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After carcinoma of the lung and bronchus, cancer of the pros
tate is the second most common cause of death from cancer in men
(I ). Metastatic lesions originating from prostatic carcinoma are
most often seen in the pelvis, lumbar and thoracic spine, proximal
femora, ribs, scapulae, and proximal humeri (2). Although skeletal
metastases from asymptomatic prostatic carcinoma have been
recorded on many occasions (3), symptomatic metastasis is rela
tively uncommon (4). In our case, metastases from asymptomatic
carcinoma of the prostate presented with primary pulmonary
symptoms and roentgenographic findings, without bony metastases
detectable by normal bone image.

CASE REPORT

A 59-yr-old black man, in usual good health, presented to our
institution complaining ofa productive cough. A chest radiograph
(Fig. 1, left) revealed multiple bilateral pulmonary nodules of
varying size, consistent with metastatic disease. Initial evaluation
and work-up failed to reveal a source of primary carcinoma. Per
cutaneous pulmonary biopsy was subsequently performed, re
vealingmoderatelydifferentiatedadenocarcinoma(Fig. 1,center).
An excretory urogram obtained as part of the metastatic work-up
revealed elevation of the floor of the bladder consistent with
prostatic enlargement. Because the patient denied any genitouri
nary symptoms, and a bone image demonstrated only degenerative
changes (Fig. I, right), the prostate was not initially considered
to be a likely source of primary adenocarcinoma. However, sub
sequent needle biopsy of the prostate revealed moderately differ
entiated adenocarcinoma histologically identical to the pulmonary
biopsy (Fig. 2, left). He was treated with bilateral orchiectomy and
DES therapy. A repeat chest radiograph (Fig. 2, right), obtained
after initiation of treatment, showed dramatic resolution of the

Received June 4, 1982; revision accepted Apr. 28, 1983.
For reprints contact: Adam F. Petras, MD, Cpt., MC, Box 147,

Letterman Army Med. Ctr., Presidio ofSan Francisco, CA 94129.

pulmonary nodules with only small, scattered calcified granulomas
remaining.

DISCUSSION

Roentgenographically apparent prostatic metastases to the lungs
occur in only 3% to 8% of cases, and late in the course of the disease
(5,6). When metastasis does occur, it is most often in the form of
lymphangetic carcinomatosis (6). The incidence of metastases to
the lung from prostatic carcinoma varies in autopsy studies from
25% to 38% (5,7). The discrepancy with the far less frequent
roentgenographic demonstration can be explained by the small size
of the lung metastases, which often can be detected only by mi
croscopic examination (8).

Prostatic carcinoma spreads by way of the penneural lymphatic
sheaths through the capsule; then over perivascular lymphatics
to regional and lumbar periaortic nodes. It is from these nodes that
widespread dissemination occurs through the blood. Our case of
multiple pulmonary nodules of varying size suggests a hematog
enous dissemination as opposed to the more common lymphangitic
mode and presentation.

Skeletal metastases are the single most common symptomatic
mode of presentation of metastatic carcinoma from the prostate
(4). Innocasewerepulmonarymetastasesfoundintheabsence
of skeletal involvement from cancer of the prostate in a study of
1,000 cases (9).

Dramatic response of metastatic prostatic carcinoma to hor
monal therapy and orchiectomy is well documented, as is dem
onstrated in our case (10). The rapid response to such therapy is
characteristic and provides further evidence, in addition to the
matching histology, that the pulmonary nodules were secondary
to the patient's prostatic carcinoma, despite the lack of immuno
peroxidase strains.

Bone images provide the most sensitive technique for demon
strating skeletal metastases, and may detect involvement in 30%
to 50% of patients with normal radiographic findings (11).
False-negative images are uncommon, usually less than 3% in most
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MetastaticProstaticPulmonaryNoduleswithNormalBoneImage
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Asymptomaticprostaticcarcinoma presentedas multiple bilateral pulmonary
nodulesin a patientwithoutany evidenceof skeletal involvementby normalbone
image. Percutaneousbiopsyprovidedthe inftialclue to diagnosis.We recommend
that asymptomaticprostaticcarcinomabe includedin the differentialdiagnosisof
pulmonarynodules,even whenthere is noevidenceof skeletal metastasis.
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large series (12). Asymptomatic prostatic carcinoma should be
included in the differential diagnosis ofany male presenting with
chest radiographic findings of multiple pulmonary nodules, even
in the absence of skeletal metastases, since this may represent its
mode of presentation and because appropriate therapy may result
in dramatic regression of the metastatic tumors in the lungs.
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FIG.1. InitIalchestradiograph,revealingmuftiplebilateralpulmonarynodulesof varyingsize,consistentwithmetastases(left).Percutaneous
pulmonary biopsy revealing moderately well-difterentiated adenocarcinoma (center). Posterior and selected coned-down projections
of Tc-99m MOPwhole-bodybone image, showing only degenerativechanges(right).
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