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Introduction: Clinical recurrence of prostate cancer after curative treatment with a

limited number of metastases is often termed as oligorecurrence. We report a case of

solitary recurrence of prostate cancer surrounded by epithelium of the seminal vesicle

or vas deferens.

Case presentation: A 54-year-old man diagnosed with localized prostate cancer

underwent radiation therapy. Six years later, imaging studies detected a solitary

recurrence. We performed metastasectomy, and histopathological examination revealed

the metastatic lesion surrounded by the epithelium of the seminal vesicle or vas

deferens. Surgical resection achieved a complete biochemical response.

Conclusion: We presented with a case of prostate cancer metastasis surrounded by

the epithelium of the seminal vesicle or vas deferens.

Key words: metastasis-directed therapy, oligorecurrence, prostate cancer, seminal

vesicle, vas deferens.

Keynote message

We report a rare case of oligorecurrent PCa, in which the metastatic tumor was surrounded
by the epithelium of the seminal vesicle or the vas deferens.

Introduction

Although ADT is the standard treatment option for clinically recurrent PCa after radiotherapy,
it is not a curative treatment.1 Recently, selected studies have reported that in cases of relapse
with three or fewer metastases, often termed oligorecurrences, MDT may delay the initiation
of palliative systemic therapy.2 We herein report a case of solitary recurrence of PCa after
radiotherapy, which achieved a complete biochemical response after surgery. Pathological
examination revealed that the metastasis was surrounded by epithelium of the seminal vesicle
or vas deferens, which is extremely rare.

Case presentation

A 54-year-old man presented with gross hematuria. He neither had a history of surgery nor a
family history of PCa. He was diagnosed with PCa (PSA level 140 ng/mL, Gleason score
4 + 5, cT3bN0M0). After neoadjuvant 6-month ADT, a total dose of 78 Gy was administered
to the prostate and the seminal vesicles as IMRT.3 His PSA level reached nadir at <0.008 ng/
mL 3 months after the initiation of IMRT and increased slowly thereafter. Biochemical recur-
rence occurred 5 years after the IMRT. Imaging studies revealed no metastasis and observa-
tion was continued. Six years after the IMRT, a plain CT scan revealed clinical recurrence
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with a solitary metastatic lesion in the left external iliac area
(Fig. 1a). No bone metastasis was detected by bone scintigra-
phy. We planned external beam radiotherapy to the metastatic
lesion after ADT. One month after the initiation of degarelix
acetate, the PSA level rapidly elevated from 3.6 to 14.7 ng/
mL, even though serum testosterone decreased to a castrate
level. CT revealed enlargement of the lesion (Fig. 1b). The
patient’s disease status was determined as CRPC with rapid
progression. We altered the treatment plan to include the
resection of the lesion for histopathologic diagnosis. We per-
formed a laparoscopic metastasectomy.

The metastatic lesion was a cystic mass (Fig. 2a), and the
intracystic tissue was adenocarcinoma (Fig. 2b). Histopatho-
logical examination revealed no neuroendocrine features. The
PSA level of intracystic fluid was 45 250 ng/mL. There was
no lymphoid tissue in the metastatic lesion. The cyst wall
was lined with ciliated cuboidal epithelium (Fig. 2c) contain-
ing lipofuscin in the cytoplasm (Fig. 2d). Immunohistochem-
istry revealed that intracystic tissue was diffusely positive for
PSA, NKX 3.1 (NKX 3.1 expression is predominantly local-
ized to prostate epithelium4), and AR, which was compatible
with the metastasis of PCa. In contrast, the epithelium of the
cyst wall was negative for PSA and NKX 3.1 and was

positive for AR, which confirms that the cyst wall was not
derived from the prostate but the seminal vesicle or vas def-
erens (Fig. 3). Thus pathological diagnosis was metastasis of
PCa surrounded by the epithelium of the seminal vesicle or
vas deferens.

The patient’s PSA level reached 35 ng/mL prior to surgery
and decreased to 0.2 ng/mL 3 months post-surgery. His PSA
level remained at the nadir under normal serum testosterone
level and no metastasis appeared for 3 years without addi-
tional treatment.

