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Case Report
Sarcomatoid carcinoma of the prostate: a case report
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Abstract: Sarcomatoid carcinoma of the prostate is a rare variant of prostatic cancer, with less than 100 cases re-
ported in the literature up to date. Tumors are most commonly composed of an admixture of both malignant glandu-
lar and spindle cell elements. The sarcomatoid component can vary from 5 to 99%. We report a case of a 76-year old
Caucasian man who underwent transurethral resection of the prostate for the treatment of bladder outlet obstruc-
tion. Histopathologic examination revealed a tumor with malignant epithelial and sarcomatous elements. The malig-
nant epithelial component consisted of poorly differentiated adenocarcinoma (Gleason score 5+4=9/10) and the
sarcomatous component was mainly composed of undifferentiated spindle cells. On immunohistochemistry the latter
expressed a positive staining for vimentin. Several cells were positively stained for cytockeratin AE3 and myoD1 while
all were negative for actin, desmin and myogenin. The diagnosis of sarcomatoid carcinoma was finally made. Al-
though sarcomatoid carcinoma of the prostate is a highly aggressive neoplasm and patients have a poor prognosis,
our patient is still alive one year after diagnosis.
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Introduction

Malignant tumors of the prostate that display
biphasic patterns are very rare. They include
sarcomatoid carcinomas (SC) and carcinosarco-
mas (CS) [1]. The admixture of high grade
epithelial and sarcomatoid components that
characterizes these tumors have led to debate
on whether these entities represent a “collision”
of epithelial and mesenchymal elements
(carcinosarcoma) or an evolution of an underly-
ing adenocarcinoma into a lesion with associ-
ated sarcomatoid features and occasional het-
erologous elements (sarcomatoid carcinoma)
[2]. The most recent World Health Organization
classification of urinary tract tumor does not
distinguish between SC and CS and use the
term “sarcomatoid carcinoma” to denote all of
these lesions [3]. Sarcomatoid carcinoma of the
prostate may occur in both adult and elderly
patients. Clinically, most patients present with
both filling symptoms (frequency, urgency, dy-
suria, nocturia) and voiding symptoms (poor
stream, hesitancy, terminal dribbling, and

incomplete voiding). The tumors produce blad-
der outlet obstruction and often require re-
peated TURs to control local symptoms [2]. Less
frequent manifestations are hematuria, perineal
and/or rectal pain and burning on ejaculation.
Constipation and constitutional symptoms such
as weight loss may also present [4].

We report the case of a 76 years old man with
prostate sarcomatoid carcinoma and discuss
the clinical, diagnostic and therapeutic aspects
of this uncommon tumour.

Case report

A 76-year-old man presented to our department
with acute urinary retention. He reported no
hematuria or perineal pain and denied any con-
stitutional symptoms. A history of frequent mic-
turition, dysuria, poor urinary stream, and noc-
turia of approximately 12-month duration was
also present. There was no family history of
genitourinary cancer. He had cessed smoking
10 years ago and drank alcohol socially. He re-
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ported no exposure to hazardous chemicals.
Rectal examination revealed a moderately
enlarged normal prostate gland. There was no
palpable lymphadenopathy, and the rest of his
physical examination was unremarkable. His
last PSA, obtained 3 months earlier by his pri-
mary care physician as part of routine annual
physical examination, was 3,2 ngr/ml. Since no
pathology was found in both physical examina-
tion and laboratory tests, he prescribed a-
blockers and underwent TWOC three days later.
Due to TWOC failure he underwent transurethral
resection of the prostate (TURP). Patient didn’t
regain his ability to void four days after surgery
and he started on intermittent catheterization.

According to the pathology report 40% of the
specimen (8cc) contained a biphasic tumor con-
sisted of poorly differentiated adenocarcinoma
(Figure 1) and spindle shaped pleomorphic neo-
plasm while it contained also large areas of ne-
crosis (Figure 2). Immunohistochemistry con-
firmed the diagnosis of sarcomatoid carcinoma
of the prostate. Specifically, carcinomatous ele-
ment expressed PSAP (Figure 3) but exhibited
no staining for PSA and P63. Neoplastic spindle
cells expressed vimentin (Figure 4), but exhib-
ited no staining for actin, desmin and P63.
Some spindle giant cells were positive for
CKAES3 (Figure 5) and MyoD1 (Figure 6).

Due to the unexpected findings of the pathology
report, patient underwent further evaluation.
Computed tomographies of the abdomen, chest
and brain as well as bone scan were negative
for metastatic disease. Pelvic MRI considered
no suspicious for extracapsular extension of the
tumor. Although patient was advised to undergo
radical prostatectomy he denied any interven-
tion and was discharged home.

