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Introduction

Seminal vesicle cancers (SVCs) are frequently secondary
tumors to bladder or prostate cancers.1 Only a few number
of cases with primary SVC has been documented in the
literature. Adenocarcinoma of the seminal vesicle is the
most prevalenthistological type.2 In this case report, anelderly
male had primary seminal vesicle clear cell adenocarcinoma.

Case Report

A 54-year-old hypertensive male presented with complaints
of frequent defecation and urination. He had a history of

bilateral orchidectomy for bilateral undescended testes
25 years ago. Subsequently, he underwent contrast-en-
hanced computed tomography (CECT) of the abdomen and
whole-body 18-fluorodeoxyglucose (FDG) position emission
tomography-CT scan for evaluation. The imaging (►Fig. 1)
revealed an FDG-avid large heterogeneously enhancing lob-
ulated soft tissue mass lesion (with standardized uptake
value [SUV]max 11.6) in the pelvis, located in the retrovesical
space, involving the prostate gland, and indenting the uri-
nary bladder with compression of the distal left ureter and
possible infiltration into the sigmoid colon. The mass did not
show separate visualization of the seminal vesicles. Addi-
tionally, a few FDG-avid lymph nodes were noted in bilateral
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Abstract Primary seminal vesicle cancer (SVC) is an exceptionally rare occurrence and is
often secondary to bladder or prostate cancers. Adenocarcinoma is being the
predominant histological type, with only a few cases reported in the literature.
This case report presents a 54-year-old male diagnosed with primary seminal vesicle
clear cell adenocarcinoma who underwent bilateral orchidectomy for bilateral unde-
scended testis 25 years ago. The patient exhibited frequency of urination and imaging
studies revealed a large enhancing soft tissue mass in the pelvis, involving the prostate
gland, compressing the urinary bladder and left ureter. Biopsy results initially
suggested poorly differentiated carcinoma of renal cell origin but subsequent histo-
pathological and immunohistochemical analysis confirmed clear cell adenocarcinoma
originating from the seminal vesicles/mesonephric remnants. The patient underwent
excision of pelvic mass with sigmoidectomy bladder repair, rectosigmoid anastomosis,
and bilateral double-J stenting and followed by adjuvant chemotherapy.
In conclusion, primary SVC is an extremely rare malignancy, and clear cell adenocarci-
noma represents a particularly uncommon subtype. This case highlights the impor-
tance of considering primary seminal vesicle malignancies when evaluating pelvic
masses and the significance of histopathological and immunohistochemical analyses in
establishing an accurate diagnosis.
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common iliac (right: subcentimetric, SUVmax 2.9), presacral,
and bilateral external iliac (right: 1.6�0.9 cm, SUVmax 4.1)
regions. A subsequent biopsy from the mass demonstrated a
poorly differentiated malignancy, characterized by sheets of
neoplastic cells. Immunohistochemistry (IHC) showed that
the tumor cells were positive for PAX-8, with focal CK7 and
CD10 (moderate) expression. The tumor cells tested negative
for CK20, TTF1, GATA3, CA-IX, P40, andNKX3.1. BAP-1 and FH
expression were retained (►Fig. 2). Overall, these features
were indicative of poorly differentiated carcinoma of renal
cell origin-renal cell carcinoma, not otherwise specified.

Following the diagnosis, the patient underwent excision of
pelvic mass with sigmoidectomy bladder repair, rectosig-
moid anastomosis, and bilateral double-J stenting. Pelvic
lymphadenectomy was not done.

The postoperative specimen histopathology revealed tu-
mor cells arranged in sheets, nests, trabeculae, papillae, and
glandular configuration. The papillae exhibited significant
hyalinization, and the tumor cells displayed pleomorphism,
distinct cell membranes, clear to eosinophilic moderate
cytoplasm, irregular convoluted vesicular nuclei, prominent
nucleoli, frequent mitosis, and foci of necrosis. On IHC, the

Fig. 1 Contrast-enhanced computed tomography (CECT; A, C images) of abdomen and whole-body 18-fluorodeoxyglucose (FDG) position
emission tomography-computed tomography (PET-CT; B image) scan showed FDG-avid large heterogeneously enhancing lobulated soft tissue
mass lesion (with standardized uptake value [SUV]max 11.6) in pelvis in retrovesical space, involving the prostate gland and indenting the urinary
bladder with seminal vesicles not seen separately from the mass.

Fig. 2 (A) Sigmoid colonic mucosa on the left side and a malignant tumor seen on the right side infiltrating its muscular wall. (B) Tumor cells are
arranged in sheets, nests, and glandular pattern along with areas of hyalinization. (C) Tumor cells are pleomorphic with distinct cell membrane,
clear to eosinophilic cytoplasm, irregular vesicular nucleus, and prominent nucleoli with frequent mitosis. (D) On immunohistochemistry (IHC)
tumor cells are immunopositive for CK7þ , PAX8þ , and CA125þ , respectively, shown.
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tumor cells were positive for CK7, PAX8, NAPSIN-A, and
CA125, while negative for CK20, NKX3.1, PSA, P40, GATA3,
AMACR, and SALL4 (►Fig. 2). Thefinal diagnosis was clear cell
adenocarcinoma arising from the seminal vesicles/mesoneph-
ric remnants.

