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Short reports

Lobar collapse due
to endobronchial
metastatic prostatic
carcinoma: re-expansion
with antiandrogen
treatment

Helena Taylor, Stanley Braude

Abstract
A patient is described who pres
left upper lobe collapse due
bronchial metastatic prostate cs
Treatment with the oral anti
cyproterone acetate resulted i
tion of the occluding endobron
cinoma and lobar re-expansion

Pulmonary metastases from prostg
oma are rarely recognised clinically.
common radiological pattern of
metastases is discrete tumour nod
phangitis carcinomatosa and pleur;
are seen less frequently. Isolated ri

gest that these manifestations of
prostatic carcinoma may re,
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appropriate hormonal treatment.34 Endobron-
chial metastases, which may simulate bron-
chogenic carcinoma, have been reported only
once5 and their response to endocrine man-
ipulation has not been documented. We report
a case of widespread endobronchial metastases
from prostatic carcinoma, where the initial
presentation with lobar collapse was highly
suggestive of a primary bronchogenic carcin-
oma. Antiandrogen treatment produced a
prompt improvement in symptoms and in the
radiological and bronchoscopic appearances.

Case report
An 81 year old man presented in April 1987
with symptoms of prostatism. Prostatic biopsy
showed a well differentiated adenocarcinoma
and he underwent a transurethral resection.
The acid phosphatase activity was 7 9 (normal

Dnted with < 4 5) IU/l and a bone scan was normal. At that
to endo- time he had no respiratory symptoms and the
arcinoma. chest radiograph was normal.
iandrogen On review in October 1988 he gave a six
in resolu- month history of progressive breathlessness
ichial car- and occasional streaky haemoptyses. He had

been a lifelong heavy smoker. Clinically and
radiologically there were signs of left upper
lobe collapse (figure, A). The peak expiratory

atic carcin- flow (PEF) was 140 1/min. A bone scan showed
' The most numerous areas of increased uptake, par-
pulmonary ticularly in the dorsolumbar spine, though he
lules2; lym- had not experienced pain. The acid phos-
al effusions phatase was 40 6 IU/l. Fibreoptic broncho-
eports sug- scopy showed the mucosa of the distal trachea,
metastatic the main carina, and the right main and inter-
spond to mediate bronchus to be diffusely affected by

endobronchial carcinoma, though without
reduction in calibre. The left main bronchus
was substantially narrowed throughout its
length by endobronchial tumour, and the left
upper lobe orifice was completely occluded by

Posteroanterior chest radiographs at presentation, (A) showing a prominent right hilum, left upper lobe collapse, and
lower zone shadowing consistent with lymphangitis. After six weeks' antiandrogen treatment (B) the left upper lobe has
re-expanded.
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Lobar collapse due to endobronchial metastatic prostatic carcinoma: re-expansion with antiandrogen treatment

polypoid tumour. Histological examination of
endobronchial biopsy specimens showed
moderately differentiated adenocarcinoma of a
microacinar pattem. Immunocytochemical
studies showed positive staining when prostatic
acid phosphatase antibody was used. Anti-
androgen treatment, cyproterone acetate
100 mg thrice daily, was started.
After six weeks' treatment his breathlessness

had improved and he had had no further
haemoptyses. His PEF was 205 1/min. The
chest radiograph showed re-expansion of the
left upper lobe (figure, B). Bronchoscopically
there was evidence of dramatic regression of
the extensive endobronchial carcinoma
previously noted. The left upper lobe orifice
was completely patent, though isolated tumour
nodules remained in both main bronchi. The
left main bronchus was now of normal calibre.

Discussion
Despite its infrequent clinical recognition,
necropsy analysis suggests that pulmonary
metastases from prostatic carcinoma are
relatively common, occurring in up to a quarter
of cases.' Diagnostic problems may arise when
the primary prostatic tumour is not known, or
if the pulmonary presentation suggests a

bronchogenic carcinoma. This case shows the
importance of differentiation from primary
bronchogenic adenocarcinoma, especially in
view of the dramatic response to hormonal
treatment.

Endobronchial metastatic disease is well
recognised, particularly in patients with breast,
renal, and colonic carcinoma.6 Extensive
bilateral endobronchial metastases, as in this
patient, however, have been documented only

once previously in prostatic carcinoma.5 Lobar
collapse and subsequent resolution after
antiandrogen treatment has not been recorded.
The diffuseness of endobronchial tumour in
this patient, without obvious parenchymal
abnormalities radiologically, suggests that
these were primarily endobronchial metas-
tases.

Elderly men presenting with an apparent
primary bronchogenic adenocarcinoma
should, therefore, have the diagnosis of metas-
tatic prostate cancer actively considered. Clin-
ical examination and estimation of serum acid
phosphatase should be part of the diagnostic
routine in this group. Immunocytochemical
studies of the bronchoscopic biopsy specimens
may establish conclusively, as in this patient,
the metastatic nature of the lesion. Appropriate
treatment may result in substantial symp-
tomatic and objective improvement and may
prolong survival.

We thank Dr Frances Calman for her helpful
advice about management.
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