
CASE STUDY
www.nature.com/clinicalpractice/uro

Low-grade phyllodes tumor of the seminal vesicle 
treated with laparoscopic excision
Mohammad S Khan*, Lail-Umah Zaheer, Kamran Ahmed, Declan Cahill, Catherine Horsfield, 
Giles Rottenberg and Prokar Dasgupta

Vanderbilt Continuing Medical Education online

This article offers the opportunity to earn one Category 1 
credit toward the AMA Physician’s Recognition Award.

THE CASE
A 43-year-old man with no remarkable medical 
history presented with two years’ recurrent 
hemato spermia and left testicular pain. He also 
reported mild erectile dysfunction (International 
Index of Erectile Function score 18 out of 25). 
He did not have a history of urinary tract infec-
tions or sexually transmitted diseases. Apart 
from a tender left epididymis, external geni-
talia were normal on examination. On digital 
rectal examination his prostate was found to be 
small in size and benign in consistency. Seminal 
vesicles were not palpable.

Transrectal ultrasonography (TRUS) showed 
a localized tumor of the left seminal vesicle. 
Routine blood tests, including PSA, testo-
sterone and prolactin levels, were normal. 
Transabdominal ultrasonography, intra venous 
urogram and cystoscopy performed for coinci-
dental microscopic hematuria showed no 
abnormality. MRI confirmed a 3 × 2 cm low-
signal, soft tissue mass within the left seminal 
vesicle, extending to the level of the ejacula-
tory duct with some dilatation of the left vas 
deferens and the proximal part of the seminal 
vesicle (Figure 1). The mass was well circum-
scribed; the prostate and bladder appeared 
normal. There was no evidence of pelvic 
lymphadenopathy. TRUS-guided needle biopsy 
proved inconclusive.

The patient was counseled for laparoscopic 
excision of the left seminal vesicle. He was 
placed in the Trendlenberg position, and a 
camera port was inserted through a small peri-
umblical incision using the Hassan technique. 
Three 5 mm ports and one 10 mm port were 
inserted under direct vision as shown (Figure 2). 
After preliminary inspection of the intra-
abdominal viscera, the left vas deferens was 
identified and dissected down to the seminal 
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vesicle, which was fully mobilized. Particular 
care was taken at the apex of the seminal vesicle 
to minimize damage to the pelvic plexus. The 
left seminal vesicle, along with the tumor and 
adjoining vas deferens, was excised and clear 
margins were ensured by frozen section. Total 
operative time was 75 minutes with 200 ml of 
blood loss. The patient’s recovery was uncom-
plicated and he was discharged on the second 
postoperative day.

On gross examination the specimen consisted 
of a distorted and bulbous seminal vesicle with 
an intact and smooth external surface (Figure 3). 
On serial sectioning of the specimen, the 
seminal vesicle was expanded by a partly solid 
and partly cystic white mass that measured 
55 × 30 × 25 mm.

Histologic examination demonstrated a 
biphasic tumor that arose from the internal 
aspect of the wall of the seminal vesicle, filling 
the expanded lumen. The wall of the seminal 
vesicle was distorted and thinned by the mass 
but remained intact.

Microscopic examination of the tumor 
showed stromal proliferation with areas of 
hypocellularity interspersed with moder-
ately hypercellular areas. The background 
parenchyma was composed of generally 
loose connective tissue, although there were 
foci of hyalinization associated with the less 
cellular areas.

The stromal proliferation formed broad 
papillae, which were separated by narrow cleft-
like spaces, producing a frond-like or leaf-like 
architecture. The clefts were lined predomi-
nantly by a single layer of cuboidal to low 
columnar epithelial cells (Figure 4). Focally, 
however, there was stratification of the epithe-
lial cells associated with foci of apical ‘snouting’ 
(Figure 5) and decapitation secretions. The 
epithelial cells showed no atypical features. 
Within the broad stromal papillae there were 
invaginations of the surface epithelium, and 
occasional aggregates of small, tubular, gland-
like structures lined by epithelial cells with 
similar morphological characteristics to those 
lining the clefts (Figure 6).

The stromal cells were generally bland, and 
varied in shape from spindle to plump and 
round (Figure 7). However, a proportion of 
these cells showed mild nuclear enlargement 
and very occasional multinucleate forms. 
The nuclei were predominantly vesicular, and 
nucleoli were not prominent. There were very 

Figure 1 MRI scan showing a 3 × 2 cm 
low-signal, soft tissue mass within the left 
seminal vesicle.
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Figure 2 Port configuration for laparoscopic 
excision of the left seminal vesicle.

Figure 3 Distorted and bulbous seminal vesicle 
with an intact and smooth external surface.
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it may be exceedingly difficult to determine 
the precise site of origin of the tumor, and 
tumor cells may appear hobnail, polygonal or 

columnar with clear cytoplasm.3 Slayter et al. 
proposed stratification of the primary adeno-
carcinoma of the seminal vesicles into three 
groups: in situ, invasive without desmoplasia 
and invasive with desmoplasia.4

Secondary involvement of the seminal vesi-
cles is usually caused by contiguous spread of 
tumors from the adjacent organs, and occa-
sionally by metastatic spread. The tumors likely 
to spread to the seminal vesicles originate from 
the prostate, bladder and rectum (in decreasing 
order of frequency). Spread of prostatic adeno-
carcinoma to the seminal vesicle is the most 
frequent occurrence. Even in cases of presumed 
localized adenocarcinoma of the prostate, 
seminal vesicle involvement is found in up to 
12% of radical prostatectomy specimens.

There are three patterns of spread of prostatic 
adenocarcinoma to the seminal vesicle; direct 
spread along the ejaculatory duct complex into 
the seminal vesicles, prostatic capsular perfo-
ration followed by extension into the peri-
 prostatic tissues and the seminal vesicles, and 
spread by isolated deposits.5

Bladder tumors can spread to the seminal 
vesicles if locally advanced, particularly those 
that arise from the trigone or base of the 
bladder. Rarely, the seminal vesicles may be 
involved by the mucosal spread of the carci-
noma in situ of the bladder; the usual route 
of such a spread is via the prostatic urethra, to 
the prostatic and ejaculatory ducts and subse-
quently to the seminal vesicles, or by intra-
epithelial replacement or pagetoid spread along 
the basement membrane.6

Adenocarcinoma of the rectum can, in a 
similar way, spread to the seminal vesicles 
in locally advanced cases. Metastases to the 
seminal vesicles are rare but a case of metastatic 
seminoma has been reported in the literature. 
Besides the above groups of tumors, a variety of 
soft tissue tumors, consisting of pure stromal 
elements such as leiomyomas and fibromas, 
can arise from the seminal vesicles. There is a 
unique group of tumors, called ‘mixed tumors’, 
which can arise from the seminal vesicles; as 
the name implies, these are composed of a 
mixture of epithelial and stromal elements. 
Mixed tumors are extremely rare; only 15 
cases of such tumors have been reported in the 
English literature, variously described as cyst-
adenoma, cystomyoma, low-grade phyllodes 
tumor, benign mesenchymoma, adenomyosis, 
and mesonephric hamartoma.

Figure 7 Photomicrograph showing hypocellular, 
hyalinised stroma. The stromal cells are spindled 
with bland nuclei.

Figure 8 Photomicrograph showing very 
infrequent mitotic figures within the stroma.

Figure 9 High-power photomicrograph of lining 
epithelium, showing focal, mild stratification of 
cells and very occasional mitotic figures.
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