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ABSTRACT

Prostate cancer remains the most common non-cutaneous malignancy in American men and the third leading cause of
cancer-associated mortality. Prostate cancer presenting as a metastatic lesion to the supraclavicular region is rare while most
present with genitourinary symptoms. We present a case of a 50-year-old Caucasian male who presented with supraclavicular
lymphadenopathy as the primary symptom. After excisional biopsy was consistent with adenocarcinoma, he underwent double
endoscopy as well as computed tomography (CT) scans to aid in identifying the primary lesion which was unsuccessful while
also presenting at follow-up with a tender nodule over the left shoulder. It was not until after restaining the biopsy specimen
for prostate-specific antigen (PSA) and obtaining PSA levels did we identify the prostate as the primary site. This case report

reiterates the importance of PSA levels and immunohistochemical staining on unknown neck masses.
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INTRODUCTION

hepresence of supraclavicular lymphadenopathy generally
raises suspicion of neoplasms or inflammatory processes

originating in the head and neck with approximately
1% of malignant solid tumors of the head and neck having
their primary site below the clavicle with breast and melanoma
being the most common.!! The common prostate cancer rarely
produces metastatic disease to the supraclavicular region.
However, an increasing number of cases have been reported
of primary adenocarcinoma of the prostate spreading to the
supraclavicular region raising the index of suspicion.**! Prostate
cancer remains the most common non-cutaneous malignancy in
American men and the third leading cause of cancer-associated
mortality.”) We present a case of metastatic adenocarcinoma of
the prostate with initial presentation as the left-sided neck mass.

CASE REPORT

A 50-year-old Caucasian male presented to an outpatient
surgery office with complaints of night sweats for a year

as well as the left-sided cervical lymphadenopathy. He
reported fatigue but endorsed no weight loss. Medical
history was unremarkable, aside from hypothyroidism.
Family history was significant for non-Hodgkin’s lymphoma
as well as breast cancer. Physical examination revealed an
approximately 3 cm lymph node in the left supraclavicular
space with no other palpable lymphadenopathies. He was
then taken for excisional biopsy of this left supraclavicular
lymph node, and initial pathology revealed adenocarcinoma
[Figures 1-3]. He was then referred for endoscopy to rule out
a gastrointestinal primary. The esophagogastroduodenoscopy
was normal and colonoscopy revealed a hyperplastic polyp
at 50 cm and a small rectal polyp. At the time of presentation
for endoscopy, it was noted that the patient was complaining
of the left shoulder pain and a palpable abnormality over
his left acromioclavicular joint. Accordingly, a computed
tomography (CT) scan [Figure 4] of his chest was obtained;
however, it was not successful in identification of a primary
lesion. He was referred for expert hematology and oncology
consultation. Final pathology revealed metastatic cancer
of prostate origin after immunohistochemical staining for
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prostate-specific antigen (PSA). He was started on Casodex,
Lupron, and Taxotere. PSA was initially noted to be over
900. He subsequently underwent PET scan [Figure 5] that
identified diffuse osseous and lymphatic involvement and
probable subcutaneous involvement of the liver and lung
parenchymal disease.

DISCUSSION

Adenocarcinoma of the prostate remains the highest incidence
non-cutaneous neoplasia in males with an estimated 19% in
2017. About one in seven males will receive this diagnosis in
their lifetime with 60% occurring after the age of 65 years.
Of those diagnosed, it is estimated that 1 in 39 will die,
falling behind lung, and colorectal malignancies.'” In
America, In America, African-American males have a
slightly higher incidence and mortality rate than caucasian
males. The incidence increased rapidly in the 1990s due to
the initiation of screening for prostate cancer but declined
over the last several years.'! Of note, the United States
Preventive Services Task Force longer recommends routine

Figure 1: PSA stain, excisional biopsy supraclavicular node

Figure 2:
node biopsy

supraclavicular

screening for prostate cancer due to no significant reduction
in mortality.['?)

The most common presentation is an asymptomatic patient
with an incidental finding on routine digital rectal examination
oranelevated PSA, or voiding difficulties. Other signs include
hematuria, urinary retention, bone pain, and perineal pain.

Figure 3: Immunohistochemical
node biopsy

staining, supraclavicular

Figure 4: CT scan with enlarged left supraclavicular lymph node

Figure 5: PET CT scan with bony metastases
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Findings from the CONCORD-2 study showed that the most
significant predictor of mortality in prostatic adenocarcinoma
was the presence of distant metastases.!'"! This correlates with
a study performed at autopsy of 1589 patients by Bubendorf
et al™ The 5-year survival of local and regional disease
being 99.9% and 93.7%, respectively, but falls significantly
to <30% with distant metastatic disease in all races. Prostate
cancer most commonly spreads to regional lymph nodes and
axial skeleton followed by the lungs, liver, bladder, adrenal
glands, and kidneys. Lymphatic spread beyond the pelvic
cavity and retroperitoneum are uncommon.?*” Prostate
cancer metastasis to supraclavicular nodes is quite rare with
an estimated incidence of <1%.'* In a review of 11 cases
of supraclavicular lymphadenopathy due to primary prostatic
adenocarcinoma, Jones and Anthony demonstrated that
all cases involved the left side (Virchow’s node).[) These
findings are supported by other case reports.[*”14

Multiple theories for the unorthodox spread of prostate cancer
to supraclavicular lymph nodes have been proposed. One
such theory is through hematogenous spread through Batson’s
venous plexus which allows communication of deep pelvic
veins with thoracic veins.>?] However, this theory does not
explain the significant bias toward the left-sided lesions. Park
et al. proposed that the left bias maybe be due to spread through
rich lymphatic network of the retroperitoneum to the cisterna
chyli and from there to the thoracic duct on the left side.!”! This
theory appears to be consistent with other reports.13!

Any neck mass in a patient over 40 years old should
raise suspicion of malignancy as Balecki er al. found
malignancy to be the most common cause in this age group
in a review of 630 cases.'”] The vast majority of these
malignancies have origins within the head and neck with
<1% originating below the clavicle.l"! However, due to the
increasing number of reports of metastatic prostate cancer
to the supraclavicular region, multiple studies recommend
including adenocarcinoma of the prostate in the differential
for supraclavicular lymphadenopathy of unknown origin.
Diagnosis should be attained by immunohistochemical
staining of biopsy with PSA stain.[>+68]

CONCLUSION

Although the differential diagnosis is broad, prostate origin
must be entertained in an elderly male presenting with
supraclavicular lymphadenopathy. Metastatic cancers of the
neck are more commonly from a squamous cell origin. In
this case, we presented a patient with progressively enlarging
the left supraclavicular lymphadenopathy. The importance of
immunohistochemical staining with PSA cannot be understated.
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