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presenting with a clinically
suspected inguinal node
metastasis: a case report
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Prostate cancer presenting with a clinically suspected inguinal lymph node metastasis
(ILNM) is an exceptionally rare and aggressive disease variant. We report a case of a
patient with metastatic hormone-sensitive prostate cancer (MHSPC) who presented
with an isolated inguinal mass and subsequently developed fatal lymphatic-dominant
progression despite standard intensive systemic therapy and an initial deep PSA
response. A 68-year-old male patient presented with a painless right groin mass.
Imaging and biopsy con rmed high-volume mHSPC (PSA 776.0 ng/mL, Gleason
score 8) with suspected inguinal, pelvic, and bone metastases. Treatment with
androgen deprivation therapy (ADT) and abiraterone acetate was initiated,
achieving a PSA nadir of <0.090 ng/mL. Approximately nine months later, he
developed refractory lower limb and scrotal edema, bilateral hydronephrosis, and
renal impairment. Despite comprehensive supportive care including ureteral stenting,
his condition deteriorated rapidly, resulting in death. This case highlights a rare clinical
scenario of lymphatic-dominant progression occurring despite excellent systemic
biochemical control. It underscores the need for vigilant monitoring of regional
lymphatic complications and early multidisciplinary intervention in high-risk mHSPC
patients presenting with non-typical metastases.
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1 Introduction

Prostate cancer (PCa) is one of the most common malignant tumors in the male urinary
and reproductive system, with a signi cant social impact. PCa is the second (after lung
cancer) male malignant tumor in the world, according to the latest reports (1). For PCa, its
clinical symptoms most commonly manifest as obstructive symptoms, such as slow urine

ow, urgency, frequency, thin urine stream, incomplete emptying of the bladder, and
dif culty in urination (2). Prostate cancer typically metastasizes to regional lymph nodes
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and bones via well-de ned lymphatic pathways (3). Inguinal lymph
node metastasis (ILNM) as an initial presentation is exceedingly
rare, with an incidence of less than 1%, and is often associated with
high-grade disease and poor prognosis (4). The mechanisms may
involve aberrant lymphatic drainage or direct spread along the
spermatic cord (5).

The standard rst-line therapy for high-volume metastatic
hormone-sensitive prostate cancer (mHSPC) is androgen
deprivation therapy (ADT) combined with novel hormonal
agents like abiraterone acetate. While this regimen signi cantly
improves outcomes, heterogeneous responses and patterns of
progression are observed. We present a case of mHSPC with
initial clinically suspected ILNM that achieved a deep PSA
response but subsequently progressed with severe regional
lymphatic complications, underscoring the diagnostic and
therapeutic challenges in managing such atypical presentations.

2 Case report
2.1 Patient information

A 68-year-old man presented on July 11, 2024, with a several-
day history of a painless, palpable mass in the right groin. The
patient reported being previously healthy, denying any history of
chronic medical conditions such as hypertension or diabetes
mellitus. He had no regular medication use. He was a non-
smoker and denied signi cant alcohol use. His family history was
non-contributory for prostate or other malignancies. He was 173
cm in height and weighed 58 kg, resulting in a body mass index
(BMI) of 19.4 kg/m . At presentation, his Eastern Cooperative
Oncology Group (ECOG) performance status was 1.

2.2 Clinical presentation, diagnostic
ndings, and initial staging

He reported no lower urinary tract symptoms or bone pain.
Physical examination revealed a hard, xed, non-mobile mass
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measuring approximately 3.0 cm 3.5 cm in the right inguinal
region. The distal pulses of the right lower limb were normal, and no
scrotal or lower limb edema was initially detected. Admission
laboratory tests (July 15, 2024) showed a total prostate-speci ¢
antigen (PSA) level of 776.0 ng/mL (free-to-total PSA ratio: 0.14).
Other relevant markers included: CEA 33.05 ng/mL, CA125 17.8 U/
mL, AFP 4.92 ng/mL, and CA19-9 <0.30 U/mL. Serum electrolytes,
complete blood count, coagulation pro le, liver and renal function tests
were within normal limits. Chest X-ray and electrocardiogram were
unremarkable. Serum testosterone level was within the normal adult
male range prior to treatment initiation. Contrast-enhanced CT of the
abdomen and pelvis (July 15, 2024) revealed irregular enlargement of
the prostate with adjacent bladder wall thickening, multiple enlarged
lymph nodes in the right inguinal, pelvic, and retroperitoneal regions,
and osteoblastic lesions in the left ninth rib, L3, and S1 vertebral bodies,
suggestive of metastatic disease (Figure 1A). Subsequently, a whole-
body bone scintigraphy (July 22, 2024) con rmed extensive skeletal
metastases involving the cervical spine, multiple thoracic/lumbar
vertebrae, sternum, bilateral ribs, left clavicle, bilateral scapulae, pelvic
bones, and the proximal right humerus (Figure 1B). Transrectal
ultrasound-guided prostate biopsy con rmed acinar adenocarcinoma
with a Gleason score of 8 (4 + 4), ISUP Grade Group 4 (Figure 2A).
Based on the presence of clinically suspected lymph node metastasis
and extensive bone disease (>4 lesions), the disease was de nitively
classi ed as high-volume mHSPC according to the CHAARTED
criteria. Notably, a biopsy of the inguinal mass was considered but
ultimately not performed because of its deep anatomical location and
its proximity to vascular structures. There was a relatively high risk of
bleeding during puncture and damage to surrounding important
tissues and organs. After communicating with the patient and their
family, the patient refused to undergo a puncture biopsy. Its metastatic
nature was inferred based on imaging features and subsequent
treatment responses.

2.3 Therapeutic intervention and initial
response

Following diagnosis, the patient commenced standard rst-line
therapy in late July 2024 with subcutaneous goserelin (an LHRH

FIGURE 1

(A) Enhanced computed tomography (CT) scan of the abdomen and pelvis, axial view, performed on July 15, 2024, demonstrating right inguinal
lymphadenopathy (yellow arrow). (B) Anterior and posterior whole-body skeletal scintigraphy with 99mTc-methylene diphosphonate (MDP),
performed on July 22, 2024, showing multiple foci of increased radiotracer uptake consistent with bone metastases.
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