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Introduction 

Prostate adenocarcinoma (PA) is the most 

common cancer in males. It affects 1 in 9 

men older than 65 years old and after lung 

cancer is the most common cause of cancer 

deaths in men.[1,2] 

Prostate cancer is the third most common 

cancer among old (>50 years old) Iranian 

men, and it has been reported that 7%–9% 

of men are involved. Previous studies have 

shown that the incidence of this cancer 

has increased 3.7 times (9.6/100,000). The 

mortality rate in men is higher than in other 

malignancies. In general, the prevalence 

of this cancer in Iran is similar to Eastern 

Mediterranean countries. Among the risk 

factors for this cancer in Iran is lifestyle, 

nutritional, and environmental factors.[3] 

 
 

This is an open access journal, and articles are 
distributed under the terms of the Creative Commons 
Attribution‑NonCommercial‑ShareAlike 4.0 License, which allows 
others to remix, tweak, and build upon the work non‑commercially, 
as long as appropriate credit is given and the new creations are 
licensed under the identical terms. 

 
For reprints contact: WKHLRPMedknow_reprints@wolterskluwer.com 

Histologically, the prostate consists of 

glands which covered by two types of cells, 

the basal cells, and the luminal secretory 

cells. The natural secretion of the prostate is 

a neutral mucinous substance. This natural 

secretory system is significantly altered 

in neoplastic conditions so that the most 

adenocarcinomas secrete a combination of 

acidic and neutral mucins. Some deal, this 

property has diagnostic value and can be 

detected by immunohistochemistry (IHC) 

and histochemical techniques. 

In the PA, malignant glands are covered 

by a layer of columnar epithelial cells, and 

unlike benign cases, the outer basal layer is 

not present.[1,4] It is difficult to distinguish 

benign glands from malignant forms solely 

based on morphological manifestations, 

particularly if the area of interest is not 

widespread. Therefore, basal cell IHC 

detection i s  a n   important  criterion  for 
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Original Article 

Abstract 

Background: Prostate cancer is the most common male malignant tumor. Misdiagnosis in 

benign and malignant lesions of the prostate may lead to unnecessary or delayed treatment. 

Aim: The goal of this study was to determine the association between P63, 34E12, CK5/6, 

and alpha‑ methyl acyl‑ CoA racemase (AMACR) biomarkers in a wide range of benign and 

malignant prostate tumors. Settings and Design: A total of 98 blocks of prostate tissue 

during the years 2006–2010 (in a single clinical center) were selected. Of these, 70 cases 

were malignant and 28 were benign. Subject and Methods: Immunohistochemistry (IHC) was 

done for P63, AMACR, CK5/6, and 34E12 biomarkers. Chi‑ square and t‑ test were used for 

analyzing statically. Results: Of the 70 malignant specimens (prostate adenocarcinoma [PA]) 

stained by AMACR, 66 cases (94%) were positive. Of the 28 benign prostate samples, 

27 cases (96%) were negative for AMACR. The sensitivity of the AMACR staining was 94% 

and its specificity was 96% in the diagnosis of adenocarcinoma of the prostate. The sensitivity 

of the biomarkers 34E12 was 97% and its specificity was 100%. In the case of P63 and 

CK5/6, sensitivity and specificity were 98%, 96%, 98%, and 82%, respectively. Among basal 

cell biomarkers, 34E12 had the highest specificity values. Conclusion: Due to the high 

sensitivity and specificity values of P63, AMACR, CK5/6, and 34E12 biomarkers in the 

prostate lesions, the IHC method can be used for more reliable diagnosis and differentiation 

of benign and malignant types. By this approach, the possibility of pathologic diagnostic error 

between benign lesions and PA will be reduced. 
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distinguishing malignant and invasive forms from benign 

types.[5] Several basal cell biomarkers such as 34E12, 

keratin 5.6, and p63 have been used to diagnose prostate 

cancer. The trouble is that not all benign cases are stained 

with basal cell biomarkers uniformly and in some cases, 

such as atypical adenomatous hyperplasia or partial atrophy, 

mimic PA. Furthermore, some morphological variants of 

the PA are focally stained with basal cell biomarkers. 

