GIANT PROSTATE CANCER : A CLINICAL ENIGMA

ABSTRACT

Prostate is an accessory male sexual organ, which can produce clinical illnesses in the
elderly, in the form of benign enlargement, cancers or infections. Although giant prostatic
hyperplasia has been described as an entity in literature, prostate cancers reaching such giant
propositions without producing local symptoms or metastases is a rarity. We present reports
of three cases of giant prostate cancers managed in our centre.
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INTRODUCTION

There are two main diseases in the prostate gland that are clinically relevant — benign
prostatic enlargement (BPE) and prostate cancer (PC). The more prevalent BPE becomes
symptomatic only when prostate has enlarged to a degree sufficient to restrict the outflow of
urine from urinary bladder. When the size of the prostate in BPE is more than 500 gms, it is
called as giant prostatic hyperplasia and the largest prostate described in literature was
weighing 2410 gms [1,2]. PC, which is the second most common cancer in men worldwide,
can either produce symptoms related to obstruction of urinary flow or metastases. Sometimes
the disease is picked up only when the serum Prostate Specific Antigen (PSA) levels are
found elevated. As the size of primary tumour increases, there is high change of obstruction
to outflow of urine from urinary bladder in varying degrees, later leading to metastases.
However it is extremely rare to find PC attaining giant sizes without producing any local
symptoms or causing metastases. We present three case reports of such asymptomatic “giant
prostate cancers’ of volume more than 1000 ml occurring in otherwise healthy patients,
which were diagnosed during regular evaluation for other unrelated symptoms.

CASE REPORT 1

A 65 year old man presented with progressive lower abdominal swelling of 6 yrs duration
with no other complaints. On palpation, the hard mass was occupying almost the entire of
lower abdomen (Fig 1, Panel A). The mass persisted even after catheterisation done to rule
out urinary retention. Digital rectal examination (DRE) showed a very large hard mass
occupying the entire prostate, with no separate anatomical planes made out around the mass.
CT scan abdomen showed that the pelvic mass was a giant prostatic mass of volume more
than 2000 ml, with the urinary bladder compressed and pushed up to a level above the
umbilicus (Fig 1, Panels B,C). There were no lymph node enlargement and no involvement
of any other intra-abdominal organs. His PSA was 188 ng/ml. Trans-rectal finger guided
trucut biopsy taken from the mass was suggestive of adenocarcinoma of prostate, Gleason’s
Grade 4+3=7. There was no evidence of prostatitis. Further staging was done by performing a



whole body bone scan which did not show evidence of bony metastases. Since the mass was
anatomically very large, surgical removal or local radiotherapy was not attempted. The
patient was treated by total androgen blockade (bilateral orchiectomy + bicalutamide). The
patient has been doing well on regular follow up for the last 3 yrs with a reduction in the size
of primary tumour diagnosed by ultrasound scan and PSA levels which reached a nadir level
of 65 ng/ml.

Figure 1. Panel A: clinical picture of the patient with giant prostate cancer showing lower
abdominal swelling caused by the tumour

Panel B: plain CT image coronal view showing giant prostate cancer with urinary bladder
compressed and pushed up

Panel C: contrast CT coronal image showing the urinary bladder filled with contrast pushed
up by the giant prostate cancer

CASE REPORT 2

A 62 year old man presented with progressive swelling in his right thigh since the last 2 years
with no other complaints. On palpation, there was a hard mass occupying the upper medial
part of right thigh deep to the muscles, extending almost upto the mid-thigh. DRE showed a
very large hard mass in the region of prostate, infiltrating the right lateral pelvic was and
extending down into the thigh. CT scan abdomen showed that the patient had a giant prostatic
mass of volume more than 1500 ml, with infiltration of right pelvic bones and extending into
the right thigh, eroding the femur (Fig 2, Panels A,B,C,D). There were no lymph node
enlargement and no involvement of any other intra-abdominal organs. His PSA was more
than 1000 ng/ml. A whole body bone scan did not show evidence of bony metastases
elsewhere. DRE showed that the entire prostate was very large and hard in all areas. Finger
guided transrectal trucut biopsy taken from the mass was suggestive of adenocarcinoma
prostate Gleason’s Grade 4+4=8, all cores positive. Since the mass was anatomically very
large with involvement of pelvic bones and femur, the patient was treated by total androgen
blockade (bilateral orchiectomy + bicalutamide) and local radiotherapy. Unfortunately, the
patient died of cardiac arrest in 4 months’ time, while on treatment.



