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Simple Summary: Around 40% of patients with MPNSTs develop distant metastasis (DM) within
five years. Identification of MPNST patients more likely to develop DM and the identification of
prognostic factors after DM diagnosis may guide clinical decision-making and may result in a better
balance between quantity and quality of life. This study aimed to identify clinicopathologic and
treatment-related factors associated with the development of DM and with overall survival (OS) after
DM diagnosis. NF1, high grade, tumor size, triton and R2 resections were independent risk factors
for the development of DM. This is the first study that reveals that NF1 status is also independently
associated with worse survival after DM diagnosis with a median survival difference of more than
6 months between NF1 and no-NF1 patients.

Abstract: Purpose: This multicenter cohort study aimed to identify clinicopathologic and treatment-
related factors associated with the development of distant metastasis (DM) and with overall survival
(OS) after DM diagnosis in patients with malignant peripheral nerve sheath tumors (MPNST). Meth-
ods: All patients diagnosed with primary MPNST from 1988 to 2019 who were surgically treated
for the primary tumor were included. Multivariable Cox regression analyses were performed to
identify factors associated with DM and OS after DM diagnosis. Results: A total of 383 patients
were included in this analysis, of which 150 developed metastatic disease. No differences in clinico-
pathologic characteristics and clinical outcome were found between patients with synchronous and
metachronous DM. Neurofibromatosis type 1 (NF1), high grade, tumor size, triton and R2 resections
were independent risk factors for the development of DM. NF1 and more than two metastasis sites
were independently associated with worse OS after DM diagnosis. Metastasectomy, chemotherapy
and the metastatic site category ‘other’ were associated with prolonged survival after DM diagnosis.
Conclusions: This analysis provides important insights into clinicopathologic and treatment factors
associated with outcomes in metastatic MPNST. Moreover, NF1-status is associated with a higher
risk of DM; it is also independently associated with worse survival in metastatic MPNST.

Keywords: malignant peripheral nerve sheath tumor; distant metastasis; overall survival; prognostic
factors; neurofibromatosis 1
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1. Introduction

Approximately 30% of the patients with primary high-grade soft tissue sarcoma
(STS) face metastatic disease within five years after primary treatment [1–3]. STS metas-
tasize mainly to the lungs [4,5]. The median survival after distant metastasis (DM) is
1–2 years [4,6,7]. Metastatic disease is usually treated in a palliative setting. The mainstay
treatment of metastatic STS is systemic therapy and metastasectomy for metachronous
lung metastasis if the disease-free interval ≥ 1 year [8]. Especially in this setting, the right
balance between life expectancy and quality of life is important.

A better understanding of factors associated with metastatic disease and survival of
metastatic disease may help to find a better balance between quantity and quality of life
and enhance clinical decision-making. Several studies have assessed prognostic factors in
metastatic STS [5,6,9–14]. However, studies on prognostic factors in metastatic malignant
peripheral nerve sheath tumors (MPNSTs), a specific subtype of STS, are limited.

In contrast to other STS subtypes, MPNSTs can originate within a (plexiform) neurofi-
broma, can occur in patients with neurofibromatosis type 1 (NF1) and can present with
partial rhabdomyoblastic differentiation (triton tumor) [15,16]. In addition, the conven-
tional three-level grading system, the FNCLCC grade, cannot be applied to MPNSTs due
to its poor prognostic value [17].

Identification of MPNST patients more likely to develop DM and accurate prognosis
after DM diagnosis may guide clinical decision-making and result in a better balance
between quantity and quality of life. Therefore, we sought to characterize the impact
of clinicopathologic and treatment characteristics on clinical outcomes in patients with
metastatic MPNST treated in nine sarcoma centers in The Netherlands.

2. Materials and Methods
2.1. Patient Population

A retrospective cohort study of the nine Dutch sarcoma centers, the MONACO study,
was undertaken after approval of the institutional review boards of the participating centers.
All patients diagnosed with pathologically proven primary MPNST from 1988 to 2019 who
were surgically treated for the primary tumor were included in this study. All patients
were diagnosed in accordance with the World Health Organization classification of tumors
of soft tissue and bone [18]. Patients with uncertain pathological reports or uncertain
diagnosis based on available information during follow-up were excluded. In addition,
patients with incorrectly registered time-to-event outcomes and patients who presented
with local recurrence who were previously resected elsewhere were excluded.

2.2. Variables

Patient, tumor and treatment characteristics and survival data were obtained from
medical records. Age was determined as age at the time of diagnosis. The American Society
of Anesthesiologist (ASA) classification system was used to categorize patients’ physical
status [19]. Size was measured as the maximum diameter of tumor mass on imaging or
based on pathology report. Tumor grade was categorized as low- and high-grade based on
the Fédération Nationale des Centres de Lutte Contre le Cancer (FNCLCC) grading system.
A tumor originating from below the investing fascia was categorized as deep-seated. A
tumor was categorized as NF1-associated by confirmed genetic testing of an NF1 mutation
or by clinical evaluation [20]. Surgical margin was categorized as R0 (microscopically
negative), R1 (microscopically positive) or R2 (macroscopically positive). Tumor site was
categorized as extremity, central (thorax, abdomen, pelvis, retroperitoneal), and head and
neck. Triton status was extracted from pathological reports and was concluded either
when stated as such in the report or when MPNST with rhabdomyoblastic differentiation
was reported. Radiotherapy-associated MPNST was defined as previously delivered
radiotherapy on the same site as the primary tumor bed. Metastatic sites were based on
radiological reports. Metastatic site was categorized as pulmonary, extrapulmonary with
or without pulmonary metastasis, and other. Extrapulmonary metastases were defined
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as liver, bone, brain and peritoneal metastasis. The ‘other’ category included lymph node
metastasis and other rare metastatic sites. The number of metastatic sites was categorized
as one site vs. two or more sites. The disease-free interval (DFI) was defined as the time
between definitive surgery and the development of the first distant metastasis (DM) and
was categorized as synchronous, ≤1 year and >1 year after definitive surgery.

