 ng/mL); squamous cell carcinoma anti-

gen, 3.8 ng/mL (normal, 0―1.5 ng/mL); and cytokeratin-

19 fragments, 4.3 ng/mL (normal, 0―3.5 ng/mL). A bar-

ium esophagogram showed a severe stricture in the

lower thoracic esophagus (Fig. 1a). Upper gastrointestinal

endoscopy revealed an ulcerated tumor with infiltration,

classified as type 3, in the lower thoracic esophagus (Fig.

1b). Histological examination of biopsy specimens re-

vealed predominantly moderately differentiated squamo-

us cell carcinoma (Fig. 1c). Computed tomography (CT)

of the chest and abdomen showed no evidence of metas-

tasis to the liver or lungs or of peritoneal dissemination,

expect for metastases to lymph nodes in the perigastric

region. Therefore, esophageal carcinoma, clinical stage III

(T3N2M0), was diagnosed according to the Japanese

Classification of Esophageal Cancer, 10th Edition2.

The patient received neoadjuvant chemotherapy with

fluorouracil at 600 mg/m2 (days 1―5), docetaxel at 60

mg/m2 (day 1), and cisplatin at 60 mg/m2 (day 1). Clini-

cal evaluation after chemotherapy showed a partial re-

sponse of the primary esophageal tumor, but subsequent

radiographic examination showed progressive disease

with metastasis to the right lung.

To treat the remaining clinical stage IVb esophageal

carcinoma, we performed laparoscopy-assisted esopha-
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Fig.　1　A barium esophagogram showing a severe stricture in the lower thoracic esopha-

gus (a). Upper gastrointestinal endoscopy reveals an ulcerated tumor with infil-

tration (b). Histological examination of the biopsy specimens demonstrates mod-

erately differentiated squamous cell carcinoma (c).

geal bypass surgery with the patient under general anes-

thesia. Briefly, laparoscopy-assisted gastric mobilization

was performed, and a gastric tube was made. The

esophagus was divided at the neck and abdomen, and

the proximal stump was closed. Esophagojejunostomy

was performed with a Roux-en-Y anastomosis, and

esophagogastrostomy was performed at the neck after

the gastric tube had been brought up through the ret-

rosternal route. Intraoperative exploration revealed no

peritoneal dissemination. However, an elastic hard tumor

was found in the right lateral inguinal fossa without an

inguinal hernia or hernia sac (Fig. 2a). Laparoscopic enu-

cleation was performed (Fig. 2b). The laparoscopic and

macroscopic findings suggested that the tumor had in-

vaded the region of the spermatic cord. Histological ex-

amination of the tumor revealed a moderately differenti-

ated squamous cell carcinoma (Fig. 2c). We therefore con-

cluded that the groin mass was a metastasis from the

esophageal squamous cell carcinoma. Two months after

the operation, CT demonstrated a heterogeneously en-

hanced groin mass, 20 mm in diameter, in the region of

the right spermatic cord which had not been detected

with CT during the initial surgery; no other metastatic le-

sions were found in the pelvis (Fig. 3). The patient re-

ceived no adjuvant chemotherapy and died of peritoneal

dissemination 3 months after surgery.

Discussion

Malignant lesions of the spermatic cord are extremely

rare, and of these tumors, 8.1% are metastatic carcino-

mas3―5. The primary carcinomas reported in 1983 to most

frequently metastasize to the spermatic cord and epidi-

dymis were those of the stomach (42.8%) and prostate

(28.5%)3. A review of 13,500 autopsy cases and 641 tes-

ticular biopsies and orchiectomies for tumors found that

of metastatic tumors of the spermatic cord only 2 (0.01%)

were from primary cancers of the stomach1. Other re-

ported primary sources of metastases to the spermatic

cord include the colon (28.9%), the rectum (7.9%), the

pancreas (15.8%), the bowel (13.2%), the bladder, lung,

and brain6―9. A review of the Japanese literature indicates

that gastric adenocarcinoma is the most common source

of metastasis to the spermatic cord4. However, solitary

metastasis of esophageal squamous cell carcinoma to the

spermatic cord is extremely rare. A PubMed search we

performed of the medical literature found no previously
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Fig.　2　Intraoperative findings. The tumor is localized in the right lateral inguinal fossa (a). Lapa-

roscopic enucleation is performed (b). Histological examination of the tumor reveals 

moderately differentiated squamous cell carcinoma (c).

Fig.　3　Follow-up computed tomographic examination 

demonstrates an enhanced groin mass located in 

the region of the right spermatic cord.

reported case of solitary metastasis from an esophageal

cancer to the spermatic cord. To our knowledge, the pre-

sent case is the first to be reported.

Most patients with metastatic spermatic cord tumors

have a painless scrotal mass, although a lower inguinal

mass and enlargement of the testis can also occur. Metas-

tatic spermatic cord tumors are most often misdiagnoses

as inguinal hernia, hydrocele, or testis tumor10. Spermatic

cord tumors generally present as firm, nontender, and

nontransluminant masses able to be separated from the

testis. Our patient survived for 3 months and did not

have right groin pain. Physical examination showed no

palpable mass in the right inguinal region or testis.

The exact mechanisms by which primary malignant

neoplasms metastasize to the spermatic cord remain un-

known; however, several possibilities have been pro-

posed1. The main routes are believed to be systemic he-

matogenous or lymphatic. Other reported routes include

retrograde vascular extension and transperitoneal seed-

ing. Histological examination did not demonstrate any

specific features directly related to the mechanism of

spermatic metastasis. In the present case of metastasis to

the spermatic cord, the most likely metastatic pathway

was suggested by laparoscopic exploration to be perito-

neal metastasis. The lateral inguinal fossa is a shallow

depression on the inner aspect of the abdominal wall,

situated lateral to the lateral umbilical fold. Cancer cells

migrating to the peritoneal cavity might have been

trapped in this peritoneal depression and subsequently

multiplied.

Gastrointestinal cancer with spermatic cord metastasis

is already an advanced disease with an extremely poor

prognosis. The mean survival time after diagnosis has

been reported to be approximately 9 months3. Whether
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such a condition can be beneficially treated with systemic

chemotherapy or chemoradiotherapy remains controver-

sial. Although curative resection of metastases might not

improve survival, to evaluate the potential benefits of

surgery in patients with spermatic cord metastasis addi-

tional patients must be studied.

In conclusion, although rare, a solitary metastatic le-

sion of the spermatic cord arising from esophageal

squamous cell carcinoma should be included in the dif-

ferential diagnosis of a groin mass. Whether the poten-

tially curative resection of such lesions can improve sur-

vival remains unclear.
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