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Abstract

Introduction. Prostate cancer is the second most common cancer in men in Europe and the third in frequency among 
all malignant neoplasms. The rate of diagnosis is due to screening performed using serum prostatic specific antigen 
(PSA), whose normal ranges between 0-4 ng/ml and shows variations according to age. PSA is a specific prostatic 
marker but not a specific marker for detecting prostate cancer and raised values can be found not only in prostate 
cancer but also in pseudoneoplastic lesions as small acinar proliferations, inflammations and benign hyperplasia. In 
this respect there is not a cutoff value stating that the patient certainly does not present cancer.
Materials and Methods. We report the case of a patient who was diagnosed with poorly differentiated prostate ad-
enocarcinoma - Gleason score 10, with low PSA values, bilateral hydronephrosis associated, urinary symptoms faded 
and modifications to digital rectal examination. 
Conclusions. The diagnosis of prostate cancer is limited by specificity of PSA and requires corroboration with other 
methods of investigation and further study of new markers with greater specificity in diagnosis.
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Introduction
The incidence of prostate cancer has increased 

worldwide due to the male population screening per-
formed by determining prostate specific antigen (PSA) 
serum in asymptomatic patients but also the digital 
rectal examination [1]. PSA is a marker of screening, 
clinical diagnosis, prognostic factor which can be also 
assessed immunohistochemical in prostate cancer [2].

Matherials and methods
We present the case of a 53 years old patient who 

presented to the emergency room for vomiting, loss of 
appetite and fatigability. Abdominopelvic ultrasound 
showed bilateral hydronephrosis. The digital rectal ex-
amination revealed a slightly enlarged prostate with 
nodules of increased consistently. The patient did not 
present urinary symptoms nor signs of kidney failure. 
Serum PSA had a value of 1,23 ng/dl.

Transurethral resection of the prostate surgery was 
performed in the Department of Urology of Saint Apos-
tle Andrew Emergency County Hospital of Constanta. 
The histopathologycal technique was performed in the 
Clinical Service of Pathology. The specimen was fixed 
in 10% formalin and included in a block. The sections 
were stained with Hematoxylin-Eosin and van Gieson. 
Microscopic images were taken with a Nikon Camera 
using a Nikon Eclipse E600 Microscope. Based on the 
histopathological result, oncologic treatment was initi-
ated consisting of hormonotherapy.

Results 
Macroscopic exam revealed the presence of multi-

ple fragments with variable diameters, which measures 
overall 3/2,5/0,5 cm, gray-yellowish colored and low 
consistency. 

Histopathological examination identified an aci-
nar adenocarcinoma with a 10 = 5+5 Gleason score on 
more than 5% of the fragments examined represented 
by a solid contingent of neoplastic cells as trabeculae 
(fig. 1) and signet ring cells (fig. 2).

Fig. 1 – Gleason pattern 5 adenocarcinoma of the prostate -  
cells proliferated as cords and trabeculae – (H&Ex100)

Fig.2 – Adenocarcinoma of the prostate with signet ring cells (H&Ex100)

Ceoplastic cells were characterized by increased nu-
cleo-cytoplasmic ratio, pleomorphic nuclei and atypi-
cal mitotic figures (fig. 3). Angio-lymphatic invasion 
was also present (fig. 4). Perineural infiltration was ab-
sent in examined fragments.

Fig. 3 – Nuclear details of malignant neoplastic proliferation:  
pleomorphic, large nuclei with visible nucleoli (H&Ex400)
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Fig. 4 – Vascular neoplastic emboli (H&Ex100)

Discussions
Prostate cancer can sometimes have slow growth 

and the risk of developing the disease increases expo-
nentially with every decade of life and also is not con-
sidered a direct cause of death [3]. 

Although appeared other markers, PSA and digital 
rectal screening examinations are the primary meth-
ods in current urologic practice, which is why biopsy 
indication depends on their modifications and it is the 
only method that establishes the diagnosis of malig-
nancy. In a patient with low life expectancy and diseas-
es associated risk of being subjected to a biopsy is too 
high. [4].

PSA is a kallikrein related serine protease produced 
by prostatic secretory epithelium and drained by ductal 
system in normal prostate tissue or in different lesions 
with origin at this level, such as benign hyperplasia, 
cancer, inflammation, heart, prostate massage, cystos-
copy and proliferative lesions with small glands [5]. 

The literature has revealed that its value increases 
above 4 ng/ml in prostate adenocarcinomas. It was 
found that the value of PSA up to 10 ng/ml rate of a 
cancer diagnosis to biopsy increase by 25% the condi-
tions of a normal digital rectal exam and below 2 ng/ml 
values the chance to diagnose a cancer is less than 2%. 
According to the literature, reference values are 2,5 ng/
ml for 40-49 age group, 3,5 ng/ml for 50-59 years and 
4,5 ng/ml for ages 60 to 69 [6, 7]. Also at low PSA values 
up to 3 ng/ml, any increase in PSA is a really warning 
sign [8].

However, even if values greater than 4 ng/ml cor-
relates with an increased risk of prostate cancer to de-
tect, there are no lower values under which we can say 
with certainty that there is no risk of prostate cancer, 
regardless of tumor grade [9]. 

So the cutoff PSA alone is not clearly defined to in-
dicate the group of patients with prostate needle biop-
sy indication reason why a man may have prostate can-
cer to values between 0 and 4 ng/ml. In a patient with 
poorly differentiated adenocarcinoma with 10 Gleason 
score we expect to notice elevated PSA value, but it is 
within normal limits. 

Prostate cancer screening decreased among pa-
cients older than 50 years old after the 2012 USPSTF 
US Preventive Services Task Force Recommendation 
guideline [10].

Currently some urologists use a borderline PSA val-
ue of 2.5 ng/ml which is associated with a large number 
of indications for prostate biopsies [11].

Evaluation of PSA in combination with digital rectal 
examination is recommended for improving early de-
tection for prostate cancer [12]. Clinical stage, Gleason 
score and serum prostate specific antigen (PSA) levels 
are considered independent predictive factors and 
prognosis in localized cancer without metastases [13].

Have been identified new markers intensely stud-
ied, with high specificity like isoforms PSA or PCA3. 
Free PSA in serum at a rate of 10-30% consists of 3 
isoforms pro-PSA, BPSA (benign PSA) and IPSA (intact 
PSA). PCA3 is highly specific molecule in cancer and 
metastatic prostate and is dosed in the urinary sedi-
ment after prostatic massage [14,15]. 

Conclusions
Low PSA value can not exclude prostate cancer 

and is necessary corroboration with other methods of 
investigation and further study of new markers with 
greater specificity in diagnosis.
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