Alpha‑ methyl acyl‑ CoA racemase (AMACR) plays an 

important role in the ‑ oxidation of branched fatty acids. It 

suggested that the expression of this biomarker increases in 

PA. Recently, it has been shown to increase the expression 

of this biomarker in prostate cancer and unlike the basal 

cell biomarker, it is known to be a reliable biomarker of 

PA. In some cases, however, adenocarcinoma has negative 

staining for this biomarker.[6,7] Concurrent uses of AMACR 

and basal cell biomarkers in the diagnosis of prostate 

cancer can be very beneficial. 

Given the high prevalence of prostate cancer and the 

need for proper diagnosis in malignant cases, this study 

was done to evaluate the diagnostic value of basal cell 

biomarkers and AMACR in prostate cancer. 

Subject and Methods 

The procedures followed were by the ethical standards 

of the responsible committee on human experimentation 

Kermanshah University of Medical Science and with the 

Helsinki Declaration of 1975, as revised in 2000. 

Patient samples 

Prostate samples consisting of two classes of PA and 

nonadenocarcinoma cases were selected by evaluation 

of the electronic pathology documents in a single 

clinical center from 2006 to 2010. Slides were reviewed 

by a pathologist and the previous diagnosis was 

confirmed. After confirmation of diagnosis, the best 

samples (paraffin‑ embedded blocks) were selected and 

used for IHC staining. 

Each of these biomarkers stains a special part of the cells. 

For example, P63 is a nuclear biomarker, 34E12 and CK 

5/6 are membranous, and finally, AMACR is a cytoplasmic 

biomarker. Stained slides were observed and recorded by 

two pathologists separately. In the case of discrepancy 

between pathologists, slides checked again and the results 

obtained by consensus. The final results were entered into 

the SPSS program and statistical analysis was carried out. 

Immunohistochemistry staining method 

Immunohistochemical staining of prepared slides was 

performed using antibodies against P63, CK5/6, 34E12, 

and AMACR. Table 1 shows a list of the sources of these 

antibodies. The method of IHC staining was done as 

follows: de‑ paraffinization was conducted on 4 m tissue 

sections in a hot air oven (60°C–65°C) for 24 h. The 

 
 

Table 1: Sources of antibodies to P63, CK5/6, 34βE12, 

  and AMACR   

Antibody Source  Company  

P63 Mouse anti‑ human monoclonal Master diagnóstica 

CK5/6 Rabbit anti‑ human monoclonal Master diagnóstica 

34βE12 Mouse anti‑ human monoclonal Master diagnóstica 

AMACR   Rabbit anti‑ human monoclonal  Master 

diagnóstica 

 
slides were rehydrated in xylene and a graded sequence 

of ethanol solutions (45 min). Then, immersed in Tris 

buffer jar (pH = 9) and warmed (20 min) in the autoclave 

at 121°C, followed by washing in phosphate‑ buffered 

saline (PBS) solution to retrieve antigens. After that 

for decreasing intracellular peroxidase activity, slides 

were soaked in a solution of 3% hydrogen peroxide in 

methanol (15 min), washed with PBS (10 min). The slides 

were incubated with primary and secondary antibodies for 

60 and 45 min, respectively, in a humid and dark place at 

room temperature. Then, washed them in PBS and coated 

with a chromogenic surface solution tetrahydrochloride 

and 3,3’‑ diaminobenzidine for 5 min. The counterstaining 

was performed for 30–60 s with hematoxylin then lithium 

carbonate1% (5 min) and washed in water. Stained slides 

were immersed in graded ethanol series and then xylene 

for transparency and dehydration of tissues. Then, mounted 

slides were examined under a microscope.[8] 

Scoring of sections 

The percentage of stained myoepithelial cells with IHC 

markers (extensiveness) classified by the semi‑ quantitative 

approach as negative, 1%–10%, 11%–50%, 51%–90%, and 

more than 90%. In each sample, if the percentage of stained 

myoepithelial cells was at least 10%, it was considered 

positive and negative if it was <10%. 

The intensity of staining with basal biomarkers (34E12, 

CK5/6, and P63) was graded as negative, weak, moderate, 

and strong. 

AMACR staining intensity was classified as follows: 

negative, weak (weak nongranular cytoplasmic staining), 

moderate (weak or moderate granular cytoplasmic staining), 

and strong (highly granular cytoplasmic staining). 

Statistical analysis 

The results were statistically analyzed by the Chi‑ square 

and t‑ test using the SPSS software (PASW Statistics for 

Windows, Version 18.0. Chicago: SPSS Inc). 