DM was defined as the first radiological or pathological evidence of recurrence at any
other site outside the primary tumor bed. DM at presentation (synchronous metastasis)
was defined as DM diagnosed within 3 months after date of diagnosis. DM developed
after 3 months was categorized as metachronous metastasis.

Endpoints of this study were DM and OS.

2.3. Statistical Analysis

All statistical analyses were performed in R (version 4.1.0) [21]. Baseline characteris-
tics were described with proportions for categorical variables and means with standard
deviations or medians with interquartile ranges (IQRs) for continuous variables.

Overall survival (OS) was defined as the time interval between definitive surgery and
death or date of last follow-up. Time-to-DM was defined as the time interval between
definitive surgery and date of fist DM. Median survival was estimated with the reversed
Kaplan–Meier estimator. Cumulative incidence of DM (CIDM) was estimated with death
as the competing event. Differences in time-to-event outcomes were evaluated with the
log-rank test.

Multivariable Cox Proportional Hazards (PH) models were used to estimate the effect
of several covariates on the development of metachronous DM and on OS after the first
DM. The model for the development of DM included age, NF1, grade, tumor size, presence
of triton, depth, tumor site, radiotherapy (RTX) for primary tumor, chemotherapy (CTX) for
primary tumor and surgical margin. The model assessing the effect of different covariates
on OS after first DM included age, NF1, size of primary tumor, grade, presence of triton,
depth, number of metastatic sites, site of metastasis, DFI, metastasectomy and CTX for
metastatic disease.

Proportional hazards were assessed visually with the Schoenfeld residuals.
Missing values were imputed using multiple imputations (MI) (m = 20), and estimates

were pooled using Rubin’s rule [22].
A p-value ≤ 0.05 was considered statistically significant. Results from the Cox PH

models were described in hazard ratios (HR) with 95% confidence intervals (CI). All
statistical tests were two-sided. The packages ‘mice’ for MI, ‘survival’, ‘rms’ and ‘survminer’
were used for the survival and competing risk analyses.

3. Results

A total of 481 patients were included in the MONACO study. Patients who presented
with a local recurrence (n = 6), who were not treated surgically for the primary tumor
(n = 64) and patients with incomplete time-to-event information (n = 28) were excluded in
this analysis (Figure S1 Flow diagram). Of the 383 patients included in this study (Table S1
Baseline characteristics), 150 developed a DM during follow-up. The median follow-up was
47.9 months. The median follow-up in patients with metastatic MPNST was 23.7 months.
Patient and tumor characteristics are summarized in Table 1. Thirty-six patients had a
distant metastasis at presentation (9.40%). Fifty-seven patients (38.0%) had an MPNST in
association with NF1. The median number of outpatient clinic visits of the total cohort
after initial treatment was six times (IQR 3–6) in the first year, three times (IQR 3–4) in the
second year, and three times (IQR 2–3) in the fourth and fifth year.
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Table 1. Baseline characteristics of 150 metastatic MPNST patients.

Variable Overall
(n = 150)

2-Year Survival after DM
Diagnosis (95%CI)

Age (years)
Median (IQR) 44 (29–59)

Gender
Female 69 (46.0%) 23.1 (14.9–35.8)
Male 81 (54.0%) 24.6 (16.7–36.3)

ASA
I 70 (46.7%) 26.4 (17.8–39.1)
II 50 (33.3%) 19.9 (11.2–35.2)
III 7 (4.7%) 21.4 (4.20–100)

Missing 23 (15.3%)

Tumor size (mm)
Median (IQR) 70 (40–113)

Missing 14 (9.3%)

Depth
Superficial 17 (11.3%) 45.8 (26.9–77.7)

Deep 124 (82.7%) 22.0 (15.8–30.9)
Missing 9 (6.0%)

Grade
Low grade 8 (5.3%) 37.5 (15.3–91.7)
High grade 141 (94.0%) 22.5 (16.5–30.8)

Missing 1 (0.7%)

Site
Extremities 70 (46.7%) 27.3 (18.5–40.3)

Central 70 (46.7%) 21.2 (13.4–33.6)
Head and neck 10 (6.7%) 20.0 (5.79–69.1)

NF1
No 91 (60.7%) 33.1 (24.5–44.6)
Yes 57 (38.0%) 10.5 (4.94–22.4)

Missing 2 (1.3%)

Neurofibroma
Not in neurofibroma 130 (86.7%) 25.3 (18.8–34.2)
Within neurofibroma 18 (12.0%) 11.1 (3.01–41.0)

Missing 2 (1.3%)

Triton
No 133 (88.7%) 23.8 (17.6–32.3)
Yes 15 (10.0%) 19.6 (5.82–65.7)

Missing 2 (1.3%)

RT-associated
No 140 (93.3%) 25.0 (18.6–33.4)
Yes 9 (6.0%) 11.1 (1.75–70.5)

Missing 1 (0.7%)

Site of metastasis
Pulmonary only 89 (59.3%) 11.8 (4.83–29.1)

Extrapulmonary (±lung) 38 (25.3%) 24.6 (17.0–35.6)
Other 22 (14.7%) 38.1 (22.1–65.7)

Missing 1 (0.7%)

Number of metastatic sites
1 site 120 (80.0%) 25.8 (18.9–35.1)

2 or more sites 29 (19.3%) 13.8 (5.55–34.3)
Missing 1 (0.7%)
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Table 1. Cont.

Variable Overall
(n = 150)

2-Year Survival after DM
Diagnosis (95%CI)

Metastasectomy
No 99 (66.0%) 14.3 (8.82–23.3)
Yes 39 (26.0%) 57.1 (43.2–75.6)

Missing 12 (8.0%)

Chemotherapy
No 80 (53.3%) 31.1 (22.3–43.4)
Yes 58 (38.7%) 19.5 (11.5–33.1)

Missing 12 (8.0%)

Most of the patients with synchronous metastases had a metastasis at one site (80.6%).
In addition, most of the patients with a first or second metachronous metastasis had the
metastasis at one site (82.0% and 80.0%, respectively). Most metastases were located in
the lung (66.7%, 75.6% and 63.3%, respectively) (Table 2). Synchronous metastases and
first metachronous metastases were mainly treated with chemotherapy (53.3% and 37.6%,
respectively) or surgery (30.0% and 28.2%, respectively) (Table 3). Most patients with
second metachronous metastasis did not receive any treatment (33.3%). Doxorubicin
monotherapy was the most-delivered first-line chemotherapy.

