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A B S T R A C T

Genitourinary tuberculosis is uncommon and mostly involves kidneys, seminal vesicles and epididymis.
Isolated prostatic tuberculosis is rarely reported and is an under recognized entity. Here, we report such
a case which clinically mimicked prostatic carcinoma and was subsequently diagnosed on image guided
needle biopsy.

This is an Open Access (OA) journal, and articles are distributed under the terms of the Creative Commons
Attribution-NonCommercial-ShareAlike 4.0 License, which allows others to remix, tweak, and build upon
the work non-commercially, as long as appropriate credit is given and the new creations are licensed under
the identical terms.

For reprints contact: reprint@ipinnovative.com

1. Introduction

Tuberculosis is a world-wide public health problem with the
maximum burden being on the developing countries. Riding
high with the Human Immunodeficiency virus (HIV), we
are seeing the emergence of the drug resistant strains.
Practically no organ of the body seems to be immune to
tubercular infection. Extrapulmonary tuberculosis accounts
for 20-25% cases and genitourinary tuberculosis (GUTB)
forms 27% of extrapulmonary cases.1 Prostatic tuberculosis
comprises of only 2.6% of the GUTB cases2 thus
emphasizing the rarity of the lesion. Since most cases of
GUTB involve the kidneys, seminal vesicles and epididymis
in males, awareness of its presence in prostate is less
among among the urologists and pathologists leading to
its under recognition and underreporting.3,4 Moreover, it
may mimic the likes of prostatic nodular hyperplasia and
carcinoma and may even co-exist with these lesions. Here,
we report the case of a 67-year-old man with isolated
prostatic tuberculosis who was suspected clinically as
having carcinoma of prostate.
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2. Case Report

A 67-year-old man visited Urology outpatient department
with irritative voiding symptoms like increased frequency,
dysuria, urgency and waking up at night. On digital
rectal examination (DRE) the prostate was found to be
enlarged, hard and nodular. Prostatic ultrasound revealed
a heterogenous, enlarged prostate (measuring 68gm) with
focal calcification and necrosis. Serum PSA level was
25.0 ng/ml (Normal level <4.0 ng/ml). Based on the
clinicoradiological and serological parameters, a clinical
diagnosis of carcinoma prostate was rendered and the
patient underwent ultrasound guided core needle biopsy.
The cores of prostatic tissue were sent to the Department
of Pathology and processed accordingly. The 6 cores
were embedded in 2 blocks with 3 cores each and
3 slices were taken from each block. The microscopic
examination revealed prostatic tissue with decreased
number of glands with fibrosis, periductal lymphocytic
inflammation, epithelioid cell granulomas and Langhans
giant cells. (Figure 1) Areas of caseous as well as
neutrophilic necrosis noted. (Figure 2) Acid fast bacilli
were identified in the Ziehl- Neelsen stained section. No
focus of nodular hyperplasia or carcinoma of prostate was
seen. A diagnosis of tuberculous prostatitis was rendered.
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The patient was investigated for HIV but was seronegative.
He had no prior history of pulmonary tuberculosis or any
history of contact with tuberculosis. The urine was sent
for AFB and PCR and the results were non-contributory.
The chest X-rays and sputum were within normal limits.
Mantoux test was positive. A diagnosis of isolated prostatic
tuberculosis was made and the patient was started on 4-
drug Antitubercular therapy (ATT) regime for 6 months.
The patient was relieved of symptoms at 2-month follow-
up with PSA level dropping down to 3.5 ng/ml.

Fig. 1: Needle biopsy of prostate showing focus of epithelioid cell
granuloma with Langhans giant cell (white arrow) and fibrosis.
(Haematoxylin and Eosin stain; X100 magnification)

Fig. 2: Focus ofcaseous necrosis (Black arrow) with a degenerated
multinucleated giant cell, surrounding fibrosis and scattered
lymphocytes. (Haematoxylin and Eosin stain; X100 magnification)

3. Discussion

GUTB is the second most common extrapulmonary
tuberculosis, only next to the lymph nodes.5 As mentioned,

prostate is a still rarer site with most cases arising
from descending infection from the urinary organs,
direct extension from an adjacent tuberculous focus in
the genitourinary tract or by hematogenous spread.4

Predisposing factors include Acquired Immunodeficiency
Virus Syndrome (AIDS), steroid therapy, organ transplants,
immunosuppressive therapy, diseases that affect the immune
system in particular cell mediated immunity.6 The use of
intravesical BCG for treatment of bladder carcinoma may
result in tuberculous granulomas in prostate and hence,
proper treatment history needs to be elucidated.

Tubercular prostatitis causes chronic granulomatous
inflammation. Case reports suggest that the tuberculous
infection of prostate in patients with AIDS usually
present with prostatic abscess.7–9 Though our patient had
collections of neutrophils, he was seronegative. The caseous
necrosis usually heals by fibrosis or may cause cavitation
and sloughing or even autoprostatectomy, if the host
immunity is very poor.

Other causes of granulomatous prostatitis include non-
specific granulomatous prostatitis (NSGnP) which usually
forms granulomas in periductal/periglandular location
and other infective agents like Treponema pallidum,
viruses or fungi.10 Special stains may prove helpful in
differential diagnosis. Diagnosis of tuberculosis depends on
histopathological examination, special stains, culture and
molecular methods like polymerase chain reaction (PCR).
Imaging studies like Transrectal ultrasonography (TRUS)
or other modalities like computed tomography (CT-scan)
or magnetic resonance imaging (MRI) may prove helpful
in some cases.11 Increasing number of such cases and the
curative treatment make this a very important entity to
diagnose.12

4. Conclusion

Prostatic tuberculosis is a rare occurrence and usually
results from hematogenous spread from other focus in
the body. Primary prostatic tuberculosis is still rarer and
requires high index of suspicion. They can mimic carcinoma
of prostate clinicoradiologically as well as serologically.
Treatment protocol may vary from country to country
and case to case. Early detection and treatment are
important which require awareness among the urologists
and pathologists. TRUS guided needle biopsies may be
adequate to pick up the diagnosis in most of the cases.
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