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A Very Rare Case: Metastatic Inguinal Mass From
Primary Lung Cancer
Olgu Sunumu
Case Report

Çok Nadir Görülen Bir Olgu: Primeri Akciğer Kanseri Olan
Metastatik İnguinal Kitle
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ABSTRACT
Tepecik Training and Research Hospital, Department of Urology Cancers of unknown primary (CUP) that we rarely
encounter,conversely rank fourth in cancer-related deaths in males and females. In this case, we aimed to present
how the primary of an inguinal mass, which could have been diagnosed as CUP in the 80’s, could be detected using
advanced immunohistochemical methods.
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ÖZ
Nadir olarak karşımıza çıkan primeri bilinmeyen kanser (PBK) olguları literatüre bakıldığında ise zıt bir şekilde erkek
ve kadında kansere bağlı ölümlerde 4. sıklıkta yer almaktadır. Bu olgumuzda, 80’li yıllarda PBK teşhisi konulabilecek
inguinal kitlenin, gelişen immünohistokimyasal yöntemler sayesinde primerinin belirlenmesinin nasıl olası olabileceğini sunmayı amaçladık.
Anahtar kelimeler: Metastatik inguinal kitle, akciğer kanseri, büyük hücreli akciğer kanseri
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A mass of unknown primary is a health
problem that all clinicians encounter in
their lives and they subject these
patients to multiple laboratory, immunohistochemical analyzes, and imaging
methods to reach a definitive diagnosis
with a higher financial burden. While
15% of all cases of cancer were diagnosed as cancers of unknown primary
(CUP) in the 80’s, this rate regressed to
levels of 2.3-4.2% in the 2000s, particularly due to advances in imaging methods and pathological evaluations (1,2).
Although cases of CUP appear to present rarely, they conversely rank fourth
in cancer-related deaths in males and

females in literature and epidemiologic
studies (3). In this case, we aimed to
present how the primary of an inguinal
mass, which could have been diagnosed
as CUP in the 80’s, could be detected
using advanced immunohistochemical
methods.
CASE
A 66-year-old male patient who had
undergone a lobectomy 6 months prior
to his presentation due to a mass in the
right lung had a history of referral to our
clinic for a swelling that extended from
the left scrotum to the inguinal area
over a period of two months. Inguinal
and scrotal ultrasonography (USG)
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results revealed that the mass originated from within
the scrotum without connection to the testicle and
extended up to the inguinal canal. The magnetic resonance imaging (MR) scan performed subsequently
demonstrated a 7.5 cm solid mass localized in the left
scrotum with necrotic areas in the center. The mass,
which did not have a connection to the testicle, was
found to manifest significant diffusion restriction and
intense contrast enhancement in the contrast-enhanced scan. Additionally, few bilateral obturator
lymph nodes were determined, the largest of which
measured 17 mm on the left side (Figure 1).

Figure 1.

The mass that appeared to meet malignancy criteria
was evaluated by histopathologic examination of a
tru-cut biopsy specimen. Tru-cut biopsy results did
not establish definitive diagnosis of the primary
tumor, and also immunohistochemical analyzes (CK7,
CK20, TTF1, p63,CK5/6, napsin) performed produced
suboptimal results. We then performed mass excision of the tumoral mass through left inguinal incision for the purpose of excisional biopsy. Macroscopic
pathological evaluation of the excision material
revealed a 12x8x8 cm mass of “fish flesh” consistency that was covered by ulcerated skin.
Microscopically, there were widespread areas of
necrosis on the surgical margin. The tumor, which
manifested CK7 positivity and CK5/6 focal positivity,
was reported to be a metastatic lesion originating
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from large-cell lung carcinoma. The patient who did
not present additional problems in his follow-up
examinations was referred to the medical oncology
clinic.
DISCUSSION
The tumoral mass of our patient, whom we initially
considered as a case of CUP, was in fact an advanced
case of lung cancer with scrotal/inguinal metastasis
based on positive staining with markers used particularly in malignancies of the respiratory system and
in gynecology such as CK 7, and conforming clinical
findings (history of lung cancer). It has been reported
in the literature that the primary of 20% of CUP
patients can be determined while the patient is alive
(4)
. The malignancies determined to be CUP can be
sorted based on decreasing prevalence rates as lung,
pancreas, gastrointestinal , and gynecologic system
cancers (3). Nystrom and colleagues highlighted this
issue at the end of the 70’s and stressed lung radiography as the initial diagnostic assessment in cases of
CUP (5). However, when we consider the issue more
specifically and focus on inguinal masses of unknown
primary (IMUP), the primary cancers that are encountered most frequently include; lymphomas, anaplastic carcinomas, squamous carcinomas, and adenocarcinomas. Therefore anorectal, gynecological, and
urological (cystoscopic) examinations are absolutely
necessary in cases of IMUP. Lung cancers are encountered in only 1-3% of these cases (6-8). Medullary
thyroid cancer was reported for the first time in the
literature in 2014 as a less prevalent CUP (9). Related
systems were inspected in our case as well, but the
primary could not be determined. Although known
history of lung cancer appears to have facilitated
diagnosis, failure to establish definitive diagnosis
based on histopathologic examination of tru-cut
biopsy specimens attests to the fact that identifying
the primary in this patient group is not a very simple
process. When we consider that only 1-3.5% of CUP
cases are comprised of inguinal masses, it is clear
that identifying the primary for such a case is not

M.Z. Keskin and Y.Ö. İlbey, A Very Rare Case: Metastatic Inguinal Mass From Primary Lung Cancer

always possible. In the literature, the recommended
treatment for cases of IMUP involves the excision of
the mass followed by radiotherapy, and the role of
systemic chemotherapy is disputed (10,11). Our case
that could not be categorized as CUP/IMUP any
more as the primary was determined, was a case of
lung cancer that metastasized to the scrotal and
inguinal subcutaneous and cutaneous regions, and
was referred to the medical oncology clinic where
this patient was being followed up.
With regard to our case, considering that cases of
CUP constitute roughly 3% of all cancers, cases of
IMUP constitute roughly 3% of CUP cases, and that
3% of IMUP cases have the lung as a primary origin,
it is clear that such cases may not be diagnosed easily, resulting in long-term and expensive efforts. The
purpose for presenting this case was to stress that in
similar cases of IMUP, inspecting only the neighboring organs is not sufficient as distant organs such as
the lung could -although rarely-present themselves
as the primary tumor focus, and to contribute to the
literature to shorten painstakingly longer diagnostic
process.
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