Table 2. Metastasis pattern in MPNST.

Variable Metastasis at
Diagnosis (n = 36)

First Metachronous
Metastasis (n = 123)

Second
Metachronous

Metastasis (n = 30)

Nr. of different metastasis sites
1 29 (80.6%) 100 (82.0%) 23 (80.0%)
2 5 (13.9%) 18 (14.8%) 5 (13.3%)

>2 2 (5.56%) 4 (3.28%) 2 (6.67%)
Missing 0 3 0

Site
Lung 24 (66.7%) 93 (75.6%) 19 (63.3%)
Liver 5 (13.9%) 9 (7.32%) 3 (10.0%)

Lymph node 5 (13.9%) 8 (6.50%) 5 (16.7%)
Bone 3 (8.33%) 17 (13.8%) 4 (13.3%)
Brain 1 (2.78%) 2 (1.63%) 2 (6.67%)

Peritoneal 5 (13.9%) 5 (4.07%) 2 (6.67%)
Other 3 (8.33%) 14 (11.4%) 4 (13.3%)

Missing 0 1 0

Table 3. Treatment pattern in metastatic MPNST.

Variable Metastasis at Diagnosis
(n = 36)

First Metachronous
Metastasis (n = 123)

Second Metachronous
Metastasis (n = 30)

Treatment of metastasis
No treatment 5 (16.7%) 31 (26.5%) 10 (33.3%)

Metastasectomy 7 (23.3%) 26 (23.1%) 6 (20.0%)
Metastasectomy + RTX - 4 (3.42%) -
Metastasectomy + CTX 1 (3.33%) 1 (0.86%) 1 (3.33%)

Metastasectomy + RTX + CTX 1 (3.33%) 1 (0.86%) 2 (6.67%)
RTX 2 (6.67%) 11 (9.40%) 6 (20.0%)
CTX 12 (40.0%) 35 (29.9%) 4 (13.3%)

RTX + CTX 1 (3.33%) 7 (5.98%) 1 (3.33%)
RFA + CTX 1 (3.33%) - -

Missing 6 8 0
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Table 3. Cont.

Variable Metastasis at Diagnosis
(n = 36)

First Metachronous
Metastasis (n = 123)

Second Metachronous
Metastasis (n = 30)

Treatment modality for metastasis
No treatment 5 (16.7%) 31 (26.5%) 10 (33.3%)

Metastasectomy 9 (30.0%) 33 (28.2%) 9 (30.0%)
RTX 4 (13.3%) 23 (19.7%) 9 (30.0%)
CTX 16 (53.3%) 44 (37.6%) 8 (26.7%)
RFA 1 (3.33%) - -

Missing 6 8 0

First-line chemotherapy regimen
Doxorubicin monotherapy 8 (50.0%) 13 (35.1%) 4 (50.0%)
Epirubicin monotherapy 1 (6.25%) 2 (5.41%) -
Ifosfamide monotherapy - 5 (13.5%) 1 (12.5%)
Doxorubicin + ifosfamide 3 (18.8%) 7 (18.9%) 2 (25.0%)
Epirubicin + ifosfamide - 1 (2.70%) -

Other 4 (25.0%) 9 (24.3%) 1 (12.5%)
Missing 0 7 0

3.1. Differences in Synchronous and First Metachronous Metastases

The incidence of synchronous DM was 9.40%. The incidence of metachronous DM
was 30.5% at 5 years. As patients may develop both a synchronous and metachronous
DM, the 5-year cumulative risk of a DM is 37.6%. MPNST patients with synchronous
and first metachronous metastases were similar in respect to their baseline characteristics
(Table S2). The median survival of patients with synchronous metastasis was 11.5 months
(95%CI 8.11–19.3) compared with 8.28 months (95%CI 7.33–9.89) in patients with first
metachronous metastasis (Figure 1). Patients diagnosed with a DM within 1 year and after
1 year after primary treatment had a median survival of 7.43 months (95%CI 4.90–9.50) and
9.89 (95%CI 7.95–19.8), respectively.
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Figure 1. Survival plot of patients with synchronous vs. metachronous metastasis. p-value: Com-
puted with log-rank test. Number at risk: Number of patients at risk of experiencing an event (death)
at each time point (months) for synchronous and metachronous metastasis.
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3.2. Risk Factors for the Development of Metachronous Metastatic Disease in Primary MPNST

Patients with NF1-associated MPNST had a higher risk of developing DM. The 2-year
CIDM in NF1 patients was 35.9% compared with 18.1% in no-NF1 patients (univariable
HR 1.70; 95%CI 1.18–2.45) (Figure 2A). The increased risk of DM could only partially be
explained by the imbalance in tumor and treatment characteristics in the multivariable
cause-specific Cox model (HR 1.50; 95%CI 1.00–2.24) (Figure 3). Furthermore, high grade,
tumor size, triton and R2 resections were independently associated with the development
of DM.
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neurofibromatosis-1 status.
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3.3. Risk Factors for Overall Survival in Metastatic MNPST

The median OS after metastatic MPNST was 8.9 months, with a 2-year OS of 23.9%.
Patients with NF1-associated MNPST had a worse 2-year OS (10.5%) compared with no-NF1
patients (33.1%) (median OS: 6.31 and 13.0 months, respectively) (Table 1). The increased
risk of mortality after DM in NF1 patients could not be explained by the imbalance of
other tumor and treatment characteristics (HR 2.56; 95%CI 1.68–3.90) (Figure 4). Number
of metastasis sites were also independently associated with a worse OS after DM diagnosis.
The metastatic site category ‘other’, metastasectomy and chemotherapy for metastatic
disease were independently associated with prolonged OS. Figure 2B depicts the overall
survival of MPNST after the development of DM stratified by NF1.
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4. Discussion

The present study aimed to identify clinicopathologic and treatment-related factors
associated with the development of DM and with OS after DM diagnosis. No differences
in clinicopathologic characteristics and clinical outcomes were found between patients
with synchronous and metachronous DM. NF1, high grade, tumor size, triton and R2
resections were independent risk factors for the development of DM. NF1 and more than
two metastasis sites were independently associated with worse OS after DM diagnosis.
Metastasectomy, chemotherapy and the metastatic site category ‘other’ were associated
with better survival after DM diagnosis.

