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Abstract
Prostate cancer is the second most common cancer in men worldwide and
the commonest cause of mortality in men. It is the commonest diagnosed
cancer in African men. The earliest and common sites of metastasis are the
axial skeleton and regional lymph nodes. Initial presentation of the metastatic
disease with cervical or supraclavicular lymphadenopathy is rarely reported.
We report 3 cases of metastatic cancer of the prostate presenting initially to
physicians with huge cervical and supraclavicular lymph nodes enlargement
which on biopsy revealed metastatic adenocarcinoma. On further evaluation,
there were non-bothersome storage symptoms, elevated prostate specific antigen and abnormal digital rectal examination. Transrectal ultrasound
(TRUS)-guided biopsy of hypoechoic nodules revealed high-grade adenocarcinoma of the prostate on histopathological examination. The cervical and
supraclavicular lymphadenopathy resolved after commencement of androgen
deprivation therapy. We advocate for prostate cancer screening in African
men above 50 years of age presenting with cervical or supraclavicular lymphadenopthy to primary care physicians even in the absence of lower urinary
tract symptoms.
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1. Introduction
Prostate cancer is the second most common cancer in men and the most comDOI: 10.4236/oju.2019.96011
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mon cause of mortality in men above 50 years of age in the Western world [1].
Prostate cancer is the most commonly diagnosed male cancer in Nigeria with
100,000 new cases reported each year [2] [3]. Prostate cancer is known to be aggressive in blacks and most patients present with metastatic disease at presentation [4] [5] [6]. The initial metastasis is to the axial skeleton and pelvic lymph
nodes [7]. Initial presentation with cervical or supraclavicular lymphadenopathy
is rarely reported [8] [9] [10]. There are less than 50 cases reported in literature
[11]. Patients will initially present to general practitioners, physicians, general
surgeons, maxillofacial surgeons, Ear, Nose and Throat surgeons before proper
evaluation and subsequent referral to urologist [10]. This is at the expense of
progression of the disease because of delay in accurate diagnosis. High index of
suspicion for prostate cancer is necessary for men above 50 years presenting
with cervical or supraclavicular lymph node enlargement even in the absence of
urinary symptoms [9] [10].
We present three cases of prostate carcinoma in our center (Usmanu Danfodiyo University Teaching Hospital, Sokoto, northwest Nigeria: UDUTH) initially presenting as metastatic disease to lymph nodes in the head-neck region.

2. Case Series
2.1. Case 1
This is a 70-year-old farmer who presented to physician first with huge cervical
and supraclavicular lymphadenopathy which was suspected lymphoma. He was
referred by physicians to maxillofacial surgeons who proceeded to do incisional
biopsy of the lymph nodes which revealed metastatic adenocarcinoma. There
was history of mild non-bothersome storage symptoms, low back pain, left leg
swelling and weight loss. Prostate Specific Antigen (PSA) was done at the maxillofacial unit which revealed value of 31 ng/ml. This necessitated his referral to
Urologists.
On examination, there was huge matted, hard, right cervical and supraclavicular lymphadenopathy mass measuring 20 × 20 cm. This is shown in Figure 1
below. Digital rectal examination revealed an enlarged, hard and nodular prostate. He had eight-core protocol TRUS of the prostate which revealed distorted
echotexture, multiple hypoechoic nodules in the peripheral zones bilaterally,
breached capsule and infiltration of the right seminal vesicle. The histopathological examination of the prostate specimen revealed adenocarcinoma of the
prostate, Gleason sum of 9 as shown in Figure 2(a) and Figure 2(b). Diagnosis
of metastatic prostate cancer with left cervical and supraclavicular lymphadenopathy was done. He had bilateral total orchidectomy (BTO) after appropriate
counseling; verbal and written consent. The lymph node mass regressed partially
and resolved fully after one and two months respectively as shown in Figure 3.
The patient represented after a year with difficulty in walking, bone pains, and
generalized body weakness. The repeat PSA after BTO was 42 ng/ml and serum
testosterone was 0.408 ng/ml. The diagnosis of Castration Resistant Prostate
DOI: 10.4236/oju.2019.96011
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Figure 1. Preoperative clinical photograph of case 1, showing huge matted lymph node
mass from left cervical and supraclavicular lymphadenopathy.

