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Abstract

Background: Alveolar Soft Part Sarcoma (ASPS) is a rare, slow-growing, but highly vascular soft tissue sarcoma,
characterised by a high rate of metastases at presentation. Although imaging features of the primary are well
described, less detail is available on the imaging pattern of metastatic ASPS. The EORTC 90101 (CREATE) study
assessed the efficacy of Crizotinib in patients with metastatic ASPS and presents a unique opportunity to describe
the imaging phenotype of primary and metastatic ASPS, based on prospectively collected imaging.

Methods: A retrospective review of the staging CT scans of 32 patients with ASPS from the CREATE study was
undertaken and the imaging features of primary and metastatic disease were assessed.

Results: Imaging of the primary tumour was available in 7/32 cases (28%). All primary tumours demonstrated
marked vascularity with prominent feeding vessels (7/7, 100%). The most frequent sites of metastases included lung
(30/32, 94%), nodal (7/32, 22%), bone (5/32, 16%) and muscle/subcutaneous (5/32, 16%). Features of
hypervascularity were identified at all sites, more appreciable in the lungs, with feeding vessels frequently
demonstrated in pulmonary metastases (21/32, 66%).

Conclusion: Analysis of imaging from the CREATE cohort of patients with metastatic ASPS demonstrates that
metastases from ASPS are predominantly hypervascular and demonstrate feeding vessels comparable to primary
ASPS, suggesting potential sensitivity of this rare sarcoma for antivascular/antiangiogenic treatment approaches.
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Introduction
Alveolar Soft Part Sarcoma (ASPS) is a rare soft tissue
tumour accounting for less than 1% [1] of soft tissue sar-
comas. It most commonly occurs in younger patients be-
tween 15 and 35 years with a slight female preponderance
[2]. It frequently arises in the lower extremities [3] but
may also arise from the trunk and retroperitoneum and,
in younger children, the orbit and tongue [4]. It is a rela-
tively slow growing tumour, associated with minimal

clinical symptoms [5] characterised by a high rate of me-
tastases at presentation [6].
Imaging is essential for assessing the primary tumour

and extent of metastatic spread. Whilst the radiological
features of primary ASPS have been described with com-
puter tomography (CT) and magnetic resonance (MR) in
serial case reports, comparatively less information is avail-
able on the imaging characteristics of the metastases. The
European Organisation for Research and Treatment of
Cancer (EORTC) recently conducted a prospective, multi-
centre Phase II trial (EORTC 90101; NCT01524926-
Cross-tumoral Phase 2 with Crizotinib, CREATE)
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evaluating crizotinib in an independent cohort of patients
with locally advanced and metastatic ASPS [7]. The base-
line imaging data (iCREATE) from these centrally con-
firmed ASPS cases presents a unique opportunity to
describe the imaging features of metastatic disease from
this very rare sarcoma subtype.

Material and methods
Patient selection
The original CREATE cohort of patients with centrally
confirmed histological diagnosis of ASPS consisted of 53
patients. The full protocol with study inclusion and ex-
clusion criteria related are available as part of the pub-
lished CREATE trial manuscript [7]. Imaging performed
immediately prior to study entry (baseline images) were
unavailable from the referring institutions for 15 (28%)
of these patients. The images for the remaining 38 (72%)
patients were submitted from the EORTC to the Royal
Marsden for evaluation. A minimum imaging dataset of
a contrast-enhanced CT scan of the thorax, abdomen
and pelvis was required for inclusion. Thirty-two (60%)
patients fulfilled this criterion and were included in the
iCREATE imaging database.

Image evaluation
The anonymised CT images of patients from the CREA
TE database were uploaded onto our institution’s Picture
Archiving and Communication System (PACS) and held
on a protected server for the duration of the review. Im-
ages were reviewed independently by two radiologists
and the imaging case report forms (CRFs) identifying
the relevant radiological features were completed.