4.1. Risk Factors for the Development of Metastatic Disease in Primary MPNST

Consistent with the literature, this study demonstrated that size is an important
prognostic factor for the development of DM in primary MPNST [23–28]. Site of the
primary tumor and depth do not seem to be an independent risk factor for the development
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of DM [23–28]. However, literature review yields some contradictory results for the factors
NF1, grade, triton and R2 resection.

In Table 4, an overview of previous large (n > 100) cohort studies published after
2000 has been depicted. Seven out of eight studies assessed the effect of NF1 on DM. Five
studies did not find a significant association between NF1 and DM. Some studies concluded
that NF1-associated MPNST was not perse associated with worse outcome but had more
adverse clinicopathological characteristics such as larger tumors, which might explain
worse clinical outcomes [25,28]. However, the largest and most recent studies, including
this study, revealed that NF1 is an independent risk factor for DM, independent of site,
depth, grade, size and surgical margin [24]. The association between triton tumors and DM
was only assessed in one other study [25]. In univariable analysis the association between
triton and DM was significant, but in multivariable analysis, this association disappeared.
Further studies are needed to better understand differences in tumor biology and clinical
outcome in NF1-associated MPNST and triton tumors vs. sporadic MPNST and how this
could be translated to optimal management of MPNST. Surgical margin was assessed in
six studies. Studies in which surgical margin was categorized as positive vs. negative, no
difference in DM risk was observed. However, studies in which the R classification was
used, R2 resection was associated with higher risk of DM in uni- or multivariable analysis.
Therefore, the R classification seems more informative than a dichotomous classification of
surgical margin in MPNST.

Table 4. Overview of common predictors of DM in previous large (n > 100) cohort studies.

Study n Analysis
5-Year

DMFS/5-Year
DM-Rate

Factors Influencing Risk of DM a

NF1 Site Depth Grade Size Triton R2

Current study 383 MV 49.8/30.5 + NS NS + + + +
[23] «Xu, et al.» b 764 MV NR/NR NA NS NA NS * + NA NA
[24] «Miao, et al.» 251 MV 60.6/NR + NS * NS * NS + NA NS *
[25] «Watson, et al.» c 225 MV 49.6/NR NS NS NS * NA + NS g,* NS d

[29] «LaFemina, et al.» 105 UV NR/NR NS NA NA NA NA NA NA
[26] «Stucky, et al.» e 175 UV NR/NR NS NS NS + + NA +
[27] «Zou, et al.» 113 MV NR/37–69 f NS * NS NA NA + NA NS d

[28] «Anghileri, et al.» 205 MV NR/26.2 NS NS NA + + NA NS d

n: number of patients, UV: univariable analyses, MV: multivariable analyses, DMFS: distant metastasis-free survival, DM-rate: distant
metastasis rate, DM: distant metastasis, NF1: neurofibromatosis type 1, NR: not reported. a Significantly associated with lower DM risk (−),
significantly associated with higher DM risk (+), not significantly associated (NS), not evaluated (NA). b Logistic regression on risk of DM
at presentation. c High-grade MPNST. d Surgical margin defined as positive vs. negative. e Pearson’s chi-square/Fisher’s exact test used.
f Five-year DM rate in patients with and without NF1 was 37% and 69%, respectively (death as competing risk not taken into account).
g Sporadic MPNST vs. epithelioid type or triton tumor. * Significant in univariable analysis.

4.2. Risk Factors for Overall Survival in Metastatic MNPST

To the authors’ knowledge, this is the only study to date assessing prognostic fac-
tors for OS in synchronous and metachronous metastatic MPNST. One study assessed
prognostic factors for OS in patients with synchronous metastasis only based on the SEER
database [23]. However, this study was unable to assess the effect of DFI on OS and did
not include MPNST specific information such as NF1-status. As only one study assessed
OS after DM diagnosis in MPNST, we made an overview of previous large (n > 100) cohort
studies assessing OS after DM diagnosis in all STS subtypes (Table S3). In accordance with
most of the studies, size and depth of the primary tumor do not seem to be associated with
OS after DM diagnosis [5,6,9,10,13,23,30–33]. However, the prognostic value of number of
metastases or number of metastatic site and DFI has been subject of debate. Five studies,
including this study, found an association between number of metastases or number of
metastatic sites and worse OS after DM diagnosis, while six studies did not find an as-
sociation [5,9,10,13,23,31–35]. Furthermore, the association between DFI and OS seems
inconsistent between studies. Five studies did not find an association between the DFI
and OS, while eight studies found a significant association [5–7,13,32–37]. Interestingly,
five out of six studies of STS patients after pulmonary metastasectomy found a significant
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association between DFI and OS. It seems that the longer the DFI is, the better the OS
after metachronous DM is [5–7,32,33,35,37]. This trend, although not significant, is also
observed in our study. However, some studies showed worse OS in synchronous metastasis
compared with metachronous metastasis, while others showed better OS in synchronous
metastasis [5,34,37]. In our study, MPNST patients with synchronous metastasis do not
seem to represent a more aggressive subgroup of tumors compared with patients who
initially presented with nonmetastatic disease and experienced a DM at a later point in
time. However, we only included patients with synchronous metastasis who received
surgery for the primary tumor. Patients with synchronous metastasis who did not receive
surgery for the primary tumor are likely to have poorer outcomes.

