Case Report — Removal of an Abdominal Sertoli Cell

Tumour in a Dog
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History and Clinical Findings

“Tom”, a 14 year-old male Border Collie was presented for routine
vaccination and general health check. Although there were no major complaints to be
reported abou his general fitness, the owner commented that “Tom” had recently
started to dribble urine but was in good Rdth for his age. Clinical examination
revedled a huge mid-abdaminal mass, approximately the size of a footbal, a
penduous prepuce nipple enlargement and only one descended but atrophied testis.
Further questioning reveded that “Tom” was attractive to aher male dogs. A
provisional diagnosis was made of an oestrogen-secreting tumour in a retained
abdaminal testicle, probably a Sertoli cell tumour. “Tom” was admitted for further
investigation of the mass and pre-anaesthetic risk assessment.

Further Diagnostic Tests

An “in hause’” biochemistry profile was performed along with a micro
haematocrit. The results were unremarkable. (See Fig 1).

Test Result Units Reference Range
ALB 30 g/L. (27-38)
ALKP 45 U/L (23-212)
ALT 46 U/L (10-100)
AMYL 620 U/L (500-1500)
UREA 6.15 mmol/L (2.5-9.64)
Ca 2.51 mmol/L (1.98-3.0)
CHOL 7.93 mmol/L (2.84-8.27)
CREA 118 umol/L (44-159)
GLU 6.24 mmol/L (4.28-6.94)
PHOS 0.95 mmol/L (0.81-2.19)
TBIL 4 umol/L (0-15)

TP 68 g/L. (52-82)
GLOB 38 g/L. (25-45)
HAEMATOCRIT |42 % (35-55)

Fig 1. Biochemistry panel and Haematocrit

Abdominal ultrasound revealed a huge mid-abdominal mass composed of
multiple cystic structures. (See Fig 2) There were no gross abnormalities suggestive
of metastatic disease in any of the other major abdominal organs, although the spleen
could not be located (presumably displaced by the mass).

Survey chest films were clear, therefore there was good evidence to suggest
that surgical removal of the mass would be curative if this was indeed an oestrogen



secreting abdominal Sertoli cell tumour. This would have to be confirmed at
laparotomy. Given the age of the dog and the anticipated size of the mass to be
removed, ‘Tom” was classified as a medium to high anaesthetic risk. Since these
types of tumours can cause an oestrogen-induced bone marrow suppression
(thrombocytopenia, neutropenia and anaemia), careful consideration would have to be
given to meticulous haemostasis during surgery. A haematocrit pre-op of 42% in this
case was encouraging.
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Fig 2. Abdominal Ultrasound of the MassShowing the multiple cystic structure
Anaesthetic Protocol

Tom weighed 24.6Kg, so was given a pre-med of 0.25ml ACP (based on a
dose rate of 0.02mg acepromazine/kg bodyweight), 0.25ml Torbugesic (based on a
dose rate of 0.1mg butorphanol/kg bodyweight) and 2ml Rimadyl. He was then put
into a darkened quiet kennel while the sedative pre-med combination took effect.

Once sedated, anaesthesia was induced (following 2 mins pre-oxygenation by
mask) with Propofol (Rapinovet) at a dose rate of 4 mg/kg and an endotracheal tube
placed. He was maintained on Isoflurane, Oxygen and Nitrous delivered via the
Humphrey ADE anaesthetic circuit in circle mode at a flow rate of 1 litre/min (50%
02/50%N20). 0.9% Sodium Chloride was infused at maintenance rate throughout the
procedure.

Surgical Procedure



A ventral midline/ parapenile incision was made and the mass was exposed
and confirmed as an abdominal testicle (see Figs 3and 4). This was tied off and
removed without complication.
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Fig 3. Initial examination of the mass
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Fig 4. Exposure of the mass



Following removal of the mass the édomen was searched for evidence of
metastases. A solitary lesion was found onthe spleen, so a splenectomy was also
performed. (See Figs 5 and 6)
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Fig 5. Solitary mass found on the spleen

AN

06/02{2002

o -y

Fig 6. A Splenectomy was then performed



There was no further gross evidence of metastatic disease, so the abdomen
was closed routinely. Castration was performed on the other testicle.

Outcome Following Surgery

“‘Tom” made an excellent recovery post surgery. Despite removal of an
abdominal mass which weighed 1.7kg (See Fig 7), his spleen and castration, he was
standing 2 hours later and was keen to have some food later that night.

Fig 7. Sertoli Cell Tumour which weighed 1.7kg and Spleen

He was given a further intramuscular injection of Torbugesic (0.25mg/kg
butorphanol) later in the afternoon as additional analgesic cover. ‘Tom” was
discharged the next day with 5 days routine cover of Synulox and Rimadyl. His owner
was particularly surprised at how bright he was given the extent of the surgery of the
previous day. There were no complications in the post-operative recovery period (See
Fig 8 and 9) and “Tom” has a newfound level of fitness and willingness to exercise.
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Fig 8. Post-operative check at 6 days
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Fig 9. Post-operatively, he was livelier and more active than he had been in
recent years.



Discussion
General Features of Canine Sertoli cell tumours

The prevalence of Sertoli cedl tumours is 26 times higher in undescended
testes than in scrotal testes.

Abou athird of dogs with testicular Sertoli cell tumours develop a syndrome
of aopeda and feminisation. Clinically, Sertoli cdl tumour feminisation
syndrome manifests itself as a hilaterally symmetricd aopeda, nipple
enlargement, penduous prepuce, atrophy of the wntralateral (scrotal) testis,
and attraction of other male dogs.

Feminisationis more likely and more marked with large tumours and is related
to excess production d oestrogen. This can cause bone marrow suppression,
which, although urcommon, can be sufficiently severe to cause deéh.

The probability of deah due to metastases is around 36 for Sertoli cell
tumours.

The case reported here is the sort of spedacular case which can gve an enormous
amourt of satisfaction to the surgeon when the outcome is favourable and never fails
to impress the owners. However, athouwgh the surgicd procedure was relatively
straight forward, there were a number of potential anaesthetic complicaions to be
addressed and the importance of confidence in your anaesthetic protocol canna be
overstressed. In this case, | was looking for a premed combination which could offer
bath low dosing and minimal cardio-respiratory depresson, but also enough sedation
to minimise atecholamine release when being restrained for induction.

In my opinion, the combination d ACP, Torbugesic and Rimadyl as a premed
filled these aiteria adequately. In addition, the whole protocol used enabled rapid
induction, agood pane of anaesthesia and analgesia, with rapid recovery and minimal
hangover. Torbugesic provides a good level of analgesia which can be topped up as
required. The smocth induction and recovery of this 15year-old day from such a
major abdominal operation, as described above spe&ks for itself.

Given the patential for further metastases to appear, ¥Tom° will come back for
regular check-ups and the owners have been told to look for signs of recurrence of
feminisation.
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