Evaluated parameters of primary and metastatic disease
included site, size, presence of increased vascularity,
feeding vessels, calcification, necrosis, haemorrhage and
irregular margins. Hypervascularity was defined relative
to skeletal muscle. Assessment of metastatic bone dis-
ease assessment was limited to documentation of pheno-
type (lytic, sclerotic, mixed) and presence/absence of a
soft tissue component.

Statistical analysis
Categorical data were summarized using frequency and
percentage. For continuous variables the range and me-
dian were reported. (IBM SPSS Statistics for Windows,
IBM, Armonk, USA).

Results
Patient demographics
The iCREATE cohort consisted of 14 females and 18
males, with a median age of 30 years (range: 16–69 years;
interquartile range 24–37 years).

Imaging of primary ASPS
Imaging of the primary tumour on CT was available for
7/32 (22%) patients. Primary sites included the trunk (2/
7), retroperitoneum/pelvis (1/7) and extremities (4/7).
Mean tumour size was 6.4 cm (range 1.7–14.0 cm). All
primary tumours demonstrated increased vascularity
with tortuous feeding vessels (Figs. 1, 2). Necrosis was
present in 5/7 cases (Fig. 2). Well-defined tumour mar-
gins were demonstrated in 4/7 primary tumours. Calcifi-
cation in the primary mass was demonstrated in 1/7

Fig. 1 Intramuscular lower limb primary ASPS in a 16 year old female patient. Post contrast coronal (a) and axial (b) CT images demonstrate
hypervascularity of the primary tumour. Feeding vessels at the upper and lower poles (a, black arrows) as well as circumferential vessels (b, white
arrows) are present. Small volume necrosis is seen centrally (b, white asterisk)
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cases. Haemorrhage was not of a feature of any of the
primary masses imaged.

Imaging of metastatic ASPS lesions
As per inclusion criteria of the CREATE trial, all patients
within our cohort had at least one site of metastasis. A
single site was confirmed in 16/32 patients, 11/32 patients
had two sites, 2/32 patients had three sites, 2/32 patients
had 4 sites and 1/32 patient had 5 sites. Table 1 outlines
the sites and imaging features of metastatic disease.
The most common metastatic site was the lung, with

30/32 patients (94%) having pulmonary metastases.
These metastases demonstrated imaging features akin to
those recognised in primary ASPS, namely, hypervascu-
larity and prominent feeding vessels (Fig. 3).

Haemorrhage and calcification were not observed in
sites of metastatic disease.
Intracranial imaging was not performed or not avail-

able for all patients. Within our cohort, brain metastases
where identified in 2/32 patients (6%). Pre-and post con-
trast CT in these patients confirmed marked hypervas-
cularity with little necrosis (Fig. 4).
With regard to intrabdominal metastases, liver and

splenic metastases were observed most commonly in 6/32
patients (19%) and renal and adrenal metastases in 4/32
(13%). Hyperenhancement was observed in hepatic and
renal metastases (Figs. 5 and 6).
Lymph node metastases were identified in 7/32 pa-

tients (22%), with 5 mediastinal metastases and 1 medi-
astinal with pelvic side-wall. All nodes demonstrated
necrosis and hypervascularity, (Fig. 7) with prominent
feeding vessels identified in 4/7 (57%).
Intramuscular (4/ 32, 13%) and subcutaneous metasta-

ses (1/32, 3%) were also featured. Metastases in these lo-
cations were characterised by hypervascularity with
demonstrable feeding vessels (Fig. 8). The pattern of dis-
tant bone metastases (5/32, 13%) in our cohort was var-
ied with lytic, mixed lytic and sclerotic and sclerotic-
only metastasis appreciated (Fig. 9). Soft tissue compo-
nents were observed in 3/5 cases (60%).

