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SUMMARY

The patients with nonseminomatous testicular carcinoma generally undergo orchiectomy and cisplatin based chemotheraphy. If a
residual or metastatic disease is noticed anywhere despite the therapy, it should be treated by definitive surgery in order to control the
primary disease and to avoid fatal complications. When a metastasis to the cervical lymph nodes is encountered at the time of initial
diagnosis or during the follow-up, head and neck surgeons rarely take part in the diagnosis and surgical treatment of testicular carcinoma,. In
this study, we presented a case of nonseminomatous testicular carcinoma appearing as a left supraclavicular mass one year after
chemotheraphy without evidence of residual disease in other sites. We also discussed the effectivity and safety of selective neck dissection
for such a young patient with testicular carcinoma.
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NONSEMINOMATOZ TESTIKULER KARSINOMUN SUPRAKLAVIKULER LENF NODU METASTAZI

OZET

Nonseminomatdz testis karsinomlu hastalarin tedavisinde genellikle orsiyektomi ve sisplatin iceren kemoterapi uygulanmaktadir. Bu
tedaviye ragmen herhangi bir bolgede rezidiiel ya da metastatik hastalik saptanirsa, primer hastaligi kontrol altina alabilmek ve fatal
komplikasyonlardan sakinabilmek igin bu rezidiiel ya da metastatik hastalik cerrahi olarak tedavi edilmelidir. Ilk tan1 aninda veya takip
stiresince servikal lenf nodlarina metaztaz ile karsilagildiginda, testikiiler karsinomun tani ve tedavisinde bas ve boyun cerrahlar1 nadiren yer
alirlar. Bu ¢alismada, kemoterapiden 1 y1l sonra herhangi bir rezidiiel hastalik kanit1 yokken sol supraklavikiiler bélgede metastazla ortaya
¢ikan bir nonseminomatdz testis karsinomu olgusunu sunduk. Bununla birlikte testikiiler karsinomlu bu kadar geng¢ bir hasta i¢in selektif
boyun diseksiyonu uygulamasinin etkinligini ve giivenliligini tartigtik.

Anahtar Sozciikler: Testicular karsinom, metastaz, selektif boyun diseksiyonu

INTRODUCTION metastasis in testicular carcinoma has been reported
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Supraclavicular lymph node metastasis from to be 4-5 %.

infradiaphragmatic malignancies generally indicates Testicular carcinoma often responds the
widespread disease that lost the chance of surgical combination of orchiectomy and chemotherapy. If
treatment for cure, but testicular carcinoma represents residual or metastatic disease is noticed elsewhere
an exception to this generalization.' Testicular after the therapy, it should be treated by definitive
carcinoma (seminomatous and nonseminomatous surgery in order to improve the survival and to reduce
tumors) is the most common malignancy in men the risk of recurrence.”” At this point, the head and
between 20-30 years of age.”” Although the disease neck surgeon plays role in the diagnosis and surgical
usually presents as a testicular mass or enlargement, treatment of residual neck disease. Since it is an
abdominal, thoracal or cervical masses indicating oncologically safe procedure and effective for
meEa}static disease may be noted during the follow- eliminating the possibility of residual neoplastic or
up. ~ Neck metastasis in the patients with testis teratomatous elements, neck dissection is accepted as
cancer is an infrequent but, well established a reliable treatment modality in such cases.>

phenomenon and the incidence of neck . . .
The aim of this report is to present a case of
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CASE PRESENTATION

Sixteen year-old male presented with a 3-
week history of a painless supraclavicular mass on
the left side. According to his medical history, he had
undergone orchiectomy one year ago. As the
histologic ~examination of the testicle had
demonstrated embryonal carcinoma, he had had four
courses of chemotherapy consisting cisplatin,
etoposite and bleomycine. Although all tumor
markers had become negative after chemotheraphy,
thoracoabdominal computerized tomography
scanning has showed no regression of pre-existing
retroperitoneal lymph nodes. Therefore, he had
undergone retroperitoneal lymph node dissection in
which histologic examination had demonstrated
mature teratoma. Nine months after the lymph node
dissection, he had noticed a mass on the left side of
his neck while there was no evidence of
infradiaphragmatic disease. Although fine needle
aspiration did not demonstrate a positive result, uro-
oncology tumor council accepted this supraclavicular
mass as a metastasis of embryonal testicular
carcinoma, and they recommended surgical treatment
for this mass. Since the computerized tomography
scanning depicted necrotic conglomerulate lymph
nodes at inferior cervical region posterior to internal
jugular vein and close to common carotid artery and
apical pleura (Figure I), a selective neck dissection
(level III-IV-V) was performed for the residual
disease.

Figure 1: The necrotic and conglomerulate lymph nodes
posterior to internal jugular vein and common carotid artery and
superior to apical pleura on the CT scan of the neck.

