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Abstract

We report the case of a 50-year-old healthy man with early onset
of micturition symptoms associated with an elevated total prostate-
specific antigen. On physical examination, we found an enlarged
prostate; a first-line ultrasound of the urinary tract revealed local
disease which covered the entire small pelvis. A computed tomog-
raphy scan confirmed the presence of a 12.5 x 11.0 x 9.5-cm mul-
ticystic prostatic mass, compressing the bladder and pelvic ureters,
associated with right hydronephrosis. Renal function was preserved
and prostatic biopsies was negative for malignant disease. The
mass was completely removed through transvesical approach and
histological analysis diagnosed a low-grade phyllodes tumour of
the prostate. The patient was free of local recurrence and metastasis
36 months after surgery.

Introduction

Phyllodes tumor of the prostate (PTP), also called stromal-
epithelial cystic tumour, is very rare entity, with under 100
cases described in the literature. According to morphologi-
cal classification, PTP is one of four histological patterns of
stromal tumours of the prostate with uncertain malignant
potential (STUMP). PTP is usually diagnosed in young men,
with early onset of obstructive urinary symptoms. As shown
in this case report, PTP may reach a considerable size, lead-
ing to potential damage of the upper urinary tract before
being diagnosed.

Case report

A previously healthy 50-year-old man presented with blad-
der voiding symptoms associated with an elevated prostate
specific antigen (PSA) (10.25 ng/mL). Endorectal digital

examination revealed a prostate significantly increased in
size, not aching, with hard-elastic consistency; physical
examination did not reveal an abdominal mass.

An initial abdominal ultrasound was followed by a com-
puted tomography scan with contrast medium, showing the
presence of 12.5 x 11.0 x 9.5-cm multicystic prostatic mass,
mostly solid, capsulated, sparing the most caudal part of the
gland and not involving seminal vesicles. The mass occupied
almost the entire small pelvis and anteriorly compressed the
bladder, posteriorly the sigma and laterally pelvic ureters;
this confirmed the presence of a right hydronephrosis of
medium grade, causing a right hydronephrosis of medium
grade. There was no evidence of abdominal lymphaden-
opathy (Fig. 1).

The sieric creatinine level was 1.2 mg/dL. Extended pros-
tatic sampling (24 cores) was negative for any neoplasm. The
staging was complete with a chest x-ray that did not show
lesions in the lung parenchyma.

The patient underwent complete transvesical prostate-
sparing excision of the mass, through soprapubic laparoto-
my incision according to Pfannenstiel. Postoperatively, the
patient’s creatinine level was down to 1.01 mg/dL and total
PSA to 0.5 ng/mL.

Macroscopically, the lesion was of multicystic appear-
ance, irregular, gray-white, brittle shear. The microscopical
examination (Fig. 2) revealed a cystic neoplasm composed
of stromal and epithelial stromal papillae and solid areas.

The first pattern was a hypercellular stroma with scat-
tered stromal cells containing pleomorphic and degenera-
tive-appearing nuclei admixed with benign prostatic gland.
The second pattern was a hypercellular stroma composed
of bland spindle cells with eosinophilic cytoplasm. Stromal
cells resulted with mild atypia, moderately positive for actin
and desmin. Leaf-like hypocellular fibrous stroma covered
by benign-appearing prostatic epithelium formed the phyl-
lodes pattern of STUMP. The epithelium of the papillae
appeared cylindrical, PSA positive, with foci of squamous
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Fig. 1a. Axial computed tomography image showing the large prostatic mass
with cystic components that compresses the bladder.

metaplasia, transitional atypia and rare mitosis (mitotic rate
1 x 10 high-powered field), in the absence of necrosis. The
definitive histologic diagnosis was low-grade stromal-epi-
thelial PTP." The patient was free of local recurrence and
metastasis 36 months after surgery.

Discussion

The clinical characteristics of PTP in our case were less
common than in most cases previously described. Most of
the histological diagnoses of PTP refer to surgical specimens
of patients with obstructive urinary symptoms undergoing
transurethral resection of the prostate.? This data may be
explained by the fact that histological diagnosis by biopsy
is difficult and the PTP usually arises in the central zone of
the prostate near the verumontanum. In the largest available
series, specimen weight ranged from 3.5 to 51 g;2 however,
this tumour can arise in the peripheral zone and its dimen-
sion can be very different.

Aguilar and colleagues® reported a case of a 67-year-old
patient with hematuria secondary to a 900-mL cystic PTP
starting from the left base of the prostate. In another case,
Chung and colleagues* found a cystic PTP of 13.5 cm in
diameter weighing 300 g, occupying the whole pelvis and
palpable as a soft abdominal mass in a 65-year-old patient.
Kawamorita and colleagues® described the most striking
case — a 55-year-old patient with dysuria affected by a PTP
of 60 cm in diameter weighing 8600 g, extending into the
retroperitoneum and compressing the bladder, bowel, liver
and kidneys.

The PTP diagnosed in our patient was significant in size
and compressed neighbouring pelvic organs with serious
potential consequences. Although a rare prostatic cause of
hydronephrosis, PTP shows that early symptoms of lower
urinary tract in a young man may portend extended disease.

Regarding the search of clinical markers, although PSA is

Fig. 1b. Coronal computed tomography (CT) image showing right
hydronephrosis.

expressed in the epithelium of PTP often resulting in a value
higher than normal in these patients, a correlation between
total PSA value and tumour size or grading score is not
present in the literature. Nagar and colleagues® studying epi-
thelial proliferations found that in STUMPs with a phyllodes
pattern, there is a tendency toward urothelial and squamous
metaplasia; this data were confirmed in the histopathologic
analysis of our specimen.

In this context, it has been reported that PTP usually
becomes malignant for stromal overgrowth and sarcomatous
transformation.” To better study the outcome, Bostwick and
colleagues? introduced a grading system for PTP based on
5 histologic features (stromal cellularity, cytological atypia,
mitotic number of figures, stroma-to-epithelium ratio and
necrosis) determining a low, intermediate and high grade.
They found a trend towards a higher incidence of recur-
rence and decreased survival in high- compared to low-
grade tumours. Specifically, even if low-grade tumours are
subject to a high percentage of recurrence (50%) and pro-
gression, malignancy occurs after several relapses. In this
series, a low-grade sarcoma with distant metastasis emerged
in 1 of 14 low-grade patients after 14 years from their initial
diagnosis and after 5 episodes of recurrence. Lastly, a cor-
relation between the size of PTP and its grading score was
not identified; in our case, the final pathology was diagnosed
as a low-grade PTP, as reported by Aguilar and colleagues?
and Chung and colleagues.*

Conclusion

With the limit of the length of our follow-up, in agreement
with previous cases of giant PTP,3,5 we confirm that total
resection, with an organ-sparing approach may be an appro-
priate initial surgical treatment in the presence of a low-
grade tumour. A close follow-up regimen is necessary to
identify early signs of recurrence and progression.
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Fig. 2a. Microscopic images demonstrating the epithelial and stromal
components of the cystic tumour.

A N s A : S
Fig. 2b. Microscopic images demonstrating the actin-positivity of stromal cells.
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