Even though some older and smaller studies did not find an association between
NF1 and OS, recent studies conclude that NF1 is associated with worse OS [24,38]. This
multicenter study reveals that, besides the higher risk for DM, NF1 is also independently
associated with worse OS after DM diagnosis. This might be explained by the higher
risk of the development of second malignancies in MPNST patients with NF1 [39] or by a
more aggressive tumor biology in NF1-associated metastatic MPNST. This underlines the
potential added value of MPNST-specific information in prognostic tools and in clinical
decision-making.

4.3. Treatment of Metastatic MPNST

The optimal management of patients with metastatic MPNST is an important field of
research. Palliative systemic therapy is the standard treatment in widespread metastatic dis-
ease [8]. However, metastasectomy is recommended in isolated resectable lung metastases
(with a DFI ≥ 1 year), if complete excision of the lesions is feasible [8]. Especially in the
metastatic setting, the anticipated side effects of these treatment modalities should be well
balanced with the expected benefits. In our series, CTX, mainly monotherapy doxorubicin,
was the most frequently offered treatment for synchronous and first metachronous disease
followed by metastasectomy. However, the actual percentage of CTX in synchronous
metastasis might be higher, as we only included patients who were surgically treated for
the primary tumor. Patients with second metachronous metastasis mainly received best
supportive care.

Metastasectomy was the most important prognostic factor for better OS. The 2-year
survival in patients with and without metastasectomy was 57.1% and 14.3%, respectively, in
accordance with other studies [10,23,33,36,37]. Furthermore, this study found a significant
association between systemic treatment and better OS in metastatic MPNST with a 2-
year survival difference of 11.6% between patients with and without CTX. The improved
survival after metastasectomy and CTX is most likely due to selection bias, as a selected
group of patients with a generally overall better health status mainly receive these treatment
options. Therefore, careful decision-making, taking all prognostic factors into consideration,
is critical.

4.4. Strengths and Limitations

This multicenter retrospective study has some inevitable limitations due to its retro-
spective design. Selective loss of follow-up and missing data might lead to selection bias.
However, more than 90% of our study population was followed until death, and multiple
imputation technique was used to reduce this risk of bias. Furthermore, no central review
of pathology was performed. The diagnosis of MPNST can be challenging due to the lack
of specific histologic criteria. A French cohort showed that after systematic review, 20%
of the MPNSTs, mainly sporadic MPNSTs, were misclassified as MPNST [40]. Therefore,
some MPNSTs might have been misclassified, which is an inherent limitation to all sarcoma
studies without central pathology review.

However, to our knowledge, this is the first nationwide study on metastatic MPNST
to date including MPNST specific information. This design prevents selection bias and
allows us to make inferences on the epidemiology of metastatic MPNST in an unselected
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patient population. As STS is a heterogeneous group of malignancies, research on single
histological subtypes is vital to improve our understanding of tumor behavior, facilitate
patient-tailored decision-making and find a right balance between quantity and quality of
life. Unlike most population-based studies on (metastatic) MPNST, this study included
important entity-specific information, such as NF1- and triton-status, and included clinico-
pathologic information on metachronous metastasis and follow-up.

5. Conclusions

Almost 40% of the MPNST patients develop DM within five years. There are no
differences in clinicopathological factors and oncological outcomes between synchronous
and metachronous metastasis. High grade and R2 resections are mainly associated with
the development of DM. Moreover, NF1-status is associated with a higher risk of DM; this
is the first study that reveals that NF1-status is also independently associated with a worse
survival in metastatic MPNST, with a median survival difference of more than 6 months.

Supplementary Materials: The following are available online at https://www.mdpi.com/article/
10.3390/cancers13205115/s1, Figure S1: Consort flow diagram, Table S1: baseline characteristics of
the total cohort of 383 patients with primary MPNST, Table S2: Baseline characteristics in patients
with synchronous vs. metachronous metastasis, Table S3: Overview of common predictors of OS
after DM diagnosis in previous large (n > 100) cohort studies.

Author Contributions: Conceptualization, E.M., D.J.G., C.V. and MONACO Collaborators.; method-
ology, I.A. and E.M.; formal analysis, I.A.; investigation, E.M. and MONACO Collaborators.; re-
sources, MONACO collaborators; data curation, E.M.; writing—original draft preparation, I.A.;
writing—review and editing, E.M., D.J.G., W.J.v.H., M.A.J.v.d.S., C.V. and MONACO collaborators.;
visualization, I.A.; supervision, D.J.G., M.A.J.v.d.S. and C.V. All authors have read and agreed to the
published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki and approved by the Institutional Review Board of Erasmus Medical Center
(protocol code MEC-2018-1662, 29 October 2018).

Informed Consent Statement: Informed consent was waived because of the retrospective nature of
the study and because the study was pseudo-anonymized and involved no more than minimal risk
to the patients.

Data Availability Statement: The data that support the findings of this study are available on request
from the corresponding author, upon reasonable request. The data are not publicly available due to
information that could compromise the privacy of research participants.

Acknowledgments: MONACO collaborators: J. Henk Coert, Uta E. Flucke, Willem-Bart M. Slooff,
Thijs van Dalen, Lukas B. Been, Han J. Bonenkamp, Monique H.M.E. Anten, Martijn P.G. Broen, Marc
H.A. Bemelmans, Jos A.M. Bramer, Gerard R. Schaap, Arthur J. Kievit, J.A. van der Hage.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Zagars, G.K.; Ballo, M.T.; Pisters, P.W.; Pollock, R.E.; Patel, S.R.; Benjamin, R.S.; Evans, H.L. Prognostic factors for patients with

localized soft-tissue sarcoma treated with conservation surgery and radiation therapy: An analysis of 1225 patients. Cancer 2003,
97, 2530–2543. [CrossRef] [PubMed]

2. Acem, I.; Verhoef, C.; Rueten-Budde, A.J.; Grünhagen, D.J.; van Houdt, W.J.; van de Sande, M.A.J. Age-related differences of
oncological outcomes in primary extremity soft tissue sarcoma: A multistate model including 6260 patients. Eur. J. Cancer (Oxford,
England: 1990) 2020, 141, 128–136. [CrossRef]

