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Introduction

Primary seminal vesicle tumours are extremely rare, with 
only 69 cases reported.1 Consequently there is a paucity of 
literature on these tumours relating to presentation, diagno-
sis, management and overall prognosis. We report the case 
of one such rare tumour, a primary low-grade epithelial stro-
mal tumour, or phyllodes tumour, of the seminal vesicle, 
occurring in a young man presenting with haematospermia.

Case report

A 35-year-old man presented to his general practitioner 
exclusively with haematospermia. There were no other 
associated genitourinary symptoms (including perineal 
itch/discomfort), and he gave no history of altered bowel 
habit. He was a non-smoker and otherwise had no medical 
comorbidity. On examination, there were no abdominal 
masses palpable, and a digital rectal examination (DRE) 
revealed a clinically normal prostate.

Flexible cystoscopy revealed a normal-looking urethra 
and bladder urothelium. There was, however, the impression 
of an extrinsic lesion impinging on the left base of the blad-
der. Transabdominal ultrasound assessment of the urological 
tract was normal, but a transrectal ultrasound scan showed a 
solid, heterogeneous mass arising from the left seminal vesi-
cle, abutting the prostate (Figure 1). This was further charac-
terised by a magnetic resonance imaging (MRI) scan, 
showing the mass to have a diameter of 5 cm, and consist of 
mixed solid and cystic structure (Figure 2). Radiologically, 
the differential diagnosis included seminal vesicle phyllodes 
tumour, mesenchymal sarcoma or cyst adenoma.

The diagnosis was confirmed via ultrasound-guided tran-
srectal biopsies of the mass, which revealed mixed epithelial 
and stromal tissue. No mitotic activity was seen. On immu-
nohistochemistry, the stroma stained positive for smooth 
muscle actin and CD34. The epithelial component was nega-
tive for prostate-specific antigen (PSA) and Prostatic Acid 

Phosphatase (PrAP), suggesting the mass was extremely 
unlikely to be of prostatic origin.

The patient underwent definitive treatment with trans-
peritoneal laparoscopic excision of the tumour. This opera-
tive approach was selected to enable adequate visualisation 
and dissection of the seminal vesicles not afforded by an 
extra-peritoneal approach. Pneumoperitoneum was created 
using the Hassan technique, placed through an infraumbili-
cal incision. Three further 5 mm ports and one 10 mm port 
were placed in the lower abdomen between the umbilicus 
and anterior superior iliac spines. The left vas deferens was 
identified and followed with dissection in the rectovesical 
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Figure 1. Transrectal ultrasound scan demonstrating solid 
heterogeneous mass arising from the left seminal vesicle.
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pouch, which allowed access to the tumour arising from the 
left seminal vesicle. The seminal vesicle was mobilised and 
excised with the associated tumour. Care was taken to pre-
serve the neurovascular bundle adjacent to the prostate. 
There were no operative or post-operative complications.

Definitive histological analysis reflected that of the pre-
liminary transrectal biopsies: The tumour was a low-grade 
epithelial stromal tumour of the left seminal vesicle (meas-
uring 56 × 40 × 25 mm). Microscopically, this was a bipha-
sic tumour, with glandular elements, lined by cuboidal 
epithelium, and abundant stromal elements. Again, there 
were no mitotic figures. The tumour was delineated from 
the normal seminal vesicles.

The patient made an excellent recovery and was dis-
charged from inpatient care three days post-operatively. At 
his routine clinical and radiological review at four months, 
he was clinically well, with no evidence of recurrent or met-
astatic disease. Follow-up MRI scans at six and 12 months 
showed no tumour recurrence (Figure 3). Importantly, he 
has reported no symptoms of erectile dysfunction, which 

may be because of the precise anatomical approach under-
taken during his surgery with preservation of the neurovas-
cular bundle. However, both our patient’s young age and the 
unilateral nature of the surgery may contribute to preserva-
tion of erectile function.

Discussion

Phyllodes tumours, otherwise known as epithelial stromal 
tumours, are a common cause of breast disease.2 They 
occur only very rarely as primary seminal vesicle tumours. 
Baschinsky et  al. classified primary seminal vesicle 
tumours into three broad groups.3 Briefly, these include: 
adenocarcinoma, the commonest type of primary seminal 
vesicle tumour; primary mesenchymal tumours, including 
leiomyoma, leiomyosarcoma and fibrosarcoma; and finally, 
as in this case, mixed epithelial and stromal tumours.

