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When sarcoidosis hits down: a case of prostatic sarcoidosis
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A 69-year-old North African male with established diagnosis of sarcoidosis underwent a stereotactic prostate

3 biopsy with fusion technique. At the histological analysis, non-necrotizing micro-granulomas were highlighted
< in 2 samples, while the immunohistochemical staining resulted negative for CK903/p63/racemase. To the best of
o our knowledge, only 16 cases of prostatic sarcoidosis have been reported in literature. With this case report we
IU-) describe an incidental diagnosis of prostatic involvement of sarcoidotic disease and briefly review and discuss the
m available literature on the topic.
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Introduction

Sarcoidosis is a systemic granulomatous disease that
primarily affects the lungs and the lymphatic system [1].
It commonly affects young and middle-aged adults and
frequently presents with bilateral hilar lymphadenopathy,
pulmonary infiltration, and ocular and skin lesions. The
liver, spleen, lymph nodes, salivary glands, heart, nerv-
ous system, muscles, bones, and more rarely other organs,
may also be involved [1]. In general, the diagnosis is es-
tablished when clinic-radiological findings are supported
by histological evidence of noncaseating epithelioid cell

granulomas [1]. The latest international guidelines on
treatment of sarcoidosis recommend treating patients
either for risk of death and/or permanent disability
(danger), or to improve quality of life. However, they do
not provide specific indications about the management of
urological involvement [2]. Related to the urological sys-
tem, manifestations of sarcoidosis include nephrolithiasis
and nephrocalcinosis, inflammatory infiltration of the
tubular interstitium leading to granulomatous interstitial
nephritis, sarcoid infiltration of the kidneys resembling
renal lymphoma, rare direct bladder, epididymis and tes-
tis involvement [3].
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Although quite rare, sarcoid infiltration in the
reproductive tract has been described in autopsies by
non-necrotizing micro-granulomas in genitourinary
organs in 5% of cases [3].

Little evidence is available about the symptoms,
the diagnostic and prognostic features of sarcoid pros-
tate involvement in patients affected by sarcoidosis.
With the present case report we aimed to expand the
knowledge about this rare clinical occurrence.

Case presentation

A 69-years-old African male with a past medi-
cal history of type 2-diabetes, arterial hypertension,
chronic kidney failure and retinal maculopathy, was
diagnosed with sarcoidosis in 2013 after the incidental
finding of hilar lymphadenopathy at chest radiogra-
phy. Hilar and mediastinal lymph nodes enlargement
was confirmed at computed tomography (CT) scan,
that showed also pulmonary involvement consisting
of bilaterally diffused subpleural and peribroncho-
vascular nodules. Thereafter, the patient underwent
bronchoscopy with endobronchial ultrasound-guided
transbronchial needle aspiration (EBUS-TBNA) that
lead to the confirmed diagnosis of sarcoidosis. At the
time of diagnosis, sarcoid involvement of eyes, skin
and heart was excluded. A systemic steroid treatment
was initially started in consideration of the diffuse bi-
lateral lung micronodules and lymphadenopathy, being
discontinued 1 year later because of poor compliance.
After few months, a CT scan showed worsening of
nodular subpleural interstitial lung disease, and there-
fore steroid treatment with methylprednisolone was
started again. At a follow up visit in 2015 steroid ther-
apy was stopped because of normal pulmonary func-
tion tests and poor treatment compliance.

In July 2020, the patient was admitted to our Res-
piratory Intensive Care Unit at the University Hospi-
tal of Modena (Italy) due to acute respiratory failure
following the worsening of sarcoidosis pulmonary in-
volvement, complicated by sepsis.

The patient underwent a full-body CT scan which
identified a prostatic inhomogeneous nodule mass and
multiple hyperdense spinal lesions. Prostate-specific

Antigen (PSA) level was in normal range. A magnetic
resonance (MR) of the lower abdomen was performed
confirming the presence of a capsulated nodule in
the middle prostatic lobe. MR images revealed a het-
erogeneous signal intensity with good contrast en-
hancement, colliquating areas within the nodule with
haemorrhagic content and small multiple focal lesions
of the pelvis bones (Figure 1). A full-body bone scin-
tigraphy was then performed showing inhomogeneous
tracer accumulation at the level of dorsal vertebrae, in-
consistent with malignant origin.

Pulmonary function tests highlighted a mild
non-reversible airflow obstruction. The patient was
discharged and was prescribed a 6-month systemic
steroid treatment together with inhaled corticoster-
oids/long acting B, agonist, which lead to a complete
resolution of sporadic wheezing and dyspnoea. PSA
level remained normal during the following 12 months.
In December 2021, a stereotactic prostate biopsy with
fusion technique was performed; the histological
analysis of the 10 collected samples showed gland hy-
perplasia, lobular atrophy, and a non-specific chronic
inflammation. At hematoxylin and eosin staining two
non-necrotizing micro-granulomas were highlighted,
and the immunohistochemical staining was negative
for CK903/p63/racemase (Figures 2 and 3). As a col-
lateral finding, a lithiasic intra-luminal formation was
described. Giving the histology, diagnosis of prostatic
sarcoidosis was made. Therefore, urologic follow up
with PSA measurement after 4 and 8 months was
recommended, while the ongoing therapy was left un-
changed, due to the absence of symptoms potentially
related to sarcoidosis. PSA was within its normal val-
ues also 18 months after the biopsy.

Discussion and conclusions

With this case report we described a biopsy-proven
prostate involvement of sarcoidosis in a >65-year
African male. Only other few cases and autoptic series
are reported in literature.

