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Introduction: Prostate cancer is the sixth most common cancer in the world, the second most common cancer among men, and the most 
common cancer in men in Europe. Metastatic prostate cancer among young patients represents the rarest of the newly diagnosed prostate 
cancer, with few reports of cases with a longer survival. Case presentation: We present the case of a 59 year-old male who was referred with 
back pain over the last month. Digital rectal examination highlighted an enlarged and totally indurated prostate of 4x4.5 cm, while abdomino-
pelvic X-rays showed osteoblastic metastases in the spine and pelvis bones. Laboratory examinations revealed a Prostate Specific Antigen 
level of 7941 ng/ml. Prostate biopsy histology showed a bilateral prostate cancer with a Gleason score of 8. Androgen deprivation therapy and 
daily administration of biphosphonates were prescribed. After two years of treatment, the Prostate Specific Antigen level decreases to 8 ng/ml.
Conclusions: We reported the highest Prostate Specific Antigen level in a patient under 60 years old with metastatic prostate cancer. 
Prostate cancer remains an important public health problem due to the aggressiveness of the disease and advanced stage upon diagnosis. 
Prostate Specific Antigen is mandatory to evaluate, to have a reference level in order to prevent metastatic prostate cancer in young patients 
at diagnosis.
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Introduction
Prostate cancer (PCa) is the sixth most common cancer in 
the world, the second most common cancer among men, 
and the most common cancer in men in Europe, North 
America, and parts of Africa [1]. In 2000, there were 
513,000 newly diagnosed cases worldwide, while in 2012 
there were 1.1 million. This suggests an increased incidence 
of prostate cancer in the past decade [2].

Prostate-specific antigen (PSA) is a protein produced by 
the epithelial cells of the prostate gland. Its main attribu-
tion is to liquefy the semen in the seminal coagulum allow-
ing the sperm to move freely. PSA is present in the serum 
in small quantities in healthy people, but it has an elevated 
level in case of prostate cancer or other prostatic disorders.

Even if PCa is an important health problem worldwide, 
screening based on Prostate-Specific Antigen (PSA) de-
termination seems to increase the overall health care costs 
and early detection of prostate cancer, leading to an earlier 
treatment with several years before regular occurrence. De-
cision analysis models have been used to evaluate the ef-
fectiveness of prostate cancer screening and treatment, but 
little or no benefit was found [3].

Metastatic Pca (mPCa) among young patients represents 
few of the newly diagnosed PCa, most of the clinical trials 
showed a mean survival after diagnosis up to 3 years, with 
few case reports of longer survival [4]. Very high PSA levels 

in mPCa at diagnosis are rarely reported and none refer-
ring to a Caucasian male under 60 years old [5,6].	

Case presentation
We present the case of a 59 year-old Caucasian male pa-
tient who was referred to the Urology Emergency Unit 
of the Mures County Hospital suffering from back pain 
over the last month. Abdominal ultrasound examination 
revealed no pathological findings, but digital rectal exami-
nation highlighted an enlarged and totally indurated pros-
tate of 4x4.5cm, while abdomino-pelvic X-rays showed 
osteoblastic metastases in the spine and pelvis bones. The 
patient was sent to the laboratory to undergo some inves-
tigations, including a PSA-level assessment. Laboratory re-
sults revealed a PSA level of 7941ng/ml. This represented 
the mean level of two PSA determinations. After the pa-
tient signed an informed consent, he was scheduled for an 
ultrasound guided prostate biopsy at the Urology Clinic. 
A 12 core prostate biopsy was performed using a Vienna 
nomogram. Biopsy fragments were sent for histological 
examination, standard histology methods and hematoxy-
lin eosin stain were used. The examination of the tissue 
fragments established a diagnosis of bilateral Prostate Ad-
enocarcinoma with a Gleason score of 8. In the right lobe 
Gleason score was 8 (4+4) and in the left lobe the Gleason 
score was 7 (4+3) in all biopsies with a bilateral perineural 
invasion. Scintigraphy was not performed due to a long 
time recovery after a cervical fracture. Follow-up protocol 
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with bone metastases. Surgical removal of the testes was 
proposed as one of the therapeutic options but the patient 
chose medical castration. Androgen deprivation therapy 
(ADT) was started at the Oncology Department of our 
hospital. The oncology treatment included anti-androgen 
therapy (Bicalutamid) 50 mg every day, Leuprolein (Eli-
gard) at an interval of 6 months and daily administration 
of bi-phosphonates for preventing the loss of bone mass.

