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ABSTRACT

Prostate cancer is one of the most common globally diagnosed cancers in men. It most frequently metastasizes to bones, lymph
nodes, lungs, or the liver. There are limited data investigating the impact of prostate cancer on patients who have undergone ileal
pouch-anal anastomosis. We explore the case and the diagnosis of a 68-year-old man with prostate adenocarcinoma that metas-
tasized to the ileal pouch and ultimately required pouch explant. In addition, we discuss the challenges associated with screening and
treating prostate cancer in patients with ileal pouch-anal anastomosis.
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INTRODUCTION

Prostate cancer is a common cancer with an estimated 1.6 million cases diagnosed annually, resulting in approximately 366,000
deaths.1 In addition, the incidence of prostate cancer has increased as prostate-specific antigen (PSA) screening has grown.1Men are
being diagnosed earlier because of the lead time associated with prostate cancer, which ranges from 3 to 10 years.1

Inflammatory bowel disease (IBD) is a group of gastrointestinal inflammatory conditions that include ulcerative colitis (UC) and
Crohn’s disease. There has been interest between the association of IBD and prostate cancer, given the proximity of the gastroin-
testinal tract and the prostate.2 In a large-scale, prospective, population-based study, there was an association between IBD and
prostate cancer with an increased risk of developing prostate cancer in men with UC.2

Common sites of prostate cancer metastases include bones, lymphatics, liver, and lungs.3 In this report, we present a case of prostate
cancer, initially discovered with routine PSAmonitoring, that metastasized to an ileal pouch in a patient with a history of UC. Based
on this case, we discuss the importance of considering metastatic disease when evaluating patients with otherwise unexplained
symptoms. Finally, we explore novel treatment approaches formetastatic prostate cancer and how these may warrant adaptation for
patients with an ileal pouch-anal anastomosis (IPAA).

CASE REPORT

A 68-year-old man with a history of medically refractory UC that had been surgically managed with IPAA creation presented to his
primary care physician 5 years after IPAA in the setting of recurrent inflammatory pouch symptoms. During this period, he
experienced worsening symptoms of increased bowel movement (BM) frequency and incomplete evacuation, despite having
a grossly normal pouch endoscopic evaluation (pouchoscopy). Furthermore, his symptoms were only partially abated with anti-
biotics and antidiarrheals.

At this time, the patient was found to have an elevated PSAof 14.13 ng/mL, and it remained elevated amonth later. Given concern for
prostate cancer in a patient with worsening ileal pouch symptoms, he was referred to gastroenterology (GI) and urology. GI planned
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for an anorectal manometry and X-ray defecography to exclude
mechanical sources of pouch dysfunction. The results suggested
pelvic floor dysfunction, and he was referred to pelvic floor
therapy. Given weight loss, increased stooling, and an elevated
PSA, urology was concerned for an underlying malignant
process.

As his workup with GI and urology progressed, the patient
experienced increased BM frequency (10–15 BM daily) and
worsening dyschezia. GI initiated amoxicillin/clavulanate
which only minimally improved frequency. Because of persis-
tent symptoms, a repeat pouchoscopy was obtained showing
a congested rectal cuff and erythema with granularity in the
ileoanal pouch. X-ray defecography was unremarkable. Pa-
thology from the pouch evaluation showed evidence of chronic
active enteritis. Despite mild inflammation in the pouch, the
results did not fully correlate with the patient’s clinical picture.
Given the suspected prostate cancer, GI elected to await the
prostatectomy for additional management considerations.

The patient underwent a transperineal prostate biopsy and later
was scheduled for a radical prostatectomy, which revealed
prostatic adenocarcinoma Gleason score 7 (3 1 4), Grade
Group 2, with extraprostatic extension. After prostatectomy,
the patient’s PSA postoperatively decreased to 2.04 ng/mL and
he had an initial improvement in symptoms with intensive
pelvic floor retraining and intermittent antibiotics. However, he
gradually reported increasing BM daily, fecal seepage, and in-
continence. He was, therefore, connected with an IBD-
specialized dietician who encouraged a low roughage diet. He
was also evaluated by a GI psychologist who recommended
a trial of amitriptyline and focusing on mindfulness. Anorectal
manometry showed improvement in pelvic floor dynamics.

During follow-upwith urology 3months after operation, repeat
prostate-specificmembrane antigen (PSMA) positron emission
computed tomography was negative for metastasis. Radiation
oncology discussed the patient’s options, which included active
surveillance, external beam radiation therapy (EBRT), and
androgen deprivation therapy (ADT). A mildly elevated PSA
without a known source was noted, but radiotherapy was not
recommended with a negative PSMA positron emission com-
puted tomography scan. The patient was referred to medical
oncology and ultimately declined ADT and elected for PSA
observation.

