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Abstract

61-year-old male, previously healthy, presented to Primary care with four-month history of non-tender, non-traumatic
left lower neck mass. Patient denied any significant urinary or constitutional symptoms or any bone pain. A referral for
neck Ultrasound was organized which showed an abnormal rounded hypoechoic left SCF (supraclavicular fossa) node
with loss of fat hilum. USS (Ultrasound)-guided biopsy of this node was performed, and while histological results were
being awaited, a CT (neck, chest and abdomen) was done. The scan results demonstrated multiple left SCF and upper
left retroperitoneal/para-aortic nodes. A working diagnosis of Lymphoma was entertained at this point and whilst the
result of the biopsy was being awaited a PET-CT was done which showed the presence of metabolically active left
SCF nodes, of which, the most prominent one showing a standardized uptake value (SUVMax=4). In addition, the scan
showed a focal activity in the right peripheral zone of the prostate gland (SUVMax=5) along with metabolically active
lesions involving the pelvic bones and the neck of the left femur consistent with skeletal metastases (SUVMax=6).
Biopsy of the left SCF node showed evidence of prostatic adenocarcinoma. This case report reviews an uncommon
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presentation of prostate cancer with supraclavicular adenopathy.
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Introduction

Prostate cancer is one of the leading causes of morbidity and
mortality in men. The incidence has increased considerably over the
last several decades and as a result led to the development of screening
tools, which assisted in early detection and subsequent treatment of the
disease [1]. However; a substantial proportion of men with prostate
cancer remain asymptomatic and seek medical attention significantly
late when they present with disseminated disease. Local lymph nodes
are the single most common metastatic site for carcinoma of the prostate
with pelvic and retroperitoneal nodes being the most commonly
involved [2]. Despite left supraclavicular nodes being reported as a site
of non-regional, extra-skeletal metastases, they remain an uncommon
presentation of prostate cancer [3].

Case Report

61-year-old man, previously healthy, presented to Primary care
with four-month history of non-tender, non-traumatic left lower neck
mass. Significant urinary or constitutional symptoms or bone pain were
denied at initial presentation. Patient was referred to head and neck
surgeons for assessment of lower neck mass. Neck ultrasonography
showed abnormal rounded hypoechoic left supraclavicular fossa node
with loss of fat hilum. Fine needle biopsy of the Supraclavicular node
was performed and further imaging was arranged while waiting for the
histological results (Figure 1).

A subsequent torso CT with contrast demonstrated multiple
enlarged left supraclavicular and left retroperitoneal lymphnodes
(Figures 2 and 3).

At this point, a diagnosis of Lymphoma was suggested. A PET-CT
was performed at the same time as the biopsy results were still pending.
Images showed the presence of metabolically active left supraclavicular
fossa nodes, of which, the most prominent one showing a standardized
uptake value (SUVMax 4) (Figure 3) and metabolically active left
para-aortic and aortocaval nodes (SUVMax 5) (Figures 4a and 4b).
In addition, the PET-CT scan showed a focal activity in the right
peripheral zone of the prostate gland (SUVMax 5) (Figure 5) along
with metabolically active lesions involving the pelvic bones and the
neck of the left femur consistent with skeletal metastases (SUVMax=6)
(Figure 6).

Figure 1: Neck computed tomography showed an enlarged lymph node
(arrow) on the left supraclavicular region.

Figure 7 shows the prostatic adenocarcinoma in the biopsy of
the left supraclavicular lymph node. A subsequent digital rectal
examination revealed enlarged prostate gland with palpable nodularity.
Biochemistry blood tests were unremarkable except for a serum
Prostate Specific Antigen (PSA) of 18 mg/ml [4].

Discussion

The aggressiveness of prostate cancer varies from low-risk tumours
associated with slow progression to high-risk tumours with quick
metastasis outside the prostate gland. Most prostate cancers spread
locally and regionally to lymph nodes and bones [5]. The vast majority
of prostate cancers are detected in the early stages of the disease; thus,
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Figure 2: Abdominal computed tomography showed multiple enlarged lymph
nodes (arrow) in retroperitoneal and paraaortic area.

Figure 3: Neck PET/CT scan showed metabolically active left supraclavicular
node SUVMax 4.

Figure 4: Abdomen PET/CT showed metabolically active left para-aortic (4a)
and aorta-caval (4b) SUVMax 5.

the cure rate is very high. Despite that, a considerable percentage does
not present until late in the disease course when the cancer spreads
distally such as a supraclavicular lymph node [6].

Lymphatic spread is key determinant of Gleason score namely one
of the main tools used to calculate the pathological stage of prostate
cancer [7]. Migration of the cancerous cells typically follows step-wise
progression starting in regional lymph nodes (obturator and pelvic) to
the retroperitoneal space then cyterna chyli and lastly the thoracic duct

Figure 5: Pelvic PET/CT showed focal activity in the right peripheral zone of
the prostate gland SUVMax=>5.

Figure 6: Coronal PET/CT showed metabolically active lesions involving the
pelvic bones and the neck of the left femur consistent with skeletal metastases
SUVMax=6.

where the lymphatic system enters the systemic circulation via the left
subclavian vein. Anatomically, left cervical nodes are closely related to
the entry of the thoracic duct into the left subclavian vein which drains
to the left jugular trunk. Retrograde lymphatic spread appears to be the
likely mechanism of metastases to left supraclavicular nodes [8].
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Figure 7: Fine needle biopsy of the left neck mass showing adenocarcinoma
of prostatic origin, Acinar type, Gleason grade 3+3, H&E 100X and H&E 50X.

Butler et al. were among the first researchers who studied
supraclavicular lymphadenopathy as the initial presentation of
previously unrecognized prostate cancer. 18 of the 19 cases they
reported had left supraclavicular lymphadenopathy as the initial
manifestation of prostate adenocarcinoma. Histological examination
of this group was found trivially worse than those presenting at the
early non-metastatic stages [9,10]. This makes the current prognostic
markers of the disease relatively unreliable.

Neck lymphadenopathies are frequently associated with local
invasion from regional primary cancers and occasionally from
breast, kidney or lung tumors. Prostate cancer is seldom considered a
differential diagnosis when a supraclavicular node involvement is the
initial manifestation of the disease. As such, prostate cancer patients
presenting with left supraclavicular node (Virchow’s node) or the
scarcer presentation of the right supraclavicular node-only one single
case has been reported in literature [10] are only recognized when
histological evidence is confirmed following a biopsy of those nodes.

As a result, high index of suspicion is key to recognize unusual
presentation of prostate cancer like clinical supraclavicular
lymphadenopathy. This is particularly crucial when other markers
like Prostate-specific-antigen PSA and prostate special staining are
relatively inconclusive which renders the systemic spread of the disease
unlikely.

Conclusion

A number of case reports studied the atypical presentation of
prostate cancer with single or generalized lymphadenopathy with
occasional absence of other indicators of prostate cancer [3,4,10].
Surprisingly, it is still a commonly an overlooked picture of the disease,
which can potentially lead to a considerable diagnostic and therapeutic
delay. Although metastatic prostate carcinoma of the supraclavicular
nodes is rare, this case emphasizes the importance of considering
prostate carcinoma in the differential diagnosis of men presenting with
supraclavicular lymphadenopathy.
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