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A case of prostatic papillary adenocarcinoma is reported. A 70-year-old male was admitted with
the complaint of urinary retention. Suprapubic prostatectomy was performed on July 17, 1984
under the diagnosis of benign prostatic hypertoropy. The bilobes of prostate were 4 X 3 x 3 cm in size
and 60 gm in weight. They were very soft and yellow-red. The histopathological examination revealed
papillary adenocarcinoma of prostate. Glands were lined by a single or two layers of cuboidal cells
with dark cytoplasm and a claer nucleolus. It seemed to arise from the prostatic duct, since serum
level of prostatic acid phosphatase was elevated. But it was thought that prostatic carcinoma of acini
grew in the papillary pattern, too. Therefore, it was difficult to identify the origin.

Only hormone therapy (Honvan) was performed as postoperative anticancer therapy. During

the follow up at the clinic, there have been no abnormal findings.
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ILTEME « 19694, 5 &% C W Wi g 5 7.

BUEHE  19824E 11 A, WHRMIMIR + X OHEIREESE ©
BB ATy, BB X0 mRRHd L Tt &
DBIIRFELE RS A L AL Tuic s 2 A, 1984
6 A30N, WA XL ERE 2L, TiT
M AKEDBEL T198445 7 ] 4 [T ABE & 78 1.

ABENSBLEE © At 0y, IRITE, 9E9R R I
(66[)/min), MM 112/60mmHg, [RER - RHGEESHE
WAy, 1R T, WP T TR R G b Uk
Ve IS E N TE e B bR 2GR B 23T, TR,
Frx A X e BB THISZIEE ISR,
EIE PR TR, O e < Rl 2 4 %
A& v REITCT LS AT L 7oL,

MK — AR RAE - ARmER 417 x 104/mm?, [ mEk
6,400/mm3, ~% 7~ v 132g/dl, ~=<= 1+ 27V,
}39.6%, MR 14.3x 10 mm?, g G B & 22
BHic\uns, BEOIMmE D

MR AL SRS © GOT 26 IUJL, GPT 16 IU
/L, Al-P 481U/L, LDH 311 IU/L, LAP 143 U/L,
~GTP 34 TU/L, TTT 1.6 U, ZTT 9.7 U, Amylase
148 TU/L. T.P 6.1 g/dl, Alb 57. 3%, BUN 16 mg/dl,
Cr 1.3 mg/dl, UA 5.9 mg/dl. FBS 165 mg/dl, §§ii7
st R 2 7 > 2 — (PAP) 1422 ng/ml ik |
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B5RS 15 mm, QM5 35 mm &, HIAZARMEEEME R =
7 - 2 — o LR L MO THELR DI

RATR : RA (=), # (=), ARMIIRZZED I
Wi THRmER (), AmEk () TH -7

XERRETRL N 3R 5 X OB B A
HTRFE RS . BB LS Tk ERRBIC
BBl oh, REBMEY Cik, BRESok
HRE, BIBREDEEN L LN Fh, BEOTHEITER
doHNichote. Fi, HTF—FALERBER IR
LB h L EIREN & St (Fig 1),

ABERHES : BIZIR O E BP0 IR BB ER o
FiRA 5, BNZIRIEAIE & 2 S hiorce, BNLiRE
R A 7 o 2 — OB ER T3 19844E 7 B 17H
TEIRR T BUE L AR ZARBERAT A 1T S hute.

F oWwOA R

B e EE X < BEREN R M3 51 IR B &2 R IcE
B4 Bits, BEE X v 8 2 BIERE L, EKRER
IREREDIK S WM AR 7. NKE D 5B
BIAER & bic - Tt BIZBOHEIES ThH
DD =k < RTIZIR A MAC FIEE L 7o fEERRTSziRAE
BIECEETHEbR TR D, EFECEHSH < THE
L gk & hte.

Fig. 1. RN 5 BEESUBOBY RIAE, BIBIRINOIERE %385
LA BEHT AR ILRS B s, Fh, AT —F itk B E
bhaRIKEEY Eh s (). KKoRi (=F).
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Fig. 2. FHERAUSZNR 5 e, FBINKTIFCkSH < BEF5EER

Hhigu.

