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Abstract 

Background: Benign prostatic hyperplasia and 

adenocarcinoma are common diseases that account for 

considerable morbidity and mortality of ageing 

population. In cancer related deaths in men, the prostatic 

cancer is the second most common to lung cancer. To 

assess the morphological spectrum of lesions of prostate 

and  serum PSA levels.  

Materials And Methods: The Retrospective study 

included a total of 62 samples of different prostatic lesions 

,in the age range of 42 to 78 years, over a period of 1 year 

from May 2015 to July 2016. All the lesions were graded 

into non-neoplastic and neoplastic lesions. The 

histological data and serum PSA levels obtained were 

analyzed and compared with other similar studies. 

Results : Non neoplastic lesions were common in this 

study with Nodular hyperplasia(89%) with 52% associated 

with prostatitis. Among the neoplastic lesions 

adenocarcinoma occurred in 6% and urothelial carcinoma 

in 4.8%. Adenocarcinoma and PSA shows good 

correlation with final diagnosis(p value<0.05). 

Conclusion: Serum PSA was a good tool for screening 

carcinoma prostate; however biopsy is essential for 

diagnosis. More studies are required in relation to benign 

mimickers. 

Keywords: Benign prostatic hyperplasia, Benign 

mimickers, Adenocarcinoma prostate, PSA, Prostate 

cancer 

Introduction 

Benign prostatic hyperplasia and adenocarcinoma are 

common diseases that account for considerable morbidity 
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and mortality of ageing population.Benign prostatic 

hyperplasia is extremely common disorder in men over 

age 50. The prevalence of this disease is believed to be 

highly significant in most communities. In cancer related 

deaths in men, the prostatic cancer is the second most 

common to lung cancer [1].“When hair becomes gray and 

scanty, when specks of earthy matter begin to be deposited 

in tunics o f artery, and when a white zone is formed at the 

margin of the cornea, at this same period the prostate 

gland usually, might perhaps say in variably becomes 

increased in size.”[2]The prostate gland is the largest 

accessory reproductive organ in male. It is an exocrine 

gland and forms a significant component of seminal fluid. 

Benign prostatic hyperplasia (BPH) is a common 

urological condition in men. The prevalence of BPH 

increases from 20% at 40 years of age to 90% by the 

eighth decade of  life [3]. Prostate cancer is an important 

growing health problem, presenting a challenge to 

urologists, radiologists and pathologist [4].Prostate cancer 

(PCa) is the second most common cause of cancer in men 

after lung cancer and the sixth leading cause of cancer 

death among men worldwide[5]. In India, it constitutes 

about 5% of all male cancers according to consolidated 

report of population based cancer registries under ICMR 

in the year 2012 [5].Previously it was thought, that 

prevalence of prostate cancer in India is far lower as 

compared to the western countries but with the increased 

migration of rural population to the urban areas, changing 

life styles, increased awareness, and easy access to 

medical facility, more cases of prostate cancer are being 

diagnosed with the realization that we are not very far 

behind as compared to  western population[6].Prostate is 

the second leading site of cancer in four population Based 

Cancer Registries [PBCRs] namely Delhi, Kolkata, 

Nagpur and Thiruvananthapuram, Third leading site of 

cancer in cities like Bangalore and Mumbai[7]. It is among 

the top ten leading sites of cancers in the rest of the 

PBRCs of India. Prostate-specific antigen (PSA), digital 

rectal examination, and trans rectal ultrasound are the 

tools most commonly used to screen for prostate cancer[8]. 

Many investigators have studied various histo 

morphological features and tried to assess their usefulness 

in diagnosing or excluding prostatic adenocarcinoma. The 

aim of the study was to correlate the morphological 

lesions of prostate and serum PSA levels in different 

prostatic cancer. 

Materials And Methods 

The Retrospective study was conducted at Department of 

Pathology, Shanthigiri siddha medical college over a 

period of 1 year ; from  May 2015 to  July 2016. All 

prostatic biopsies, transurethral resection of prostate 

[TURP] chips and prostatectomy specimen received in the 

Ravi Pathology and Microbiology laboratory, Trivandrum, 

for histopathological evaluation along with serum PSA 

levels were included in this study.  

The clinical and relevant investigative details required for 

the study were obtained from their medical records and 

recorded in the Proforma. The PSA levels were estimated 

using the ACCULITE Semi-Automated 

chemiluminescenceimmune assay (CLIA) which estimates 

PSA by a sandwich assay utilizing a constant amount of 2 

antibodies-Enzyme labeled antibody and biotin labeled  

monoclonal mouse IgG antibody in buffer.[9]  

The specimens obtained were fixed in 10% formalin after 

detailed and careful examination. The entire tissue was 

processed in case of needle biopsy and TURP. In cases of 

prostatectomy representative bits were processed. Then 

sections 4 to 5 microns thick were preparedfrom original 

paraffin blocks. These were stained routinely with 

Haematoxylin and Eosin.H&E stained slides were 

examined thoroughly and diagnosis of each case was 

made.[10] 
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All the lesions were graded into non-neoplastic and 

neoplastic lesions. The cases of prostatic adenocarcinoma 

were graded using Gleason microscopic grading.The 

histological features were correlated with clinical profile 

and PSA levels. 

