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fibrosarcoma of the spermatic cord: a case report
and review of the literature
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ABSTRACT

Background. Spermatic cord sarcomas are rare. The therapeutic approach is based
only on case reports and small series. The standard treatment is radical orchiectomy
with wide local resection, while the role of adjuvant therapies is not clear. We present
a case of fibrosarcoma of the spermatic cord treated with surgery and adjuvant ra-
diotherapy. A review of the literature about the role of adjuvant treatments is also dis-
cussed.

Case report. A 59-year-old man presented a right testicular mass of about 4 x 3 cm in
size. Biopsy showed a high-grade polymorphous sarcoma, consistent with a diagno-
sis of poorly differentiated fibromyosarcoma. He underwent a right radical inguinal
orchiectomy and adjuvant radiotherapy (total dose: 5940 cGy). During treatment the
patient developed a G3 skin toxicity (RTOG score) in the inguinal fold. After a follow-
up of 57 months, he is alive and without evidence of local or distant recurrence. No
late toxicity was noted.

Conclusion. The optimal adjuvant management of spermatic cord sarcoma is still un-
certain. Looking at the literature, it seems that adjuvant radiotherapy can improve lo-
coregional control and disease-free survival without additional late toxicity.

Introduction

Spermatic cord sarcomas are rare tumors and the therapeutic approach is based on-
ly on case reports or small series!. Due to the rarity of this disease, it is difficult to know
its natural history and to reach conclusions about the treatment results. Even if radical
orchiectomy with wide local resection of the surrounding soft tissues remains the
standard?, tumor-negative margins are not easy to obtain because of local anatomical
constraints®. Although most sarcomas of the spermatic cord are well differentiated, the
propensity for local recurrence is high: local and/or ipsilateral nodal recurrences are
frequent (50-75%) after surgery®®. A strategy to reduce this high local recurrence rate
could be the combination of surgery and radiation therapy. However, the role of lo-
coregional and/or systemic therapies such as retroperitoneal node dissection, adju-
vant radiation therapy or chemotherapy remains controversial®” We present a case of
fibrosarcoma of the spermatic cord treated with surgery and adjuvant radiotherapy. A
review of the literature about the role of adjuvant treatments is also discussed.

Case report

In January 2005, a 59-year-old man was admitted with a right testicular mass. Ul-
trasonography showed a roundish, heterogeneous and hypoechoic mass (about 4 x 3
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SPERMATIC CORD SARCOMA AND ADJUVANT THERAPIES

cm in size), with hypervascularization on color-Doppler
imaging. A biopsy was performed and histopathological
examination showed a high-grade polymorphous sarco-
ma, consistent with a diagnosis of poorly differentiated
fibromyosarcoma. Total-body CT scan did not reveal
any nodal or distant metastasis. A right radical inguinal
orchiectomy was performed with removal of the testis,
epididymis and all spermatic cord as far as the internal
inguinal ring. Postoperative total-body PET scan was
negative for residual disease and distant metastasis.

Because of the poor differentiation of the disease, adju-
vant radiotherapy was delivered in order to reduce the
risk of local relapse. The clinical target volume included
the tumor bed and ipsilateral pelvic and inguinal nodes
(Figure 1). Three-dimensional conformal radiotherapy
(3D-CRT) with 2 opposed 10-MV fields (AP-PA) was de-
livered by Linear Accelerator. The total dose prescribed at
the isocenter was 5940 cGy (in daily fractions of 180 cGy).

The patient developed G3 skin toxicity (RTOG score?)
in the inguinal fold after 3960 Gy. For this reason, treat-
ment was interrupted for 6 days. After its recovery the
patient finished the radiation therapy without further
interruptions. He has been followed with clinical and
laboratory evaluations every 3 months and 6-monthly
CT and/or PET scans. After 57 months’ follow-up, the
patient is alive and there is no evidence of local or dis-
tant recurrence. At the last follow-up visit we did not
find any signs or symptoms of late toxicity according to
the RTOG-EORTC score?®.

Discussion

Soft tissue sarcomas include a variety of neoplasms
arising from tissues of mesodermal origin. Genitouri-
nary sarcomas are uncommon in adults, making up less
than 2.7% of all sarcomas, and paratesticular sarcomas
represent less than 1% of them?®. The majority of parat-
esticular neoplasms originate from mesenchymal tis-

Figure 1 - Treatment plan including tumor bed and ipsilateral pelvic
and inguinal nodes.
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sue'?. These cancers predominantly affect patients dur-
ing the sixth and seventh decades of life!! and up to 30%
are malignant. Approximately 10% of spermatic cord
sarcomas are leiomyosarcomas!?.

