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Abstract

Case Report

Introduction

In general, embryonal carcinoma (EC) occurs at a young age, in 
the second to third decades on average.[1] EC is aggressive and 
results in early hematogenous spread. Approximately 66% of 
patients with EC have metastasis at the time of diagnosis.[2] 
It can be difficult to differentiate from lymphoma, with both 
diseases presenting with lymphadenopathy. Early histological 
proof and quick treatment are important factors for disease 
outcomes.

Case Report

We present the case of a 22‑year‑old male patient who was 
admitted to our hospital with abdominal pain and fatigue. He 
had no underlying diseases or operation history. A  clinical 

examination revealed a left supraclavicular fossa mass 
without painful sensation. No aberrant palpable masses 
over the scrotum or the inguinal canal were noted. Blood 
test results were normal (white blood cell count: 9.8 × 109/l, 
Hgb: 13.7  g/dl, blood creatinine: 0.8  mg/dl, C‑reactive 
protein: 0.9  mg/dl). However, serum tumor markers were 
elevated: alpha‑fetoprotein  (αFP)  (26  ng/ml), free human 
chorionic gonadotrophin  (hCG)  (0.17  ng/ml), lactate 
dehydrogenase (LDH) (485 U/l).

Abdominal contrast‑enhanced computed tomography (CECT) 
showed weakly enhancing soft‑tissue lesions in the paraaortic 

A 22‑year‑old man presented with a 2‑week history of abdominal pain, fatigue, fever, and night sweats. Enlarged neck and paraaortic lymph 
nodes were noted, but no testicular lesions were found using imaging tools. Pathology revealed poorly differentiated embryonal carcinoma (EC) 
of the metastatic neck lymph node. The patient presented with clinical symptoms similar to Hodgkin lymphoma (HL), but the final diagnosis 
was advanced‑stage extragonadal EC. To our knowledge, this is a rare case report of EC presenting as classic HL.

Keywords: Embryonal carcinoma, extragonadal, Hodgkin lymphoma

Address for correspondence: Dr. Tsung‑Ying Yu, 
Division of Hematology/Oncology, Department of Internal Medicine, 

Tri‑Service General Hospital, National Defense Medical Center, No. 325, 
Section 2, Cheng‑Kung Road, Neihu District, Taipei, 11490, Taiwan. 

E‑mail: fishmen789@hotmail.com

Access this article online

Quick Response Code:
Website:  
www.ejcrp.org

DOI:  
10.4103/JCRP.JCRP_17_21

 This is an open access journal, and articles are distributed under the terms of the Creative 
Commons Attribution‑NonCommercial‑ShareAlike 4.0 License, which allows others to 
remix, tweak, and build upon the work non‑commercially, as long as appropriate credit 
is given and the new creations are licensed under the identical terms.

For reprints contact: WKHLRPMedknow_reprints@wolterskluwer.com

How to cite this article: Liu WN, Yu TY. Clinical presentation of advanced 
extragonadal embryonal carcinoma mimicking classical hodgkin lymphoma. 
J Cancer Res Pract 2022;9:34-6.

Clinical Presentation of Advanced Extragonadal Embryonal 
Carcinoma Mimicking Classical Hodgkin Lymphoma

Wei‑Nung Liu, Tsung‑Ying Yu*

Division of Hematology/Oncology, Department of Internal Medicine, Tri‑Service General Hospital, National Defense Medical Center, Taipei, Taiwan

Journal of Cancer Research and Practice
journal homepage: www.ejcrp.org

Submitted: 19‑Apr‑2021 	  Revised: 15‑Jun‑2021 
Accepted: 05‑Jul‑2021 	  Published: 07-Mar-2022

January-March 2022

VOL. 9, NO. 1

Print ISSN: 2311-3006
Online ISSN: 2589-0425

V
olum

e 9   •   Issue 1   •   Jan
u

ary-M
arch

   2022

spine  0.45 cm

Jo
u

rn
al o

f C
an

cer R
esearch

 an
d

 P
ractice

Journal of Cancer Research and Practice
Volume 8 | Issue 4 | October-December 2021 

Contents

Review Articles

139 Dual Therapeutic Strategy Targeting Tumor Cells and Tumor Microenvironment 
in Triple-negative Breast Cancer
          Pamungkas Bagus Satriyo, Chi-Tai Yeh, Jia-Hong Chen, Teguh Aryandono, 
Sofia Mubarika Haryana, Tsu-Yi Chao

149 Neoadjuvant Chemotherapy for Bladder Cancer
R. B. Nerli, Manas Sharma, Shridhar C. Ghagane, Shashank D. Patil, Pulkit Gupta, 
Neeraj S. Dixit, Murigendra B. Hiremath

Original Articles

156 A Retrospective Cohort Study of 304 Patients with Gastrointestinal Stromal 
Tumors in MacKay Memorial Hospital
Po-Chun Wang, Pao-Shu Wu

160 Outcome and Prognostic Analysis of Salvage Esophagectomy for Clinical T4b 
Esophageal Squamous Cell Carcinoma after Definite Chemoradiotherapy
Yu Chen, Chien-Ming Lo, Yu-Ming Wang, Li-Chun Chen, Shau-Hsuan Li, Hung-I Lu

Case Reports

167 Successful Treatment with Continuous High-dose 5-Fluorouracil Infusion, 
Followed by Oral Capecitabine in a Patient with Advanced Gastric Cancer with 
Bone Marrow Metastasis and Microangiopathic Hemolytic Anemia