Discussion
ASPS is characterised by a high rate of metastases, which
can be present at diagnosis or occur during follow-up [8,
9] Whilst the imaging features of primary ASPS have
been well described, less is known with regards to the
imaging appearances of metastases. With 85% of patients
developing metastases at any anatomic site up to 20
years after initial presentation, knowledge of these im-
aging appearances is useful for diagnosis, surveillance
and further management.
Histopathological assessment of ASPS demonstrates

marked tumour vascularity [10] with cytogenetic analysis
showing upregulation of genes associated with angiogen-
esis [11]. These findings are concordant with the radio-
logical appearance of primary ASPS. On angiography the
presence of enlarged vessels with appearances suggestive
of arteriovenous malformations have previously been de-
scribed [12]. On MRI peri-lesional vessels with signal
flow voids suggesting rapid blood flow, as well as central
hypervascularity have also been demonstrated [13, 14].
High flow feeding and draining vessels have also been il-
lustrated [15], occasionally assisting in differentiating
this tumour from other sarcomas. Analysis of the im-
aging available for this prospective cohort confirms CT
findings of primary ASPS in this group are consistent
with those of primary ASPS described in the literature,
namely, the presence of feeding vessels (100% of pa-
tients) and increased enhancement (100%).

Fig. 2 Primary ASPS within the pelvis in a pelvic 22 year old female
(a) and intra-abdominal primary ASPS in a 24 year old male (b) patient.
Post contrast axial (a) and coronal (b) CT demonstrates large tortuous
feeding vessels at the periphery of both tumours (black arrows) with
marked tumour hypervascularity. Although there is significant mass
effect, both masses demonstrate well defined borders with no evidence
of local invasion
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Table 1 Summary of imaging features of metastatic ASPS lesions
Total Number
of patients,
n = 32

N (%) Number of lesions Size
range,
(mean) cm

Feeding
vessel
n (%)

Hyper-
vascular
n (%)

Well-
defined
n (%)

Haemorrhage
n (%)

Necrosis
n (%)

Calcification
n (%)

1 to 5 6 to 9 > 10

Site

Pulmonary 30 (94) 2 7 23 0.2–5.8 (1.8) 21 (70) 25 (83) 28 (93) 0 (0) 11 (37) 0 (0)

Brain/CNS 2 (6) 1.3–2.1 (1.7) 1 (50) 2 (100) 2 (100) 0 (0) 1 (50) 0 (0)

Visceral

Liver 3 (9) 3 1.1–4.1 (2.2) 1 (33) 1 (33) 3 (100) 0 (0) 2 (67) 0 (0)

Spleen 3 (9) 3 1.5–5 (3.0) 0 (0) 0 (0) 3 (100) 0 (0) 3 (100) 0 (0)

Renal 2 (6) 2 2.1–3.5 (2.6) 0 (0) 1 (50) 2 (100) 0 (0) 1 (50) 0 (0)

Adrenal 2 (6) 2 2.4–3 (2.7) 0 (0) 1 (50) 2 (100) 0 (0) 2 (100) 0 (0)

Nodal

Mediastinal 6 (19) 2 3 1.6–9.1 (3.1) 4 (60) 4 (67) 5 (83) 0 (0) 6 (100) 0 (0)

Pelvic 1 (3) 1 2.1 (2.1) 0 (0) 0 0 (0) 0 (0) 0 (0) 0 (0)

Subcutaneous 1 (3) 1 1.4 (1.4) 1 (100) 1 (100) 1 (100) 0 (0) 0 (0) 0 (0)

Intramuscular 4 (13) 4 1.4–4.3 (6.7) 4 (100) 4 (100) 4 (100) 0 (0) 0 (0) 0 (0)

Bone

Metastases 5 (16)

Soft tissue 3 (9)

Lytic 2 (6)

Sclerotic 1 (3)

Mixed 2 (6)