Given the paucity of literature on the subject, it is per-
haps unsurprising that the mixed epithelial and stromal 
tumours are often reported under different names. These 
descriptions include phyllodes, cystomyoma, cystadenoma, 
cystic epithelial-stromal tumour, Mullerian adenosarcoma-
like tumour and cystosarcoma phyllodes.

Various types of surgical treatment have been recorded, 
but complete excision of the tumour has been advocated in 
all cases. There have been two prior cases of laparoscopic 
resection of seminal vesicle tumours, both of which were 
intraperitoneal, or transperitoneal, resections,4,5 and similar 
in technique to our patient’s operation. The first reported 
case of a patient with a similar tumour was in 1944,6 occur-
ring in a 66-year-old presenting with an abdominal mass. In 
1998, Baschinsky compiled a review of 10 cases.3 There 
are nine further reported cases, including this case (Table 
1). The prognosis is generally good; one group followed 
their patient for 25 years, with no evidence of tumour recur-
rence.7 However, such tumours have variable prognoses, as 
lung metastases have been reported at intervals of seven 
months to four years following initial resection.8,9 The vari-
ance in outcomes of small groups of patients with such very 
rare conditions underscores the importance of regular 
patient follow-up and continued tumour surveillance, as 
ultimate long-term outcomes cannot be confidently pre-
dicted in individual cases.

Haematospermia, as a presenting complaint, is often 
benign. Many patients can be reassured and managed con-
servatively if a thorough history and examination fail to 
reveal any obvious pathology. There are no formal guide-
lines regarding management of patients with haemato-
spermia. A systematic review by Kumar et al.15 recommends 
investigations including urinalysis, semen analysis, coagu-
lation screen, sexually transmitted diseases screen and PSA 
(if the patient has an abnormal DRE or is in his late 40s). 
Further imaging is at the discretion of the clinician follow-
ing assessment. In our case, transrectal ultrasound scanning 
did reveal pathology but it may well have failed to detect 

Figure 2. Coronal section of pelvis illustrating replacement of 
left seminal vesicle with heterogenous tumour, with posterior 
bladder neck and prostatic urethra visible inferiorly.

Figure 3. Coronal pelvic MRI scan demonstrating an area 
of low signal intensity at the site of the resected left seminal 
vesicle, representing postoperative fibrosis. There is no evidence 
of tumour recurrence.

 at Instituto Superiore Di Sanita on September 25, 2014uro.sagepub.comDownloaded from 

http://uro.sagepub.com/


 Tudor et al.	 363

pathology. We recommend both transrectal and abdominal 
ultrasound scanning of the urological tract if the haemato-
spermia is persistent and associated with other symptoms.

Conclusion

We have reported a primary epithelial stromal, or phyllodes, 
tumour of the seminal vesicle, presenting as haematospermia, 
and described the successful resection of such a tumour via 
laparoscopic trans-peritoneal retropubic resection.

These are very rare tumours, and this case adds to the 
growing body of evidence for surgical resection, and the 
suitability for transperitoneal retropubic surgical approach. 
Post-surgical prognosis of such tumours generally appears 
good, with only two cases of secondary pulmonary metas-
tases previously reported.
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Table 1.  Summary of cases of epithelial-stromal tumours of the seminal vesicle since 1998.

Study Patient age Features Treatment Outcome

Abe et al. 
20029

65 Hesitancy, frequency, 
constipation

Lower midline laparotomy, 
excision of tumour

Died 11 months after 
surgery (lung metastases)

Gil et al. 
200310

45 Asymptomatic (incidental 
finding on routine ultrasound 
scan for liver disease)

Midline laparotomy, 
excision of tumour

Alive at three years

Son et al. 
200411

39 Urinary retention Laparotomy, excision of 
tumour

Alive at one year

Hoshi et al. 
200612

70 Bladder outflow obstruction Open radical 
cystoprostatectomy

Alive at 14 months

Khan et al. 
20075

43 Haematospermia Trans-peritoneal 
laparoscopic excision of 
tumour and seminal vesicle

Alive at one year

Monica et al. 
200813

50 Dysuria, fever, poor urinary 
stream

Laparotomy, excision of 
tumour

Alive at 26 months

Soares et al. 
201014

65 Asymptomatic (incidental 
finding on transrectal 
ultrasound scanning)

Infraumbilical midline 
laparotomy, excision of 
tumour

Alive at one year

Xu et al. 20101 59 Lower abdominal discomfort, 
bladder outflow obstruction

Transvesical approach, 
excision of tumour

Alive at 22 months

Current study 35 Haematospermia Pre-peritoneal laparoscopic 
excision of the tumour

Alive at seven months
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