Fig. 3. fHERATSZIROMELG 5 it oMl E & BPMEAY H

iy %

L, 1~ 2 % MEA W s PR oo [ 55 il Ha s b
B 5. (H.E. dufn x 120)

TBRALAS : Mg K& X 4cmx3cmx3cem,
H60g THEARGBMA L, KD ST F
f;ﬂﬁﬂiﬁﬁaﬁ Bﬂf£75* By~ (Fig 2).

FIERALRRAT R - FLBIRC A4 2 EE M, 205
RTORRE VI fath % & o B R b h ey
BBEMR TR 7 = =+ T 1 I o B 2a
x5, cilia ZA SRR, JAELRE SRS
YT keA B ey, B 2Bl B b du e
Mocilia B2RUGCG A A, TSR 1 — 2 i /i
FIL T B fte AR IR NE K & b Bt b 1
(Fig 3,4). Licr-T, ShHoliinrbliked
LDHZ LILNEETH - e

Wit « BTN, DINZIRYERENE & A 7 5 2

—EfEEMiET 1424 ng/ml 76 BHICET L hith
5 HHic 1.8ng/ml & EFHICF -7 SHEATR &
MIRMEREE A 7 2 — CEDEETH B H LD —IE
BHEFERE RS LT PR T s R L L
T, o3y 500 mg/H % 20 BIH AL SHER, 1984
F9 A4 R BHGREL & 7e - 7o BRI BB e
W HTZ IR M A 7 o & — CHEOTIE + & OB W
M & - TR BZ L T 50, BRIK EF A7
FH R A FRb oL

z Z

JE FEME BT AT RR FLTUR R4 0 Re B 219674, Melicow
5O DSHIZIERAR KAE 00 22 W CROE AR MR i A
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Mfans, 1~ 2B CTHBEREE AR L T35 (H.E.
Yot x 12)

Table 1. RHANC B 5 FERAERNIARFLT RIS O $i5 6]

= B AR EtE . . ,
wEE HwEF ERE) =EH K27 74— il EBERECHT AR H% Fik
N—5-1E» 1976 77 KA 3.6KAU BPHV ReLX Ll 5 &R
B SLAR FRRR T 415
AxZ2O2

2RI - EHr 1977 A mER, REA 2.7KAU PCA2 TUR-P ;) wmEVF
b 2AV 415
BB

3)iFAK-IZH 1982 66 HRHBY E® BPH BeEXATR AR HE7Fch
WIR TR
AN¥xZ20O2

4)EM[ -3, 1984 49 BR, BRRE E%® #%ZBRE TUR-P prostatc  47FH

i £ 1 B TAM duct

A¥Z0O>

SYRE-IEH 1984 80 PRGMER  FH PCA TUR-P AB8g E174
IZX RS HE
R E
EMoONLTI/

6) B 85I 1985 70 BREA 8 BPH REEXHWET KR E174

R

AN

1) BPH ; Benign Prostatic Hypertorophy
2) PCA ; Prostatic Cancer of Acinus

B 28 o FFEGIOREREE AN, KW o> FIAE R R B s
FIRCHIM L T BT R ARG Lo 1 BIH &
2 bh. O DI DYEIRA i ISR K
LB b B vk o (endometrial car-
cinoma of prostatic utricle) & L1z, W95,

19704 Belter B9 ki 7B AGE & NiTIZIK 2% o 2 W
CHOR L= A BB % 17 7 > £ ML BTG A

2 LRI RN B WA 8%, BINZIR/ME SR Dl
j% (papillary primary duct adenocarcinoma of
the prostate) & L7z, AKHIC U TUE, 197644
LY MY L TEkbhbhoRBEL R D
TiL, S5 HIORELH BT E /L (Table 1).
AP o FEA TR, W L Ao &5 U T
(prostatic utricle) ¥ 713 Hii 7/ V& (prostatic du-
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ct) BEzHR 5. Carney 5%, Melicow H¥E X
0" Kauder 5% Lhid, BHFEilko b0k, B
B o FIkE B B b SRR B LTt TS <, cilia
D EPIC AN RS b D, o IE ) BIZRVE
ko b ik, BBOBME LR SR D BB IRE
Bt DA E R F L cilia 2x0Tuw 5. HUHBILTHY
IR VERE O L o, BIIZIRIEKIE & FHaC
B Bt 4 A 7 » 4 — CERARD R AT L,
HEATIL lipid ® lysosome 23% >, LasL, Zh
DIEGIIEI T E LCRREINBCLDEH VDT,
EfE L LB DI ERATLLES TR, LK
LIEiE a2 B+ 5 2 L L <, Zalandek BT X
Dube 5,9DfMEL 7 prostatic duct HKOFLIARK
st B SR BN %, prostatic utricle KD D
%4~ carcinoma of ductal origin I &y
Bk e L C\%5 (Table 2).