3. Coindre, J.M.; Terrier, P.; Guillou, L.; Le Doussal, V.; Collin, F.; Ranchère, D.; Sastre, X.; Vilain, M.O.; Bonichon, F.; N’Guyen Bui, B.
Predictive value of grade for metastasis development in the main histologic types of adult soft tissue sarcomas: A study of 1240
patients from the French Federation of Cancer Centers Sarcoma Group. Cancer 2001, 91, 1914–1926. [CrossRef]

4. Bedi, M.; King, D.M.; Charlson, J.; Whitfield, R.; Hackbarth, D.A.; Zambrano, E.V.; Wang, D. Multimodality management of
metastatic patients with soft tissue sarcomas may prolong survival. Am. J. Clin. Oncol. 2014, 37, 272–277. [CrossRef] [PubMed]

https://www.mdpi.com/article/10.3390/cancers13205115/s1
https://www.mdpi.com/article/10.3390/cancers13205115/s1
http://doi.org/10.1002/cncr.11365
http://www.ncbi.nlm.nih.gov/pubmed/12733153
http://doi.org/10.1016/j.ejca.2020.09.021
http://doi.org/10.1002/1097-0142(20010515)91:10&lt;1914::AID-CNCR1214&gt;3.0.CO;2-3
http://doi.org/10.1097/COC.0b013e318277d7e5
http://www.ncbi.nlm.nih.gov/pubmed/23275272


Cancers 2021, 13, 5115 12 of 13

5. Lochner, J.; Menge, F.; Vassos, N.; Hohenberger, P.; Kasper, B. Prognosis of Patients with Metastatic Soft Tissue Sarcoma: Advances
in Recent Years. Oncol. Res. Treat. 2020, 43, 613–619. [CrossRef] [PubMed]

6. Verschoor, A.J.; Litière, S.; Marréaud, S.; Judson, I.; Toulmonde, M.; Wardelmann, E.; van der Graaf, W.T.; Le Cesne, A.; Gronchi,
A.; Gelderblom, H. Prognostic relevance of distant metastases versus locally advanced disease in soft tissue sarcomas: An
EORTC-STBSG database study. Eur. J. Cancer (Oxford, England: 1990) 2018, 94, 187–198. [CrossRef]

7. Italiano, A.; Mathoulin-Pelissier, S.; Cesne, A.L.; Terrier, P.; Bonvalot, S.; Collin, F.; Michels, J.J.; Blay, J.Y.; Coindre, J.M.; Bui, B.
Trends in survival for patients with metastatic soft-tissue sarcoma. Cancer 2011, 117, 1049–1054. [CrossRef]

8. Gronchi, A.; Miah, A.B.; Dei Tos, A.P.; Abecassis, N.; Bajpai, J.; Bauer, S.; Biagini, R.; Bielack, S.; Blay, J.Y.; Bolle, S.; et al. Soft tissue
and visceral sarcomas: ESMO-EURACAN-GENTURIS Clinical Practice Guidelines for diagnosis, treatment and follow-up. Ann.
Oncol. 2021. [CrossRef]

9. Cariboni, U.; De Sanctis, R.; Giaretta, M.; Voulaz, E.; Morenghi, E.; Colombo, P.; Novellis, P.; Bottoni, E.; Errico, V.; Crepaldi, A.;
et al. Survival Outcome and Prognostic Factors After Pulmonary Metastasectomy in Sarcoma Patients: A 18-Year Experience at a
Single High-volume Referral Center. Am. J. Clin. Oncol. 2019, 42, 6–11. [CrossRef]

10. Ferguson, P.C.; Deheshi, B.M.; Chung, P.; Catton, C.N.; O’Sullivan, B.; Gupta, A.; Griffin, A.M.; Wunder, J.S. Soft tissue sarcoma
presenting with metastatic disease: Outcome with primary surgical resection. Cancer 2011, 117, 372–379. [CrossRef]

11. Sleijfer, S.; Ouali, M.; van Glabbeke, M.; Krarup-Hansen, A.; Rodenhuis, S.; Le Cesne, A.; Hogendoorn, P.C.; Verweij, J.; Blay, J.Y.
Prognostic and predictive factors for outcome to first-line ifosfamide-containing chemotherapy for adult patients with advanced
soft tissue sarcomas: An exploratory, retrospective analysis on large series from the European Organization for Research and
Treatment of Cancer-Soft Tissue and Bone Sarcoma Group (EORTC-STBSG). Eur. J. Cancer (Oxford, England: 1990) 2010, 46, 72–83.
[CrossRef]

12. Smith, R.; Pak, Y.; Kraybill, W.; Kane, J.M., 3rd. Factors associated with actual long-term survival following soft tissue sarcoma
pulmonary metastasectomy. Eur. J. Surg. Oncol. 2009, 35, 356–361. [CrossRef]

13. Iqbal, N.; Shukla, N.K.; Deo, S.V.; Agarwala, S.; Sharma, D.N.; Sharma, M.C.; Bakhshi, S. Prognostic factors affecting survival in
metastatic soft tissue sarcoma: An analysis of 110 patients. Clin. Transl. Oncol. 2016, 18, 310–316. [CrossRef]

14. Kane, J.M.; Finley, J.W.; Driscoll, D.; Kraybill, W.G.; Gibbs, J.F. The treatment and outcome of patients with soft tissue sarcomas
and synchronous metastases. Sarcoma 2002, 6, 69–73. [CrossRef] [PubMed]

15. Miettinen, M.M.; Antonescu, C.R.; Fletcher, C.D.M.; Kim, A.; Lazar, A.J.; Quezado, M.M.; Reilly, K.M.; Stemmer-Rachamimov, A.;
Stewart, D.R.; Viskochil, D.; et al. Histopathologic evaluation of atypical neurofibromatous tumors and their transformation into
malignant peripheral nerve sheath tumor in patients with neurofibromatosis 1—A consensus overview. Hum. Pathol. 2017, 67,
1–10. [CrossRef] [PubMed]

16. Brooks, J.S.; Freeman, M.; Enterline, H.T. Malignant “Triton” tumors. Natural history and immunohistochemistry of nine new
cases with literature review. Cancer 1985, 55, 2543–2549. [CrossRef]

