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The necessity of regional lymph node dissec-
tion is debated. Most authors would advocate
such dissection only if there are clnically
palpable nodes.3 However, regional lymph
nodes may become enlarged as a result of
chronic infection and/or metastases. There-
fore, the size of the nodes is not a dependable
indicator of the presence of malignancy. With
the present data, the variation in opinion
continues. However, all patients should at least
receive local excision with careful follow-up
over at least three years. If lymph enlargement
occurs, lymph node dissection is indicated. For
primary tumours larger than 4 cm, Glass7
advocates node dissection at the time of
primary surgery. In a series of patients studied
by Ames in 1980, 98% of all recurrence were
seen within three years from the time of
primary excision. This included 92% of all
regional lymph node metastases and 88% of

the distant metastases. The patient who sur-
vives three years without metastases has an
excellent prognosis.

Various histological types of neoplasia are
found in Marjolin's ulcer, including melano-
ma, osteogenic sarcoma, liposarcoma, adeno-
carcinoma, fibrosarcoma, carcinosarcoma,
carcinoma in situ, basal cell carcinoma, and
squamous cell carcinoma.4 This variation is
perhaps an indication of the malignant poten-
tial that is within each layer of the damaged
skin (epidermis, dermis and subcutaneous
layer). Of these histological types, the most
commonly encountered is the squamous cell
carcinoma, followed by the basal cell carcino-
ma.4'5 However, the histological finding of
pseudoepitheliomatous hyperplasia causes dif-
ficulty in distinguishing between benign and
malignant. At times, this may be impossible.'°
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Summary
A case of adenocarcinoma of the sigmoid
colon, presenting as a testicular mass, is
described. At sigmoid colectomy wide-
spread metastases were found and only
palliative care could be offered thereafter.
The incidence and age of such a presenta-
tion and manner of spread of the occult
primary are discussed.
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Metastatic tumours of the testis are unusual;
even rarer are tumours presenting in the testis
from occult primaries. We present a case and
review the literature.

Case report

A fit 75-year-old man presented with a swelling
in the right scrotum. On examination there was
an epididymal cyst and a nodule was palpated
separate from the inferior pole of the right
testis. He was otherwise asymptomatic.
An ultrasound scan confirmed a solid mass

(2 cm diameter), suspicious of malignancy,
inferior to the right testicle. At orchidectomy
a firm 2-cm nodule was found adjacent to the
epididymal cyst (figure). It was external to the
tunica vaginalis. There was a hydrocele of the
cord and testis but no macroscopic patent
processus vaginalis, although a microscopic
connection with the peritoneal cavity could
not be excluded. Histology confirmed the
presence of a moderately differentiated adeno-
carcinoma. Tumour markers were positive for
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Figure

carcinoembryonic antigen but negative for
prostatic acid phosphatase and prostate-specific
antigen, suggesting a primary tumour of the
gastrointestinal tract.

Further investigation showed a tight, apple-
core structure of the rectosigmoid on barium
enema and numerous hepatic metastases on
abdominal ultrasound. Gastroscopy and a
chest X-ray demonstrated no abnormality. At
sigmoid colectomy a 3.5 cm constricting tu-
mour of moderate to poorly differentiated
adenocarcinoma (JASS group 4) was found,
identical to the presenting lesion, with wide-
spread peritoneal seedlings, lymphadenopathy
and liver metastases. The patient recovered and
was discharged after nine days, but had to be
re-admitted three months later for symptoms of
carcinomatosis from which he died shortly
after.

Discussion

Some 200 cases of non-lymphomatous, scrotal
metastases have been reported in the literature.
In a series of scrotal tumours the incidence of
metastatic tumours varied between 0.8%1 and
3.6%. In a review of reported cases the
commonest primary was the prostate (34.6%)
followed by lung (17.3%), malignant melano-
ma (8.2%), colon (7.7%), and kidney (5.8%),
as well as stomach, pancreas, carcinoid, neuro-
blastoma, retinoblastoma, penis, bladder, rec-
tum, cylindroma, mesothelioma, thyroid,
ureter, bile duct, liver, appendix and sarcoma.
Only 6% of these cases presented with a scrotal

Table Tumours first presenting in the testis

Number presenting
Site of occult primaty in testis

Prostate3'8 3
Colon2'3'6-9 8
Kidney3'9 3
Stomach3'9'10 3
Pancreas3'9 2
Carcinoid3 1
Unknown3 1
Total 24

Learning points
* non-lymphomatous scrotal metastases are rare
* the commonest occult primary tumour to

present in the testicle is from the large bowel
* orchidectomy is required for diagnosis, but

prognosis is poor and treatment only palliative
* presentation is mainly after the sixth decade
* this tumour may have spread via lymphatics.

Other routes are venous, embolic and
transperitoneal

swelling and a truly occult primary tumour;
relatively few of these (15.4%) were of prostatic
origin.
Our review of the literature reveals that eight

out of 24 colonic tumours presented in the
testis (table). The mean age of presentation in
one study was 59 years for non-lymphomatous,
metastatic tumours in comparison with 31
years for germ cell tumours.3
A hydrocele of the cord and testis was found

in this case. It is possible, therefore, that while
no macroscopic patent processus vaginalis was
seen, there were microscopic channels allowing
communication between the peritoneum and
the tunica vaginalis resulting in spread of
tumour by that route. The widespread lympha-
tic involvement at laparotomy also suggests that
retrograde spread via lymphatics could be
another route of spread for gastrointestinal
malignancies to the scrotum.4'5 Other tumours
may well spread by venous, embolic or
transductal routes.
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