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Introduction
Prostatic cancer is a relatively common malignancy with about 1 in 9 men receiving this 

diagnosis in their lifetime. The major prognostic factor is the presence of metastases [1]. Prostate 
cancer has the potential to advance loco-regionally to adjacent organs by direct invasion via 
Denonvilliers fascia to the rectum, lymphatic channels, and hematogenously (Batson’s venous 
plexus) [2]. Advanced prostate cancer can cause pelvic symptoms that can significantly impair the 
patient’s quality of life. This can include the common urinary symptomatology and more rarely 
obstructive rectal symptoms and per rectal bleeding. The incidence of rectal infiltration by prostatic 
adenocarcinoma is extremely rare, being encountered on average once every two years by a busy 
colorectal practice [3].

Case Presentation
This case report is of an 83-year-old male who presented to hospital with a five-day history of 

per-rectal bleeding on a background history of prostate cancer with diffuse bony metastases. This 
was the first presentation with per rectal bleeding. The patient reported 3 to 4 episodes of dark red 
blood mixed with clots described as approximately 15 mL each. Hematological blood tests revealed 
the patient had low levels of hemoglobin (6.0 d/dL) and platelets (57 × 109L). The patient also had 
an elevated alkaline phosphatase (2367 IU/L) which is to be expected in a patient with metastatic 
prostate cancer.

Radiological assessment of the patient included a contrast CT scan of the abdomen and pelvis 
which showed extensive blastic metastases with calcification and enlargement of the prostate gland. 
The most significant and unusual finding was a large irregular prostatic mass noted to be extending 
posteriorly involving the rectum and contained multiple calcifications. Radiological impression 
was that this metastatic mass in the rectum may have been the culprit of this patient’s PR bleed. 
Following this the patient underwent a CT angiogram which revealed a blush on the anterior wall of 
the rectum, which was indicative of irregular or primitive vasculature.

The patient then underwent colonoscopy to determine the origin of the bleed and was treated 
with Argon Plasma Coagulation (APC) and HemocerTM. The bleeding was localized to one region 
and was not circumferential, as is commonly seen in radiation induced proctitis. Once the bleed was 
controlled the patient was managed by surgical and palliative care teams. X-rays taken during the 
patient’s hospital stay revealed worsening of the metastatic disease and as a result of this the patient 
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Abstract
Presentation: An 83-year-old man presented to hospital with 3 to 4 episodes of rectal bleeding 
consisting of dark red blood with clots.

Diagnosis: Routine management for per rectal bleeding commenced including blood work, 
radiological imaging and endoscopy. This patient’s condition presented a diagnostic challenge in 
determining the origin and culprit of this rectal bleed.

Treatment: The patient’s bleed was managed and treated via therapeutic endoscopy. This patient 
then underwent palliative care shortly after and passed away due to progression of his metastatic 
disease.

Conclusion: The identification and management of metastatic prostate cancer with colorectal 
involvement is rare and requires a more robust literature to improve the management of these 
patients. Obtaining the correct diagnosis is critical since there are differences in the treatment and 
prognosis of metastatic prostatic cancer with colonic involvement compared to primary rectal 
carcinoma.
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passed weeks later [4,5] (Figure 1).

Discussion
There is a lack of robust literature on the topic of metastatic 

prostate cancer with colon involvement. The majority of general 
surgeons manage complications of prostatic adenocarcinoma 
treatment regimens, including radiation induced proctitis. In 
radiotherapy for prostate cancer, the rectum is the major dose-
limiting structure [6]. It is unclear from this patient’s history whether 
a prostate-rectum spacer was utilized to reduce rectal toxicity during 
his radiotherapy treatment.

To identify the culprit of a rectal bleed when suspecting 
prostate CA invasion serum Prostate Specific Antigen (PSA) and 
immunohistochemical staining of rectal biopsy specimens are 
useful diagnostic tools [7]. To confirm the diagnosis biopsied tissue 
should be stained with a immunohistochemical panel consisting of 
PSA, Prostatic Acid Phosphate (PAP), Cytokeratin-20 (CK20) and 
Carcinoembryonic Antigen (CEA) [8,9].

In summary we discuss an 83-year-old male with an unusual 
cause of rectal bleeding on a background history of metastatic prostate 
carcinoma. The patient presented to the emergency department 
with a 5-day history of per rectal bleeding, and was treated but died 
weeks later as a result of worsening metastatic disease. There is a 

Figure 1: Colonoscopic images of the invasive prostatic adenocarcinoma 
with rectal involvement in this patient.

lack of robust literature on the identification and management of 
this condition. Obtaining the correct diagnosis is critical for future 
patients as treatment and prognosis for metastatic prostate cancer 
with rectal involvement differs from primary carcinoma of the 
rectum. Immunohistological analysis of tissue biopsy is considered 
the gold standard in determining the culprit of the unusual causes of 
rectal bleeds.
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