CASE REPORT

Malakoplakia of the prostate masquerading as locally advanced

prostate cancer on mpMRI
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A 66-year-old man was referred for urological evaluation for an
abnormal digital rectal exam (cT2a, subtle nodule at left base,
121 cc prostate) and an elevated prostate specific antigen (PSA)
of 8.0 ng/ml. Subsequent 12-core transrectal ultrasound (TRUS)-
guided biopsy revealed Gleason 3+4 adenocarcinoma in seven
of 12 cores, including all six cores on the right side and one core
at the left apex. No extraprostatic extension was identified. Post-
biopsy, the patient developed urinary retention requiring a catheter,
as well as an Escherichia coli (E. coli) urinary tract infection (UTI)
requiring hospitalization and intravenous antibiotics.

Case report

A 66-year-old man was referred for urological evaluation for
an abnormal digital rectal exam (cT2a, subtle nodule at left
base, 121 cc prostate) and an elevated PSA of 8.0 ng/ml.
Subsequent 12-core TRUS-guided biopsy revealed Gleason
3+4 adenocarcinoma in seven of 12 cores, including all
six cores on the right side and one core at the left apex.
No extraprostatic extension was identified. Post-biopsy, the
patient developed urinary retention requiring a catheter, as
well as an E. coli UTI requiring hospitalization and intra-
venous antibiotics.

A staging multiparametric MRl (mpMRI) was performed
six weeks after biopsy in an attempt to address the discor-
dance between clinical exam and biopsy findings with
respect to lesion location. MpMRI was obtained using a
3-Tesla scanner and a multi-phased array body surface
coil without an endorectal coil. Image sequences acquired
included tri-planar high-resolution T2-weighted imaging,
diffusion-weighted imaging (DWI) and high-temporal reso-
lution dynamic contrast enhanced (DCE) imaging. DWI was

performed at b-values of 50, 500, and 1000, with an appar-
ent diffusion coefficient (ADC) map generated. DCE was
performed after intravenous administration of 0.1Tmmol/kg of
gadobutrol by a power injector with 60 data acquisitions at
a temporal resolution of <10 s. This mpMRI demonstrated a
4.5 x 2 cm enhancing soft tissue mass with strong restricted
diffusion and loss of fat plane with rectum arising from the
left mid-prostate. A second foci, measuring 2.1 x 1.5 cm with
ADC maps and showing diffuse strongly restricted diffusion,
was seen in the right base with invasion into the seminal
vesicle (Fig. 1). All areas demonstrated enhancement with
minimal washout on DCE.

After discussion with the patient regarding the discordant
exam, biopsy and MRI findings with respect to location and
extent of tumour, and after consultation by both urological
and radiation oncologists to consider all treatment options,
the patient chose radical prostatectomy.

Bilateral, wide-field, robotic-assisted laparoscopic radical
prostatectomy with bilateral pelvic lymph node dissection
was performed. Intraoperatively, there was significant fibro-
sis of the posterior rectal plane on the left side extending
down into the pararectal gutter, but the prostate was separ-
able from the rectum with sharp dissection. No complica-
tions were encountered.

Pathology revealed pT2cNOMO Gleason 3+3=6 adeno-
carcinoma involving 20% of the prostate, primarily in the
right peripheral zone from apex to base. No extraprostatic
extension or seminal vesicle invasion was identified and the
surgical margins were negative. Instead, mixed-pattern pros-
tatitis with malakoplakia extending into extraprostatic tissue
bilaterally was observed. The right seminal vesicle demon-
strated acute on chronic prostatitis with microabcesses (Fig.
2). Prussian blue, von Kossa, and PAS/D stains were used to
visualize Michaelis-Gutmann bodies.’
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Fig. 1. Axial T2 (upper left), ADC map (upper right) and DWI (lower left) slices from 3T-multiparametric MRl demonstrating a mass

with restricted diffusion (arrows) from the left mid-gland of the prostate extending beyond the capsule to the rectum, with loss of
the intervening fat plane. An image from the dynamic contrast enhancement series (bottom right) demonstrates hypervascular

enhancement of the lesion (arrow).

Discussion

This case highlights a rare differential diagnosis to be con-
sidered in the context of abnormal findings on mpMRI of the
prostate. To our knowledge, this is the first report describ-
ing prostatic malakoplakia on mpMRI. Even in retrospect
the findings were ndistinguishable from locally advanced
prostate cancer with low intensity, irregular signal in the
peripheral zone on T2, severe restriction on DWI, and rapid
contrast uptake and washout on DCE.

MpMRI is evolving as a standard tool for the diagnosis and
staging of prostate cancer. It is considered to have adequate
positive predictive value in the detection of extraprostatic
extension of the prostate cancer, but insufficient negative
predictive value to be adopted uniformly for presurgical

planning. (0.84 and 0.68, respectively in intermediate risk
patients).?

The mpMRI findings in the current patient by themselves
were consistent with locally advanced disease, but these
were clearly discrepant from the biopsy findings, which
showed minimal cancer on the left side of the prostate,
where the tumour was described as abutting the rectum.
The patient was keen to avoid radiation, and, with chronic
obstructive voiding symptoms due to a very large prostate,
was most interested in surgical resection. With some trepida-
tion due to the imaging findings, the robotic prostatectomy
was performed and allowed us to determine the true diagno-
sis. We recognize the rarity of the case, with less than 1000
patients diagnosed with malakoplakia per year in the U.S."*
> The patient’s history of significant post-UTI with urinary
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Fig. 2. Typical histological features of malakoplakia, including Michaelis-Gutmann bodies within prostatic histiocytes (left). The low-power view (right) demonstrates
malakoplakia inflammation (%), normal prostatic capsule (®), and adenocarcinoma ().
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