


                                                       

                SOLITARY FIBROUS TUMOR PROSTATE – A RARE CASE REPORT AND REVIEW OF LITERATURE


Abstract 
Solitary fibrous tumours (SFTs) most commonly present in the fifth and sixth decades of life and are frequently diagnosed incidentally. Complete surgical excision with a negative margin is the established standard protocol. The case of a 57-year-old gentleman was presented. The patient arrived with complaints of lower abdominal pain and difficulty in passing urine for 6 months, and the examination revealed a suprapubic hard mass, which was bimanually palpable. The patient underwent resection of the pelvic tumour along with prostatectomy and permanent suprapubic cystostomy. Postoperative histology confirmed the preoperative diagnosis, and the patient completed adjuvant radiotherapy. He has been disease-free for the last 30 months. The study revealed that tumours range between 5 and 8 cm in the head and neck but can range up to 40 cm when found in the abdomen, and produce pressure symptoms depending on the region. SFTs have a low malignant potential of 35% in the literature, with the most common sites being the lungs and the liver. Surgical management of SFTs is similar to most soft tissue sarcomas, with a goal of wide resection margins and preservation of any critical surrounding organs. It is highly variable based on the location and involved structures. A multidisciplinary team approach with surgeons experienced in sarcoma surgery is recommended for the treatment and management of these tumours.
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Introduction: 
[bookmark: _Hlk137583252]Solitary fibrous tumor (SFT) is a rare soft tissue neoplasm (1:10,000,000 people/year in incidence originally) of mesenchyme origin. Solitary fibrous tumors (SFTs) occurs equally in both men and women. It most commonly presents in the fifth and sixth decades of life and frequently diagnosed incidentally [1]. Complete surgical excision with negative margin is the established standard protocol. The literature review mentions that intrathoracic is the most common location; only 25 tumors of prostatic origin have been reported [2]. In a 2012 review of solitary fibrous tumors (SFT) that included an analysis of 110 patients from MD Anderson Cancer Center, the overall 5-year and 10-year disease-specific survival rates were reported as 89% and 73%, respectively [3].
Case report:
A 57-year-old gentleman presented with complaints of lower abdominal pain and difficulty in passing urine for 6 months, and the examination revealed a suprapubic hard mass which was bimanually palpable. MRI(Magnetic Resonance Imaging) of the pelvis showed a large 10.5 cm (CC) x 14 cm (AP) x 9.4 cm (ML) size, well-defined, well-circumscribed, encapsulated mass lesion noted in the pelvis arising from the prostate, displacing the urinary bladder and right and left seminal vesicles antero-superiorly and extending laterally to the pelvic side wall (figure 1a,1b).
Guided core biopsy from the prostate revealed a high-grade spindle cell neoplasm, possibly a solitary fibrous tumor (Figure 2), with STAT6, CD-34, and pan-cytokeratin positivity and PSA, SSX SS18, smooth muscle actin, progesterone receptor, desmin, and MDM2 negativityFig 1A: MRI Pelvis T2 weighted -sagittal  sagittal 

The patient underwent resection of the pelvic tumor along with prostatectomy and permanent suprapubic cystostomy (Figure 3). Postoperative histology confirmed the preoperative diagnosis, and the patient completed adjuvant radiotherapy. He has been disease-free for the last 30 months.
DISCUSSION:
SFTs originate commonly from the pleura and are pedunculated, accounting for approximately 30%; other frequently involved sites include the meninges (27%), abdominal cavity (20%), trunk (10%), extremities (8%), and head & neck (5%) [1]. SFT is a translocation-associated neoplasm, consistently associated with NAB2-STAT6 gene fusions arising from recurrent intrachromosomal rearrangements on chromosome 12q. Telomerase reverse transcriptase (TERT) promoter mutations have been seen in 28% of SFT [4].
Grossly, SFTs are often well-circumscribed, partially encapsulated, multinodular, whitish, and firm on cut surface. Myxoid change and hemorrhage may be seen in some cases. Malignant and locally aggressive tumors may show irregular infiltrative borders and necrotic areas. SFTs are usually asymptomatic and are slow-growing tumors found incidentally on imaging [5].
Tumors range between 5 and 8 cm in the head and neck but can range up to 40 cm when found in the abdomen and produce pressure symptoms depending on the region [6]. SFTs have a low malignant potential of 35% in literature, with the most common sites being the lungs and the liver. Older age, larger tumor size, increased cellularity, increased mitotic activity (≥4/10 HPFs or > 2 mitoses/2 mm²), nuclear pleomorphism, tumor necrosis, and infiltrative borders are the features suggestive of malignancy [5].
Surgical management of SFTs is similar to most soft tissue sarcomas, with a goal of wide resection margins and preservation of any critical surrounding organs. It is highly variable based on the location and involved structures [1]. Anti-angiogenic agents (temozolomide and bevacizumab) are the best therapeutic option for advanced disease, and chemotherapy (dacarbazine (DTIC) and doxorubicin) has been reported to have limited efficacy. Neoadjuvant or adjuvant radiotherapy has been suggested to improve the local control of tumors [1].
Recurrent tumors, macro- or microscopically positive resection margins, tumor size >10 cm, >4 mitoses/10 HPF, increased nuclear pleomorphism, increased cellularity, and the presence of a malignant component are all poor prognostic factors. Obtaining adequate negative margins has been shown to decrease the rate of local disease recurrence and improve survival. The recurrence rates for benign and malignant SFT were 3% and 22%, respectively. Histological malignancy and female sex were associated with higher risk. Benign SFT has a 1-year survival rate of 91%, 85% at 3 years, and 76% at 5 years, whereas malignant SFT has a 1-year survival rate of 84%, 67% at 3 years, and 55% at 5 years [8].
CONCLUSION: SFTs are difficult to diagnose and easy to treat when they are detected early. Surgery is the mainstay of treatment. A multidisciplinary team approach with surgeons experienced in sarcoma surgery is recommended for the treatment and management of these tumors.
Figure legends:
Figure 1a, 1b: T2-weighted MRI pelvis (sagittal, axial) sections shows well defined, well circumscribed encapsulated mass lesion noted in the pelvis arising from the prostate, displacing urinary bladder anterosuperiorly. The peripheral region appears hyperintense, central region appear hypointense.
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Figure 2: High-power view (H & E, X400) showing tumor cells arranged in sheets and fascicles. The individual tumor cells are oval to spindle showing moderate atypia, scanty cytoplasm, hyperchromatic nuclei and mitoses. The surrounding area shows hyalinized vessels and fibrin.
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Figure 3: Gross specimen shows single grey white to dark brown soft tissue mass measuring 14.3x13.5x3.7cm.External surface is congested and grey white with capsule, inner surface appear grey white to yellowish with areas of hemorrhage and necrosis. Focally shows grey white myxoid area.
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