
~ 110 ~ 

International Journal of Clinical and Diagnostic Pathology 2020; 3(1): 110-113          

 
ISSN (P): 2617-7226 

ISSN (E): 2617-7234 

www.patholjournal.com 

2020; 3(1): 110-113 

Received: 24-11-2019 

Accepted: 28-12-2019 

 

Dr. Sumaya 

Tutor, Department of 

Pathology, Hassan Institute of 

Medical Sciences, Hassan, 

Karnataka, India 

 

Dr. Manasa Das 

Assistant Professor,  

Department of Pathology, 

Hassan Institute of Medical 

Sciences, Hassan, Karnataka, 

India 

 

Dr. Nagesha KR 

Professor& Head, Department 

of Pathology, Hassan Institute 

of Medical Sciences, Hassan, 

Karnataka, India 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Corresponding Author: 

Dr. Manasa Das 

Assistant Professor,  

Department of Pathology, 

Hassan Institute of Medical 

Sciences, Hassan, Karnataka, 

India 

 

Spectrum of histopathological lesions of prostate in a 

tertiary care center 

 
Dr. Sumaya, Dr. Manasa Das and Dr. Nagesha KR 

 
DOI: https://doi.org/10.33545/pathol.2020.v3.i1b.163  

 
Abstract 
Background: Prostatic diseases like inflammation, benign prostatic hyperplasia and tumors are 

important causes of mortality and morbidity in males. The incidence of prostatic diseases increases 

with advancing age. The present study is to evaluate histomorphological spectrum of lesions in prostate 

and to classify prostatic carcinoma by using modified Gleason score and Prognostic grade group.  

Result: During the study period, 90 specimens of prostate were received in pathology department, 

HIMS, Hassan. Age of patients ranged from 40 years to 90 years with a mean age of 67.5 years. 

Prostatic cancer was most commonly seen in 7th decade. Out of 90 cases, non neoplastic 58 cases 

(64.4%), premalignant 7 cases (7.8%) and neoplastic 25 cases (27.8%). Benign hyperplasia of prostate 

(BPH) was the most common histological diagnosis (44cases) followed by prostatic adenocarcinoma 

(25 cases). 

Conclusions: The present study showed that non-neoplastic lesions of prostate were more common 

than neoplastic ones. Prognostic grade group should be applied for prostatic carcinoma which is simple 

and more accurate grade stratification than modified Gleason score. 

 

Keywords: Gleason’s score (GS), prognostic grade group (PGG), LGPIN (Low grade prostatic 

intraepithelial neoplasia), HGPIN (High grade prostatic intraepithelial neoplasia) 

 

Introduction 

Diseases of Prostate gland both benign and malignant are the important source of morbidity 

and mortality, which increases with age [1-8]. Various prostatic lesions presents with same 

clinical features, diagnosis is essential as their management and prognosis is quite different.7 

Prostatic cancer constitutes about 5% of all malignancy in males [6, 8] Screening of prostatic 

lesions constitute prostate specific antigen, digital rectal examination, and transrectal 

ultrasound but transrectal biopsy remains the gold standard diagnostic tool [4].  

Transurethral resection of prostate (TURP) is most frequently preformed surgical procedure 

in the clinical practice and it aids in early identification of premalignant lesions and 

incidental prostate cancer which can improve the treatment outcome of patients [5]. Gleason’s 

microscopic grading with PSA are important for diagnosis, management, and prognosis of 

carcinoma [8]. 

Gleason’s grading was modified in 2014 conducted by International Society of Urological 

Pathology (ISUP). WHO 2016 proposed and adopted, Prognostic grade grouping which 

provided more accurate stratification of tumors and has simplified the number of grading 

categories from 1–5 based on different pattern combinations. It helped to reduce 

overtreatment of indolent cancer [9-11]. 

The present study was taken to evaluate various histopathological lesions of prostate and to 

classify the patients with prostatic adenocarcinoma into new prognostic grade group (PGG) 

and revised Gleason score. 

 

Material and Methods  

This is a prospective study which includes data of cases from February 2019 to January 

2020. Transurethral resection of prostate (TURP), transrectal ultrasound (TRUS) guided 

trucut biopsy and cystoprostatectomy specimens was analysed in the present study. Biopsy of 

prostate is done in cases, where it’s indicated. The clinical data was collected from biopsy 

request forms and medical record department. The received specimens were fixed in 10%  
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formalin and routine hematoxylin and eosin staining was 

done. All the specimens were analysed as type of specimen, 

age of patient, microscopic features and malignant cases 

were classified according to Gleason’s grading system and 

prognostic grade group.  

 

New modified gleason grading system  

 Gleason patterns 1–3 distinct, discrete, and individual 

glands.  

 Gleason pattern 4 fused, cribriform, or poorly-formed 

glands, or glomerularion. 

 Gleason pattern 5 comedo necrosis, cords, sheets, solid 

nests, and single cells.  