Hsiu-Tzu Wang, Su-Peng Yeh

170 Infliximab Treatment in Immune-related Pneumonitis with Respiratory Failure 
after High-dose Steroids: A Patient with Metastatic Gastric Cancer
Fu-Ming Cheng, Chi-Ching Chen

174 Durable Response to Tamoxifen and Metronomic Cyclophosphamide in a Patient 
with Metastatic Estrogen Receptor-positive Uterine Leiomyosarcoma
Tsung-Che Wu, Hsiang-Wei Hu, Tom Wei-Wu Chen 

179 Parapharyngeal Inflammatory Myofibroblastic Tumor Harboring Fibronectin 
1-ROS Protooncogene 1 Fusion Responded to Crizotinib
Yu-Ju Kuo, Jen-Chieh Lee, Chun-Nan Chen, Tom Wei-Wu Chen

[Downloaded free from http://www.ejcrp.org on Wednesday, March 9, 2022, IP: 10.232.74.23]



Liu and Yu: Journal of Cancer Research and Practice (2022)

35Journal of Cancer Research and Practice  ¦  Volume 9  ¦  Issue 1  ¦  January-March 2022

space [Figure 1]. Splenomegaly was also noted. Neck CECT 
showed a mass lesion in Level III and also in some small lymph 
nodes in the bilateral neck  [Figure  2]. Scrotal sonography 
showed no significant varicocele or abnormal findings. 
Positron emission tomography  (PET) showed an enhancing 
signal over the right subclavicular node and a paraaortic mass 
lesion [Figure 3a].

An excisional biopsy of the neck mass was done, and a 
histopathological examination showed poorly differentiated 
carcinoma. Immunohistochemistry staining was positive 
for cytokeratin (CK), CK7, CD30, sal‑like protein 4, and 
octamer‑binding transcription factor 3/4 (OCT 3/4) [Figure 4]. 
Metastatic EC of the neck mass was diagnosed. According 
to the American Joint Committee on Cancer staging system, 
cT0pN2M1aS2, Stage IIIB was diagnosed.

Following the NCCN guidelines, systemic chemotherapy 
with bleomycin, etoposide, and cisplatin was carried out at 
full dose for four courses. A follow‑up PET showed a partial 
response  [Figure  3b]. Further surgical interventions were 
needed, but the patient has so far refused.

Discussion

EC is the second most common histological type of testicular 
tumor after seminoma.[3] In general, it occurs at a young age.[1] 
Germ cell tumors  (GCTs) originate in the gonads in most 
clinical cases. Extragonadal germ cell tumors  (EGGCTs) 
commonly arise in the midline of the retroperitoneum or the 
mediastinum but are not common.[4] Only approximately 
2%–5% of all GCTs are of extragonadal origin.[5] The overall 
incidence ranges from 1.8 to 3.4/1 million.[6] According to this 
low incidence and nonspecific clinical features, diagnosing 
EC is a challenge, especially to differentiate it from Hodgkin 
lymphoma (HL).

The clinical presentations of EGGCTs depend on the location 
and size of the tumor. The symptoms of mediastinal GCTs 
include dyspnea, chest pain, fever, cough, and hemoptysis. In 
retroperitoneal GCTs, abdominal pain, lumbago, backache, 
and body weight loss are usually noted.[7]

Clinical symptoms and signs of HL in young adolescents 
include lymphadenopathy, systemic complaints, and 

Figure 2: Neck contrast‑enhanced computed tomography showed a mass 
lesion over the left neck (white arrow)

Figure 1: Abdominal contrast‑enhanced computed tomography showed 
weakly enhancing soft tissue lesions in the paraaortic space (white arrow)

Figure  3:  (a) Positron emission tomography scan before treatment 
showed an enhancing signal over the right subclavicular node and 
paraaortic mass lesion (black arrow). (b) Positron emission tomography 
scan after four courses of bleomycin, etoposide, and cisplatin showed a 
residual enhancing lesion over the paraaortic region (black arrow)
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Figure 4: Immunohistochemistry staining. (a) H and E stain, (b) CD30, 
(c) Sal‑like protein 4, (d) Octamer‑binding transcription factor 4
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mediastinal mass.[8] Patients may present with symptoms 
including fatigue, anorexia, and weight loss. Other symptoms 
such as fever and night sweats are also common.[9] Both EC 
and HL have similar clinical presentations, however, they differ 
in primary location (i.e. the testis for EC but not for HL). It is 
difficult to differentiate quickly when extragonadal EC occurs.

Serum tumor markers include αFP, β‐hCG, and LDH, which 
are a common tool for diagnosing EGGCTs. In EC, serum 
tumor markers including αFP, β-hCG, and LDH may be only 
slightly elevated and are thus hard to detect initially.[10]

As CD30 immunostaining is often observed in EC and also 
in a variety of lymphomas  (e.g.  HL, diffuse large B‑cell 
lymphoma, and anaplastic large‑cell lymphoma), CD30 
should not be used as a marker to distinguish between EC and 
lymphomas.[11] The HL H and E stain may mimic EC closely 
because of its sheet‑like growth pattern. In contrast to HL, CK 
immunostaining should highlight EC, and OCT4 may be used 
as a marker of either EC or seminoma.[12]

An early confirmatory diagnosis of EC is advantageous because 
of the high risk of lymphatic and vascular invasion, as well 
as the increased possibility of spread into the paratesticular 
tissue in EC.[13]
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