In this procedure, a low semi-apron incision
extending from the ipsilateral Erb point to the
suprasternal notch was used. The skin flap was
elevated in the subplatysmal plane. The fascia of
sternocleidomastoid muscle (SCM) was insized on
the posterior border of the muscle and stripped over
the muscle while SCM was retracted posterolaterally.
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The spinal accessory nerve was identified medial to
the SCM and preserved. The mass with the
dimensions of 5 x 9 cm was idendified posterior to
the internal jugular vein. Dissection of the fascia was
then continued over levator scapula and scalenus
muscles and also over the internal jugular vein and
carotid artery. During the procedure, the vagus,
phrenic nerve and brachial plexus were carefully
identified and preserved as well as the thoracic duct
at the junction of internal jugular and subclavian
veins (Figure II). As the tumor was extending
inferiorly to innominate vessels and apical pleura,
care has taken to avoid any damage to these nearby
structures. Finally, all of the disease-involved adipo-
lymphatic tissue of the supraclavicular fossa was
removed by this selective neck dissection.

Figure 2: Intraoperative view of neurovascular structures,
including internal jugular vein, thoracic duct, phrenic nerve and

brachial plexus, around the tumor after selective neck dissection.

No complication was noticed during or after
the surgical procedure. The histologic examination of
the surgical specimen depicted mesenchymal
differentiation in a fibrous stroma and it was reported
as lymph nodes with metastasis of teratoma (Figure
III). During 16-month follow-up, there was no
evidence of recurrence anywhere and he was
clinically free of disease.
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Figure 3: Photomicrograph of the metastatic lymph node
depicting mesenchymal differentiation in a fibrous stroma
(Hematoxylin-eosin, x 200).
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DISCUSSION

Supraclavicular masses are the most common
presenting features of malignant diseases with no
detectable primaries, and they generally indicate
widespread diseases which is not amenable to
surgical resection for cure. Testicular carcinoma
represents an exception to this generalization when
metastasizes to the neck, as it usually spreads through
lymphatic pathways.'” Initially, testicular carcinoma
involves the retroperitoneal lymph nodes. The
metastatic disease then spreads to the junction of
internal jugular and subclavian veins via thoracic
duct. From that location it may spread to cervical
lymphatics. Testicular carcinoma which metastasizes
to the neck most commonly presents as a Virchow's
node.” Therefore, a young man presenting with a
supraclavicular mass, especially on the left side,
should be suspected for testis cancer.

Testicular tumors are 96 % malignant and
these are subdivided into seminomatous and
nonseminomatous testicular carcinoma.
Nonseminomatous testicular carcinomas are initially
staged by physical examination, measurement of
serologic tumor markers and computerized
tomography scanning.> Majority of the cases of
nonseminomatous testicular carcinoma are diagnosed
at early stage. An evidence of metastasis above the
diaphragm, usually in the thorax, indicates advanced
disease which is relatively rare and has poor
prognosis.>> Nonseminomatous testicular carcinomas
are treated by chemotherapy subsequent to
orchiectomy. Aggressive chemotherapy can cause a
histologic transformation leading the conversion of
this lesion to a teratoma with scar and necrosis. Most
likely, the chemotherapeutics selectively destroy the
carcinomatous component leaving teratomatous
remnants behind. In the majority of the cases,
residual disease histologically consists of these
teratomatous elements. Although teratoma is a
nonmetastasizing form of testicular carcinoma, there
is always some risk of eventual reversion of teratoma
to its malignant counterpart. Therefore, surgical
resection of the post-cheumotherapy residual disease
is recommended to control the disease and to avoid
gatal complications due to progressive local growth.*

After the diagnosis of nonseminomatous
testicular carcinoma was established, our patient had
been treated with chemotherapy following
orchiectomy, and retroperitoneal lymph node
dissection. He had noticed a left supraclavicular mass
one year after chemotheraphy while there was no
evidence of residual disease in other sites. The
computerized tomography scanning of the cervical
region depicted necrotic conglomerulate lymph nodes
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at supraclavicular fossa but fine needle aspiration did
not demonstrate a positive result. Since the histologic
examination of retroperitoneal disease  has
demonstrated mature teratoma, the urologist and the
oncologist have accepted the supraclavicular mass as
a cervical metastasis consisted of teratomatous
elements.

We performed a selective neck dissection for
this residual neck disease respecting the conclusion
of uro-oncology council. In this procedure, the
disesase-involved adipo-lymphatic tissue is removed
by encompassing it in a packet formed by stripping
the fascias over the muscles and neurovascular
structures. This procedure provides excellent control
of the neck disease by eliminating microscopic
metastases.® Additionally, it is an effective procedure
providing adequate exposure for the identification of
neurovascular structures of the neck. Thus, the risk of
damaging these structures is lower than simple
resection of the mass and the morbidity is
significantly less than those of radical neck
dissection."

It is unusual for the head and neck surgeon to
perform neck dissection for the treatment of a
metastatic neck disease with an infradiaphragmatic
primary. It is also unusual to perform it for an
adolescent. We consider that the selective neck
dissection eliminates the micrometastasis and avoids
neurovascular morbidity and deformity. Thus, we
recommend selective neck dissection for cervical
lymph node metastasis of testicular carcinoma to
offer higher life standarts as well as oncologic safety
for these young patients.
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