FapkiT ik, Dube® $ LU Melicow H»iZ Lh
1¥, ductal origin ® 4 O TIIPRREA F2 5L D
Nhokb%<, P2UTHR THDH. LoiFH, ut
ricle origin @4 DX, EE REMCHEHL Th
FiELRG A % & DR ST D, L
L, Wl LThli#E oA ERSELL Tk
D, FERASOXHNLREETHS. EBNME TIL,
ductal origin ™ § DX, FEAEHHN B L O0IFE
A B R AN, utricle origin o4 ik, BIZARIEK
FEL B IR AL O S\ BIZIEEERE AR A 7 - 2
—tA{fiiz, ductal origin % DO THEEE & HEEMD
HbHhnA, utricle origin @ O T IEHTEHAPIC
H5.

E BB, REE2TRE L TREE LIER N2 T,
B SR IEARE A Bedo b BB _EsKATAZIRIMER G 25+ &
T hute. WINZHRPEEEME+ R 7 » 2 — Efl L, AT

Table 2. Proposed histogenetic classifica-
tion of prostatic carcinoma.

1. Adenocarcinoma of acinar origin.
2. Carcinoma of ductal origin.
A : Primary duct adenocarcinoma.
B : Secondary duct adenocarcinoma.
C : Ductal adenocarcinoma with endometrioid
features.
D : Transitional carcinoma.
E : Squamous carcinoma.
3. Carcinoma of undetermined origin.
A : Extensive carcinoma.
B : Poorly differentiated or undifferentiated
carcinoma.
C . Adenod cystic.

142.4ng/ml & @& fliATR L TUohs, T
HEENTC e o te. BTIRMEEE A7 » 2 -
s, ANIEMEREEBCIET L, %5 0 BICXIE
HEiEA R LI ’

B s LT, RESEC 2T S h s 2 L
feu e BB BRI ERAT TUR-P 23k 2 /e
bhTw5b, HEMEALE BEFCBIL T, ductal
origin ™ DICILEEBR T\ A%, Miller 7YY
THhMEFRALE v EOBEIATRE XN S utricle origin
DHOCHL TR EBRL IR TV D 1 oIE S,
Glenister 59 X hi¥, prostatic utricle © ERIT
Miiller % EFE Tl < WRAEFARE R OAE L
BAELTWS &N, FhvTholXod papillary
adenocarcinoma £ 3,587 ¢ acinar type DN
BELTWAZ EDHVOTHBEM AL 2 v BHERAT
55 L0EXLHAHVOW, HEBRIRECOVTUIR
HEDEIAHREARE TH A, AZIRILTIRER X
stage i< & D ATAE/R B, BHI & L CRISHIBZIRREER
wnk e i, REBWERys TS E ¥
TUR-P %3 - W RREATR, BZIRMEREM: 2 7
- 2 —Cfl, FHMMFT Ric s L b ductal origin 7>
utricle origin 2% ZWi L, ductal origin 4, DT
BIUT B A T SFRE & B R, utricle
origin @ & OITITBSHREEREL, Bk Ok
Loy, “HEEMBET L5 EER CEE s follow
up @5 X FM R R L RERRRE R [T
On—EE IS,

F iz o\ Tk, utricle origin O O TIXBAEE
TOE A EEHO HREL /L. Vi 5, ductal
origin ™% o1k Dube BV kB &, &, fliic,
Darke 521 L3 b ) vficiB R A LETL
Tl of&Ers D, FHRIIL T LS BEFLI VAL
[N

BERGIE, BEDLZAALBEER, BIziRK:
Btk A7 » & — 0 ERR LOERERS T, S
K Tk v RIS & D REBREF TH 5.

= B

REAR EHF & HT05EB Tk bk R FEAE AT R
FLIRRIE D 1 Gl % T O XM BEE L Iz THE L
7o HBRENIBFABEECT A EN T E eh e
S, R EAHE 6 BIE & Bbhie. ROIRERT S
bt b, EBWNIES CRISIRIALE & Bibh 56
T4 NI AR L O MR TR A 7 - 2 —
CE O LB TR X R
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