Figure 2. (a) Photomicrograph of prostate biopsy specimen (low magnification); (b)
Photomicrograph of the same patient specimen (high magnification).

Figure 3. Case 1 post bilateral total orchidectomy showing complete resolution of the left
cervical and supraclavicular lymph node mass.
DOI: 10.4236/oju.2019.96011
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Cancer (CRPC) was made. Symptoms resolved following addition of bicalutamide 50 mg daily to have Maximal Androgen Blockade (MAB). The patient was
also placed on alendronate 70 mg weekly and dihydrocodeine (DF118) 30 mg
twice a day for pain. He is presently on the bicalutamide daily.

2.2. Case 2
This is a 70-year-old man who was referred by physicians to general surgeons
and subsequently to urology unit with history of cough, weight loss, terminal
painless haematuria, left neck swelling and lower urinary tract symptoms. There
was history of painless childhood haematuria. The patient was cachectic, pale
with generalized lymphadenopathy involving cervical, inguinal and para-aortic
lymph nodes. The lymph nodes are of varying sizes, discrete, hard, mobile, the
biggest measuring 2.5 cm × 3 cm. The cervical lymph node is shown in Figure 4
below. Digital Rectal Examination and TRUS were suspicious. Prostate Specific
Antigen done was 40 ng/ml. The abdominal ultrasound revealed multiple mesenteric and paraaortic lymph nodes, normal bladder and apparently normal
prostate of 22 g. Excisional biopsy of the cervical lymph node was done by the
general surgeons which revealed metastatic adenocarcinoma. The lymph node
specimen is shown in Figure 5 below. He had eight-core protocol TRUS-guided

Figure 4. Preoperative clinical photograph of case 2 showing left cervical lymphadenopathy.
DOI: 10.4236/oju.2019.96011
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prostate biopsy and the histology revealed adenocarcinoma as shown in Figure
6(a) and Figure 6(b). Sputum microscopy revealed Streptococcus pneumonia
and was negative for acid-fast bacilli. Gene expert and chest × ray were not suggestive of Koch’s disease. He had BTO after counseling and informed consent.
He had a resolution of symptoms and PSA nadir was 21.4 ng/ml 1-month postoperatively. The PSA rose to 42.59 ng 4 months post operatively and the patient
was subsequently lost to follow up during evaluation for CRPC.

2.3. Case 3
This is a 55-year-old man who presented to physicians with 1-month history of
chest pain, neck swelling, neck pain and parasthesia in upper and lower limbs.
There was history of storage symptoms, low back pain, lower limb weakness,
difficulty in walking, weight loss and anorexia. He was in painful distress with
limitation of range of motion in the neck. There was flexion deformity of the
neck and the patient walked with support. There was huge, hard, matted left cervical and supraclavicular lymphadenopathy 10 × 8 × 8 cm as shown in Figure 7

Figure 5. Excisional biopsy lymph node specimen of case 2.

Figure 6. (a) Photomicrograph of prostate biopsy specimen (low magnification); (b)
Photomicrograph of the same patient specimen (high magnification).
DOI: 10.4236/oju.2019.96011
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below. There was also hard and matted left inguinal lyphadenopathy measuring
6 × 4 cm. Digital rectal examination revealed lax anal sphinter, enlarged, hard
and craggy prostate. The chest x-ray and abdominal ultrasound revealed absence
of chest or abdominal metastasis. Cervical and lumbo-sacral x-rays showed osteosclerotic changes. The PSA done was 113.28 ng/ml. He had eight-core
TRUS-guided prostate biopsy which revealed adenocarcinoma, Gleason score of
7 as shown in Figure 8(a) and Figure 8(b). He was counseled and the patient
opted for medical castration with Goserelin acetate (Zoladex) 10.8 mg. He received courses of bicalutamide 150 mg, Ketoconazole 400 mg, dexaamethasone 8
mg for 48 hours for impending cord compression before the histological confirmation of the disease. He had initial resolution of the symptoms and lymph nodes
(Figure 9) which were more remarkable a month after the medical castration.

