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RESUMO
Doente do sexo masculino de 71 anos, com carcinoma de células de Merkel com metastização ganglionar inguinal (estádio III), subme-
tido a terapêutica sistémica seguida de linfadenectomia inguinal e radioterapia adjuvante. Durante o seguimento, todas as recorrências 
foram tratadas com radioterapia ou cirurgia de salvação. Cinco anos após o diagnóstico inicial, o doente foi diagnosticado com uma 
metástase na vesícula seminal direita, tendo sido tratado com radioterapia estereotáxica corporal. Dois anos mais tarde, por nova re-
corrência do tumor na vesícula seminal direita, foi submetido a uma vesiculectomia seminal robótica de salvação. Estádios avançados 
do carcinoma de células de Merkel apresentam um prognóstico reservado e os tratamentos de salvação devem ser adaptados a cada 
doente. Uma abordagem multidisciplinar revelou-se crucial para o sucesso do caso. O doente encontra-se no vigésimo quarto mês de 
pós-operatório, sem evidência de recidiva de doença. Até à data, este é o primeiro caso descrito de metástase na vesícula seminal de 
carcinoma de células de Merkel.
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ABSTRACT
A 71-year-old male presented with Merkel cell carcinoma along with inguinal lymph node involvement (stage III). The patient was 
proposed for systemic treatment followed by inguinal lymphadenectomy and adjuvant radiotherapy. During the follow-up period, recur-
rences were documented (lymphatic and visceral) and were treated with salvage surgery and radiotherapy. On the fifth year of follow-up 
the patient was diagnosed with a metastasis in the right seminal vesicle and underwent stereotactic body radiation therapy. Two-years 
later, tumor recurrence in the right seminal vesicle was managed with salvage robotic assisted seminal vesiculectomy. Advanced 
stages of Merkel cell carcinoma have a poor outcome and salvage treatments should be tailored to each patient. A multidisciplinary ap-
proach was crucial in achieving successful outcomes. The patient is still recurrence free twenty-four months after surgery. To the best 
of our knowledge, this is the first publication reporting a seminal vesical Merkel cell metastasis.
Keywords: Carcinoma, Merkel Cell/therapy; Neoplasm Metastasis/surgery; Robotics; Seminal Vesicles/surgery

INTRODUCTION
 Merkel cell carcinoma (MCC) is a rare skin tumor of 
neuro-endocrine origin with the propensity to metastasize 
systemically. Its first reference in literature was in 1972 as 
a ‘trabecular carcinoma of the skin’ by Toker.1 At diagno-
ses, around 26% of the patients have nodal involvement 
and 9% distant metastasis with five-year overall survival of 
41.4% and 13.5%, respectively. Occasionally, the diagnosis 
is made upon lymph node or distant metastasis without pri-
mary tumor found.2 Salvage metastasis surgery might ben-
efit selected patients. To the best of our knowledge, there 
is no description in the literature of a seminal vesicle MCC 
metastasis. We report a case of salvage robotic-assisted 
seminal vesiculectomy using of daVinci® Xi system.

CASE REPORT
 A 71-year-old male with a past medical history of hy-
pertension, presented with right inguinal lymph node en-
largement in 2011. Physical examination, laboratory and 
imaging work-up, including a contrast-enhanced computed 
tomography (CT) and a fluorodeoxyglucose (FDG)-positron 
emission tomography (PET), showed no other changes. An 

excisional biopsy of the inguinal lymph node was performed 
revealing a Merkel cell carcinoma (MCC) and, subsequent-
ly, the patient was treated with cisplatin and etoposide. Due 
to lymph node progression (retroperitoneal and inguinal), 
the patient underwent second-line treatment with topote-
can with favourable response on FDG-PET, showing the 
remaining right inguinal nodes. Therefore, the patient un-
derwent salvage right inguinal lymphadenectomy followed 
by adjuvant radiotherapy in 2012. The patient remained 
asymptomatic without evidence of relapse until 2014 when 
he was diagnosed with a single left adrenal metastasis and 
underwent salvage surgery plus stereotactic body radiation 
therapy (SBRT). Later on, in 2016, FDG-PET detected a 
single metastasis in the right seminal vesicle (SV) which 
was treated with primary SBRT as it was considered to be 
the least iatrogenic treatment. In 2018, tumour recurrence 
in the right SV was noted (Fig. 1), without biopsy proven 
prostatic involvement.  After an extensive discussion of 
the risks and small potentially oncological benefits of the 
salvage surgery, he underwent salvage robot-assisted bi-
lateral seminal vesiculectomy in February 2019. First, the 
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peritoneum was incised to access the vas deferens and 
seminal vesicles. Afterwards, we proceeded with careful 
dissection of the medial and lateral attachments of SV up 
to the base of the prostate using selective coagulation. Vas 
deferens were clipped and sectioned. The post radiother-
apy changes made the dissection challenging. The opera-
tive time was 100 minutes and blood loss 50 mL. The histo-
pathological examination of the surgical specimen (Fig. 2) 
revealed a MMC metastasis. The postoperative period was 
uneventful, and the patient was discharged on the day after 
surgery. Both FDG-PET and CT were performed at six, 12 
and 24 months after surgery. The patient is on his twenty-
fourth post-operative month with no evidence of recurrence. 