Fig. 3 Pulmonary metastatic disease in ASPS. Post contrast axial CT in a 22 year old female (a) demonstrates a hyperdense right lower lobe
pulmonary metastasis (a, black asterisk) which is almost isodense to the pulmonary vasculature. Post contrast CT in a 51 year old male (b) and a
29 year old male (c) shows prominent feeding vessels to multiple pulmonary metastases (b,c white arrows). Despite the small size of the
metastases, intratumoural vessels can also be observed as in this post contrast CT of a 24 year old male patient (d, white arrowhead)
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Pulmonary metastases in our cohort were usually mul-
tiple with 75% of patients having more than 10 lesions.
Within the original cohort, 47.9% of patients had re-
ceived previous therapy prior to enrolment on the trial,
confirming the difficulties in treating ASPS. Imaging fea-
tures included contrast hyperenhancement (greater than

skeletal muscle) in 83% (25/30 patients), whilst clearly
defined feeding vessels were identified in 70% of cases
(21/30). Studies by Portera et al. (2001) have commented
on similar findings in pulmonary metastases with Choi
et al 2000 [16] describing dilated tubular structures within
the pulmonary masses which they suggest may represent

Fig. 4 Pre and post contrast CT of the brain in a 33 year old female (a & b). White matter low attenuation is appreciated in the right parietal lobe
in keeping with vasogenic oedema . Following contrast there is markedly avid enhancement (b) confirming intraparenchymal metastasis. Pre and
post contrast axial CT of a 31 year old male (c & d) patient also demonstrates a similar morphology with avid peripheral enhancement of a left
occipital lobe metastasis (d)

Fig. 5 Hepatic metastases in a patient with alveolar soft part sarcoma. Biphasic CT (liver window) demonstrates marked arterial
hyperenhancement of lesions in Segment III and V (a, white arrows). These demonstrate rapid washout in the portal venous phase (b, black
arrows) in keeping with hypervascular metastases
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vascular engorgement. Similar to previous ASPS series
[17], other features of pulmonary involvement such as
lymphangitis carcinomatosis were not observed.
Metastases to the brain have been described more

commonly in ASPS [18, 19] than in other sarcomas, with
an incidence of between 15 to 43% [20]. Neurologically
stable patients with intracranial metastases were consid-
ered eligible for inclusion in CREATE, provided that
they were not receiving steroids or additional contraindi-
cated therapy [21]. The European Society for Medical
Oncology/European Sarcoma Network Working Group
suggests cranial imaging as part of the workup for ASPS
[22]. However, having observed that brain metastases

only occur in the context of metastatic disease and never
in the absence of lung metastases, Portera et al. 2001
suggest that cranial imaging should be employed in
symptomatic patients only. This observation is sup-
ported further by Kayton et al [23] and Malouf 2019
[24]. Although this is consistent with our findings, inter-
pretation in our series is limited as intracranial imaging
was only performed in 3/32 patients.
Metastatic, hyperattenuating lymph nodes were identi-

fied in 7/32 cases (22%) and necrosis within these patho-
logical nodes was common (6/7; 86%), even in smaller
lesions. The incidence of nodal involvement reported in
the literature varies from 7 to 10% [25] to 75% [21].

Fig. 6 Adrenal (a) and renal (b) metastases in a 21 year old female with alveolar soft part sarcoma. Portal venous phase contrast enhanced axial
(a) and sagittal (b) CT demonstrates a lobulated, hyperenhancing right adrenal metastasis (a, white arrow) with central necrosis. The enhancing,
right lower pole renal metastasis (b, black arrow) shows minimal necrosis

Fig. 7 Contrast enhanced axial CT in three patients with nodal metastases from primary ASPS (a-c). Left hilar nodal tissue in a 31 year old male
patient demonstrates high attenuation with prominent central vessels (a, white arrow). Feeding vessels are demonstrated alongside and within
nodal disease in a 37 year old male patient (b, black arrow). Metastatic mediastinal nodal disease in a 28 year old female (c) demonstrates marked
central necrosis, however peripheral hypervascularity is still appreciated (c, black arrowheads)
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Fig. 8 Intramuscular and subcutaneous metastases from ASPS. Post contrast axial (a) and sagittal CT (b) in a 21 year old female with an
intramuscular metastasis (a & b, white arrows) demonstrates a large feeding vessel (a & b, black arrows). Post contrast axial CT in this 28 year old
female patient demonstrates markedly hyperenhancing subcutaneous metastasis (c white arrowhead) inferior to the xiphisternum. Again a small
feeding vessel is appreciated (c, thick white arrow)