Results 

The average age of patients (benign and malignant) was 

70 ± 8.6 years. The maximum age was 93 years and the 

minimum age was 53 years. 
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Immunohistochemistry staining result of alpha‑ methyl 

acyl‑ CoA racemase 

Of the 70 malignant specimens (PA) which stained with 

AMACR, 66 (94%) cases were positive and 4 (6%) 

cases were negative. Of the total 28 cases of benign 

samples, 27 (96%) cases were negative for AMACR and 

only one case (4%) was positive. Results revealed that 

there was a significant statistical relationship between 

the positive IHC staining of AMACR and prostate 

malignancy (P = 0.001) [Figure 1 and Tables 2, 3]. In the 

diagnosis of PA, the sensitivity of the AMACR was 94% 

and its specificity was 96%. The positive predictive value 

of this biomarker was 98% and its negative predictive 

value was 87%. 

Immunohistochemistry staining result of 34 E12 

Of the total 70 PA cases, only 2 (3%) were positive 

and 68 (97%) were negative for this biomarker. In the 

benign group, all samples (28 cases) were positive. 

There was a statistically significant relationship between 

the positive IHC staining of 34E12 and the benign 

group (P = 0.001) [Figures 2a, b and Tables 2, 3]. The 

sensitivity of this biomarker was 97% and its specificity 

was 100%. The positive and negative predictive values 

were 93% and 100%, respectively. 

Immunohistochemistry staining result of P63 

Of the total 70 cases of malignant prostate lesions, 

69 (98.6%) were negative for the P63 biomarker and only 

one (1.4%) was positive. Of the total 28 benign specimens, 

27 cases (96%) were positive and one (4%) was negative. 

There was a statistically significant relationship between 

P63 IHC staining and the differentiation of benign cases 

from malignant prostate lesions (P = 0.001) [Figure 3a, 

b and Tables 2, 3]. The sensitivity and specificity of the 

biomarker were 98% and 96%, respectively, and the 

positive and negative predictive values were 96% and 98%, 

respectively. 

Immunohistochemistry staining result of CK5/6 

Of the total 70 malignant specimens that stained for this 

basal cell biomarker, 69 (98.6%) cases were negative and 

one (1.4%) was positive. Of the total 28 benign cases, 

23 (82%) cases were positive and 5 (18%) cases were 

negative for CK5/6. There was a statistically significant 

relationship between the incidence of CK5/6 and benign 

prostate samples (P = 0.001) [Figures 4a, b and Tables 2, 3]. 

The sensitivity of the CK5/6 biomarker in distinguishing 

benign and malignant cases was 98% and its specificity 

was 82%. Positive and negative predictive values were 

95% and 93%, respectively. 

 

Figure 1: Light microscopy, immunohistochemistry staining of alpha-methyl 

acyl-CoA racemase in malignant (above), and benign (below) prostate 

specimen. Brown cytoplasmic staining indicates a positive reaction of the 

malignant glands to this marker (×100) 

 
 

Table 2: The results of frequency of P63, CK5/6, 34βE12, 

and AMACR biomarkers in benign and malignant cases 

Biomarker  IHC staining result  Malignant  Benign  total 

AMACR Positive 66 1 67 
 Negative 4 27 31 

 Total 70 28 98 

34βE12 Positive 2 28 30 
 Negative 68 0 68 

 Total 70 28 98 

P63 Positive 1 27 28 
 Negative 69 1 70 

 Total 70 28 98 

Ck 5/6 Positive 1 23 24 

 Negative 69 5 74 

 Total 70 28 98 

 
Figure 2: Light microscopy, immunohistochemistry staining of 34βE12 

in benign (a), and malignant (b) prostate specimen. Brown membranous 

staining indicates a positive reaction of the malignant glands to this 

marker (×400) 

 

Figure 3: Light microscopy, positive nuclear staining for P63 in benign (a), 

and prostate adenocarcinoma (b). Brown nuclear indicates a positive 

reaction of the malignant glands to this marker (×400) 
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Table 3: The percentage results of P63, CK5/6, 34βE12, and AMACR biomarkers in benign and malignant cases 

