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the subsequent 5 years (NED).  Eight years after testis
tumor diagnosis an episode of gross hematuria
prompted a cystoscopy and an intravenous urogram,
which were unremarkable.  Physical examination, at
the time of the current complaint, demonstrated a firm
nodule at the left base of the prostate.  All labs were
unremarkable, including serum tumor markers
(prostate specific antigen 1.0 ng/ml).  Suspicious
digital rectal examination findings prompted a
transrectal ultrasound (TRUS), which demonstrated
a well delineated 1.5 cm lesion in the left seminal
vesicle and an unremarkable prostate.  Biopsies of the
left seminal vesicle showed a non seminomatous germ
cell tumor.  Tissue markers were negative for PSA, acid
phosphatase, cytokeratin AE1-AE3- 8 to 18- 7- CD68,
synaptophysine, chromogranine, protein S-100, CD3,
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treatment.  The patient was treated with three salvage
cycles of bleomycin, etoposide, and cisplatinum.  At 24
months of follow-up after completion of chemotherapy,
digital rectal and TRUS examinations revealed complete
resolution of the lesion.  We believe that this tumor is a
late metastasis to the contralateral seminal vesicle.
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Case report

A 49 year old white male presented in 2001 with slight
asthenia.  Past medical history revealed a right
orchiectomy in 1980 at 28 years of age for
teratocarcinoma.  Tumor markers were negative.  A
retroperitoneal lymph node dissection (RPLND)
confirmed pathologic stage 1.  Subsequent physical
examinations, serum tumor markers, and radiographic
exams revealed no evidence of disease recurrence for
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CD45, CD20, desmine and CA 125.  Faint staining for
placental alkaline phosphatase was found.  Prostate
biopsies were negative.  A metastatic work-up was
unremarkable and consisted of serum tumor markers,
ultrasound of the remaining testis, and computed
tomography (CT) of the thorax, abdomen and pelvis.
The patient was treated with three salvage cycles of
bleomycin, etoposide, and cisplatinum.  At 24 months
of follow-up after completion of chemotherapy, digital
rectal and TRUS examinations revealed complete
resolution of the lesion.  Similarly, standard follow-
up reveals NED.

Discussion

We present a case of a pathologic stage 1, right sided,
non-seminomatous germ cell tumor (NSGCT)
recurrence in the left seminal vesicle, 20 years after
initial diagnosis and treatment.  Tumors of the seminal
vesicles are extremely rare and have been recently
reviewed.1  Carcinoma is the most prevalent primary
tumor arising in the seminal vesicle.  Other primary
tumors of the seminal vesicles include fibromas,
myomas and sarcomas but these tumors are
exceedingly rare.1  To our knowledge only two
primary germ cell tumors of the seminal vesicle have
been described.2,3  Germ-cell metastasis to the seminal
vesicle has been described in a patient 2 years after
treatment.4  Our case is particular in that the metastatic
lesion appeared 20 years after treatment.  As our
patient had been treated for a right testis germ cell
tumor 20 years earlier we believe that this tumor is a
late metastasis to the contralateral seminal vesicle.

Response to chemotherapy in late recurrence
NSGCT is less than 30% and in most cases complete
surgical resection remains the treatment option with
the most favorable long-term results.  Baniel et al5

reported chemoresistance in 81 patients with late
recurrence of NSGCT and recommended surgery as
the primary treatment modality.  In this series only 17
of 65 patients who received primary chemotherapy
had a complete response and the majority of the
disease-free patients were managed by surgery as the
primary treatment modality or post chemotherapy.
Gerl et al6 also reported chemoresistance and
recommended surgery as a first line of treatment.
However platinum-based chemotherapy followed by
surgical resection of any residual tumor may be a
treatment option for patients with late recurrence
NSGCT in chemotherapy-naïve patients and for
patients who would require a surgery with
unacceptably high morbidity, as was the case for our
patient.7,8  Correspondingly, complete response to

platinum-based therapy has been reported in
chemotherapy-naïve patients.8,9  In our case at 24
months of follow-up after completion of
chemotherapy, digital rectal and TRUS examinations
revealed complete resolution of the lesion.  We believe
that chemotherapy-naïve patients with late recurrent
NSGCT may be treated with platinum-based
chemotherapy and, if complete remission is achieved,
may be followed closely without the need for surgery.

Another interesting aspect of our case concerns the
need for long-term follow-up in patients with NSGCT.
Baniel et al suggested that patients treated for germ
cell tumors should be followed indefinitely.5  Shahidi
et al10 report that very late recurrence (> 5 years)
occurs mainly in patients with metastatic NSGCT
with a 1% annual risk of recurrence between 5 and 10
years.  Our case illustrates that late recurrence can
also occur in patients initially treated for pathologic
stage 1 NSGCT.
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