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This case report aims to describe the use of CT guided wire localization
for excision of a non-palpable PET avid lymph node (LN) in the groin. We
present a case of a patient with a recurrent very distal rectal adenocarcinoma
metastasized to a right inguinal LN who underwent wire localization under
CT scan guidance just prior to surgical excision and inguinal node dissection.

We adjusted our incision to ensure not only the LN of interest was easily
found and excised but also aesthetic closure based on its location. The
node of interest proved to be recurrent metastatic rectal adenocarcinoma
(proven preoperatively by a needle biopsy with clip placement to facilitate
localization). We believe this technique to be useful for both localizing groin
LN and allowing for optimal aesthetic closure.
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INTRODUCTION

t is estimated that nearly 44,180 new cases of rectal adenocarcinoma will

be diagnosed in 2019 with almost 64% being male patients (1). Metastatic
spread to the inguinal LN’s is rare and considered systemic disease (2). A
recent study suggests that solitary inguinal LN metastasis in a primary rectal
cancer can be treated for cure with a 5 year survival rate of 52% in one case
series of 27 patients (3). Metachronous metastasis to an inguinal LN, which
is even more rare, is defined as an occurrence after a period of three months
post operatively (4). PET scan serves as an important imaging modality to
investigate for recurrence or metastasis for a number of different primary
carcinomas. Often times, LN will appear PET avid requiring biopsy and
ultimately possible resection. Wire localization has long been a technique
employed in breast surgery to identify non palpable lesions (5,6). More
recently, this technique has been utilized for the identification of axillary
lymph nodes after neo adjuvant chemotherapy in patients with initially node
positive breast cancer (7). In addition, there have been reports promoting the
use in the identification of non-palpable cervical lymph nodes (8). To our
knowledge, this is the first report of using this technique to localize a LN in
the inguinal region.

CASE REPORT

A 6l-year-old female developed rectal bleeding in early 2015 and was found
to have a 1.2 cm x 0.8 cm rectal lesion just above the dentate line. Biopsy
showed moderately differentiated adenocarcinoma. CT scan of the chest
abdomen and pelvis did not reveal any sign of metastatic disease. The lesion
was Stage 1 T, N M. The patient underwent a trans anal excision and did
not receive any additional treatment (at her request, although adjuvant
therapy was recommended). On surveillance imaging, the patient had known
liver cysts that appeared to grow a small amount in size compared to prior
CT. These liver lesions were negative on prior PET CT. Nonetheless, now
three years out from the index operation, another PET CT was performed to
evaluate these liver lesions. The PET-CT revealed a PET avid LN in the right
inguinal region, posterior and immediately adjacent to the femoral vein,
which on biopsy revealed recurrent adenocarcinoma. No other metastatic
sites were seen, and her CEA was 1.5. At the time of biopsy, a clip was placed
in the LN. MRI did not show any other residual cancer in the rectum. A
colonoscopy was performed prior to surgery, which only showed tubular

adenoma in the cecum. CT guided wire localization of the PET avid LN was
performed the morning of surgery (Figure 1).

A right superficial inguinal dissection with wire localization and right
sartorius muscle transposition was performed to remove the exact PET avid
node. Postoperatively, the patient underwent physical therapy and placement
of compression stockings. She did well and was discharged on post-operative
day three. Final pathology revealed metastatic adenocarcinoma of the
affected lymph node along with nine other negative lymph nodes. She
was treated with postoperative chemoradiation with Xeloda. She has since
completed four additional months of FOLFOX therapy and is currently
NED six months post operatively from her superficial inguinal dissection.

DISCUSSION

Inguinal lymph node metastasis from rectal adenocarcinoma is rare but can
occur in both the synchronous and metachronous setting (9). A retrospective
study from Japan looked at 323 patients with rectal adenocarcinoma and

Figure 1) CT guided wire localization of right inguinal LN
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found only 4 patients with metachronous spread to an inguinal LN in
the absence of other metastatic disease (10). Of those four, all underwent
recommended surgical excision. Three of those patients were alive at three
year follow up and one died of pneumonia. Thus, resecting the node of
interest proves vital in these cases as well as metastasis from other primary
cancers. Adding the extra step of clip placement at the time of initial biopsy
and then CT guided wire localization helps ensure the proper LN or tissue
is excised. In our patient’s case, her post-operative pathology showed that
the tissue had become fibrotic and inflamed, possibly from the previous
core needle biopsy which appeared to obliterate the normal LN architecture.
The wire localization ensured that we excised this soft tissue deposit, which
proved positive for adenocarcinoma on pathology while all other LN were
negative. Our incision was also modified to an elliptical S-shaped incision
around the wire rather than the standard S-shaped incision based upon
anatomical landmarks. The previous core needle biopsy site was included
in our incision. The patient’s wound was approximated with less tension
as a result. Other alternatives to wire localization exist. Recent studies have
supported the reliable use of radioactive seeds placed several days prior to
surgery for non-palpable breast masses (11). Newer studies have looked at
using non-radioactive micro impulse radar or MIR that uses radar pulses
that are emitted and reflected to locate an object (12). However, there
are drawbacks to any localization modality. Regardless of the approach,
preoperative localization can be very useful in groin dissections as well. In
terms of post-operative management, our patient completed chemoradiation
that was followed by adjuvant FOLFOX chemotherapy alone. The pattern
of metachronous recurrence was in a non-regional lymph node, and there
was concern for future recurrence elsewhere, which serves as the rational for
her additional chemotherapy. Radiation was added for further local control.

CONCLUSION

In summary, we believe CT guided wire localization for non-palpable groin
LN to be a safe and effective method for lymph node identification and
dissection in this region. This technique allows for adjustments in the incision
to allow for optimal aesthetic closure. Wire localization proves most useful
in the setting of known disease in a non-palpable LN to ensure its excision.
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