17. Coindre, J.M. Grading of soft tissue sarcomas: Review and update. Arch. Pathol. Lab. Med. 2006, 130, 1448–1453. [CrossRef]
18. WHO Classification of Tumours Editorial Board. Soft Tissue and Bone Tumours; International Agency for Research on Cancer:

Lyon, France, 2020.
19. Saklad, M. Grading of Patients for Surgical Procedures. Anesthesiology 1941, 2, 281–284. [CrossRef]
20. Neurofibromatosis. Conference statement. National Institutes of Health Consensus Development Conference. Arch. Neurol. 1988,

45, 575–578. [CrossRef]
21. R Development Core Team. R: A Language and Environment for Statistical Computing, 3.6.3; R Foundation for Statistical Computing:

Vienna, Austria, 2010.
22. Rubin, D.B. Multiple Imputation After 18+ Years. J. Am. Stat. Assoc. 1996, 91, 473–489. [CrossRef]
23. Xu, Y.; Xu, G.; Liu, Z.; Duan, J.; Lin, Y.; Zhu, J.; Baklaushev, V.P.; Chekhonin, V.P.; Peltzer, K.; Wang, G.; et al. Incidence and

prognosis of distant metastasis in malignant peripheral nerve sheath tumors. Acta Neurochir. (Wien) 2021, 163, 521–529. [CrossRef]
[PubMed]

24. Miao, R.; Wang, H.; Jacobson, A.; Lietz, A.P.; Choy, E.; Raskin, K.A.; Schwab, J.H.; Deshpande, V.; Nielsen, G.P.; DeLaney, T.F.;
et al. Radiation-induced and neurofibromatosis-associated malignant peripheral nerve sheath tumors (MPNST) have worse
outcomes than sporadic MPNST. Radiother. Oncol. 2019, 137, 61–70. [CrossRef]

25. Watson, K.L.; Al Sannaa, G.A.; Kivlin, C.M.; Ingram, D.R.; Landers, S.M.; Roland, C.L.; Cormier, J.N.; Hunt, K.K.; Feig, B.W.;
Ashleigh Guadagnolo, B.; et al. Patterns of recurrence and survival in sporadic, neurofibromatosis Type 1-associated, and
radiation-associated malignant peripheral nerve sheath tumors. J. Neurosurg. 2017, 126, 319–329. [CrossRef] [PubMed]

26. Stucky, C.-C.H.; Johnson, K.N.; Gray, R.J.; Pockaj, B.A.; Ocal, I.T.; Rose, P.S.; Wasif, N. Malignant peripheral nerve sheath tumors
(MPNST): The Mayo Clinic experience. Ann. Surg. Oncol. 2012, 19, 878–885. [CrossRef]

27. Zou, C.; Smith, K.D.; Liu, J.; Lahat, G.; Myers, S.; Wang, W.-L.; Zhang, W.; McCutcheon, I.E.; Slopis, J.M.; Lazar, A.J.; et al. Clinical,
pathological, and molecular variables predictive of malignant peripheral nerve sheath tumor outcome. Ann. Surg. 2009, 249,
1014–1022. [CrossRef] [PubMed]

28. Anghileri, M.; Miceli, R.; Fiore, M.; Mariani, L.; Ferrari, A.; Mussi, C.; Lozza, L.; Collini, P.; Olmi, P.; Casali, P.G.; et al. Malignant
peripheral nerve sheath tumors: Prognostic factors and survival in a series of patients treated at a single institution. Cancer 2006,
107, 1065–1074. [CrossRef] [PubMed]

http://doi.org/10.1159/000509519
http://www.ncbi.nlm.nih.gov/pubmed/32854101
http://doi.org/10.1016/j.ejca.2018.02.015
http://doi.org/10.1002/cncr.25538
http://doi.org/10.1016/j.annonc.2021.07.006
http://doi.org/10.1097/COC.0000000000000476
http://doi.org/10.1002/cncr.25418
http://doi.org/10.1016/j.ejca.2009.09.022
http://doi.org/10.1016/j.ejso.2008.01.004
http://doi.org/10.1007/s12094-015-1369-9
http://doi.org/10.1080/1357714021000022168
http://www.ncbi.nlm.nih.gov/pubmed/18521331
http://doi.org/10.1016/j.humpath.2017.05.010
http://www.ncbi.nlm.nih.gov/pubmed/28551330
http://doi.org/10.1002/1097-0142(19850601)55:11&lt;2543::AID-CNCR2820551105&gt;3.0.CO;2-4
http://doi.org/10.5858/2006-130-1448-GOSTSR
http://doi.org/10.1097/00000542-194105000-00004
http://doi.org/10.1001/archneur.1988.00520290115023
http://doi.org/10.1080/01621459.1996.10476908
http://doi.org/10.1007/s00701-020-04647-5
http://www.ncbi.nlm.nih.gov/pubmed/33219865
http://doi.org/10.1016/j.radonc.2019.03.015
http://doi.org/10.3171/2015.12.JNS152443
http://www.ncbi.nlm.nih.gov/pubmed/27035165
http://doi.org/10.1245/s10434-011-1978-7
http://doi.org/10.1097/SLA.0b013e3181a77e9a
http://www.ncbi.nlm.nih.gov/pubmed/19474676
http://doi.org/10.1002/cncr.22098
http://www.ncbi.nlm.nih.gov/pubmed/16881077


Cancers 2021, 13, 5115 13 of 13

29. LaFemina, J.; Qin, L.-X.; Moraco, N.H.; Antonescu, C.R.; Fields, R.C.; Crago, A.M.; Brennan, M.F.; Singer, S. Oncologic outcomes
of sporadic, neurofibromatosis-associated, and radiation-induced malignant peripheral nerve sheath tumors. Ann. Surg. Oncol.
2013, 20, 66–72. [CrossRef] [PubMed]