 

New prognostic grade group  

 Gleason score ≤6: Prognostic Grade group I  

 Gleason score 3+4=7: Prognostic Grade group II  

 Gleason score 4+3=7: Prognostic Grade group III  

 Gleason score 4+4=8, 3+5=8, 5+3=8: Prognostic Grade 

group IV  

 Gleason score 4+5=9, 5+4=9, 5+5=10: Prognostic 

Grade group V. 

 

Various histopathological lesions were correlated with 

prostate specific antigen level. Statistical analysis of data is 

expressed as numerals and percentage.  

 

Results 

The present study included 90 cases over a period of 1 year 

which included TURP, biopsy specimen and prostatectomy 

specimens. 

 

 
 

Fig 1: Distribution of different specimen received 

 
Table 1: Age-wise distribution of cases 

 

SI. No Age in years NO. Of cases 

1 31-40 01(1.1%) 

2 41-50 02(2.2%) 

3 51-60 19(21.1%) 

4 61-70 37(41.1%) 

5 71-80 23(25.6%) 

6 81-90 08(8.9%) 

 

In the present study cases were distributed in the age group 

of 40–90 yrs. The maximum number of prostatic lesions was 

in the age group of 61-70 years followed by 71-80 years. 

All prostatic specimens were broadly classified into non 

neoplastic 58 cases (64.4%), premalignant (PIN I, PINII) 7 

cases (7.8%) and neoplastic 25 cases (27.8%). Most 

common benign lesion was benign prostatic hyperplasia/ 

nodular hyperplasia - 44 cases. (Fig 2) (Fig 3, bn4). Prostatic 

adenocarcinoma was the only type of carcinoma noted in the 

present study. (Fig 5, 6) 

 
Table 2: Shows distribution of benign and premalignant lesion 

 

SI. No Lesions No. of cases 

1 BPH 44 

2 BPH with acute prostatitis 01 

3 BPH with chronic prostatitis 10 

4 BPH with basal cell hyperplasia 01 

5 Atrophy 02 

6 BPH with PIN I 3 

7 BPH with PINII 2 

8 PIN I 2 

 

The preoperative PSA was available in 25(27.8%) cases out 

of 90 cases. PSA levels were>40ng/ml in fourteen (14) cases 

of prostatic carcinoma and in one case it was 34ng/ml. 

 
Table 3: Stratification of PSA and comparison with histopathology 

 

PSA 
Histopathology 

Nodular hyperplasia Adenocarcinoma 

<4 1 0 

>4-10 03 0 

11-20 03 0 

21-30 0 0 

31-40 03 1 

>40 0 14 

 
Table 4: Shows Prostatic Adenocarcinoma graded according to 

modified Gleason score (GS) and prognostic grade grouping 

(PGG) 
 

SI. NO Procedure AGE GS PGG 

1 Core biopsy 55 3+3 I 

2 Core biopsy 70 3+4 II 

3 Core biopsy 68 4+4 IV 

4 Core biopsy 72 3+4 II 

5 Core biopsy 60 4+3 III 

6 Core biopsy 75 3+4 II 

7 Core biopsy 85 3+3 I 

8 Core biopsy 70 3+5 IV 

9 Core biopsy 70 3+3 I 

10 Core biopsy 65 3+4 II 

11 Core biopsy 70 3+4 II 

12 TURP 58 3+4 II 

13 Core biopsy 60 3+4 II 

14 Core biopsy 65 5+4 V 

15 Core biopsy 63 4+3 III 

16 Core biopsy 72 5+4{Perinuclear invasion} V 

17 Core biopsy 70 3+4 II 

18 TURP 60 3+3 I 

19 Core biopsy 80 3+2 I 

20 TURP 65 4+5 V 

21 TURP 60 5+4{Perinuclear invasion} V 

22 TURP 73 3+4 II 

23 Core biopsy 68 3+4 II 

24 Core biopsy 55 3+4 II 

25 Core biopsy 70 4+3 III 

 

Prostatic adenocarcinoma was most common in the age 

group of 61-70 years, with mean age of 68 years. It was 

incidentally found in 5 cases of TURP specimens sent as 

BPH. Other 2 cases showed perineural invasion. 

Prostatic adenocarcinoma was graded according to Modified 
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Gleason score and positive predictive group grading. The 

most common pattern was 3+4, group II of PGG. 

 

 
 

Fig 2: Microphotograph of Nodular hyperplasia of prostate (x10) 

 

 
 

Fig 3: Microphotograph of PIN I/LGPIN (x10) 

 

 
 

Fig 4: Microphotograph of PIN II/HGPIN (x10) 

 

 
 

Fig 5: Microphotograph of Prostatic adenocarcinoma. (x10) 

 

 
 

Fig 6: Microphotograph of Prostatic adenocarcinoma showing 

perineural invasion (x10) 

Discussion 

In our study TURP specimens were most common specimen 

received which was similar to that in studies conducted by 

Joshee A et al [1]. The most common age group involved in 

the present study was 61-70 years with a mean age of 67.5 

years which is similar to that of Yadav et al. [4] and Sharma 

et al. [5]. 

