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Seminal vesicle metastasis from hepatocellular carcinoma 
and renal cell carcinoma
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Case Report

INTRODUCTION

Primary seminal vesicle adenocarcinoma  (PSVA) 
is extremely rare, and only around 60  cases were 
reported in the literature before 2016.[1] Secondary 
seminal vesicle  (SV) tumor is far more frequent 
than the primary tumor. Secondary tumor is usually 
due to contiguous invasion by adjacent tumors such 
as the prostate, bladder, and rectum. We reported 
two extremely rare cases which had hepatocellular 
carcinoma  (HCC) and renal cell carcinoma  (RCC) 
metastasized to SV, respectively. Rarely, HCC metastasizes 
to the SV, which was reported by only three case 
reports.[2‑4] Due to its paucity, it will be a diagnostic 
challenge. A  confident diagnosis of  SV metastasis 
was made based on the patient’s medical history, 
radiological examination, and a directed panel of  
immunohistochemistry (IHC).

CASE REPORTS

Case 1: Hepatocellular carcinoma with seminal vesicle 
metastasis
Presenting history
A 59‑year‑old Chinese  male had a history of  hepatitis 
B carrier and recurrent HCC with subsegmentectomy 
and wedge resection of  the liver performed. No distant 
metastasis was all along.

He was admitted via the emergency department with 
abdominal pain and acute on chronic renal failure in 11/2020, 
which was 14  years after the diagnosis of  liver cancer. 
Physical examination showed ascites. Plain radiographs, urine 
culture, and urine cytology were unremarkable.

Imaging
Ultrasound showed bilateral hydronephrosis and a 17.2 cm 
heterogeneous mass with internal vascularity at the 
posterior aspect of  the urinary bladder.

We presented two rare cases of secondary seminal vesicle  (SV) metastasis from hepatocellular 
carcinoma of the liver and renal cell carcinoma from the right kidney. Diagnosis of secondary SV 
metastasis should be made based on clinical history, radiological examination, histopathological 
examination, and, more importantly, the directed panel of immunohistochemistry. Via our experience 
in the investigation and diagnostic process, a better understanding of this unusual disease can be 
achieved.
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Contrast computed tomography  (CT) revealed a 
12 cm × 10 cm × 10 cm enhancing pelvic tumor arising 
from left SV, local recurrence of  HCC [Figure 1].

Cystoscopy
Cystoscopy showed external compression from the 
posterior aspect of  the bladder. Bilateral ureteric stent 
insertion failed because of  poor vision by hematuria from 
the prostate. Subsequently, the patient underwent bilateral 
percutaneous nephrostomies.

Transperineal biopsy of seminal vesicle
Left SV tumor biopsy was taken transperineally. Biopsy showed 
anastomosing trabeculae of  malignant cells with sinusoidal 
growth patterns [Figure 2]. The tumor cells possessed mildly 
pleomorphic enlarged nuclei, dark chromatin, occasional 
prominent nucleoli, and moderate amount of  eosinophilic to 
pale cytoplasm. Immunohistochemical study showed diffuse 
tumor cell positivity by using the antibody Hep‑Par1. The 
morphology and immunoprofile supported involvement by 
metastatic HCC.

Patient outcome
A positron emission tomography/CT  (PET/CT) was 
performed and showed distant metastasis in the left SV, bone, 
and lymph nodes. He received palliative radiotherapy to the SV 
metastasis and palliative targeted therapy from the oncologist. 
The patient eventually died from pneumonia in 12/2021.

Case 2: Renal cell carcinoma with seminal vesicle 
metastasis
Presenting history
A 58‑year‑old Chinese male with a history of  right radical 
nephrectomy for RCC in 1998. RCC was in remission until 
an ultrasound showed a 6.9 cm heterogeneous mass at the 
left lateral aspect of  the prostate gland and posterior aspect 
of  the bladder in 3/2021.

Imaging
CT showed 5.4 cm × 5.6 cm irregular enhancing mass at 
the left pelvic region and posterior to bladder and lung 
metastasis in 4/2021. Findings were suggestive of  SV 
tumor [Figure 3].

Cystoscopy
Cystoscopy showed a bulging at left low posterior wall, 
likely due to external compression by the seminal vesicle 
metastasis.