One year follow-up computed tomography (CT) ex-
amination showed: minimal bilateral gynecomastia; a 
slightly increased thyroid gland; no sign of pulmonary 
thromboembolism; minimal pulmonary fibrosis; the lack 
of pulmonary nodules; trachea and bronchi with clear pas-
sage; normal mediastinum; no sign of pericardial fluids; 20 
mm large duodenal diverticulum in D2 portion; normal 
conformed liver and gall bladder. The pancreas, suprare-
nal glands, spline, kidneys were without any CT-observed 
modifications. The bladder and bladder-wall were also in 
normal condition; the dimensions of the prostate were 
31/23mm with a regular outline; the seminal vesicles were 
symmetrically relaxed; the level of the hydrocele was nor-
mal. No abdominal-pelvic pathologic lymph-nodes as well 
as no atheroma in the aorta were detected. Sclerotic bone 
metastasis in the skeletal system: scapular-belt, thoracic 
box, spine, pelvis, femoral head – no pathological bone 
fractures and no stenosis in the spinal canal (Figure 1). Af-
ter one year of treatment, the PSA level decreased to 8ng/
ml and the patient’s clinical status suggested the benefit of 
the treatment.

Discussion
In 2013, the American Urological Association (AUA) 
changed the guidelines concerning prostate cancer screen-
ing based on the high rate of insignificant PCa detection 
among men younger than 55 years, recommending PSA 
testing only in case of significant risk factors: family his-
tory of prostate cancer or African ethnicity [7].There are 
two trials in literature - The Prostate, Lung, Colorectal and 
Ovarian (PLCO) screening trial and the European Rand-
omized Study of Screening for Prostate Cancer (ERSPC) 
one which represent the highest level of evidence regarding 
PSA screening [8,9]. In the PLCO trial, after 13 years of 
follow-up, there was no evidence of improved mortality 

rates in case of organized annual screening compared with 
opportunistic screening. On the other hand, the ERSPC 
trial showed a benefit regarding a reduction in metastatic 
disease rates at diagnosis in the screening arm, and a mor-
tality reduction by almost 3 years [10, 11].

Despite advances in prostate cancer diagnosis and man-
agement, morbidity from prostate cancer is still high, ap-
proximately 20% of men present with advanced or meta-
static disease, while 29,000 men continue to die of prostate 
cancer each year.

Available screening tests (for example prostate specific 
antigen) can detect early stage disease but there is no evi-
dence that clinical outcomes are improved by early cancer 
detection. The potential harms of performing screening for 
28 million men older than 50 years include unnecessary 
interventions for thousands of men without any disease or 
with cancer but no clinical manifestations [12]. 

Androgen-deprivation therapy (ADT) through surgical 
gonadectomy is equally effective as medical castration in 
controlling prostate cancer (PCa). However, Gonadotro-
pin-releasing hormone agonist therapy was associated with 
higher risks of cardiac-related complications compared 
with orchiectomy, but usually as in our case clinical deci-
sion making for medical castration therapy is also based on 
the patient’s choice [13,14].

Since the benefit of prostate-specific antigen (PSA) 
screening remains controversial, new non-invasive bio-
markers for prostate carcinoma (PCa) are still required, 
new evidence showed that microRNAs (miRNAs) in 
whole peripheral blood can separate patients with local-
ized prostate cancer from healthy individuals [15]. 

Conclusion
We reported the highest PSA level in a patient under 60 
years old with mPCa. Prostate cancer remains an impor-
tant public health problem due to the aggressiveness of the 
disease and advanced stage of the disease upon diagnosis. 
Even if screening raises the costs of the disease, a PSA level 
in men over 50 years of age, it is mandatory to have a refer-
ence level in order to prevent mPca in young patients at 
diagnosis.
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