Three months later, he presented with urinary
retention and acute renal failure. A permanent
urinary catheter was placed, and palliative ex-
ternal beam radiotherapy was recommended.
One year after final diagnosis patient is still
alive.

Discussion

Sarcomatoid carcinoma, also termed carcino-
sarcoma and spindle-cell carcinoma, is a rare
biphasic malignancy in the prostate [1]. The two
elements of SC are a malignant epithelial
(carcinomatous) component and a malignant
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mesenchymal (sarcomatous) component with
the presence or absence of heterologous ele-
ments [5].

The origin of these tumors has been controver-
sial. It is the consideration of some investigators
that SC is merely a collision of sarcoma and
carcinoma which develop independently in the
prostate. Other investigators however suggested
that both components arise from an omnipotent
cell. The most recent World Health Organization
classification of urinary tract tumors does not
distinguish between SC and CS and use the
term “sarcomatoid carcinoma” to denote all of
these lesions [3].

Microscopically, the carcinomatous and sarco-
matous components are admixed, with blending
of the two in some areas. The carcinomatous
element is almost always of acinar type [5].
Rarely ductal adenocarcinoma [6], squamous or
adenosquamous carcinoma [4] and mixed
urothelial squamous components [7] are pre-
sent. Hansel and Epstein reported a Gleason
score 6 in 50% of their series and a Gleason
score 8 in the remaining 50% [5]. According to
Mazzucchelli et al, however, the carcinomatous
component is typically of high grade, with a
mean Gleason score of 9, and range between 7
and 10 [8].

By immonohistochemistry, epithelial elements
react with cytokeratins, PSA, PSAP whereas sar-
comatoid elements react with vimentin or spe-
cific markers corresponding to the mesenchy-
mal differentiation, if present [9]. Expression of
cytokeratin by the spindle cell component of
sarcomatoid carcinoma suggests a common
origin rather than a collision tumour composed
of sarcoma and carcinoma [10].

While the majority of neoplasias of the prostate
are not difficult to diagnose, sometimes there is
problem in differentiation of poorly differenti-
ated adenocarcinoma having a sarcomatoid
component, from other tumours having spindle
cell morphology such as mixed tumors and pri-
mary mesenchymal tumors or benign stromal
proliferation [8].

Most patients present with obstructive
symptoms (poor stream, hesitancy, terminal
dribbling and incomplete voiding) whereas
symptoms of frequency, urgency and dysuria,
are less common. The tumors produce bladder
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Figure 1. Poorly differentiated adenocarcinoma of the Figure 4. Spindle cells expressing vimentin (VIMx40).
prostate (H&Ex20).

Figure 2. Spindle shaped pleomorphic neoplasm Figure 5. A few spindle giant cells positively stained
(H&EX20). for CKAE3 (CKAE3x40).

Figure 3. Prostate carcinoma expressing PSAP Figure 6. Several spindle giant cells positively
(PSAPX20). stained for MyoD1 (MyoD1x40).
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outlet obstruction and often require repeated
TURs to control local symptoms [2]. Serum PSA
levels are lower than expected for the tumor
volume. On DRE the prostate is enlarged, nodu-
lar and hard in most of the reported cases [5].
Diagnosis is usually accomplished by ultrasound
guided transrectal needle biopsy which is or-
dered after an abnormal DRE. Less commonly,
diagnosis is obtained by transperineal biopsy,
CT guided biopsy, TUR-P or suprapubic
prostatectomy. Due to the excessive tumor’s
ability to spread out of the prostate and metas-
tasize in bones liver and lung a subset of pa-
tients are diagnosed with late stage disease.

Due to the limited experience, there are no
standard treatment recommendations the man-
agement of CSs of the prostate. Operable tu-
mors are treated with surgery, which may be
followed by radiation therapy and/or adjuvant
chemotherapy, particularly in patients with posi-
tive margins or nodes [5]. Surgeries with cura-
tive intent include radical retropubic prostatec-
tomy, radical cystoprostatectomy, suprapubic
prostatectomy, and pelvic exenteration. Patient
with SC have poor prognosis, with an actual risk
of death of 20% within one year of diagnosis. In
fact, non-surgical therapy (androgen ablation
treatment and chemotherapy) seems to be inef-
fective and 55.5% of patients are unresponsive
to chemotherapy (taxotere, estramustine, car-
boplatinum, or cisplatinum) [5]. In conclusion,
SC of the prostate is an exceedingly rare tumor.
Retrospective analyses render prostate SC as
one of the most aggressive prostate malignan-
cies. The prognosis is dismal regardless of other
histologic or clinical findings.
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