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Introduction 

Prostate cancer (PCa) is the second leading cancer in both sexes and the most common cancer in males. Prostate 

cancer preferentially spreads to regional lymph nodes and bone. Significant metastases to lung, liver or other 

visceral organs are less common [1]. Patients have a good survival rate if the cancer is diagnosed at an early stage 

[2]. Generally the patients contact the doctors when the malignancy almost spread in other parts of the body. This is 

an advanced stage of cancer which is called Metastatic disease. At this stage is incurable and causes significant 

mortality. Symptoms of advanced prostate cancer are bone pain, spinal cord compression, fatigue, depression, 

obstruction, weight loss, constipation and anaemia. 
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1. Case Report 

A 70-year-old male patient admitted to physiotherapy doctor with complaint of intermittent lower back pain lasting 

2 months. Routine tests related to lower back pain such as hemogram, C-Reactive Protein (CRP), sedimentation rate 

and lumbosacral radiography were requested. The test results were as follows haemoglobin 7.7 g/dl, hematocrit 

23.5%, platelets 132 000 /mm
3
, white blood cell 4500/mm

3
, sedimentation rate 140 mm/h, alkaline phosphatase 

(ALP) 146 U/L, lactate dehydrogenase (LDH) 258 U/L, calcium 8.1 mg/dl. Lumbosacral radiography indicated 

increased sclerosis and thinning of the cortex. These results showed that the patient had deep anaemia and low 

platelet count. Then, the patient was referred to the internal specialist. Primary or secondary bone marrow 
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malignancy was thought on first assessment. Therewith, all tests on haematological malignancy and tumoral markers 

which included PSA, CA 15.3, CA125, CEA, JAK2 mutation, immunofixation electrophoresis, serum protein 

electrophoresis, immunoglobulins, bone marrow flow cytometer, bone marrow aspiration and biopsy, were 

requested. Among them PSA level and bone marrow biopsy took attention. Total PSA value were 2833 ng/ml and 

pathological investigation of bone marrow biopsy identified that carcinoma infiltration in the glandular pattern, in 

neoplastic cells were positive with PanCk, PSA (Figure 1).  

 

Findings were consistent with bone marrow metastasis of prostate adenocarcinoma. Other haematological 

malignancies and tumoral markers were normal. Later, the patient was consulted to urology and after initial 

evaluations, 12 core needle transrectal ultrasound guided prostate biopsy was performed. Pathology report revealed 

a prostate adenocancer with Gleason score 4+3 in six cores positive of twelve fragments. Tumour rate was between 

50%-100% in positive cores. Bone scintigraphy was performed for clinical staging and it was compatible with 

extensive bone metastasis (Figure 2). These results were discussed in urology-oncology council and patient was 

conducted chemotherapy and radiotherapy. Medical oncology began a docetaxel chemotherapy regimen with 

maximum androgen blockade (MAB) and denosumab for bone lesions. Radiation oncology also began radiation 

therapy for bone lesions. Patients current PSA and haemoglobin were 0.04 ng/ml and 10.1 g/dl, respectively. The 

patient is still on oncological follow-up. Written informed consent was obtained from the patient for their 

anonymized information to be published in this article. 

 

  

 

Figure 1: Histopathological findings  (A) PSA immunohistochemical staining of the metastatic tumoral tissue 

(magnification, ×40). (B) Hematoxylin and eosin staining of the bone marrow. Tumoral glands infiltrated marrow 

distance (magnification, ×40). 
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Figure 2: Findings compatible with extensive bone metastasis, The lesion in the manubrium sterni was observed in 

a lytic-sclerotic manner leading to cortical irregularity. 

2. Discussion 

The United States Preventive Services Task Force (USPSTF) has advised against the use of PSA for screening 

purposes [3]. Nevertheless, with declining rates of PSA testing, there has been an increased incidence of metastatic 

prostate cancer in the United States. The incidence of low-risk prostate cancer decreased from years 2007 to 2013 to 

37% less than that of 2004. Conversely, the incidence of metastatic prostate cancer increased to 72% between 2007-

2013 more than that of 2004. The greatest increase in metastatic prostate cancer was seen in men aged 55-69 years. 

Patients at these ages thought to most benefit from prostate cancer screening and early definitive treatment [4].
 
We 

can recognize patients with prostate cancer owing to PSA screening in the early stages and we can treat them. 

Nevertheless, patients with no urological complaints and patients who did not admit to the urology before or did not 

have PSA screening can be presented with advanced disease. 

 

Bone involvement by solid tumours can be diagnosed on CT, MRI or bone scan. It is very rare to detect non-

hematologic malignancy while examining the bone marrow biopsy. Detection of bone marrow metastatic deposits is 

important to determine the stage of the malignancy, chemotherapeutic response, prognosis and follow up [5]. 

Hypercalcemia, bone pain, raised the level of ALP and LDH, unexplained cytopenias and lytic or sclerotic bony 

lesions on radiology suggest bone marrow metastasis. 

 

3. Conclusion 

Declining use of the PSA test has been associated with an increased incidence of metastatic prostate cancer. Prostate 

cancer is a slowly developing malignancy but untreated cases can present symptoms of advanced disease such as 
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bone pain, spinal cord compression, fatigue, depression, obstruction, weight loss, constipation and anaemia. We 

must systematically evaluate patients and keep in mind possibilities malignancy. We should be convincing, 

informative against patients. It should not be forgotten that prostate cancer is diagnosed at an early stage 5-years 

relative survival rate for local stage is almost 100% and for distant stage is 28%. 
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