30. Carbonnaux, M.; Brahmi, M.; Schiffler, C.; Meeus, P.; Sunyach, M.P.; Bouhamama, A.; Karanian, M.; Tirode, F.; Pissaloux, D.; Vaz,
G.; et al. Very long-term survivors among patients with metastatic soft tissue sarcoma. Cancer Med. 2019, 8, 1368–1378. [CrossRef]

31. Savina, M.; Le Cesne, A.; Blay, J.Y.; Ray-Coquard, I.; Mir, O.; Toulmonde, M.; Cousin, S.; Terrier, P.; Ranchere-Vince, D.; Meeus, P.;
et al. Patterns of care and outcomes of patients with METAstatic soft tissue SARComa in a real-life setting: The METASARC
observational study. BMC Med. 2017, 15, 78. [CrossRef]

32. Dossett, L.A.; Toloza, E.M.; Fontaine, J.; Robinson, L.A.; Reed, D.; Druta, M.; Letson, D.G.; Zager, J.S.; Gonzalez, R.J. Outcomes
and clinical predictors of improved survival in a patients undergoing pulmonary metastasectomy for sarcoma. J. Surg. Oncol.
2015, 112, 103–106. [CrossRef]

33. Canter, R.J.; Qin, L.X.; Downey, R.J.; Brennan, M.F.; Singer, S.; Maki, R.G. Perioperative chemotherapy in patients undergoing
pulmonary resection for metastatic soft-tissue sarcoma of the extremity: A retrospective analysis. Cancer 2007, 110, 2050–2060.
[CrossRef]

34. Chudgar, N.P.; Brennan, M.F.; Munhoz, R.R.; Bucciarelli, P.R.; Tan, K.S.; D’Angelo, S.P.; Bains, M.S.; Bott, M.; Huang, J.; Park,
B.J.; et al. Pulmonary metastasectomy with therapeutic intent for soft-tissue sarcoma. J. Thorac. Cardiovasc. Surg. 2017, 154,
319–330.e311. [CrossRef]

35. Blackmon, S.H.; Shah, N.; Roth, J.A.; Correa, A.M.; Vaporciyan, A.A.; Rice, D.C.; Hofstetter, W.; Walsh, G.L.; Benjamin, R.; Pollock,
R.; et al. Resection of pulmonary and extrapulmonary sarcomatous metastases is associated with long-term survival. Ann. Thorac.
Surg. 2009, 88, 877–884; discussion 875–884. [CrossRef] [PubMed]

36. Basile, G.; Mattei, J.C.; Alshaygy, I.; Griffin, A.M.; Catton, C.N.; Chung, P.W.; Shultz, D.B.; Razak, A.R.A.; Demicco, E.G.; Ferguson,
P.C.; et al. Curability of patients with lymph node metastases from extremity soft-tissue sarcoma. Cancer 2020, 126, 5098–5108.
[CrossRef] [PubMed]

37. Younger, E.; Husson, O.; Asare, B.; Benson, C.; Judson, I.; Miah, A.; Zaidi, S.; Dunlop, A.; Al-Muderis, O.; van Houdt, W.J.; et al.
Metastatic Soft Tissue Sarcomas in Adolescents and Young Adults: A Specialist Center Experience. J. Adolesc. Young Adult Oncol.
2020, 9, 628–638. [CrossRef] [PubMed]

38. Martin, E.; Coert, J.H.; Flucke, U.E.; Slooff, W.-B.M.; Ho, V.K.Y.; van der Graaf, W.T.; van Dalen, T.; van de Sande, M.A.J.; van
Houdt, W.J.; Grünhagen, D.J.; et al. A nationwide cohort study on treatment and survival in patients with malignant peripheral
nerve sheath tumours. Eur. J. Cancer (Oxford, England: 1990) 2020, 124, 77–87. [CrossRef] [PubMed]

39. Williams, L.A.; Moertel, C.L.; Richardson, M.; Marcotte, E.L. Incidence of second malignancies in individuals diagnosed with
malignant peripheral nerve sheath tumors. J. Neurooncol. 2020, 147, 701–709. [CrossRef]

40. Le Guellec, S.; Decouvelaere, A.-V.; Filleron, T.; Valo, I.; Charon-Barra, C.; Robin, Y.-M.; Terrier, P.; Chevreau, C.; Coindre, J.-M.
Malignant Peripheral Nerve Sheath Tumor Is a Challenging Diagnosis: A Systematic Pathology Review, Immunohistochemistry,
and Molecular Analysis in 160 Patients From the French Sarcoma Group Database. Am. J. Surg. Pathol. 2016, 40, 896–908.
[CrossRef]

http://doi.org/10.1245/s10434-012-2573-2
http://www.ncbi.nlm.nih.gov/pubmed/22878618
http://doi.org/10.1002/cam4.1931
http://doi.org/10.1186/s12916-017-0831-7
http://doi.org/10.1002/jso.23961
http://doi.org/10.1002/cncr.23023
http://doi.org/10.1016/j.jtcvs.2017.02.061
http://doi.org/10.1016/j.athoracsur.2009.04.144
http://www.ncbi.nlm.nih.gov/pubmed/19699915
http://doi.org/10.1002/cncr.33189
http://www.ncbi.nlm.nih.gov/pubmed/32910462
http://doi.org/10.1089/jayao.2020.0010
http://www.ncbi.nlm.nih.gov/pubmed/32379517
http://doi.org/10.1016/j.ejca.2019.10.014
http://www.ncbi.nlm.nih.gov/pubmed/31760312
http://doi.org/10.1007/s11060-020-03478-9
http://doi.org/10.1097/PAS.0000000000000655

	Introduction 
	Materials and Methods 
	Patient Population 
	Variables 
	Statistical Analysis 

	Results 
	Differences in Synchronous and First Metachronous Metastases 
	Risk Factors for the Development of Metachronous Metastatic Disease in Primary MPNST 
	Risk Factors for Overall Survival in Metastatic MNPST 

	Discussion 
	Risk Factors for the Development of Metastatic Disease in Primary MPNST 
	Risk Factors for Overall Survival in Metastatic MNPST 
	Treatment of Metastatic MPNST 
	Strengths and Limitations 

	Conclusions 
	References

