CASE REPORTS

Tuberculous prostatitis: a condition not
confined to the immunocompromised
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Summary

Tuberculous (TB) prostatitis is rare; usually occurring in immunocompromised men. It can mimic benign prostatic
hyperplasia (BPH), chronic prostatitis or prostate cancer. This report in an immunocompetent 72-year-old man adds to
the clinical spectrum of the five prior reported cases. A low threshold for prostatic biopsy led to a histological evaluation
and subsequent microbiological confirmation of TB. This attests to the value of such an approach in arriving at the correct
diagnosis and the institution of appropriate anti-tuberculous therapy even amongst immune-competent men.
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Case report

A 72-year-old man from rural South Africa presented with
a one-year history of lower urinary tract symptoms (LUTS)
and intermittent right scrotal pain. His International Prostate
Symptom Score (IPSS) (a questionnaire-based screening tool
to quantify, track and manage the symptoms of BPH/LUTS)
was 19, indicating moderately severe symptoms.' He denied
any constitutional symptoms and there was no significant
medical or surgical history. He had no known TB contacts nor
any occupational risk factors to develop TB. He was not on
corticosteroids.

The general and systemic examination was unremarkable.
The patient had mild right hemi-scrotal swelling with no skin
changes or sinuses and no clearly definable mass on urogenital
examination, and digital rectal examination (DRE) findings
revealed a hard, nodular prostate. His prostate specific antigen
(PSA) was 37.99 ug/L and urinalysis showed a sterile pyuria.
A clinical suspicion of underlying ‘prostate cancer’ was
formulated in light of the DRE and PSA, so a trans-rectal
ultrasound guided (TRUS) prostate biopsy was performed.

Histology showed extensive necrotising granulomatous
inflammation suggestive of an active mycobacterial infection,
although acid-fast bacilli (AFB) were not detected and PAS
staining showed no fungal infection. (Figure 1 B-D). There
were no pre-neoplastic or neoplastic features.

Despite the absence of AFB on the slides assessed, the
associated features and regional residence led to a working
diagnosis of TB prostatitis and the patient was investigated
accordingly. An HIV ELISA test was non-reactive. His chest
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radiograph was unremarkable. A urine lipoarabinomannan
(LAM) test was positive and his urine auramine-O was
positive and cultured TB after 14 days. Urine gene expert was
not done due to laboratory protocol. Serum ACE (angiotensin
converting enzyme) and ANCA (anti-neutrophil cytoplasmic
antibodies) were negative and therefore other granulomatous
disease, such as sarcoidosis, was excluded from the differential
diagnosis.

Further imaging of the wupper tracts showed no
abnormalities. Magnetic resonance imaging (MRI) of the
prostate revealed a prostatic volume of 151 ml and infective
changes of the prostate and seminal vesicles (PI-RADS
1 — ‘most probably benign’) (Figure 1 A). The acronym PI-
RADS stands for Prostate Imaging-Reporting and Data
System. It is a scoring system to risk stratify MRI findings of
the prostate for suspected malignancy (1 — very low risk of
cancer; 2 — low; 3 — intermediate; 4 — high; 5 — very high).?

In light of the above findings and after consultation with
the local Infectious Diseases department, he was initiated on
anti-tuberculous medication, and will complete nine months
of treatment as per institutional protocol. As TB can co-
exist with prostate cancer symptomatic evaluation, clinical
examination, DRE and PSA trend will determine the need for
re-biopsy at follow up.

Discussion

Genitourinary tuberculosis (GUTB) accounts for about
30-40% of all extra-pulmonary TB cases.’ The organs usually
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Figure 1. MRI prostate (T2W image) and histopathological photo micrographs (all haematoxylin & eosin ‘H&E’ stained),

depicting the underlying TB prostatitis.

1A. MRI (T2W image) axial view demonstrating diffuse multiple low signal intensity areas throughout the prostate; suggestive

of TB prostatitis with early abscess formation.

1B. Histo-micrograph (400x magnification) depicting Langerhans giant cells (thick arrow), epithelioid histiocytes (thin arrow

single) & lymphoctyes (thin arrows double).

1C. Histo-micrograph (100x magnification) depicting the Langerhans giant cells (thin arrows) & granuloma with central area

of necrosis (thick arrow).

1D. Histo-micrograph (200x magnification) depicting Langerhans giant cells (double thin arrows).

affected are the kidneys, ureters, bladder and genital organs.*
Primary prostatic TB is rare, especially in immune-competent
patients,>* with only five prior reports from high prevalence
TB areas.’ Routes of transmission include descending
infection from the upper urinary tract, haematogenous
and lymphatic spread, direct extension from neighbouring
structures, post intra-vesical injection of Bacille Calmette-
Guerin (BCG) for bladder carcinoma and very rarely, from
sexual transmission.*>

The clinical presentation of TB prostatitis is often non-
specific and patients most commonly present with LUTS,
a suspicious DRE and elevated PSA; therefore mimicking
benign prostatic hyperplasia (BPH), chronic prostatitis and
prostate cancer clinically, biochemically and radiologically.*¢
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Furthermore, one needs to remain cognisant that TB prostatitis
may co-exist with prostate cancer.” Most cases of TB
prostatitis are diagnosed incidentally on histology following
prostate biopsy for suspected carcinoma, transurethral
resection of the prostate (TURP) or prostatectomy.® Prostatic
specimens may be examined by histopathology, polymerase
chain reaction (PCR) for mycobacterial detection, culture and
stains for AFBs.”® The characteristic lesion is confluent foci
of caseous necrosis surrounded by epithelioid histiocytes.
However, as in our case, the absence of caseation on biopsy
does not necessarily exclude TB prostatitis.®

We performed a urine LAM test on our patient, which was
positive and suggestive of disseminated TB. Suwanpimolkul
et al. suggested the possible use of the urine LAM test with



AFB smear and culture in resource limited countries for the
diagnosis of TB in patients with advanced HIV and in HIV
negative patients with disseminated TB.*’

Imaging studies are useful in the diagnostic workup.* TRUS
may reveal enlargement and hypoechoic lesions and should
be used for guided biopsy of suspicious lesions. Contrast CT
usually demonstrates multiple bilateral low density prostatic
lesions with irregular borders and can identify upper tract or
abdominal signs of TB. MRI has some advantages over CT,
including better resolution and multi-planar imaging options.’
Voiding cystourethrogram with retrograde urethrogram may
reveal filling defects suggestive of TB cavities.®

Important benign mimickers of prostate cancer which give
rise to false-positive malignant cells are prostatic atrophy,
post-atrophic hyperplasia, atypical adenomatous hyperplasia
and seminal vesicle tissue. Inflammatory processes such as
granulomatous prostatitis, xanthogranulomatous prostatitis
and malakoplakia may simulate high grade adenocarcinoma.'

The primary treatment of TB prostatitis is medical with
anti-tuberculous medication. Surgery, such as endoscopic
resection, may be considered when medical therapy is
unsuccessful® as determined by persistence or non-resolution
of symptoms and complications such as prostatic abscesses.

Our patient was initiated on anti-TB medication according
to the standard national policy and will be followed up
regularly as an outpatient.

Conclusion

TB prostatitis is a rare clinical entity that is usually diagnosed
incidentally. The urologist and his/her pathologist should
maintain a high index of suspicion in patients who present
with LUTS, a suspicious DRE and an elevated PSA. Biopsy is
key to establishing the correct diagnosis and treatment.
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