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Testicular cancer is the most common solid malignancy 
of men aged 15-40 years and metastasizes in a predictable 
manner via lymphatic spread.  Involvement of metastatic 
testicular cancer to the prostate is an exceedingly rare 

event which has only been previously described in patients 
with seminomatous germ cell tumors.  In this report, we 
present a case of a 42-year-old man who presented with 
metastatic testicular cancer to the prostate 8 years after 
his original diagnosis of a mixed germ cell left testicular 
tumor.     
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four cycles of systemic chemotherapy for stage I 
seminomatous testicular cancer.5  In this report, we 
present a case of a 42-year-old man who presented 
with a prostatic recurrence of metastatic malignant 
teratoma 8 years after initial treatment of a mixed germ 
cell testicular tumor.  To our knowledge, this is the first 
report of a non-seminomatous germ cell tumor (NSGCT) 
that has metastasized to the prostate.

Case report

A 42-year-old man was evaluated at an outside 
hospital for a several month history of pelvic pressure 
and discomfort.  The patient had a prior history of a 
left testicular cancer treated 8 years ago with radical 
orchiectomy.  Pathology from the patient’s orchiectomy 
specimen revealed a 2.5 cm mixed germ cell tumor (80% 
yolk sac tumor and 20% malignant teratoma) without 
lymphovascular invasion, involvement of the spermatic 
cord or extratesticular extension (stage I NSGCT).  
After his orchiectomy, the patient’s serum markers 
normalized appropriately, and he elected a course of 
surveillance for his stage I NSGCT. 
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Introduction

Testicular cancer typically metastasizes and relapses 
in a predictable order, preferentially seeding the 
retroperitoneal lymph nodes, lung, liver, brain, bone, 
kidney, adrenal gland and the gastrointestinal tract.1  
The occurrence of metastatic testicular cancer to 
the prostate is an exceedingly rare event (only five 
cases in the literature), and these events have been 
described exclusively in patients with a history of 
seminomatous germ cell tumors.2-6  Previous reports of 
prostatic metastases have usually involved concomitant 
additional metastatic sites involving the para-aortic 
lymph nodes,2,3 pelvic lymph nodes,2,4,6 and the lungs.4  
There has been a single prior published instance of a 
solitary prostatic metastasis in a patient who recurred 
with seminoma in the prostate 3 years after receiving 
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itself at the left base.  Surgical margins were negative.  
The patient had an uncomplicated postoperative 
course, and in short term follow up (6 months), he 
is free of disease with excellent functional outcomes.

Discussion

Testicular germ cell tumors are the most common 
solid malignancy of young men aged 15-40 years, 
representing approximately 1% of all malignancies 
in men.  In the United States in 2012, there were an 
estimated 8590 cases of testicular cancer resulting in 
360 deaths.7  The majority of stage I NSGCTs are treated 
with radical orchiectomy followed by surveillance, a 
platinum-based chemotherapy, and/or retroperitoneal 
lymph node dissection.  Stage I patients are divided 
into low risk (20% relapse rate) or high risk (40%-50% 
relapse rate) depending on the presence of vascular or 
lymphatic invasion.8  Low risk stage I NSGCT patients 
can be offered treatment with a radical orchiectomy 
followed by surveillance with excellent rates of cancer-
specific survival.  In the case we present, our patient 
had low risk NSGCT, implying an excellent prognosis.

 In NSGCTs, 89% of relapses occur within the first 
2 years after treatment.9  The most common sites of 
recurrence are the retroperitoneal lymph nodes and 
the lungs,10 but other sites of recurrence may also occur, 
including the liver, brain, bone, kidney, adrenal gland 
and the gastrointestinal tract.1  Recurrences of primary 
testicular cancer to the prostate are extremely rare, with 
only five previous reports of metastatic seminomas to 
the prostate.2-6  In these previous reports, patients with 
prostatic metastases have presented for evaluation 
following the onset of obstructive voiding symptoms3,5 
or with abdominal/back pain.2,4,6  Prostatic metastases 

Figure 1.  Preoperative coronal CT scan of abdomen and 
pelvis revealing a left pelvic mass intimately associated 
with the prostate and extending toward the iliac vessels.  

At the time of his new pelvic complaints, the patient 
had tumor markers drawn and was re-evaluated with 
cross-sectional imaging.  His serum tumor markers 
were elevated (AFP = 1862, b-HCG = 354, and LDH = 
208).  A CT scan of the abdomen and pelvis revealed 
mild left hydronephrosis as well as a mass in the left 
pelvis intimately associated with the prostate, Figure 1.   
The mass measured 4.5 cm x 4.6 cm x 7.2 cm and 
extended superiorly to the left external iliac vessels.  
There was no evidence of concomitant retroperitoneal 
lymphadenopathy or other sites of metastatic disease.  
The mass was palpable on digital rectal exam.  An 
ultrasound-guided biopsy of the mass was performed, 
revealing a recurrent non-seminomatous germ cell 
tumor.  The patient underwent three cycles of systemic 
chemotherapy consisting of bleomycin, etoposide and 
cisplatin.  A fourth cycle consisting of etoposide and 
cisplatin was given due to bleomycin-related lung 
toxicity.  The patient’s tumor markers normalized 
after chemotherapy and his pelvic mass decreased in 
size.  He was then taken to the operating room for a 
post-chemotherapy mass excision.  

A radical retropubic prostatectomy, Figure 2a and 
distal left ureterectomy were performed.  Intraoperative 
cystoscopy was unremarkable.  The left ureter was 
intimately associated with the mass and had to be 
excised to ensure a negative surgical margin.  The 
distal left ureter was reimplanted via an extravesical 
ureteroneocystostomy.  Final pathology revealed a 
metastatic malignant teratoma involving the prostate 
and periprostatic tissues.  A histological section from 
the radical prostatectomy is shown in Figure 2b.  The 
necrotic mass was present within the right and left 
seminal vesicles and was determined to be potentially 
invading into the left vas deferens and the prostate 

Figure 2a. Gross photo of radical prostatectomy 
specimen with mass adjacent to left prostatic lobe 
representing a metastatic malignant teratoma.
Figure 2b.   Histologic section from radical prostatectomy 
specimen with metastatic malignant teratoma within 
prostatic stroma. (2X magnification).
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were identified at the time of initial diagnosis for one 
patient’s primary testicular seminoma,3 but they have 
also occurred as late as 16 years after the primary 
diagnosis.6  In these five patients, pathologic diagnosis 
was confirmed by transurethral resection,3 prostate 
biopsy,2,4-6 or urine cytology.3,6  Similar to our patient, 
these prior cases were initially managed with platinum-
based chemotherapy2,4-6 and/or radiation therapy.2,3  
One patient ultimately required a cystoprostatectomy 
for CT-confirmed residual disease in the prostate.5 

In these published reports, no patients have had 
recurrent disease after treatment of their prostatic 
metastases.2-6  While these previous cases have 
reported prostatic recurrences from primary testicular 
seminomas, our report to the best of our knowledge 
represents the first case of a non-seminomatous germ 
cell tumor metastasizing to the prostate.
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