A review by K. Kodama and colleagues reported
that among 60 males with sarcoid involvement of
reproductive organs, the epididymis was hit in 73%
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Figure 1. MRI of inferior abdomen and pelvic cavity: nodulation to the middle prostatic lobe, with heterogeneous signal intensity
characterized by colliquate areas and areas with haemorrhagic content, having transverse diameters of about 4.2 x 2.8 cm and lon-
gitudinal extension of about 2.7 cm. The nodulation appears capsulated, without significant restriction to the evaluation of diffusion
but with fair contrast enhancement predominantly peripheral and paramedian left. The peripheral glandular part appears poorly rep-
resented from the right side, that is compressed by the described nodulation. The left peripheral glandular part is more represented,
with low-intensity focal length in T2 sequences weighed about 3 mm showing restriction of signals to the evaluation of diffusion and

discrete contrast enhancement (PIRADS=4).

Figure 2. Hematoxylin and eosin stain, 10x magnification:
needle biopsy of prostatic tissue with intraluminal calcification,
alongside a non-necrotizing microgranuloma next to a normal
prostatic gland structure.

of cases, the testis in 47%, and the spermatic cord
and prostate in 3% [4]. As regards sarcoid pros-
tatic involvement, according to the cases reported
in literature the average age at diagnosis is 58 years,

Figure 3. Hematoxylin eosin stain, 20x magnification: same
slide with greater magnification on the microgranuloma.

prevalence is higher in African ethnicity and the pe-
ripheral prostatic regions are mostly affected at his-

tology [5].
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Three out of the 16 (18.8%) men with histologi-
cally confirmed sarcoidosis described in literature suf-
fered from related symptoms, 4 were asymptomatic,
while no detailed information at this regard were avail-
able for the remaining [6-9].

Little scientific evidence is available as regards the
implications of prostatic sarcoidosis on fertility and on
risk of local infection. In the case report by A. Osanami
and colleagues the patient presented with symptoms
similar to prostatitis (urinary retention and fever) and
a rapid decline of the renal function. Tests were con-
ducted to exclude other possible autoimmune diseases
until a kidney and prostate biopsy confirmed sarcoid
infiltration of the prostate and tubulointerstitial ne-
phritis. The patient recovered completely following sys-
temic steroid therapy, thus suggesting the necessity of
a prompt and accurate diagnosis of this rare occurrence
in order to avoid undesired collateral implications [9].

Moreover, diagnostic imaging seems helpful
in diagnosing prostatic involvement of sarcoido-
sis as described by a mild uptake of prostate at the
18-fluorodeoxyglucose positron emission tomography
(18-F FDG PET) [9]. In our case, MR played a key
role in the differential diagnosis of prostatic nodularity,
suggesting the suspicion of a granulomatous disease.
Nonetheless, almost all the reported cases required or-
gan biopsy sampling to confirm diagnosis.

It is also worth mentioning that sarcoid infiltrates
of the bone tissue may act as a confounding factor dur-
ing the staging of prostatic cancer [10]. In such par-
ticular cases invasive procedures might be crucial to
prove diagnosis.

The histological and imaging findings in our case
confirmed the prostatic peripheral areas as the most
frequently involved. However, the micro-granulomas
found in our sample were localized within the paren-
chyma, distinguishing the present case from most of
the reported ones [5]. Interestingly, the values of PSA
remained within normal levels during the 12 months
follow up between RM and biopsy, at difference with
other reported cases, thus suggesting that PSA may not
be a reliable diagnostic marker in the suspicion of pros-
tatic sarcoidosis [5-8]. Such hypothesis is strengthened
by the fact that our patient was not affected nor by IPB
neither by prostate cancer, two common causes of PSA
elevation that might therefore interfere with sarcoidosis

as regards the PSA levels. Generally, serum PSA levels
vary according to patient age and race. Any process that
disrupts the normal architecture, especially the basal cell
layer of the prostate, allows diffusion of PSA from pros-
tatic ductal system into the microvasculature. Therefore,
elevated serum PSA concentration is seen with acute
prostatitis, chronic prostatitis including granulomatous
prostatitis-like sarcoidosis, infarcts, hyperplasia, and
transiently following biopsy as well as with prostatic ad-
enocarcinoma [7]. Therefore, we can hypothesize that
when sarcoid involvement of prostate occurs, PSA levels
may be within the normal range in the early stages of lo-
cal disease and then increase with its progression.

Moreover, our patient has never developed lower
urinary tract symptoms (LUTS) before undergoing the
prostate biopsy, similarly to the majority of the cases
reported in literature. This may be consistent with the
normal PSA level in the same period.

As further support to our hypothesis, it should be
noticed that the case described by S.K. Mulpuru and
colleagues presented elevated PSA levels together with
symptoms, possibly meaning a more advanced local in-
volvement [7]; other cases reported with elevated PSA
levels had concomitant prostate cancer [6]. Unfortu-
nately, very few reported cases mentioned information
on PSA level.

In conclusion, prostate sarcoidosis remains a very
rare condition. However, when patients already diag-
nosed with sarcoidosis complain about LUTS and/or
are found with imaging evidence of prostatic enlarge-
ment and/or nodular abnormalities, or increased uptake
at 18-F FDG PET, sarcoid prostatic infiltration should
be considered, regardless of the PSA level. With this
clinical scenario, and especially in case of patients of
African ethnicity, prostate biopsy may be indicated.

Abbreviations:

CT: Computed tomography

EBUS-TBNA: Endobronchial ultrasound-guided transbron-
chial needle aspiration

PSA: Prostate-specific antigen

MR: Magnetic resonance

18-F FDG PET: 18-fluorodeoxyglucose positron emission
tomography

LUTS: Lower urinary tract symptoms
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