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Abstract : A case with non-treated prostate cancer, which showed rapid rectal involve-
ment in 3 months, is reported. A 62-year-old man visited our out-patient clinic for periodic
follow-up studies for urolithiasis in August 1997. In spite of having no symptoms on
urination, a Tandem-R (RIA) prostatic specific antigen (PSA) level was 5.8 ng/ml
Although transrectal ultrasonography demonstrated no signs of malignancy, endorectal MR
imaging done in November showed a low intensity area of 15 mm in diameter in the right
peripheral zone of the prostate. Stage T 2 prostate cancer was strongly suspected. At the
time of needle biopsy of the prostate done in 3 months, a solid mass was detected on
ultrasonography at the posterior, distal side of the prostate, which was clearly distinguished
from the prostate. The selectively obtained biopsy specimens from the prostate and the
mass were histopathologically diagnosed as poorly differentiated adenocarcinoma. Thick-
ening of the rectal wall was recognized in MR imaging. From the findings of recto-
sigmoidal colonoscopy and immunohistochemical staining with PSA of both biopsy speci-
mens, the rectal mass was judged to be an invasion of prostate cancer. With a combination
therapy with maximum androgen blockade and radiation, the tumor was reduced in size and
PSA level decreased from 73 ng/ml at the therapy initiation to 0.3 ng/ml. Although
prostate cancer, in general, shows slow growth, a prompt diagnosis might be required, even
when early prostate cancer is suspected.

(FE:E. J. Nara Med. Ass. 50, 328~332, 1999)
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Fig. 1. Rectal coil MR imaging of the prostate in
screening examinations, showing a mass with

DORIZERFE LR < b7 (Fig. 1. 199842 A 4 H, low intensity in the right peripheral zone
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Fig. 3. Histopathological findings of the biopsy speci-

mens.

A : The histopathological diagnosis of the
mass is poorly differentiated adenocar-
cinoma. (x100, H-E stain)

B . The specimen is stained positive in a
immunohistochemical study with the
prostatic specific antigen. (x100, PSA
stain)
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Fig. 4. Rectal coil MR imaging of the prostate at the
time of biopsy, showing thickness of the rectal
wall.

Fig. 5. Rectal coil MR imaging after one month of
therapy, showing a marked size reduction of
the tumor of the rectal wall.
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