Figure 7. Clinical photograph of case 3 showing a matted left supraclavicular lymphadenopathy and incisional biopsy scar at presentation.

Figure 8. (a) Photomicrograph of prostate biopsy specimen (low magnification); (b)
Photomicrograph of the same patient specimen (high magnification).
DOI: 10.4236/oju.2019.96011
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Figure 9. Clinical photograph of case 3 after first dose of medical castration with Goserelin acetate, showing residual left supraclavicular lymphadenopathy.

The PSA was 2.73 ng/ml and 0.533 ng/ml after the first and second dose of the
Zoladex. The patient was co-managed with Neurosurgical team on account of
residual neck pain and limitation of neck the movement.

3. Discussion
Prostate cancer is known to be aggressive in blacks and patients present with
advanced disease [5] [6] [12]. Screening for prostate cancer is not a common
practice and there is no guideline or protocol for it in Nigeria and most African
countries [3]. Prostate cancer is known to metastasize early to lower spine and
regional lymph nodes [11]. Metastasis to the cervical spine, supraclavicular
lymph nodes and other non-regional lymph nodes is rarely reported [7]. It was
reported that prostate cancer involved cervical lymph nodes in 0.4% of patients
and the patients usually have widespread metastatic disease [10].
In this study, the patients are above 50 years, with two of them up to 70 years
which is in keeping with what was reported in the literature except for a case that
was reported in a 42-year-old patient [5] [11] [12] [13]. The patients had mild
non-bothersome lower urinary tract symptoms (LUTS) which leads to initial
presentations to physicians and other surgeons, suspicion of lymphoma and disseminated tuberculosis. This was noticed in the previous studies, that prostate
cancer patients with cervical or supraclavicular lymphadenopathy may not
present with LUTS which leads to suspicion of lymphoma or metastasis from
aero-digestive tract [10]. Most of the cases reported were confirmed by immunohistochemistry of the metastatic cervical or supraclavicular nodal biopsy specimen which was positive for PSA [7] [10] [11] [12] [13] [14]. This test is not
routinely done in my institution as such, the diagnosis was confirmed after
TRUS- guided prostate biopsy which revealed adenocarcinoma on histology.
The symptoms of the patient resolved after androgen deprivation therapy as
DOI: 10.4236/oju.2019.96011
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reported by previous studies [10]. On the contrary, one of the patients has cervical spine involvement and still having some symptom of parasthesia in the upper limbs and limitation of range of motion in the neck. This patient may have
more comprehensive treatment with BTO and Neurosurgical co-management. He
is currently being co-managed with the Neuro-surgeons and undergoing counseling for BTO. The longest follow up recorded in this study was 30 months
which is within the range of average survival of 19.8 - 29.7 years reported in a
previous study [11]. One of our patients was lost to follow up but two are still
coming for follow up. Left cervical and supraclavicular lymphadenothy were the
commonest nodes involved as observed in the present study [10] [12]. The involvement of the left neck lymph nodes was by retrograde spread due to the
proximity of these nodes to the left subclavian vein as it was joined by the thoracic duct [14].
From the aforementioned cases, there should be high index of suspicion for
prostate cancer in men above 50 years of age that present with cervical and or
supraclavicular lymph nodes enlargement even in the absence of lower urinary
tract symptoms. Therefore, we advocate screening for prostate cancer in African
men above the age of 50 years presenting with cervical or supraclavicular lymphadenopathy even in the absence of LUTS [9]. The screening involved PSA,
digital rectal examination and TRUS-guided prostate biopsy.

4. Conclusion
Cervical or supraclavicular lymphadenopathy may be the initial indication of
metastatic prostate cancer. Therefore, the initial presentation may be to physicians or other surgeons. Prostate cancer should be suspected in men above 50
years of age with neck swelling even in the absence of lower urinary symptoms
and other symptoms of the malignancy. Prompt referral to urology, confirmation of the malignancy and androgen deprivation therapy is necessary for resolution of symptoms which is dramatic.
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