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A CASE OF PROSTATE CANCER PRESENTING
AS A SYMPTOMATIC ABDOMINAL MASS

Jun-ichi Nacavosni, Takashi Kawakamr and Yoshio Maruvama
From the Department of Urology, Matsusaka Chuo Hospital

Masaki Cuo
From the Department of Urology, Nara Medical University

An 80-year-old man presented to our hospital complaining of an abdominal mass.

On physical

examination, a hard fist-sized mass was noted in the right lower abdomen. Needle biopsy of the
prostate and abdominal mass showed moderately differentiated adenocarcinoma. The chest

roentgenogram revealed multiple lung metastases.

Clinical diagnosis was T3N3MI1, stage D..

Serum prostate specific antigen (PSA) level (8,600 ng/ml) normalized after 3 months of anti-androgen
therapy. Lung metastases disappeared after 11 months, while the abdominal mass was reduced to
25% of the pretreatment size after followup of 30 months.
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INTRODUCTION

Carcinoma of the prostate usually metastasizes to
the bones of the pelvis and lumbar spine. It is
extremely rare for a patient with carcinoma of
prostate to present with a huge abdominal mass.
Here we report an unusual case of this type that
responded well to anti-androgen therapy.

CASE REPORT

An 80-year-old man visited the Department of
Medicine of our hospital complaining of anorexia,
fatigue, and an abdominal mass. Physical exami-
nation revealed a hard, fixed, and fist-sized mass in
the right lower abdomen. CT scanning of the pelvis
revealed an enlarged prostate gland and a retroperito-
neal tumor pushing the bladder to the left (Fig. 1).
Needle biopsy of the abdominal mass was performed.
Microscopic examination showed metastatic adeno-
carcinoma of the prostate and immunohistochemical
examination showed strong staining for PSA and
prostatic acid phosphatase (PAP) (Fig. 2). Under a
suspected diagnosis of lymph node metastasis of
prostate cancer, he was referred to the Department of
Urology.

His prostate was the size of a goose egg, hard, and
without nodularity on digital rectal examination.
The serum PSA level was 8,600 ng/ml (Delfia) and
the serum PAP level was 310ng/ml (RIA).
Excretory pyelography revealed that the bladder was
displaced to the left. Transrectal ultrasonography
revealed a hypoechoic lesion in the prostate.
Although multiple lung metastases were seen on chest
radiographs and CT, bone scintigraphy revealed no
metastases. Transrectal needle biopsy of the
prostate gland confirmed the diagnosis of moderately
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differentiated adenocarcinoma, the morphology of
which was consistent with that of the abdominal
mass.
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Fig. 1. CT scan of the pelvis before treatment
shows a retroperitoneal tumor pushing
the bladder to the left.
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Fig. 2. Biopsy of the abdominal mass. The
tumor shows strong staining for PSA
(immunohistochemical staining, X400).
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Table. Summary of clinical data for 22
patients with prostate cancer with a
huge abdominal metastatic mass

Evaluation of Ist treatment Partial Response
Progressive Disease

unknown

Prognosis alive
death

Grade well 2
moderately 5

poorly 10

unknown 5

22

Distant metastases bone 9
lung 1

bone and lung 1

none 5

unknown 6

22

Stage D1 3
D2 18

unknown 1

22

13

0

9

22

21

1

22

Accordingly, the final diagnosis was prostate
cancer (cT3N3M]I, stage D2), and treatment with an
LH-RH agonist (leuprorelin 3.75 mg/4 wks) and
diethylstilbestrol diphosphate (500 mg/day) was
performed for 30 days. Then, diethylstilbestrol was
changed to estramustin phosphate (560 mg/day).
Five months later, estramustin phosphate was
stopped because of side effects, such as epigastralgia
and anorexia. Total androgen blockade therapy
with leuprorelin and flutamide (375 mg/day) was
subsequently given for 23 months.

The serum PSA level decreased to within the
normal range after 3 months, and the multiple lung
metastases disappeared 11 months after the start of
anti-androgen therapy. Although the abdominal
mass can still be observed on CT scans, it has
decreased to one quarter of the original size (Fig. 3).
Therefore, the total objective response according to
the General Rules for Clinical Pathological Studies on
Prostate Cancer') was defined as a partial response.
The patient has remained well with no symptoms
despite his persistent tumor for 30 months as of
March 1997.

DISCUSSION

Dossot first reported the prostato-pelvienne diffuse,
a huge lymph node metastasis that rapidly invades
the entire pelvis in 19302  According to Corriere et
al.¥ patients presenting with an abdominal mass
accounted for only 2 out of 525 cases (0.4%). This
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Fig. 3. CT scan of the pelvis after treatment
revealed the abdominal mass to have
decreased to one quarter of the original
size.

was considered to be because the main metastatic
route of prostate cancer is hematogenous rather than
lymphatic. However, further studies
revealed that the incidence of patients with

clinical

unsuspected and clinically undetectable metastatic
disease in the pelvic nodes was quite high, contrary to
expectation. Donohue et al.*) reported that 85 out of
343 patients (24.8%) with stage A or B disease had
positive nodes. Their review of some other studies
revealed that out of 2458 patients with stage A, B, and
C adenocarcinoma of the prostate, 726 patients
(29.5%) had positive nodes, while 288 out of 1,512
patients (19.0%) with stage A and B disease had
positive nodes. Their results were confirmed by
recent staging lymphadenectomy studies. This
disagreement between clinical and histopathological
staging poses a problem such as in the selection of
therapy'.

However, it is extremely rare for a patient with
carcinoma of the prostate to present with a huge
lymph node metastasis palpable as an abdominal
mass. Although 10% of patients with prostate
cancer have complaints chiefly related to
) most of them have bone metastases.
Therefore, our case was rare and only the 22nd

metastases

reported in Japan.

Nakagawa et al.®) reported four characteristics of
prostate cancer with huge lymph node metastases: 1)
many of these tumors are poorly differentiated
adenocarcinomas, 2) the duration of symptoms is
usually quite long, 3) bone metastasis is rare, and 4)
the response to anti-androgen therapy is good. The
clinical data of the cases reported previously in Japan
as prostate cancer presenting with a huge abdominal
mass are summarized in the Table. Of 17 cases with
tumor histology reported, 2 were well differentiated, 5
were moderately differentiated, and 10 were poorly
differentiated adenocarcinoma. Of 16 cases with
metastases reported, 10 were bone metastases (6 of
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them were poorly differentiated adenocarcinoma), 2
were lung metastases, and 1 case had both types of
metastases. All of them were treated with hormone
therapy or radiation therapy, and responded well.
During follow-up ranging from 3 to 84 months
(median: 26.6 months), only 1 patient died of
prostate cancer. Except for the high incidence of
skeletal metastasis, these findings are consistent with
those reported by Nakagawa et al.®)

The prognosis of stage Dy disease is related to the
response to the initial anti-androgen therapy”
Akimoto et al®) reported that the prognosis of
patients whose tumor markers were normalized by 6
months after the start of antiandrogen therapy was
better than that of those with tumor markers not
normalized during the same period. In our case, the
serum PSA level decreased to within the normal range
within 3 months after the start of anti-androgen
therapy. However, constant careful monitoring of
our patient will be necessary.
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