The postoperative period was uneventful, and the patient
received adjuvant six cycles of paclitaxel-carboplatin based
chemotherapy with radiotherapy. A follow-up CT imaging
after 1 year revealed no enhancing soft tissue lesion or
deposit in the postop bed or anastomotic site.

Discussion

Primary malignancy arising from the seminal vesicle is very
rare. Usually, secondaries from the prostate are being themost
commonmalignancy.1 SVCs include sarcomas anduncommon
tumors comprising of stroma and mixed epithelial tissue.
Adenocarcinoma is the most common primary histotype in
epithelial type with approximately 100 cases in literature.2

To the best of our knowledge, only Gaur et al1 and
Murakami et al3 have reported cases of primary clear cell
carcinoma of the seminal vesicle. The age of SVC diagnosis
can range from 10 to 90; however, it is most frequently
diagnosed after age 50.3 The most common symptoms are
obstructive lower urinary tract symptoms like dysuria, seen
in approximately 35% of cases.3,4 In our case, the patient
presented with frequent urination.

Cross-sectional imaging, including CT and magnetic reso-
nance imaging (MRI), are helpful in determining the location,
local extent of tumors, and associated congenital deformities
such as ectopic kidneys or ureters.3,5

Among the diagnostic criteria for seminal vesicle malig-
nancies are the absence of prostate-related tumors, seminal
vesicle-specific adenocarcinoma, and papillary adenocarci-
noma that resembles the seminal vesicle mucosa.6

Dalgaard and Giertsen3,7,8 established a three-point set of
diagnostic criteria for primary seminal vesicle carcinoma.
First, there must be a malignant seminal vesicle tumor
confirmed via gross or microscopic examination. Second,
there must be no other primary cancers in the body. Third,
the tumor must be a papillary adenocarcinoma, showing
features that resemble those of a nonneoplastic seminal
vesicle. Our patient met all three requirements for primary
seminal vesicle carcinoma, in consideration that clear cell
carcinoma being subtype of adenocarcinoma.

The histological features reported by Gaur et al1 are like
clear cell ovarian carcinoma, as the papillary architecture
was composed of proliferating pale cells with round nuclei

and abundant pale cytoplasm. Additionally, on IHC, our case
showed reactivity for CK7, PAX8, and CA125, and nonreac-
tivity for CK20. PAX8 is specifically expressed in the malig-
nancies involving epithelia of Wolffian ducts, Mullerian
ducts, the kidneys,8 and also in ovarian clear cell carcinoma.9

CK7 andCK20 are knownmarkers for identifying the origin of
malignancies.10 However, clear cell carcinomas of the semi-
nal vesicle, urinary bladder adenocarcinomas, andmalignant
tumors arising from the Mullerian duct are reactive for CK7
but nonreactive for CK20 on immunostaining (►Table 1).

The histogenesis of clear cell carcinoma of the seminal
vesicle is controversial. In female patients clear cell carcinoma
of the urinary bladder or urethra is closely related to endome-
triosis or ectopicMullerian epithelia. In our case, as thepatient
ismale, the patient’s seminal vesicle clear cell carcinomacould
have originated from a remnant Mullerian epithelium. Due to
the rarity of primary SVC, there is no clearly defined standard
of care for its treatment. However, total tumor excision is
generally recommended as the primary treatment approach.
Thismay involve surgical removal of the tumor along with any
adjacent involved structures, such as the prostate or bladder,
depending on the extent of the disease. In positive surgical
margins, adjacent organ invasion or recurrence, adjuvant
chemotherapy or radiotherapy has been found to prolong
recurrence-free survival oroverall survival inprevious cases.11

In localized margin-negative disease, no recurrence was
reported during the follow-up; however, adjuvant therapy
does not provide any sufficient evidence of comparative
survival differences in these cases.14 No established reports
on hormonal therapy were reported; however, antiandrogen
therapy could be effective for androgen-dependent SVC as an
adjuvant therapy.12

The prognosis of primary SVC is variable and is determined
by several factors, including the stage of thedisease at the time
ofdiagnosis, the extent of tumor involvement, and the efficacy
of the treatment given. There is a wide range in the overall
survival of individualswhoundergocompleteresections (from
3 months to long-term survival).13,14 Some individuals with
complete tumor resection experience long-term survival,
while others may have a more limited overall survival. To
find any recurrence or metastasis and to inform future treat-
ment choices, it is crucial to have regular follow-up including
imaging tests and periodic tumor marker monitoring.

Conclusion

Primary seminal vesicle carcinoma is a rare occurrence.
Cross-sectional imaging including CT and MRI plays an

Table 1 Common IHC markers for cancer

CA-125 CK7 CK20 PAX-8

Seminal vesicle cancer þ þ � þ
Prostate cancer � � � �
Urinary bladder cancer � þ þ �
Colorectal cancer � � þ �

Abbreviation: IHC, immunohistochemistry.
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important role for location and extent of tumors. Definitive
diagnosis is done by histopathology and immunohistochem-
ical analysis. Although there is no conventional treatment
technique, total tumor removal is often suggested, followed
by consideration of adjuvant therapy. The varying long-term
prognosis highlights the importance of continuing monitor-
ing and follow-up.
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