Fig. 9 Bone metastases in two patients with alveolar soft part sarcoma. Axial CT of the pelvis on bone windows demonstrates multiple lytic
metastases in this 69 year old male patient (a, black arrows). Coronal CT of the abdomen on bone windows in a 31 year old male patient
demonstrates mixed sclerotic/lytic metastasis (b, white arrow) with associated with vertebral body collapse
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Nodal metastases itself is a distinct feature of ASPS, with
nodal involvement rarely observed in most other sarcoma
subtypes. In addition the increased vascularity observed in
relation to these nodal metastases in our cohort may repre-
sent an additional distinctive feature of ASPS metastases.
The presence of feeding vessels was less pronounced

in metastatic disease involving solid abdominal viscera
but these lesions remained hyperenhancing. Bone and
soft tissue deposits were the third most common site of
metastases. Appearances were variable with no defining
features. Intramuscular and subcutaneous metastases
unsurprisingly had features that closely resembled the
primary tumour in all cases.
Primary ASPS has been described as containing calcifi-

cation seen microscopically [26] and on plain film [27].
However, calcification was only observed within bone
metastases and not at other sites of metastases. Haemor-
rhage at metastatic sites was also a notably absent fea-
ture; which was which was remarkable given the
vascularity associated with imaged metastases.
Genetic profiling of patients with ASPS has demon-

strated an upregulation of factors involved in angiogen-
esis such as Hypoxia-Inducible factor 1α, Tyrosine
Kinase and Vascular Endothelial Growth Factor (VEGF)
[28]. This upregulation of angiogenesis in ASPS has been
associated with specific genetic translocations including
over expression of the MET receptor. Targeted inhib-
ition of this abnormal, overexpressed MET receptor with
crizotinib has produced promising results within the
CREATE trial. The employment of targeted molecular
therapy has also led to positive outcomes with cediranib
(an inhibitor of vascular endothelial growth factor recep-
tor tyrosine kinases) as part of the CASPS trial [29]. Rec-
ognition and characterisation of these angiogenic
features on imaging may offer an additional formal
method of evaluating treatment response; not only quan-
titatively but also in terms vascularity of the primary
tumour and its metastases.
Characterisation of the features of metastatic ASPS has

value at diagnosis as many patients present with meta-
static disease. Furthermore, in patients with previously
resected tumour, metastasis can occur many years after
resection. We have observed hypervascular metastases
that have feeding vessels in the majority of cases, most
commonly associated with pulmonary deposits.

Conclusion
Imaging review of metastases from ASPS of patients
within the CREATE study demonstrates that metastases
are frequently hypervascular 94% (30/32) with promin-
ent feeding vessels, most consistently defined in pulmon-
ary metastases in 70% (21/30). These image findings in
metastatic disease mirror previously described im-
aging appearances of primary ASPS in the literature.

Acknowledgements
The CREATE trial was sponsored by EORTC and supported by Pfizer. We
thank the involved patients and their families for participating in this study.
We thank the EORTC Headquarters team, investigators, nurses, and other
study staff for their contributions to this trial. We are grateful to Pfizer for
supporting CREATE, an independent EORTC study. We also want to thank
the trial steering committee members: Patrick Schoffski, Agnieszka Wozniak
and Sandrine Marreaud.
We acknowledge National Health Service funding to the National Institute
for Health Research (https://www.nihr.ac.uk/) Biomedical Research Centre,
Clinical Research Facility in Imaging and the Cancer Research Network. This
report is independent research funded by the National Institute for Health
Research. The views expressed in this publication are those of the author (s)
and not necessarily those of the National Health Service, the National
Institute for Health Research or the Department of Health.

Authors’ contributions
All the authors have contributed significantly and have approved the
manuscript.

Funding
We acknowledge National Health Service funding to the National Institute
for Health Research (https://www.nihr.ac.uk/) Biomedical Research Centre,
Clinical Research Facility in Imaging and the Cancer Research Network.
The CREATE trial was sponsored by EORTC and supported by Pfizer.