Results and Discussion 

A total of 62 prostatic specimens obtained from patients 

were included in the study. The patients in the study 

included only males in the age range of 42 to 78 years. 

75% of cases were in the age range of 66-75 yrs [mean 

age - 70.5 yrs]. A significant increasing trend in the 

proportion of older patients [above 55 yrs] was observed 

in all the lesions. Of the total 62 prostate  specimen 55 

cases were benign[89%] and 7 cases were 

malignant[11.%]. Of the benign prostatic tumour 55(89%) 

were Nodular hyperplasia ,4(6%) (Fig. 1) prostatic  

adenocarcinoma and 3(4.8%) (Fig. 2) were  urothelial 

carcinoma of prostatic urethra.  

Majority of the BPH cases(89%) had PSA 0-4 while 

majority of the malignant cases(11%) had PSA >10. 12% 

of malignant cases had PSA 4 to 10.About 25% cases of 

BPH had PSA >10{Table :1}.When PSA was 4-10 there 

were a total of 62 cases out of which 55 cases were  BPH 

and  4 cases were  adenocarcinoma and 3 cases were 

urothelial carcinoma. Moderate[9.7%] and severe 

prostatitis[17.7%] (Fig. 3) showed maximum elevated 

PSA>10.Mild prostatitis cases had PSA level maximum in 

the range 4 to 10[23.4%] {Table :2} . 

The results of our study are in accordance with  those in 

other parts of India where benign lesions range from 

79.9% (Martin RM et al [Punjab])[11] to 92.5% as well as 

with other studies from Asian and African countries[12]. 

The prevalence  rate  of  11%  of neoplastic lesions  

observed  in  present  study  is  comparable  with  study  

by Sirish S et al [Maharashtra]. [13] 

Benign lesions with PSA0-4ng/ml range from 2%(Sirish S 

et al)to 71.6%(Kshitij et al)[14].Our study showing 46.6% 

corresponds to this range. Benign lesions with PSA 4-

10ng/ml range from 22.6%(Kshitij et al) to 49% (Sirish S 

et al)[15].Our finding 28.5%is also in accordance with 

this.Benign lesions with PSA>10ng/ml range from 3% to 

19%[16].However in the present study significant elevation 

of PSA (>10) is shown by 25.2%.This is because these 

cases of NH were associated with acute and chronic 

prostatitis [41.9% 0f prostatitis had 

PSA>10,granulomatous prostatitis(5.5%),infarct and  

Acute urinary  retention][17]. All these  elevates  the PSA 

values.The most common neoplastic lesion of prostate is 

acinar adenocarcinoma ranging from 7.02% (Mittal et al) 

to 20.05%(Monika Garg et al)[18-19].Adenocarcinoma 

incidence of 14.4% is in accordance to above studies. 

Second most common lesion is Urothelial carcinoma 

metastatic from bladder ranging from 0.6 %(B.Reddy et 

al) to 2.1% (K.Subathra et al).Our finding of 1.7% is in 

accordance with above findings[20-23].  

 
Fig 1: Nodular hyperplasia showing hyperplastic glandular 

and stromal components.Intra luminal corpora amylacea 

seen (H & E, 100X). 



 Dr. Jenifer Lancy, et al. International Journal of Medical Sciences and Advanced Clinical Research (IJMACR) 
 

 
© 2019, IJMACR, All Rights Reserved 
 
                                

Pa
ge

11
 

Pa
ge

11
 

Pa
ge

11
 

Pa
ge

11
 

Pa
ge

11
 

Pa
ge

11
 

Pa
ge

11
 

Pa
ge

11
 

Pa
ge

11
 

Pa
ge

11
 

Pa
ge

11
 

Pa
ge

11
 

Pa
ge

11
 

Pa
ge

11
 

Pa
ge

11
 

Pa
ge

11
 

Pa
ge

11
 

Pa
ge

11
 

Pa
ge

11
 

  

Fig 2 : Prostatic adenocarcinoma, Gleason’s score 

4+5=9/10, Showing cribriform gland with irregular border 

(H&E, 40X) 

 
Fig 3: Chronic severe prostatitis showing infiltration of 

lymphocytes, plasma cells and histiocytes in the stroma 

(H&E, 100X) 

Table11. Serum PSA levels in the cases studied 

 
Table 2: Correlation between serum PSA and Prostatitis. 

 
 

Conclusion 

Prostatic diseases are usually seen in men after age of 50 

years and is common in the age group of 65-

75years.Commonest pathological lesion seen is Nodular 

hyperplasia followed by adenocarcinoma. PSA was a good 

tool for screening  prostatic carcinoma. More studies are 

needed especially in relation to benign mimickers and 

PSA to avoid false diagnosis of adenocarcinoma prostate. 
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