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Abstract
A 73-year-old man with almost no previous medical history was 
admitted acute with stomach pain, distended abdomen, stop of 
defecation and feculent vomiting. The patient had been constipated 
for three months and about a month before admission, a coloscopy 
was performed presenting no findings. Computed Tomography 
(CT) showed mechanical bowel obstruction and a huge malignantly 
transformed prostate gland as the triggering cause. The form of the 
prostate gland was almost like a horseshoe squeezing the rectum, 
making passage impossible. Additional findings were retroperitoneal 
and iliac lymph node conglomerates. A colostomy was performed, 
and later on the patient was referred to the Department of Urology 
and prostate biopsies and surgical castration were performed. 
The patient had tumor masses impassable for the index finger. 
Total findings were massive lymph node metastasis and only a 
single small bone metastasis in the L2 corpora. Histology showed 
neuroendocrine prostate cancer (NEPC), which is a cancer with 
high malignancy characterized by lymph node metastasis instead 
of bone metastasis. The patient died three weeks after being 
diagnosed. De novo NEPC is rare and has an extremely poor 
prognosis. NEPC is more often seen as a result of treatment with 
hormone therapy. This case presents a rare debut symptom of a 
rare form of de novo cancer, illustrating the importance of a proper 
digital rectal examination when diagnosing constipation and acute 
abdomen.
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an increased value of 225 ng/ml. A gastric tube was inserted, and 
the large bowel was desufflated twice, but the patient finally had a 
colostomy because of total bowel obstruction. The DVT was treated 
with low-molecular heparin. The patient stabilized on this treatment, 
with normalization of bowel function and reduced stomach pain. 
Considerable pain in the perinea region remained, especially when 
seated and when moving. At this stage the patient was referred 
to the Department of Urology where transrectal ultrasound and 
digital rectal examination were performed revealing a huge T4 
prostate cancer with almost no identifiable structures, and a rectal 
lumen impassable for the index finger. The patient was immediately 
medically castrated with GnRH-antagonist, and later simultaneous 
surgical castration and prostate biopsies were performed in general 
anesthesia due to severe pain. Magnetic Resonance (MR) and bone 

Case Report
A 73-year-old man with almost no previous medical history 

was admitted acute with stomach pain, distended abdomen, stop 
of defecation, feculent vomiting, metallic sounding intestines and 1 
liter of urine retention. The patient had been constipated for three 
months, and about a month before admission a coloscopy was 
performed presenting no findings. Laxative treatment had no effect. 
An acute CT displayed mechanical bowel obstruction triggered by 
a malignantly transformed prostate gland. The form of the prostate 
gland was almost like a horseshoe (Figure 1, red arrow) squeezing 
the rectum (Figure 1, white arrow), making passage impossible. 
Additional findings were retroperitoneal and iliac lymph node 
conglomerates and a deep venous thrombosis (DVT) in the right 
external iliac vein. There was no suspicion of bone metastasis. At 
this stage prostate specific antigen (PSA) was analyzed and showed 

         

Figure 1: Coronal plane of a CT-scan showing the malignantly transformed 
prostate gland (line and inferior arrow) squeezing the rectum (superior arrow).
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evidence of progression without a proportional increase in PSA, bulky 
tumor masses and visceral metastasis should alert the clinician [6]. 
Furthermore new ways of measuring treatment response is needed 
in NEPC due to the lack of correlation between PSA and volume of 
disease.
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scintigraphy revealed a single small bone metastasis in the corpus of 
L2. Histology diagnosed NEPC, and the patients died within three 
weeks after diagnosis.

Discussion
De novo NEPC is rare, occurring in only 0.5% to 2% of prostatic 

primary tumors. NEPC is more often seen as a result of hormone 
therapy, illustrated by development of this phenotype in up to 10% to 
20% of cases with hormone-refractory disease [1]. NEPC is a highly 
aggressive prostate cancer, which frequently lack androgen receptor 
expression, and consequently responds poorly to hormonal therapies. 
NEPC has an extremely poor prognosis. NEPC often presents with 
bulky tumor masses, lymph node- and visceral metastasis and 
sometimes predominance of lytic bone metastasis [2,3]. Due to the 
lack of androgen receptors PSA levels are often disproportionally low 
in NEPC, as expression of PSA mainly is induced by androgens and 
regulated by the androgen receptor at transcriptional level [4].

Because of the aggressiveness of the disease and the lack of 
response to hormonal treatment, NEPC indicates multidisciplinary 
treatment with either early chemotherapy, primary surgery or 
surgery, for example cystectomy, in case of incomplete response to 
chemotherapy [5]. In this particular case only palliative treatment 
was considered, due to the patients general condition. Because of the 
aggressiveness of the disease it is very important to diagnose NEPC 
as early as possible, both de novo, but also treatment related NEPC. 
The latter probably being the hardest one to recognize, but clinical 
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