Figure 2. Panel A,B,C: Contrast CT axial images showing giant prostate cancer infiltrating
the right lateral pelvic wall, femur and extending upto the mid-thigh deep to the muscle
planes

Panel D: Contrast CT coronal image showing the extent of giant prostate cancer

CASE REPORT 3

A 76 year old man presented with chronic constipation of 6 months’ duration. He had no
other symptoms and had well controlled diabetes mellitus on oral medications. DRE was
suggestive of a very large hard mass occupying the entire prostate infiltrating almost entire of
rectum reaching almost upto the anal opening. His serum PSA was 223 ng/ml. CT scan
abdomen showed a giant prostatic mass of more than 1000 ml volume, infiltrating the entire
lower part of urinary bladder and the anterior wall of rectum (Fig 3, Panels A,B). There were
no enlarged lymph nodes or involvement of any other intra-abdominal organs. Finger guided
transrectal trucut biopsy of the mass was conclusive of adenocarcinoma of prostate Gleason’s
Grade 4+4=8 with no evidence of prostatitis in all cores. Further staging with whole body
bone scan was negative for metastases. Bilateral surgical orchiectomy followed by
brachytherapy was done. The patient is doing well on 1 year of follow up with reduction in
PSA levels reaching a nadir level of 102 ng/ml and size of primary tumour detected using
ultrasound images.



Figure 3. Panel A: Plain CT axial image sowing giant prostate cancer infiltrating the anterior
rectal wall

Panel B: Plain CT coronal image sowing giant prostate cancer extending almost upto the anal
verge

DISCUSSION

Prostate cancer arises from the peripheral zone of prostate gland and later involves all other
zones and extends to the organs around. The staging of prostate cancer relies upon the extent
of involvement of the gland, surrounding organs, lymph nodes and distant metastases.
Although PC commonly metastasize to bone, lymph nodes, lungs, liver, adrenals and pelvic
organs, rare metastatic spread to brain and breast has also been reported [3]. The diagnosis of
early prostate cancer is based on the biopsy taken from the primary tumour when the patient
presents with symptoms of urinary outflow obstruction or by assessing serum PSA levels,
when the patient is asymptomatic. The treatment of primary PC is based on the local stage of
the tumour.

Though BPE has been reported to present in massive sizes, there is paucity of literature on
case reports of pure adenocarcinoma of prostate attaining very large sizes, without producing
urinary symptoms or distant metastases. Fujimoto et al have reported their experience in
treating stage C giant prostate cancer using hormonal manipulations [4]. Rarer forms of
prostate cancer namely adeno-squamous carcinoma or neuroendocrine tumours which
constitute only less than 1% of prostate malignancies, have been reported to rapidly spread
locally in an aggressive manner and even leading to early metastases [5,6,7]. There are also
reports of pleomorphic giant cell adeno carcinoma of prostate in literature [8]. CT scan has
been reported to be the best modality for primary diagnosis of giant prostate cancers, the
characteristic feature being inhomogenous pelvic masses in the region of prostate [9].

It is very difficult to manage primary giant prostate cancers, due to their large sizes which
make them not amenable either to surgery or radiotherapy. The largest BPE managed by
robotic surgery reported in literature has been weighing 560 gms [10]. In view of the
technical difficulties, all three cases of giant prostate cancers in our series were managed by
endocrine therapy with or without radiotherapy. Though one patient died of cardiac problem,
the other two patients are doing well on follow up.

CONCLUSIONS



Asymptomatic giant prostate cancer with no distant metastases is a clinical enigma and
management of this condition could vary with clinical situations. Systemic endocrine therapy
would be the ideal primary treatment in these patients.
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