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Introduction:-
Solitary fibrous tumor (SFT) is a rare spindle cell neoplasm originally described by Klemperer and Rabin in 1931 as
a pleural based lesion. [1]

Due to this location, SFTs were thought to be of mesothelial origin. However, subsequent ultrastructural and
immunohistochemical studies have shown the neoplastic cells to be fibroblastic or myofibroblastic in nature [2, 3]

Cases occurring outside the pleura have been reported in virtually all organs, including soft tissues, upper respiratory
tract, ovary, orbit, liver, and retroperitoneum [4, 5, 6, 7].

We report an unusual case, because skin localization is extremely rare, and also because the evolution was marked
by several recurrences.

Case Report:
A 49-year-old mediteranian man, with no particular medical history, presented with a dorso-lumbar cutaneous mass
evolving since 06 months.

The examination found an oval brown mass, measuring 8 cm in diameter, firm, adherent but painless. (Figure 1)
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Figure 1:- Aspect of the tumor.

MRI showed the existence of an oblong formation of the superficial soft tissues, sitting on the right side of the
lumbar spine, measuring 68 x 64 x 40 mm, well limited, heterogeneous containing areas of necrosis and septas,

intensifying after injection of contrast product.

This process comes into contact with the left transversalis fascia without invading the fat or erector muscle of the
lumbar spine (figure 2).

Figure 2:- MRI showing an oblong formation of the superficial soft tissue.

The tumor’s excision was performed, and its histopathological nature was defined: it was a solitary fibrous tumor
(figure 3)
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The patient was lost, because he lived far from the hospital.

One year later, he presented with a local tumor recurrence, it sat at the surgical scar, it was a subcutaneous mass
identical to the previous lesion: firm, painless and adherent to both superficial and deep plans (figure 4).

Figure 4:- First recurrence on surgery scar.

MRI shows the same pictures as before: a median lumbar tissue tumor, subcutaneous, oval, well limited, spreading
from L2 to L5 and measuring 85mm height and 63mm wide. It was heterogeneous and intensely enhancing.

This mass infiltrated the overlying skin and respects the deep musculo-aponevrotic floor.
A surgical revision was decided and the histopathological exam shows a proliferation of spindle cells CD 34 +.

Six months later, the tumor has recurred again, the patient had a tumor excision for the third time, the wide wood
loss was covered by a skin graft.

The surgery was followed by radiotherapy.
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Unfortunatly, the tumor has recurred another time, and it was the last time, because the patient is dead four months
after.

Discussion:-
Solitary fibrous tumors are rare tumors initially described in the pigs by Klemperer in 1931 as "localized fibrous
mesotheliomas™ [1].

In the literature, we find several terminologies for fibrous solitary tumors [8, 9] using in particular "mesothelioma”,
fibrous mesothelioma, localized mesothelioma, submesothelial fibroma, serous cavities’ primary tumor, localized
fibrous tumor.

Extrathoracic TFS accounts for approximately 0.6% of soft tissue tumors and occurs equally in both genders [8]
Clinically, it is a progressively larger, well-limited lesion occurring between 30 and 70 years of age [5, 10].

Some systemic signs (which disappear after tumor removal) have been described as arthralgia or osteoarthropathy as
well as hypoglycaemia, which would be related to an insulin growth factor secretion (IGF) by the tumor [8, 10].

These tumors are characterized by their great morphological variability. Neverthless, two architectural profiles

predominate:

1. The compact fusocellular appearance where the tumor cells are arranged according to a storiform architecture,
fibrosarcomatous, neural or a little bit anyhow (patternless pattern)

2. the hemangiopéricytaire aspect where the tumor vessels appear anastomosed and typically branched in deer
antlers.

At low magnification there is typically an alternation of hypercellular and hypocellular zones separated from each
other by thick hyaline collagen keychains. These collagen bands are responsible for the macroscopic multinodular
appearance of the tumor. Presence of stellate areas of dense collagen with peripheral palisades of nuclei. Myxoid
rearrangements and areas of diffuse fibrosis are not uncommon.

