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Relato de caso /

Malakoplakia of the prostate diagnosed in patients with benign

prostatic hyperplasia and elevated prostate-specific antigen
Malacoplasia da prostata diagnosticada em pacientes com hiperplasia
prostdtica benigna e antigeno prostdtico especifico elevado

Fredy Leonardo Mufioz Gonzalez', William Luis de Oliveira',

Nelson Brancaccio dos Santos?, Saul Gun?, Jose Lufis Ferreira Duque'

ABSTRACT
Malakoplakia is a rare chronic inflammatory disease which affects the genitourinary system, particularly the bladder, the
kidneys and the ureters. Isolated involvement of the prostate is much rarer. Differential diagnosis of adenocarcinoma of
the prostate can be extremely difficult, because of clinical and imaging similarities. Patients with frequent occurrence of
benign prostatic hyperplasia and urinary tract infection need to be prepared for a diagnosis of malakoplakia.
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RESUMO
Malacoplasia € uma doenca inflamatéria cronica pouco frequente que afeta o aparelho geniturindrio, particularmente
a bexiga, os rins e os ureteres. O envolvimento isolado da préstata € a forma mais rara. O diagnédstico diferencial do
adenocarcinoma da prostata pode ser de extrema dificuldade em virtude das semelhancas clinicas e imaginoldgicas.
Pacientes com hiperplasia benigna de préstata e infecgdes do trato urindrio frequentes podem alertar para o diagndstico

de malacoplasia.
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INTRODUCTION

The word malakoplakia comes from the Greek malakos
(soft) and plakos (plaque) and represents a rare inflammatory
disease that was originally described as occurring in the blad-
der, but which has also been detected in the genitourinary and
in the gastrointestinal tract, as well as skin, lungs, bones, and
mesenteric lymph nodes.

It is macroscopically characterised by the presence of
soft yellow mucous plaques, with 3 to 4 cm diameter, and
slightly elevated. The surrounding mucosae are normally oe-
dematous, hyperaemic and swollen.

Microscopically, these plaques consist of spongy mac-
rophages, of large size and intimately compressed, with occa-
sional multinucleate giant cells intermixed with lymphocytes.
The macrophages have abundant content of granular cyto-
plasm. The granulation is positive for Periodic Acid-Schiff
and is due to the phagosomes which are brimming with mem-
branous particles and also remnants of bacterial origin. In ad-

dition, typically there is also presence of laminated miner-
alised concretions known as Michaelis-Gutmann bodies, both
inside the macrophages and between the cells.

Even though the exact pathogenesis is as yet unknown,
it is likely to stem from an abnormal function of macrophages
in response to a bacterial infection, most probably caused by
Escherichia coli, while the Michaelis-Gutmann bodies are
probably the result of deposits of phosphates of calcium and
other minerals in these phagosomes, which are overloaded
and could be undergoing disintegration.’

CASE REPORT

Male patient, aged 69. He came to the Urology out-
patient ward complaining of obstructive lower urinary tract
symptoms (LUTS). Prostatic specific antigen (PSA) was mea-
surement was 5.9 ng/mL, and the digital rectal exam (DRE)
showed a slightly enlarged prostate. He was initially medicat-
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ed with an alpha blocker and a 5-alpha-reductase inhibitor,
with satisfactory response, but then had recurring situations of
bacteriuria, not showing any symptoms thereof. His medical
history included chromic ischaemic myocardiopathy, hyper-
tension, and diabetes mellitus. He discontinued the treatment
after having an acute myocardial infarction. The patient also
reports that, after four years, there was worsening of pros-
tatic complaints, while he was making irregular use of alpha
blockers and 5-alpha-reductase inhibitors. His condition then
progressed with acute urinary retention, which required the
introduction of an indwelling vesical catheter. On the day of
urinary retention, upon physical examination, he was in a fair
state of health, dyspnoeic, with oedema on the lower limbs.
He was submitted to medical examinations, that showed
Urea at 88 mg/d, Land Creatinin at 3.2 mg/dL. Abdominal
ultrasound examination showed: kidneys, nothing worthy of
note; prostate weighing 98 grams. DRE showed a prostate
that was double the normal size, congested, without lumps.
He returned to the outpatient clinic with a PSA reading of
21.97 ng/mL. Urine Culture: E. coli. The patient was medi-
cated with sulfamethoxazole 800 mg and tetramethylpyrazine
160 mg, and the catheter was maintained. A biopsy of the
prostate was then performed by transrectal ultrasonography,
whose results were the following: histological situation cor-
responding to malakoplakia, suggesting immunohistochem-
istry. Immunohistochemistry confirmed the diagnosis of mal-
akoplakia. A transvesical prostatectomy was then performed,
without any complications, and the anatomopathological
study of the specimen obtained showed: prostate weighing 67
grams, with diagnosis of malakoplakia and myoadenomatose
hyperplasia. The patient is now without a catheter, with good
spurts of urine, a urea reading of 74 mg/d L and creatinin at
1.5 mg/dL, with negative uroculture. Kidney ultrasound did
not shown any echographic changes, while postmictional res-
idue is negligible.

DISCUSSION

Malakoplakia is a rare disease that can affect the pros-
tate. Its main characteristic is being accompanied by recurring
urinary tract infections that can be combined with high PSA
reading?® and often leads to suspicion of carcinoma of the pros-
tate.* Recurring infections in people who have benign prostatic
hyperplasia should draw attention to the diagnosis.’ Malako-
plakia also tends to affect people with diabetes mellitus, people
with liver problems (especially caused by alcohol abuse), and
anyone else with a weakened immune system (such as people
living with HIV and people who have undergone organ trans-
plants) or who have lupus or ulcerative colitis.®

Genetic causes have been considered as a possible eti-
ological factor.”

Histologically, this condition is characterised by the
presence of entire coliforms in macrophages (Figures 1
and 2). The diagnosis is anatomopathological and consists in
identification of pathognomic Michaelis-Gutmann bodies."®
In this regard, a biopsy is essential for a proper diagnosis,
distinguishing the condition from carcinoma of the prostate.’
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The clinical treatment for malakoplakia is based on
quinolone antibiotics, or sulfa drugs, which are able to pene-
trate the macrophages.'®'? Long-term treatment is suggested'®!3
for complete resolution of the situation, although efficiency is
hard to achieve. The addition of Vitamin C and cholinomimetic
drugs seem to make the treatment more effective, through the
improvement of cell activity in phagocytes.'

However, surgical treatment has been proven effective
in some cases.?

-

Figure 1. 40X microscopic image showing intense lymphohis-
tiocytic infiltrate with enlarged and bulky cytoplasm containing
Michaelis Gutmann bodies.
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Figure 2. 400X microscopic image: one can see corpuscles po-
sitive to Von Kossa and PAS stainings.
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Here, we report on a case of Malakoplakia of the pros-
tate that was treated surgically through transvesical prosta-
tectomy, recommended because of urinary retention after bad
response to intermittent vesical catheter. The patient made a
good recovery, and three months after surgery has not pre-
sented with infections, which shows the effectiveness of
surgical procedures for the control of infections. The patient
must now be continually monitored, considering that there is
a possibility of recurrence of the disease and infections.'>6
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