Biomarker Tumor types >90% 51%‑ 90

% 

10%‑ 50

% 

<10% 0% Total 

AMACR Benign 0 0 1 9 18 28 
 Malignant 31 29 6 1 3 70 

34βE12 Benign 15 12 1 0 0 28 
 Malignant 0 2 0 7 61 70 

P63 Benign 4 19 4 1 0 28 

 Malignant 0 0 1 1 68 70 

Ck 5/6 Benign 0 8 15 5 0 28 

 Malignant 0 1 0 1 68 70 

 
 

 
Figure 4: Light microscopy, immunohistochemistry staining of CK5/6 

in benign (a), and malignant (b) prostate specimen. Brown cytoplasmic 

indicates a positive reaction of the malignant glands to this marker (×400) 

 

Discussion 

PA is the most common cancer in the male that affects 

one in nine men over 65 years old. This type of cancer 

after lung cancer is the most common cause of death in 

men.[2] Occasionally, it is difficult to differentiate malignant 

glands from benign ones solely based on morphological 

manifestations, especially when the area involved is small. 

Basal cell IHC is one of the most important criteria for 

distinguishing malignant and invasive forms from benign 

ones. Various basal cell biomarkers such as 34E12, 

keratin5/6, and P63 have been used to diagnose PA. The 

problem is that not all benign cases are stained with 

basal cell biomarkers and, in some cases such as atypical 

adenomatous hyperplasia or partial atrophy, they mimic 

PA. On the other hand, some morphological variants of the 

PA are focally stained with basal cell biomarkers. 

Another biomarker for PA is AMACR, which, unlike 

basal cell biomarker, is a positive biomarker for prostate 

cancer, although some adenocarcinomas react negatively 

to this biomarker. Concurrent use of AMACR and basal 

cell biomarkers in the diagnosis of prostate cancer can be 

useful, and it is, therefore, important to know the predictive 

value of each of these biomarkers.[9] 

In this study, which included 98 prostate specimens (70 

malignant and 28 benign), the sensitivity and specificity 

of the AMACR biomarker for prostate cancer diagnosis 

were 94% and 96%, respectively. Furthermore, in the 

case of basal cell biomarkers (34E12, CK5/6, and P63), 

there was a statistically significant relationship between 

these biomarkers and benign samples. In this study, the 

sensitivity of basal cell biomarkers, as a negative marker for 

prostate cancer, was higher than 95%.  

Among three biomarkers, 34E12, CK5/6, and P63, the 

best specificity was found in 34E12 (100%) and the least 

specificity is shown for CK5/6 (82%). 

In a study conducted by Boran et al. in Turkey, 98 

prostate biopsy specimens (from 2003 to 2007) included 

65 adenocarcinoma samples and 33 nonadenocarcinoma 

cases were stained with basal cell biomarkers (34E12, 

CK5/6, P63, and bcl2) and AMACR. The study found that 

34E12 had the highest sensitivity and specificity among 

basal cell biomarkers (95% sensitivity and 98% specificity) 

and 34E12 was identified as the best negative marker for 

cancer which should, in concurrent with AMACR, be used 

as a positive marker.[10] 

Shah et al. conducted a study for comparing specific basal 

cell biomarkers P63 and 34E12 to diagnose prostate 

cancer. They reported that none of the identified prostate 

cancer specimens (100% specificity) had responded to 

these biomarkers. They concluded that 34E12 and p63 are 

highly specific for the basal cell.[11] 

Basal epithelial cells are heavily stained with P63 in 

normal, benign hyperplasia, and intraepithelial neoplasm 

cases. On the other hand, a very high percentage of 

adenocarcinomas (90%) react negatively with p63. 

Parsons et al. studied the expression of P63 as a basal 

cell biomarker in prostate lesions, and of 233 PA samples, 

212 cases were found negative for P63. In <1% of the PA, 

the P63 biomarker is positive, although the staining is very 

weak.[12] 

Browne et al. examined 171 IHC‑ stained prostate 

specimens for AMACR and basal cell biomarkers and 

suggested that concurrent use of basal cell biomarkers 

(34E12 and P63) and AMACR may be helpful in the 

diagnosis of prostate cancer.[13] 

In the report of Puebla‑ Mora et al., 37 of the 41 cases of 

adenocarcinoma (90%) had a positive cytoplasmic AMACR 

response.[14] 

This result was also reported in 6 of the 22 benign prostatic 

lesions (27%). The AMACR sensitivity for the detection of 

prostate carcinoma was 90% and the specificity was 72%.[14] 

Rubin et al. conducted a study of 94 cases of needle biopsy 

in the prostate, found 97% sensitivity and 100% specificity 

for the diagnosis of PA when using AMACR biomarker.[15] 
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Conclusion 

The findings of this study reveal that using IHC might 

help differentiate controversial lesions of the prostate. 

