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Fig. 1 Cystoscopy reveals a broad-
based  nonpapillary  tumor
measuring approximately 35
mm in diameter within the
prostatic urethra.
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Fig.2 A: MRI shows low density on both T1-(a) and T2-(b) weighted images of

the prostate.
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Fig.2 B: Contrast-enhanced MRI shows a mass protruding into the bladder ; it
is enhanced in the early phase (a), and remains unwashed in the late

phase (b).
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Fig. 3 A: HE staining of bundled proliferation of long spindle-shaped cells.
B : Immunohistochemical staining for ALK is positive.
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Abstract :

We report the case of a 19-year-old male who presented with the complaints of dysuria and pain on
urination that did not improve with antimicrobial medication. MRI showed low density on both T1- and
T2-weighted images of the prostate, and contrast-enhanced MRI showed a mass protruding into the
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bladder. The patient was referred to our hospital because of a suspected prostate tumor. Blood and urine
tests, urine culture, and urine cytology were all negative. There was no predominant increase in the level
of tumor markers, including PSA. Cystoscopy revealed a broad—-based nonpapillary tumor of approximate-
ly 3 cm in diameter in the prostatic urethra. Contrast-enhanced computed tomography showed the same
findings as those of MRI in the prostate, with no lymph node enlargement or distant metastasis.
Transurethral resection of the prostate was performed to improve the dysuria and obtain a specimen for
histological examination. After surgery, the urinary status was improved. The resected tissue showed
bundled proliferation of long spindle-shaped cells and lymphocytic and plasmacytic infiltration. Anaplastic
lymphoma kinase (ALK) and a —smooth muscle actin were both positive by immunostaining. Based on
these findings, an inflammatory myofibroblastic tumor of the prostate was diagnosed. As there was a
possibility of local recurrence, the patient underwent follow—up observation. To date, there has been no
recurrence, at 10 months postoperatively. (Nishinihon J. Urol. 83 : 54-58,2021)
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