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Abstract- Prostate cancer is the second most frequent malignancy in men worldwide. Approximately 20% of 

patients present with metastatic disease. The most common metastatic sites of prostate cancer are bone, lung 

and pleura, non-regional lymph nodes, liver, adrenals, and brain. Metastasis of prostate cancer to the stomach 

and intestines is rare. Differentiation between primary and secondary colorectal cancers is difficult. Here we 

report a 70-year-old man who was referred to the hospital with abdominal pain, weakness, and melena. An 

abdominopelvic computed tomography scan was done for further investigation. As a result, colon wall 

thickness was increased and multiple metastatic bone foci were present. Microscopically, the results revealed 

malignant tumor of atypical cells with hyperchromatic nuclei. The pathologist reported a malignant 

undifferentiated tumor and suggested immunohistochemistry (IHC) for differentiation between malignant 

lymphoma and carcinoma. According to high serum PSA level, a PSA staining was also suggested and 

performed. IHC results showed positivity for CK (Cytokeratin) and PSA, but negativity for CK7, CK20, and 

LCA (Leukocyte Common Antigen) in favor of metastatic carcinoma to the colon of prostate origin. 
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Introduction 
 

Prostate cancer, the second most frequent cancer in 

men, is asymptomatic with insidious growth in the early 

phase (1,2). Metastasis at presentation is seen in about 

20% of patients (2) and may compromise quality of life 

and patient survival (3). A large number of cases is 

suspected by higher than 4.0 nanograms per milliliter 

(ng/mL) of prostate-specific antigen (PSA) in plasma. 

PSA is a glycoprotein with normal expression by the 

prostate. However, a prostate biopsy and histopathology 

evaluation are the gold standard for cancer diagnosis (1). 

Prostate cancer commonly metastasizes to bone, lung, 

pleura, non-regional lymph nodes, liver, adrenals, and 

brain (4-6). Case reports of metastasis of prostate cancer 

to the gastrointestinal system are rare (4,7,8) and the 

antemortem prevalence is not clear. However, in the 

autopsy series 0.56% - 11.5% of prostate carcinomas 

showed rectal mass at presentation (9). 

Case Report 
 

A 70-year-old man was referred to the hospital with 

abdominal pain, weakness, and a black tarry stool 

(melena). He was pale and had a lean body mass. On lab 

results, he had mild anemia with a hemoglobin of 10 g/dL 

and a screening serum prostate-specific antigen (PSA) 

level of 50 ng/mL. A total esophagogastroduodenoscopy 

was done to rule out upper GI bleeding and the findings 

were insignificant. Therefore, an abdominopelvic 

computed tomography (CT) scan was done for further 

investigation. As a result, colon wall thickness was 

increased and multiple metastatic bone foci were present. 

On rectosigmoidoscopy, there were multiple colon 

mucosal lesions and several biopsies were taken. 

Microscopically, the results revealed malignant tumor of 

atypical cells with hyperchromatic nuclei. The 
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pathologist reported a malignant undifferentiated tumor 

and suggested immunohistochemistry (IHC) for 

differentiation between malignant lymphoma and 

carcinoma. According to high serum PSA level, a PSA 

staining was also suggested and performed. IHC results 

showed positivity for CK (Cytokeratin) and PSA, but 

negativity for CK7, CK20, and LCA (Leukocyte 

Common Antigen) in favor of metastatic carcinoma to the 

colon of prostate origin (Figure 1). In the recent follow-

up after 5 years, we found that, then the biopsy from the 

prostate had shown adenocarcinoma (Figure 2). The 

patient had not been received any chemotherapy. 

Unfortunately, he had passed away after a short course of 

conservative therapy. Written informed consent was 

obtained from the patient for the case report after colon 

biopsy. 

 

 

 

 
Figure 1. Metastatic adenocarcinoma of prostatic origin to colon 

mucosa. A) Hematoxylin-Eosin stain, B) IHC for CK positivity, C) 

IHC for PSA positivity. X100 magnifications 

 

 

 
Figure 2. Adenocarcinoma of prostate A) Hematoxylin-Eosin 

stain, B) IHC for PSA positivity, X100 magnifications 

 

Discussion 
 

Gastric metastasis of prostatic malignancy is rare in 

the literature (8). The incidence is about 1-4% in autopsy 

series (7). Bowrey DJ et al., (10) found that Infiltration of 

the rectosigmoid occurs in 4% of patients with prostatic 

adenocarcinoma. Differentiation between primary and 

secondary colorectal malignancies is very difficult 

mainly on colonoscopy examination (11). Constipation, 

abdominal pain, rectal bleeding, and diarrhea are the most 

frequent presentations (12,13). The dark stool is a 

common presenting sign in literature, the same as the 

present case (8,9). Metastasis culminates in a poor 

prognosis with a median survival of 1-3 years (8). Bone 

metastasis is present in more than 80% of postmortem 

examinations (8), as our case showed to have bone 

metastasis on imaging. In our case, colon wall thickness 

on the CT scan mimicked primary adenocarcinoma or 

lymphoma. Likewise, other case reports had the same 

findings (12,14-16). Anemia may be due to bone marrow 

involvement (8), the same as our presented case. In a 

similar fashion, elevated serum PSA levels were also seen 

in other reports (7,11,15-18), while other studies had 

normal or slightly increased PSA levels (12,14,19,20). 

Both prostate and colorectal adenocarcinomas show 

similarities in cytology or architecture including nuclear 

pleomorphism and prominent nucleoli or differentiation 

from well to poor-formed glands (11). In our IHC, 

negativity for LCA ruled out malignant lymphoma. 

Negativity for CK20 ruled out primary adenocarcinoma 

of the colon. CK7 and CK20 negativity along with CK 

and PSA positivity ruled out other primary sites and 

confirmed the prostatic origin of carcinoma. Other case 

reports with similar presentations had the same results for 

negative CK7 and CK20 and positive PSA (6,7,9,11-13, 

15-17,19,21,22). Meanwhile, other studies showed 

negative results for PSA (12) and positive CK7 (14).  

Despite its rare nature, prostate adenocarcinoma may 

lead to metastases to the GI tract and colon. It can mimic 

the signs and symptoms of primary colon cancer and 

result in misdiagnosis. It is important not to make a 

definite diagnosis of primary carcinoma immediately and 

to always consider all signs and symptoms of the patient 

as a whole. Knowing the possibility of metastasis of 

prostate adenocarcinoma to the GI tract will help in 

making differential diagnoses and guiding clinicians in 

making final diagnoses. Using IHC staining for PSA in 

the presented case with attention to history and laboratory 

results led us to the final correct diagnosis as it is crucial 

for starting proper treatment for the individuals; since it 
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has different management in metastatic prostate cancer 

compared with primary colon cancer.   
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