Computed tomography guided biopsy of seminal vesicle tumor
CT‑guided biopsy of  the left SV tumor was performed 
on 6/2021. Microscopic examination showed sheets of  
closely packed nests of  malignant tumor cells with rich 

backgrounds supporting delicate vascularization. The tumor 
cells showed clear cytoplasm and roundish hyperchromatic 
nuclei. Immunohistochemical studies showed the tumor 
expressed transcription factor PAX8 and the Von Hippel–
Lindau protein (VHL) [Figure 4]. The features supported 
involvement by metastatic clear cell RCC.

Patient outcome
A PET/CT showed distant metastasis in the left SV, lungs, 
and lymph nodes. He received palliative target therapy by 
the oncologist. The patient will have regular oncology 
follow‑up.

DISCUSSION

It would be a diagnostic challenge in a primary SV tumor 
which the majority are asymptomatic in the early stage. In 
some advanced cases, patients may present with hematuria, 
hematospermia, pain, or urinary tract obstruction due to 
the mass effect.[5] However, hematospermia secondary to 
malignancy is usually due to prostate cancer.[6] SV metastasis 
should be considered if  the patient with metastatic cancer 
presented with renal failure, as SV metastasis can lead to 
malignant ureteric obstruction in Case 1.

Figure 3: CT revealed a 5.6 cm left SV metastasis with extension 
toward the pelvic side wall. CT: Computed tomography, SV: Seminal 
vesicle

Figure 1: Contrast CT showing 12 cm left SV metastasis posterior to 
bladder. CT: Computed tomography, SV: Seminal vesicle

Figure  2:  (a) H  and  E stain,  (b) The tumor cells are positive for 
Hep‑PAR1 by immunohistochemical study
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Tumor biomarkers can guide our suspicion to differentiate 
the primary site of  the tumor. Serum prostate‑specific 
antigen (PSA), cancer antigen (CA)‑19.9, and CA 15‑3 are 
usually normal in PSVA. A normal serum carcinoembryonic 
antigen can be considered the absence of  invasion of  colon 
carcinoma. For serum CA‑125, it usually elevated in PSVA, 
though it may be normal in some cases.[1]

Biopsy of  lesions is essential to both pathologists and 
oncologists for histopathological examination and subsequent 
systematic therapy, respectively. For Case 1, the specimen 
showed classical histomorphological features of  HCC. 
Meanwhile, for Case 2, the specimen was compatible with a 
typical clear cell RCC histology feature indicating a glycogen 
or lipid‑rich cytoplasm.[7] Whereas tumor cells of  PSVA are 
common with focal papillary architecture and tubular structure.

For IHC, it can help rule out tumors originating from other 
organs, yet there is no stain specific for SV epithelium. 
With the clinical history, it helps pathologists to formulate 
a direct panel of  IHC. The specimen of  our first patient 
showed a typical morphological appearance of  HCC 
and a strong positivity in HepPAR1, which is considered 
a reliable immunohistochemical marker and the most 
sensitive and specific marker for HCC.[8] In our second 
patient, the tumor morphology with the expression 
of  PAX8 and VHL protein supported a diagnosis of  
metastatic clear cell RCC. PAX8 expression can be found 
in most of  the normal renal tissue and up to 80% of  
ccRCC.[9] Meanwhile, VHL protein has a high sensitivity 
for renal neoplasm as an immunohistochemical marker. 
Positive VHL immunostaining was observed in >90% of  
primary renal epithelial neoplasms and 95% of  metastatic 
RCC.[10] The expression of  PAX8 and VHL basically 
ruled out other morphological differential diagnoses such 
as paraganglioma, ectopic adrenal cortical neoplasm, 
and prostatic adenocarcinoma with clear cell changes. 
Literatures reported that PSVA commonly demonstrated 
Ca‑125 and CK7 positive but CK20 and PSA negative.[1,5]

CONCLUSION

We presented two rare cases of  secondary SV metastasis 
from the liver and kidneys. A  confident diagnosis of  

SV metastasis was made by clinical, radiological, and 
pathological findings, especially IHC.
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Figure 4: (a) H and E stain, (b) Tumor expressing VHL protein, (c) Tumor was immunoreactive for transcription factor PAX8. VHL: Von Hippel–Lindau
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