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ABSTRACT

Prostate cancer is the most common cancer in men and has a high risk
of metastasis. It often metastasizes to the iliac lymph nodes, bone, lungs,
less frequently to the bladder, liver, and adrenals. The most common
location for distant metastases is the bones. Although it is a frequently
metastasizing cancer, rectal metastasis is rare. Few cases have been
reported in the literature. In this case, we discuss the rectal invasion that
occurred years later in a patient who presented with constipation and
underwent prostate cancer surgery 15 years ago.
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INTRODUCTION

Prostate cancer is the second most diagnosed cancer worldwide in men.
Usually typical sites for metastasis include bone, lung, and liver. Prostate
cancer with gastrointestinal involvement, particularly rectal, has been
rarely reported in the literature. In this case, we discuss the rectal invasion
that occurred years later in a patient who presented with constipation

and underwent prostate cancer surgery 15 years ago.
CASE REPORT

Our patient (80 years old) had constipation refractory to drug therapy. He
had a history of prostate cancer operation 15 years ago. He had no LHRH
treatment. Colonoscopy was performed for the etiology of constipation.
In the rectum, narrowing of the lumen and hard and thickening of the
mucosa were detected (Picture 1). Six biopsies were taken from the
rectum. In the biopsy, prostate adenocarcinoma metastasis was detected
in the rectum. A microscopic examination of the rectal biopsy specimen
revealed a glandular architecture with prominent nucleoli that infiltrated
the rectal mucosa and submucosa (Figure 1 & 2). No intraepithelial
neoplasia was found in the rectal mucosa. Immunohistochemical
staining demonstrated NKX3.1 positivity (Figure 2); CK7, CK20 and CDX-
2 negativity. Tumor cells were compatible with prostate origin in the
presence of histopathological and immunohistochemical findings.
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In abdominal MR examination; A mass lesion with ureteral
invasion was detected in the patient who was known to have
an operated prostate, whose radial extensions measuring
up to 5 mm were observed, extending to the dentate line at
the anorectal junction, which completely covers the rectum
along its walls and narrows it almost completely. Small
lymph nodes measuring up to 3 mm showing diffusion
restriction were seen in the mesorectal fascia. In PSMA Ga-
PET/BT; Intense pathologically increased PSMA uptake is
observed in the tumoral lesion, which fills the lumen along a
long segment into the rectum, infiltrates the seminal vesicle
level on the left, and has blurred borders with the bladder
(prostate ca metastasis?) In PSMA Ga-PET/BT; Intense
pathologically increased PSMA uptake is observed in the
tumoral lesion, which fills the lumen along a long segment
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into the rectum, infiltrates the seminal vesicle level on the
left, and has blurred borders with the bladder (prostate
ca metastasis?). Contamination and a few millimetric
lymph nodes are observed in the mesorectal fat plane.
Pathologically increased PSMA uptake is observed in the
small lymph node in the right inguinal region (metastasis?).
In the sclerotic lesion observed in the left pedicle of the
third T8 vertebra, pathologically increased PSMA uptake is
observed (metastasis?). PSA level was determined as 34.5
ng/ml (N:> 70 years, < 4.4 ng/ml).

This case was an interesting case for us. Years later, we
encountered a case with rectal invasion of operated prostate
cancer for the first time. The patient was referred to the
medical oncology department. Treatment was started in

medical oncology.
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Picture 1. Thickness of rectal mucosa.
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Figure 1. In the biopsy specimen of hematoxylin and eosin staining, there were
prominent nucleoli in tumor cells under the surface epithelium.
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Figure 2. Immunohistochemical staining for NKX3.1 positivity shows strong
expression in tumor cells but not in the normal rectal crypt.
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DISCUSSION

Prostate cancer is the most common cancer in men and has
a high risk of metastasis. It often metastasizes to the iliac
lymph nodes, bone, lungs, less frequently to the bladder,
liver, and adrenals. The most common location for distant
metastases is the bones [1]. Although it is a frequently
metastasizing cancer, rectal metastasis is rare. Few cases
have been reported in the literature [1-3].

The spread of prostate cancer to colorectal tissues may occur
in different ways [4-5]. Cancer can directly invade the rectum
through Denonvilliers’ fascia [6]. Because of the same
lymphatic drainage of the rectum and prostate, metastasis
can be seen through the lymphatic route [3]. Another very
rare method is transplantation into perirectal or rectal tissue
during needle biopsy [4]. In some autopsy series, invasion
through adjacent rectum has also been shown in patients

with prostate carcinoma [6].

In rectal metastasis due to prostate cancer, sometimes rectal
bleeding, rectal discomfort or bowel obstruction may be
present [7,8]. Our patient had chronic constipation that did
not respond to drug therapy, and colonoscopy due to chronic
constipation revealed thickening and irregularity in the
rectal wall. In the biopsy taken from here, it was reported that
the patient’s findings were due to prostate cancer invasion.
Our patient was referred to medical oncology for treatment.
In the literature, rectal metastases due to prostate cancer
have been rarely reported. In some literature, polypolypoid
formation has presented as a polypoid mass or intestinal
obstruction [8]. The possibility of metastasis should be
considered in a patient with prostate cancer presenting with

the complaint of rectal bleeding [9,10].
CONCLUSION

Patients with a history of prostate cancer should have regular
check-ups. As in our patient, if there is a history of chronic
constipation and especially a prostate cancer operation in the
past, the patient should be checked at regular intervals, and
colonoscopic control and serum CEA and PSA tests should
be performed in male cases with chronic constipation. A
biopsy should also be taken from the rectum for control
purposes. In male patients with a history of prostate cancer,
when malignancy is detected in the rectum, invasion due to

prostate cancer should be considered first.
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