Six months after prostatectomy, the patient’s PSA continued to
trend upward (2.36–3.0). A repeat pouchoscopy showed con-
gestion in the rectal cuff and mild inflammation in the distal
posterior pouch that was believed to be related to previous
cancer therapy (Figure 1). However, biopsy of this region
revealed metastatic prostate cancer. Histologic sections showed
atypical glands and prominent round nuclei infiltrating the
small intestinal mucosa and lymphovascular spaces (Figure 2).
Malignant cells were PSMA and NKXS.1 positive (Figure 2).

Given these findings, the patient was referred to oncology.
Oncology recommended repeat imaging which showed post-
surgical changes from the radical prostatectomy and IPAAwith
moderate PSMA expression along the right posterolateral
margin of the ileal pouch, compatible with metastasis
(Figure 3). There were no PSMA-expressing lymph nodes or
additional metastases identified. The patient was referred to
a tumor board, and magnetic resonance imaging confirmed
pouch metastases (Figure 4). The patient ultimately elected to
pursue pouch explant with a permanent end ileostomy.

DISCUSSION

This case highlights the importance of extensive investigation
into unexplained patient symptoms. Despite evaluation by
numerous specialists, an explanation for the patient’s increased
frequency and discomfort remained elusive. Clinical consid-
eration for metastatic pouch disease must remain on the dif-
ferential, particularly in patients with previous malignancy.

Once diagnosed, prostate cancer treatment presents another
hurdle by requiring a multifaceted approach of surveillance,
surgery, radiation, hormone therapy, chemotherapy, and/or
immunotherapy. Surveillance includes monitoring PSA and if
necessary, further evaluation with biopsy.4 Treatment options
may include radical prostatectomy and EBRT.

Standard therapy for prostate cancer after radical prostatec-
tomy typically includes radiation and ADT.5 However, radia-
tion therapy was not offered to this patient given his IBD
history, and he elected to not pursue ADT. There is limited
information on the role of ADT use for patients with IPAA,
representing a knowledge gap that should be explored further.

In a study of 30 patients with IPAA and prostate cancer, the risk of
pouch failure was increased after prostate cancer diagnosis, re-
gardless of whether cancer treatment was pursued.5 Specifically,

Figure 1. Pouchoscopy with biopsy.
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they looked at patients with IPAA with prostate cancer and
matched controls that were offered treatmentmodalities including
prostatectomy, brachytherapy, watchful waiting, and hormonal

therapy, similar to our patient case.5 For patients in the study who
retained their pouches, therewas not a significant change in pouch
function or quality of life.5

Beyond gaps in the literature, challenges remain for screening
recommendations for patients with IPAA once diagnosed.6 No
guidelines exist for responding to elevated PSA values in this
population and addressing rare metastatic sites.7

There remain many challenges for patients who have undergone
proctocolectomy with IPAA that require further surgical in-
tervention with radical prostatectomy given concerns of previous
pelvic surgery with altered anatomy.8 As well, EBRT is a contrain-
dication given the radiosensitivity of small bowel mucosa. Brachy-
therapy is a safer alternative but has limited oncologic effectiveness.9

Furthermore, there is limited knowledge on the impacts of onco-
logic outcomes in patients with IPAA after prostatectomy.8

Given the high incidence of prostate cancer, it is essential to
implement monitoring strategies to best capture and treat these

Figure 2. (A, B) Prostate biopsy hematoxylin and eosin. Histologic sections showed atypical glands with foamy mucinous cytoplasm and
prominent round nuclei infiltrating the small intestinal mucosa and lymphovascular spaces. (C) NKX3 stain. (D) Prostate-specific membrane
antigen stain. Pathology slides: 10x objective, 100x magnification.

Figure 3. Repeat PSMA positron emission computed tomography
imaging showing postsurgical changes from the radical prostatec-
tomy and J-pouch creation with moderate PSMA expression along
the right posterolateral margin of the J-pouch that was compatible
with metastasis. PSMA, prostate-specific membrane antigen.
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patients. This case highlights that consideration of metastatic
cancer for refractory ileal pouch symptoms is essential to cap-
ture and manage invasive disease.
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Figure 4. (A, B) Crescent of restricted diffusion along the area of PSMA uptake in the right lateral J-pouch (arrow) and is associated with an
area of thickening on the axial T2 image. (C) Prominentmesorecctal nodes (arrows). (D)Relevant PSMApositron emission tomography image.
Surgical change of J-pouch with nonspecific uptake along the right and inferior J-pouch wall. PSMA, prostate-specific membrane antigen.
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