DISCUSSION
 MCC is named based on is ultrastructural and immuno-
phenotypic resemblance to sensory Merkel cells of the skin. 
An increasing incidence was noted which can be related 
with the ageing of the population. In 2013, the annual inci-
dence in the USA was 0.7 cases per 100 000 people. It is 
more frequent in males and tends to affect older people with 
90% of patients being older than 50-years.3 MMC develop-
ment is associated with Merkel cell polyomavirus (MCPyV) 
infection (present in 70% - 100% of MCC specimens), im-
munosuppression and ultraviolet (UV) exposure. It presents 

classically as a rapid growing skin lesion in sun-exposed 
areas.4 However, around 15% of patients are diagnosed 
with lymph node involvement in the absence of identifiable 
cutaneous tumour. In these cases, it is assumed that the 
primary lesion has spontaneously regressed under immune 
surveillance which may explain the better outcomes in this 
group of patients.5 At diagnosis, around 65% of patients 
have localized disease while 28% present with nodal in-
volvement and 8% with distant metastasis. The differential 
diagnosis between other poorly differentiated small round-
cell neoplasms, such as small-cell carcinoma of the lung 
and small-cell melanoma, can be challenging and immu-
nochemistry is necessary for a definitive diagnosis.4,6 Ac-
cording to the American Joint Committee on Cancer stag-
ing, nodal involvement is classified as a stage III disease, 
and it can be divided in IIIA and IIIB differentiating micro 
or macroscopic nodal disease. Our case is included in the 
stage IIIB category.5 MMC is characterized by a high risk 
of relapse after initial surgical treatment and the best treat-
ment approach is still controversial. In early stages (I and II) 
surgery with/without adjuvant RT should be offered. Bhatia 
et al reported improved survival associated with adjuvant 
RT in localized disease in a survival analysis of 6908 MCC 
cases. Although the survival benefit was not observed in 
stage III disease, adjuvant RT can decrease the risk of 

 

Figure 1 – FDG-PET-CT showing a recurrence in the right SV
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recurrence after surgery.7 In our case, following the diagno-
sis of an advanced disease, the patient was proposed for 
systemic treatment. After completing two lines of chemo-
therapy, showing partial response, surgery and adjuvant RT 
were offered. During the follow-up period, visceral relapses 
were handled with surgery and SBRT. This case illustrates 
the unpredictability of MMC. To the best of our knowledge, 
we are not aware of another report in the literature of a 
seminal vesicle MMC metastasis. Taking into account our 
patient’s clinical history and the favorable response after 
salvage treatment, a salvage robotic-assisted seminal ve-
siculectomy was proposed. In terms of prognosis, MCC is 
closely linked with the stage at presentation. Interestingly, 
recent data showed that stage III MCC with unknown pri-
mary lesion has better overall prognosis. A study by Taran-
tola et al reported an overall survival of 76% compared with 
36% in stage IIIB MCC with known primary tumor.8 A higher 
mutation burden leading to increased neoantigen presenta-
tion could be one explanation for this difference.9 
 Due to its rarity, there is still limited data on the best ap-
proach in MCC and the literature is based on case reports 
and small retrospective series. Therefore, we feel that it is 
important to report a case with an unpredictable metasta-
sis pattern and showing the feasibility of salvage seminal 
vesiculectomy. In this setting, robotic surgery could be an 
advantage to the challenging dissection of irradiated fibrotic 
planes. A multidisciplinary approach proved to be crucial to 
the successful outcomes of this particular case. 
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Figure 2 – Surgical specimen
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