Concurrent use of AMACR and basal cell biomarkers may 

be helpful in the proper diagnosis of prostate cancer and 

IHC is recommended to reduce diagnostic error in suspected 

cases. In our study, we found that among all types of basal 

cell biomarkers suggested, aiding in diagnosis 34E12 

biomarkers appears to be more appropriate than others, and 

the use of this basal cell biomarker is recommended. 

Acknowledgment 

The authors would like to thank the Clinical Research 

Development Center of Imam Reza Hospital for their 

kindly assist and advice. 

Financial support and sponsorship 

This work was financially supported by Kermanshah 

University of Medical Science (grant number: 90184). 

Conflicts of interest 

There are no conflicts of interest. 

References 

1. Tanagho EA, McAninch JW. Smith’s General Urology. 17th ed. 

New York: Mc Graw‑ Hill; 2008. p. 11 and 359. 

2. Kumar V, Abbas A, Fausto N, Aster J. Robbins, and Cothran 

pathologic Basis of Disease. 8th ed. Philadelphia: Saunders; 2010. 

p. 993‑ 9. 

3. Hadavand Siri F, Salehiniya H. Prostate cancer in Iran: An 

epidemiological review. WCRJ 2019;6:e1268. 

4. Rosai J. Rosai and Ackerman’s Surgical Pathology. 10th Edition, 

Mosby, New York; 2011. p. 1287‑ 300. 

5. Wein AJ, Kavoussi LR, Novick AC, Partin AW, Peters CA. 

Campbell‑ Walsh Urology. 10th ed. Philadelphia: Saunders; 2012. 

p. 2706. 

6. Weidner N, Cote Rj, Suster S, Weiss L. Modern surgical 

pathology. 2nd ed. Philadelphia: Saunders; 2009. p. 1142‑ 3. 

7. Dabbs  DJ.  Diagnostic  Immunohistochemistry.  2nd  ed. 

Philadelphia: Churchill Livingstone; 2006. p. 1‑ 10. 

8. Fletcher CD. Diagnostic Histopathology of Tumors. 3th ed. 

Churchill Livingstone Edinburgh; 2007. p. 760‑ 1. 

9. Hameed O, Humphrey PA. Immunohistochemistry in the 

diagnosis of minimal prostate cancer. Curr Diagn Pathol 

2006;12:279‑ 91. 

10. Boran C, Kandivali E, Yilmaz F, Serin E, Akyol M. Reliability 

of the 34E, keratin 5/6, P63, BCL‑ 2, and AMACR in the 

diagnosis of prostate carcinoma. Urol Oncol 2011;29:614‑ 23. 

11. Shah RB, Zhou M, LeBlanc M, Snyder M, Rubin MA. 

Comparison of the basal cell‑ specific markers, 34E12, and 

P63, in the diagnosis of prostate cancer. Am J Surg Pathol 

2002;26:1161‑ 8. 

12. Parsons JK, Gage WR, Nelson WG, De Marzo AM. p63 protein 

expression is rare in prostate adenocarcinoma: Implications for 

cancer diagnosis and carcinogenesis. Urology 2001;58:619‑ 24. 

13. Browne TJ, Hirsch MS, Brodsky G, Welch WR, Loda MF, 

Rubin MA. Prospective evaluation of AMACR (P504S) and 

basal cell markers in the assessment of routine prostate needle 

biopsy specimens. Hum Pathol 2004;35:1462‑ 8. 

14. Puebla‑ Mora AG, Heras A, Cano‑ Valdez AM, 

Dominguez‑ Malagon H. Human telomerase and ‑ methyl 

acyl‑ coenzyme A racemase in prostatic carcinoma. A 

comparative immunohistochemical study. Ann Diagn Pathol 

2006;10:205‑ 8. 

15. Rubin M, Zhou M, D Hanase Karan S, Varambally S, Barrette T, 

Sanda M, et al. ‑ Methylacyl coenzyme a racemase as a tissue 

biomarker for prostate cancer. J Am Med Assoc 

2002;13:1662‑ 70. 

 

 

http://www.ccij-online.org/

