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A 79-year-old man underwent a transrectal prostate needle biopsy with a prostate-specific antigen (PSA)
level of 12.0 ng/ml. He was diagnosed with adenocarcinoma (Gleason score 4 + 3, ¢T3aNOMO) and

underwent radiation therapy. Eight months later, he was administered hormone therapy because of a rise in

PSA level to 8.4 ng/ml. One year and 5 months later, he experienced back pain, and computed

tomography revealed multiple lymphadenopathies and irregular prostate enlargement. The PSA level was
0.097 ng/ml. Re-biopsy of the prostate and biopsy of the lymph node were performed. Pathological

examination revealed neuroendocrine differentiation of the prostate. The disease progressed rapidly, and

the patient died 4 months after the biopsy. Neuroendocrine differentiation of prostate cancer is rare, and its

development may not be consistent with PSA levels.

conducted, even when PSA levels are low.

Therefore, periodic imaging examinations should be

(Hinyokika Kiyo 67 : 465-469, 2021 DOI: 10.14989/ActaUrolJap_67_10_465)
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Fig. 1. Contrast-enhanced MRI  (T2WI)  of
abdomen. The arrow indicates a low-
signal area in the left posterior peripheral
zone of the prostate.
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Fig. 2. Primary prostate biopsy performed in 2012.
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Fig. 3. Thoracoabdominal plane CT. Arrows indicate enlargement of the left supraclavicular lymph nodes
(a), the paraaortic lymph nodes (b), and irregular enlargement of the prostate (c).
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Fig. 4. Re-biopsy of the prostate in 2014 ; scale bar 50 um.  (a) HE Invasive adenocarcinoma. A
solid nest of prostate cancer cells with necrosis lacking gland formation. (b) Negative
staining for NSE.  (c) positive staining for Synaptophysin.  (d) Positive staining for P504S.
(e) Positive staining for chromogranin A in the cytoplasm.
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Positive staining for Synaptophysin.
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Fig. 5. Lymph node biopsy in 2014 ; scale bar 50
(d) Weakly positive staining for chromogranin A.
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Positive findings on the cytoplasmic surface at the margin of the nest.
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Fig. 6. Treatment progress and changes in blood test findings.
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