Availability of data and materials
The data that support the findings of this study are available from “EORTC
data sharing” but restrictions apply to the availability of these data, which
were used under license for the current study, and so are not publicly
available. Data are however available from the authors upon reasonable
request and with permission of “EORTC data sharing”.

Ethics approval and consent to participate
Ethical approval was obtained for the CREATE study (ClinicalTrials.gov
identifier NCT01524926), which was conducted in accordance with the
Declaration of Helsinki, International Conference on Harmonisation- Good
Clinical Practice and participating country and institution regulations.

Consent for publication
Yes, all patient data has been anonymised.

Competing interests
The CREATE trial was sponsored by EORTC and supported by Pfizer.

Author details
1Department of Radiology, The Royal Marsden Hospital, London, UK. 2Soft
Tissue and Bone Sarcoma Group, European Organisation for Research and
Treatment of Cancer Headquarters, Brussels, Belgium. 3Department of
General Medical Oncology and Department of Oncology, KU Leuven, Leuven
Cancer Institute, University Hospitals Leuven, Leuven, Belgium. 4The Institute
of Cancer Research, London, UK.

Received: 22 January 2020 Accepted: 27 September 2020

References
1. Enzinger FM, Weiss SW. Alveolar soft part sarcoma in Soft tissue tumors. 4th

ed. St. Louis: Mosby Press; 2002. p. 1509–21.
2. Ordonez NG. Alveolar soft part sarcoma: a review and update. Adv Anat

Pathol. 1999;6:125–39.
3. Pennacchioli E, Fiore M, Collini P, et al. Alveolar soft part sarcoma: clinical

presentation, treatment, and outcome in a series of 33 patients at a single
institution. Ann Surg Oncol. 2010;17(12):3229–33.

4. Kim HS, Lee HK, Weon YC, et al. Alveolar soft-part sarcoma of the head and
neck: clinical and imaging features in five cases. Am J Neuroradiol. 2005;
26(6):1331–5.

5. Lieberman PH, Brennan MF, Kimmel M, et al. Alveolar soft-part sarcoma. A
clinico-pathologic study of half a century. Cancer. 1989;63(1):1–13.

Mcaddy et al. Cancer Imaging           (2020) 20:79 Page 8 of 9

https://www.nihr.ac.uk/
https://www.nihr.ac.uk/
http://clinicaltrials.gov


6. Portera CA Jr, Ho V, Patel SR, et al. Alveolar soft part sarcoma: clinical course
and patterns of metastasis in 70 patients treated at a single institution.
Cancer. 2001;91(3):585–91.

7. Schöffski P, Wozniak A, Kasper B, et al. Activity and safety of crizotinib in
patients with alveolar soft part sarcoma with rearrangement of TFE3:
European Organization for Research and Treatment of Cancer (EORTC)
phase II trial 90101 ‘CREATE’. Ann Oncol. 2017;29(3):758–65.

8. Ogura K, Beppu Y, Chuman H, et al. Alveolar soft part sarcoma: a single-center
26-patient case series and review of the literature. Sarcoma. 2012;2012.

9. Jaber OI, Kirby PA. Alveolar soft part sarcoma. Arch Pathol Lab Med. 2014;
139(11):1459–62.

10. McCarville MB, Muzzafar S, Kao SC, et al. Imaging features of alveolar soft-
part sarcoma: a report from Children's oncology group study ARST0332. AJR
Am J Roentgenol. 2014;203(6):1345–52.

11. Lazar AJ, Das P, Tuvin D, et al. Angiogenesis-promoting gene patterns in
alveolar soft part sarcoma. Clin Cancer Res. 2007;13(24):7314–21.

12. Suh JS, Cho J, LeeS., et al. Alveolar soft part sarcoma: MR and angiographic
findings. Skelet Radiol. 2000;29(12):680–9.

13. Li X, Ye Z. Magnetic resonance imaging features of alveolar soft part
sarcoma: report of 14 cases. World J Surg Oncol. 2014;12(1):36.