This histological type derives from the smooth muscle
of different areas such as the testicular duct wall, blood
vessels, and cremaster muscle, and is thought to arise as
a result of malignant degeneration of previous leiomy-
omatous neoplasms'3. In fact, spermatic cord sarcomas
may arise from any mesodermal-derived cord struc-
ture!.

Evaluation of a scrotal mass requires a physical exam-
ination, measurement of serum tumor markers includ-
ing alpha-fetoprotein and human chorionic go-
nadotropin'®, and appropriate imaging studies. Ultra-
sonography should be the primary imaging modality for
scrotal or inguinal masses!S. If a neoplasm is found, CT
should be used to demonstrate the extratesticular origin
of the mass and to determine its scrotal extension for lo-
cal staging. Moreover, CT is necessary for pelvic staging
and searching for distant metastasis'”.

Radical orchiectomy including tumor resection with
negative microscopic margins is the standard treatment.
The role of adjuvant treatments has not been defined be-
cause of the rarity of this tumor but, in our opinion,
these tumors should preferentially be treated by a multi-
disciplinary team. There is a body of evidence support-
ing this idea. First of all, the tumors arise in a site where
wide circumferential resection margins may be difficult
to obtain®. This is analogous to sarcomas of other sites
such as the head and neck region, where there are simi-
lar surgical margin constraints and where local relapse
rates as high as 50% with surgery alone have dropped to
10-20% with the addition of adjuvant radiation'®. In a re-
port of Merimsky et al. the median time to first relapse in
13 patients was 5.5 months!®. Local infiltration of the
scrotum, inguinal canal or pelvic tissues along the path-
ways of the vasa deferens may be another cause of local
failure?®. Moreover, even if radical orchiectomy is an es-
sential component in the management of spermatic
cord sarcoma, the reported survival rates after surgery
alone (50% to 80%) indicate a need for additional treat-
ment3. Blitzer et al. reported a 75% local recurrence rate
in cases treated with radical orchiectomy alone and em-
phasized the need for adjuvant therapies®.

Moreover, it is generally accepted that, unlike soft tis-
sue sarcomas of other locations where regional lymph
node spread is uncommon (with the exception of cer-
tain histologies such as synovial cell sarcoma, rhab-
domyosarcoma, and epithelioid sarcoma), spermatic
cord sarcoma frequently disseminates to regional lym-
phatics. The most commonly involved nodes are the ex-
ternal iliac, hypogastric, common iliac and para-aortic
nodes. Banowsky et al. reported that the probability of
metastasis to the regional lymph nodes is higher than
29%?!. Merimsky reported lymph node metastases in 2
of 6 patients who underwent lymph node dissection??.
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Locoregional treatments include prophylactic
retroperitoneal lymph node dissection (RPLND) and
adjuvant radiation therapy. No significant benefit from
the addition of RPLND to radical orchiectomy has been
demonstrated, however!'s.

Even if there are no sufficiently large series to evaluate
the efficacy of adjuvant radiation therapy for spermatic
cord sarcoma and prospective trials are not possible be-
cause of its rarity, the limited series that have been stud-
ied seem to confirm the efficacy of adjuvant radiothera-
py in drastically reducing local relapse rates. In the se-
ries of Fagundes et al.?°, 5 of 9 patients treated with rad-
ical orchiectomy alone subsequently developed locore-
gional failure, in 2 cases limited to lymph nodes. By con-
trast, there were no locoregional recurrences among the
9 patients who received adjuvant radiation to regional
lymph nodes following radical orchiectomy. This corre-
lated with a significant difference in locoregional con-
trol and disease-free survival in favor of adjuvantly
treated patients®°. In the report by Catton?®, 2 of the 14
patients (14%) with primary spermatic cord sarcoma
treated with orchiectomy alone developed local relapse,
while all of the 5 patients who received adjuvant irradi-
ation maintained local control. Finally, even if the role
of adjuvant treatment still remains uncertain??, radia-
tion therapy should be recommended in addition to
surgery at least in cases with evidence of more aggres-
sive tumor behavior (i.e., high-grade tumor, lymphatic
invasion, inadequate resection margin, or recurrence).
Regardless of the initial therapy, the high risk of local
and distant recurrence always necessitates long-term
follow-up?.

Conclusions

The optimal management of spermatic cord sarcoma
is still uncertain. The role of radiotherapy remains un-
clear. However, looking at the literature, it seems that
adjuvant radiotherapy to the inguinal canal and ipsilat-
eral pelvic nodes can improve locoregional control and
disease-free survival without late toxicity.
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