Images courtesy Dr. Robin Billick

PRACTICE

CLINICAL VISTAS

A man with painless scrotal swelling and peripheral edema

Apreviously healthy 40-year-old man
was referred by a urologist to our in-
ternal medicine clinic for evaluation of a
6-week history of painless scrotal swell-
ing and subsequent ankle swelling. He
had also gained 5 kg over the preceding 2
months. He described no dyspnea, fever,
night sweats, dysuria, hematuria or penile
discharge and no history of trauma, liver
disease, heart disease or lymphatic disor-
ders. He was not taking any medications.
The patient was afebrile with normal
vital signs. He had decreased breath
sounds at the right lung base, moderate
painless pitting edema of his legs and
mild abdominal distention with no as-
cites, masses, hepatosplenomegaly or
stigmata of liver disease. He had bilat-
eral, nontender axillary lymphadeno-
pathy and a diffusely swollen scrotum
and foreskin (Fig. 1).
Ultrasonography of the scrotum
showed general edema but no testicular
abnormalities, and a chest radiograph
confirmed the presence of a right pleural
effusion. Thoracentesis of the effusion
revealed a chylous exudate (high in tri-
glycerides) but no malignant cells on cy-
tology, and culture results were negative
for bacteria and fungi. Transthoracic
echocardiography showed a normal car-
diac ejection fraction and no pericardial
effusion. Test results of liver, pancreatic
and thyroid function were normal, as
was the complete blood count except for
mild lymphocytopenia (0.4 [normally

1.2-3.5] x 10°/L). Results of serologic
tests for HIV and hepatitis B and C virus
antibodies, carcinoembryonic antigen,
antinuclear antibody, rheumatoid factor
and antineutrophil cytoplasmic autoanti-
body were negative. A CT scan of the
abdomen and pelvis with contrast
medium showed a “misty mesentery”
but no masses or lymphadenopathy.
(“Misty mesentery” describes an in-
creased density of the mesenteric fat due
to increased cellularity, fluid accumula-
tion, tumour deposition or fibrosis.")

Fig. 2 shows a high-power (x400) mi-
croscopic view of a random punch biopsy
of the skin in the inguinal area (PAS-
diastase stain), showing a collection of
signet-ring cells, with darkly stained
mucin, within a lymphatic channel. This
pathology was confirmed on a subse-
quent biopsy of the left axillary lymph
node. No lesions were found on esopha-
gogastroduodenoscopy and colonoscopy,
and random biopsies of the gastrointesti-
nal tract yielded normal results. Chemo-
therapy was started for adenocarcinoma
of unknown origin. The patient ulti-
mately died 30 weeks after presentation.
Autopsy showed signet-ring-cell involve-
ment of the right middle lobe of the lung
and the lymphatic system.

Signet-ring-cell carcinoma accounts for
1%-2% of all colorectal carcinomas.” It
tends to be aggressive, with a poor prog-
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nosis.” In signet-ring cells, the nucleus is
displaced by mucin, which is secreted by
neoplastic glands.’ Although most signet-
ring-cell carcinomas originate from the
gastrointestinal tract, cases have been re-
ported of them originating in the breast,*
bladder,’ prostate® and eyelid.”

Although the primary neoplastic site
was not identified in the initial workup
of our patient, we presumed that the dis-
ease had metastasized to the axillary and
inguinal lymph nodes, leading to lym-
phedema, obstruction of the thoracic
duct and chylothorax. Cases similar to
ours, of signet-ring-cell carcinoma pre-
senting as chylothorax and lymphedema,
are rarely reported in the literature.®
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