14. Cui JF, Chen HS, Hao DP, et al. Magnetic resonance features and
characteristic vascular pattern of alveolar soft-part sarcoma. Oncol Res Treat.
2017;40(10):579–84.

15. Viry F, Orbach D, Klijanienko J, et al. Alveolar soft part sarcoma—radiologic
patterns in children and adolescents. Pediatr Radiol. 2013;43(9):1174–81.

16. Choi JI, Goo JM, Seo JB, et al. Pulmonary metastases of alveolar soft-part
sarcoma: CT findings in three patients. Korean J Radiol. 2000;1(1):56–9.

17. Sood S, Baheti AD, Shinagare AB, et al. Imaging features of primary and
metastatic alveolar soft part sarcoma: single institute experience in 25
patients. Br J Radiol. 2014;87(1036):20130719.

18. Ogose A, Morita T, Hotta T, et al. Brain metastases in musculoskeletal
sarcomas. Jpn J Clin Oncol. 1999;29(5):245–7.

19. Salvati M, Cervoni L, Caruso R, et al. Sarcoma metastatic to the brain: a
series of 15 cases. Surg Neurol. 1998;49(4):441–4.

20. Ahn SH, Lee JY, Wang KC, et al. Primary alveolar soft part sarcoma arising
from the cerebellopontine angle. Childs Nerv Syst. 2014;30:345–50.

21. EORTC Study Protocol: Cross-tumoral phase 2 clinical trial exploring
crizotinib (PF-02341066) in patients with advanced tumors induced by
causal alterations of ALK and/or MET ("CREATE") http://www.eortc.be/
services/doc/protocols/90101v10.0.pdf.

22. The European Sarcoma Network Working Group; Soft tissue and visceral
sarcomas: Clinical Practice Guidelines for diagnosis, treatment and follow-
up, Ann Oncol, Volume 25, Issue suppl_3, 2014, Pages iii102–iii112, https://
doi.org/10.1093/annonc/mdu254.

23. Kayton ML, Meyers P, Wexler LH, et al. Clinical presentation, treatment, and
outcome of alveolar soft part sarcoma in children, adolescents, and young
adults. J Pediatr Surg. 2006;41(1):187–93.

24. Malouf GG., Beinse G., Adam J., et al. (2019). Brain metastases and place of
Antiangiogenic therapies in alveolar soft part sarcoma: a retrospective
analysis of the French sarcoma group. The oncologist, theoncologist-2018.

25. Lieberman PH, Foote FW, Stewart FW, et al. Alveolar softpart sarcoma.
JAMA. 1966;198:1047–51.

26. Evans HL. Alveolar soft-part sarcoma. A study of 13 typical examples and
one with a histologically atypical component. Cancer. 1985;55(4):912–7.

27. Lorigan JG, O'Keeffe FN, Evans HL, et al. The radiologic manifestations of
alveolar soft-part sarcoma. Am J Roentgenol. 1989;153(2):335–9.

28. Stockwin LH, Vistica DT, Kenney S, et al. Gene expression profiling of
alveolar soft-part sarcoma (ASPS). BMC Cancer. 2009;9:22.

29. Judson I, Morden JP, Kilburn L, et al. Cediranib in patients with alveolar soft-
part sarcoma (CASPS): a double-blind, placebo-controlled, randomised,
phase 2 trial. Lancet. 2019.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Mcaddy et al. Cancer Imaging           (2020) 20:79 Page 9 of 9

http://www.eortc.be/services/doc/protocols/90101v10.0.pdf
http://www.eortc.be/services/doc/protocols/90101v10.0.pdf
https://doi.org/10.1093/annonc/mdu254
https://doi.org/10.1093/annonc/mdu254

	Abstract
	Background
	Methods
	Results
	Conclusion

	Introduction
	Material and methods
	Patient selection
	Image evaluation
	Statistical analysis

	Results
	Patient demographics
	Imaging of primary ASPS
	Imaging of metastatic ASPS lesions

	Discussion
	Conclusion
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