Discussion

We observed a solitary metastasis of PCa which was sur-
rounded by the epithelium of the seminal vesicle or vas def-
erens, and no recurrence appeared for 3 years after the
surgical procedure.

Why was the metastatic lesion surrounded by the epithe-
lium of the seminal vesicle or vas deferens? There is no
definitive answer to this question. The metastatic lesion was
apart from the seminal vesicle and was not connected to the
vas deferens according to intraoperative findings. The lesion
was not a metastasis to the normal seminal vesicle or vas
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Fig. 1 (a) CT scan prior to the initiation of

degarelix acetate. Clinical recurrence of PCa. (b)

CT scan after the initiation of degarelix acetate,

which revealed the enlargement of metastasis.
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Fig. 2 (a) Gross appearance of the resected

mass. (b) Histology of the intracystic tissue,

demonstrating metastatic adenocarcinoma

(hematoxylin and eosin stain). (c) Histology of the

cyst wall. The luminal surface was lined with

ciliated cuboidal epithelium (hematoxylin and

eosin stain). (d) Histology of the cyst wall. The

lining epithelium contained lipofuscin in the

cytoplasm (Periodic acid-Schiff reaction).
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deferens. We have three hypotheses. First, there was an ecto-
pic seminal vesicle in the left external iliac area and a metas-
tasis of PCa to the ectopic seminal vesicle occurred. There is
a possibility that the ectopic seminal vesicle represents the
persistence of embryonic remnants. To our knowledge, there
is only one former report of an ectopic seminal vesicle,
which was discovered in the rectal wall after an operation for
rectal carcinoma.5 Second, the biopsy of the prostate for the
diagnosis of PCa resulted in dissemination of PCa cells and
epithelium of the seminal vesicle to the left external iliac
obturator area. According to the initial magnetic resonance
imaging, the PCa invaded into the left seminal vesicle, and
thus the metastasis might have occured on the same side.
However, there were no epithelium and stromal tissue of the
seminal vesicles in the biopsy specimen of the prostate. The
third hypothesis is that a metastasis of PCa to the left exter-
nal iliac obturator area occurred first, and it induced differen-
tiation to the tissue of the seminal vesicle around it.
However, there was no lymphoid tissue in the metastatic
lesion, so the site where the PCa first metastasized is unclear
based on this hypothesis. Although the origin of the meta-
static lesion is a matter of speculation, the first hypothesis
seems to be acceptable.

The standard treatment option for PCa patients diagnosed
with metastatic progression following curative radiation ther-
apy has been ADT.1 This is considered a non-curative treat-
ment and markedly affects the patient’s quality of life.6

Increasing evidence indicates that MDT such as surgery or
SBRT improves the prognosis of patients diagnosed with a
limited number of PCa metastasis, so-called oligorecurrent
PCa. MDT is a promising approach for oligorecurrent PCa as
it can help avoid or postpone ADT. A recent prospective,
randomized, multicenter phase II trial of oligorecurrent PCa
which compared surveillance or MDT concluded that ADT-
free survival was longer with MDT than with surveillance
alone. This research suggested that MDT should be explored
further in larger phase III trials.7 Triggiani et al. reported that
metastasis-directed SBRT prolonged systemic therapy-free
survival of patients with oligoprogressive CRPC in a retro-
spective multicenter study.8 MDT may be effective even for
patients with oligoprogressive CRPC. In this case, the meta-
static lesion grew larger despite ADT. Therefore, the patient

was considered to develop CRPC. However, no recurrence
appeared after the resection of the metastatic lesion, which
suggested that metastasis was limited to one lesion and the
surgical procedure was curative. MDT may possess a poten-
tial curative role and should be considered in certain sub-
groups of patients with metastatic PCa.
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Fig. 3 Immunopathological findings of the

intracystic tissue (black arrows) and the cyst wall

(white arrows). Immunohistochemistry for (a) PSA,

(b) NKX 3.1, and (c) AR.
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