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Abstract:
Sarcoma of prostate is a rare tumor wherein entire literature is based on few case reports and isolated
case series. We hereby report a case of prostatic sarcoma of myofibroblastic origin that had come to our
hospital with review of literature.
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Introduction
Sarcoma of prostate is a rare tumor accounting to
0.1%-0.2% of prostatic malignancy. Majority of the
case series/reports consists of rhabdomyosarcoma
or leiomyosarcoma. Myofibroblastic origin of
prostatic sarcoma is a rare entity. Generally
myofibroblastic tumour is seen post inflammation,
irradiation or instrumentation [1]. Inspite of
multimodality treatment, prognosis of the patients
is poor.
We are reporting this case of
myofibroblastic sarcoma, its histopathology
features, immunohistochemical findings, the
radiological findings, the treatment he was subjected
to and its outcome.
Case Report
57 years old male patient came to our institute with
symptoms of acute urinary retention with history of

lower urinary tract symptoms (LUTS) since 6 months.
On examination his general condition was good
and digital rectal examination revealed grade 2
prostate which was firm and had a smooth surface.
Serum PSA was 3.74 ng/mL. Ultrasonography
revealed 90 cc prostate with a large median lobe.
Patient underwent TURP during which it was noted
that the gland was excessively vascular. Patient was
discharged on post-operative day 2 with successful
catheter free trial.
However, patient came back with
hematuria for which he had to be catheterized.
The histopathology report showed fascicles of
spindle cells with eosinophilic infiltrate and collagen
production suggestive of prostatic sarcoma.
Immunohistochemistry (IHC) was done which showed
weak focal positivity for smooth muscle actin (SMA)
and negative for AE1/AE3, desmin, H-caldesmon,
CK-7 and CD-34, Mib-1 labeling index was 50%.
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These findings pointed towards high grade sarcoma
of myofibroblastic origin. Patient underwent whole
body PET CT [Fig.1] which showed an irregular
metabolically active mass in prostate invading
base of bladder, another metabolically active
solitary lesion was noted in middle lobe of right
lung suggestive of metastasis [Fig.2].
Patient was planned for palliative
chemotherapy with 3 cycles of ifosfamide and
adriamycin. However after 1st cycle patient
developed febrile neutropenia and congestive
cardiac failure due to which the decision to give
no further chemotherapy was undertaken. After
explaining the patient, he was subjected to definitive
local radiotherapy to prostate at 60-65 Gy with
weekly radiotherapy to lung lesion.
Patient improved symptomatically with
completely settled hematuria. However, catheter
free trial was not successful. Presently patient is 15
months into treatment and alive.
Discussion
Prostatic sarcoma is a rare malignant neoplasm that
is believed to originate from specialized stromal
prostatic cells. Gaudin et al. in 1998 was first to
classify prostatic sarcoma into PSPUMP (prostatic
stromal proliferation of unknown malignant
potential) and PSS (prostatic stromal sarcoma)
based on the degree of stromal cellularity and the
presence of mitotic figures, necrosis, and stromal
overgrowth [2]. He also suspected the progression
of PSPUMP to PSS [2].
However, later on WHO in 2004 recognized
stromal tumors as a different entity consisting of
PSPUMP and PSS, separating it from mesenchymal
tumors
consisting
of
rhabdomyosarcomas,
leiomyosarcomas etc. adding to the confusion. At
present, there is still debate on its specific definition,
pathology, and prognosis as many a time there are
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Fig.1: PET CT showing increased FDG uptake in
prostatic area (arrow).

Fig.2: PET CT showing evidence of metastasis in
lung with increased FDG uptake (arrow).
mixed features necessitating the need to clearly
define these terminologies. Janet et al. classified
prostate sarcoma into rhabdomyosarcoma (RMS)
and non rhabdomyosarcoma (NRMS) for purpose
of predicting prognosis [3]. Patients with RMS had
a median survival of 142 months and NRMS with
median survival of 24 months [3]. Hence, the need
to identify the subtype.
Immunohistochemistry (IHC) plays a
very important role in classifying the tumor and
identifying its origin. Stromal tumors (PSPUMP and
PSS) are typically positive for CD34, vimentin and
PR and negative for S-100 [2]. None of the cases
classified as PSS during the analysis of a series of
22 cases by Gaudin et al. were positive for HHF35, SMA or desmin [2]. In a series of 23 cases of
leiomyosarcoma, all cases were immunoreactive for
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vimentin, 63% were immunoreactive for actin, 20%
were weakly reactive for desmin and S-100 protein
was negative in all cases [4]. For myofibroblastic
sarcoma,
IHC lesions expressed anaplastic
lymphoma kinase (ALK) in 57%, AE 1/3 in 73%,
CAM5.2 in 67% , CK18 in 100%, actin in 92%,
desmin in 79%, calponin in 86%, caldesmon in 57%
and most lacked S100, CD34, CD117, CD21 and
CD23 [1]. Based on their distinctive histological
appearance and IHC profile, PSPUMP and PSS can
be differentiated from other mesenchymal lesions
of the prostate [2].
Treatment of prostatic sarcoma is
extrapolated from the few case series/report and
so is the efficacy of different approaches. Although
it is universally agreed upon that early detection
and surgical removal (radical prostatectomy or
radical cystoprostatectomy) along with negative
margin provides the best chance of cure [5,7] but
not only it is difficult to completely excise the tumor
[4] but studies have shown multimodality treatment
provides the best possible chance of long term
recurrence free survival [3,6]. Chemotherapy for
prostatic sarcoma is extrapolated from treatment
protocols for soft tissue sarcoma elsewhere in the
body. The same has been stated in the NCCN
(National Comprehensive Cancer Network)
guidelines version 1.2015. Majority of the regimens
are based on combination of vincristine, adriamycin
and cyclophosphamide/ ifosfamide.
Inspite of this the prognosis remains poor.
The 5 year survival rate from various series
ranges from 11.3% to 62.5% [5,6]. Wang X et al.
found the survival for metastatic diseases was 1.5
years. Negative surgical margins and absence of
metastatic disease at presentation were predictors
of better survival [7]. Although RMS was associated
with better prognosis as compared to NRMS
[3], the same was not proven to be of statistical
significance by Sexton et al [7]. Tumor size, grade
and histological subtype of prostate sarcoma
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had no significant influence on survival [7]. Wang
et al. in his studies proved that age >50 years,
metastasis at presentation, and a lack of surgery
with curative intent were independently predictive
of an unfavorable outcome [5].
Local recurrences and distant metastasis
are known to occur even after achieving negative
margins. Patients have been reported to develop
distant metastasis generally after 40 months of
surgery most frequently to lungs and bones [4]
again emphasizing the need for close monitoring
and long term follow up [3].
Conclusion
Hence we would like to conclude by saying that
there is still paucity of data on prostatic sarcoma,
however with more and more cases being reported,
in future we would be in a better position to optimize
the treatment and predict the prognosis.
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