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Figure 1. Transabdominal ultrasound of the prostate showing an inhomogeneous prostate gland measuring 120 ml.

Case summary

A 66-year-old black man presented with a one-year history
of obstructive lower urinary tract symptoms (LUTS). He
had no personal or family history of urological conditions.
His calculated International Prostate Symptom Score was
17. On examination, he had a nonpalpable bladder and
normal external genitalia. Digital rectal examination
revealed an enlarged, firm and nodular prostate gland.
Bedside ultrasound outlined an inhomogeneous prostate
gland measuring 120 ml (Figure 1) and a prevoid bladder
volume of 163 ml.

His uroflowmetry showed an obstructive pattern with
maximal flow of 9.9 ml/s (Figure 2(a)); postvoid residual
volume was less than 10 ml. Prostate-specific antigen
(PSA) was 8.68 wg/l. He was started on doxazosin 4 mg
per os daily for his LUTS. Prostate adenocarcinoma was
suspected; therefore, systematic transrectal ultrasound-
guided prostate biopsies were taken since multiparametric
magnetic resonance imaging (mpMRI) is unavailable in

our facility and histopathological assessment demonstrated
features of sclerosing adenosis of the prostate on five of
the 12 cores with immunohistochemical staining positive
for transformation-related protein 63 (p63), high-molecu-
lar weight cytokeratin (HMWCK) by 34BE12 and nega-
tive for alpha-methylacyl-CoA racemase (AMACR)
(Figure 3(a—d)).

A repeated uroflowmetry two months later showed a
maximal flow of 15.5 ml/s (Figure 2(b)) with improved
LUTS.
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Figure 2. (a) Pretreatment uroflowmetry: max flow 9.9 ml/s,
average flow 6.0 ml/s, voided volume 163 ml/s, voiding time 27
seconds, time to max flow three seconds. (b) Posttreatment
uroflowmetry: max flow 15.5 ml/s, average flow 6.8 ml/s,
voided volume 186 ml/s, voiding time 27 seconds, time to max
flow eight seconds.

Discussion

Sclerosing adenosis of the prostate is an unusual histopatho-
logical finding that may be mistaken for adenocarcinoma. It
is very rarely reported on prostate biopsy specimens and

incidentally found in about 2% of transurethral resection
specimens as this rare benign lesion arises in the transition
zone of the prostate.!-2

Its histological feature consists of a prominent scle-
rotic stroma containing disorderly variable-sized or
-shaped glands with immunohistochemical staining
demonstrating a continuous basal cell layer negative
for AMACR but positive for 34BE12, cytokeratin 5/6
(CK5/6), p63, S-100 protein and smooth muscle
actin.’=

This benign condition may have a myriad of clinical
presentations. In this case the patient presented with
semiological features suggestive of prostate cancer with
associated risk factors such as increased age, race and
elevated PSA. The treatment aim was to alleviate his
LUTS, which was achieved with alpha-blockers evi-
denced by improved uroflowmetry and LUTS. The
patient’s symptoms could also be contributed by benign
prostatic enlargement in view of the measured volume
of 120 ml.

Despite a good response to alpha-blockers in this par-
ticular case, it is uncertain whether management with
alpha-blockers would always be needed for every single
patient. Presumably, some patients may not need any
treatment, or surgical management may be required in
some other patients based on the disease burden.

To minimise error in diagnosing prostate adenocarci-
noma, pathologists should always use both the histo-
morphological and immunohistochemical assessment of
the specimens.® In this case immunohistochemical
staining was performed after morphological assessment
and was positive for p63 and 34BE12 and negative for
AMACR.

This is the first reported case of sclerosing adenosis of
the prostate with special emphasis on clinical features and
management. The nodular prostate surface may result
from extensive fibrosis associated with sclerotic stroma
and may suggest the unusual presence of the sclerosing
adenosis in the peripheral zone. There is no evidence in the
literature that this benign lesion increases the risk of pros-
tate cancer.

Urologists should be aware of this rare mimicker of
prostate cancer, which can clinically feel exactly like a
nonbenign prostate gland and harbour all the other para-
clinical characteristics of prostate cancer such as elevated
PSA and inhomogencous prostate on ultrasound. Always
consider the possibility of benign mimicker of adenocarci-
noma of the prostate if there is no malignancy found on
histopathological analysis and/or suspected on mpMRI, if
available.
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Figure 3. (a) This medium-power image better demonstrates the fibrous stroma separating the acinar glands and slight thickening
of basement membranes (magnification 10X20). (b) This P63 immunohistochemical stain highlights intact basal cells (magnification
10X20). (c) This 34BE12 immunohistochemical stain highlights intact basal cells (magnification 10X 10). (d) This alpha-methylacyl-
CoA racemase immunohistochemical stain is negative (magnification 10X20).
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