In the present study, BPH (27.8%) was the most common 

finding which was similar to that of study done by Joshee A 

et al. [1], Thaker BD et al. [2],Yadav et al. [4], Sharma et al. 
[5].  

PIN being a precursor for invasive prostatic carcinoma, was 

found in 7 cases in the present study. Five cases (5.6%) were 

of LGPIN and 2cases (2.22%) were of HGPIN which is 

similar to that of study of Koteswari M et al. [7] and Sharma 

et al. [5]. 

Adenocarcinoma was seen most common in 7th decade 

individuals (27.8%), this incidence is higher in the present 

study compared to study done by Joshee A et al. [1], Yadav 

et al. [4] and Sharma et al. [5].  

Prostatic adenocarcinoma is graded according to Modified 

Gleason’s score(GS) and PGG, Grade Grouping II(48%) 

was most common in the present study and Grade Grouping 

I in 4(16%)cases, III in 3(12%) cases, IV in 2(8%) cases and 

Grade V in 4 cases(16%). The 5-grade prognostic groups 

were shown to be more accurate in predicting progression 

than the 3 GS groups [10]. The 5-year biochemical risk-free 

survival for the 5-grade groups based on RP grade was 96%, 

88%, 63%, 48%, and 26% [12].  

 

Conclusion 

To conclude, BPH was the most common lesion in the 

present study. Modified Gleason scoring patterns and 

prognostic grade grouping should be done in conjunction for 

assessing prognosis and management until it’s widely 

accepted and practiced. 

TURP chips should be examined thoroughly to rule out 

premalignant lesion and incidental carcinoma. 

 

References 

1. Dr. Joshee A, Dr. Sharma KCL. The 

histomorphological study of prostate lesions. IOSR 

Journal of Dental and Medical Sciences. 2015; 

14(11):85-89. 

2. Dr. Thaker BD, Dr. Raina S, Singh K. 

Histopathological Spectrum Of Prostatic Lesion: A 

Hospital Based Study. Global journal for research 

analysis. 2017; 6(7):7-8.  

3. Dr. Bai EL, Dr. P Annapurna, Dr. S Sandhya, Dr. Raina 

HS. A Histomorphological Study of Prostatic Turp 

Specimens with Special Reference to Prostatic 

Intraepithelial Neoplasia by Using 

Immunohistochemistry, Indian journal of applied 

research. 2016; 6(10):64-66. 

4. Yadav M, Desai H, Goswami H. Study of Various 

Histopathological Patterns in Prostate Biopsy, Int J Cur 

Res Rev. 2017; 9(21):58-63. 

5. Sharma A, Sharma M, Gandhi S, Khajuria A, Goswami 

KC. Histomorphological spectrum of prostatic lesions: 

a retrospective analysis of transurethral resection of 

prostate specimens, International Journal of Research in 

Medical Sciences. 2017; 5(6):2373-2378. 

6. Begum Z, Attar AH, Tengli MB, Ahmed MM. Study of 

http://www.patholjournal.com/


International Journal of Clinical and Diagnostic Pathology  http://www.patholjournal.com 

 

~ 113 ~ 

Various Histopathological Patterns in Turp Specimens 

and Incidental Detection of Carcinoma Prostate. Indian 

Journal of Pathology and Oncology. 2015; 2(4):303-

308. 

7. Dr. Koteshwari M, Dr. Sudhakar G. 

Clinicomorphological Spectrum of Prostatic Lesions In 

A Tertiary Care Center, IOSR Journal of Dental and 

Medical Sciences. 2018; 17(3):51-59. 

8. Vani BR, Kumar D, Sharath BN, Murthy VS, 

Geethamala K. A comprehensive study of prostate 

pathology in correlation with prostate-specific antigen 

levels: An Indian study. Clin Cancer Investig J. 2015; 

4:617-20. 

9. Rao V, Garudadri G, Shilpa AS, Fonseca D, Sudha SM, 

Sharma R, et al. Validation of the WHO 2016 new 

Gleason score of prostatic carcinoma. Urol Ann. 2018; 

10:324-9. 

10. Epstein JI, Egevad L, Amin MB, Delahunt B, Srigley 

JR, Humphrey PA et al. The 2014 international society 

of urological pathology (ISUP) consensus conference 

on Gleason grading of prostatic carcinoma: Definition 

of grading patterns and proposal for a new grading 

system. Am J Surg Pathol. 2016; 40:244-52. 

11. Epstein JI. An update of the Gleason grading system. J 

Urol. 2010; 183:433-40.  

12. Pierorazio PM, Walsh PC, Partin AW, Epstein JI. 

Prognostic Gleason grade grouping: Data based on the 

modified Gleason scoring system. BJU Int. 2013; 

111:753-60. 

http://www.patholjournal.com/