At high magnification, fusiform cells have a scanty cytoplasm and wavy or circumflex nuclei as in neurofibromas or
schwannomas. Chromatin is often faded, pale, and there may be intranuclear cytoplasmic inclusions. Epithelioid-like
polygonal cells and / or multinucleate giant cells of osteoclastic type can also be observed.

The vascularization is marked hemangiopericy. Foci of hypercellularity can be observed in benign SFT as well as
islets of mature adipose tissue. [9, 11, 13, 14, 15, 16]

Immunohistochemistry is important for the diagnosis of solitary fibrous tumors. CD34 labeling is strongly positive,
showing diffuse cytoplasmic reactivity in 75-100% of cases, according to the studies, making it one of the most
reliable markers. [13, 17, 18] . CD99 and Bcl2 are expressed in 50% of cases. Immunolabeling with beta-catenin and
p53 has also been reported. [19, 20, 21, 22]

Some series report the focal expression of estrogen-progestogen receptors by tumor cells as a risk factor favoring
recurrence after surgical excision. Smooth muscle actin is generally not expressed by tumor cells, despite the
supposed (myo) fibroblastic histogenesis [23]. This contradiction is explained by the fact that there appear to be
four different (myo) fibroblastic phenotypes, one of which does not express actin. [24].

20-30% of cases are variably positive for EMA and Bcl2. Focal reactivity to PS100, cytokeratin, and / or desmin has
occasionally been reported. [15]

Regarding the clinical course, fibrous solitary tumors are usually benign tumors.For extrapleural tumors, recurrences
and metastases seem rare. [17]

The risk factors for malignancy are invasive surgical margins, pejorative histological elements, a mitotic index
greater than four mitoses per ten fields at 400-fold magnification, the presence of necrotic or hemorrhagic zones, a
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cellular pleiomorphism and a high cell density. [10, 25, 26, 27, 28]. As well as a size larger than 10 cm, however,
about 60% of benign cases have at least one of these criteria [9]

The p53, basic fibroblast growth factor (bFGF) and Ki67 markers would be more frequently positive in malignant
cases, and the level of p53 would be correlated with the degree of malignancy which would make it a diagnostic
marker but also a prognostic one. [29, 30]

The treatment of choice is the surgical excision which must be wide; however no consensus indicating the margins
of excision of this type of tumor has been found in the literature. [5]

The solitary fibrous tumor remains a rare tumor, there is no real evaluation of adjuvant treatments [31, 32]

In this patient, considering the surgical difficulties, it was proposed a complementary irradiation. Radiological
responses after radiotherapy for primary tumors or recurrence have also been reported. [33, 34]

Radiotherapy of solitary fibrous tumors has been rarely described, but its reported efficacy in cases of recurrence
allows it to be used in cases where surgical excision alone would be considered insufficient

Regular and prolonged monitoring of these tumors is necessary [35]. In our case, we decided to do a monthly
monitoring the first quarter, then every three months the first year and every six months the second year, then once a
year. This surveillance is essentially clinical.

Conclusion:-
SFT extrathoracique is often aggressively malignant tumour with a poor prognosis, which is likely to recur even
after a surgical treatment and radiotherapy.

Références:-

1. Klemperer P, Rabin CB. Primary neoplasm of the pleura: a report of five cases. Arch Pathol 1931; 11:385-412.

2. Mentzel T, Bainbridge TC, Katenkamp D. Solitary fibrous tumor: clinicopathological, immunohistochemical
and ultrastructural analysis of 12 cases arising in soft tissues, nasal cavity and nasopharynx, urinary bladder and
prostate.Virchows Arch 1997; 430:445-453].

3. Nielsen GP, O’Connell JX, Dickersin GR, et al. Solitary fibrous tumor of soft tissue: a report of 15 cases,
including 5 malignant examples with light microscopic, immunohistochemical and ultrastructural data. Mod
Pathol 1997;20:1028-1037.

4. Deriot J-B, Ledoux-Pilon A, Pilon F, Ravel A, Dechelotte P, Rigal D, et al. Tumeur fibreuse solitaire de
I’orbite : une cause inhabituelle d’exophtalmie unilatérale : a propos d’un cas avec revue de le littérature. J Fr
Ophtalmol 2005;28(9): 999—1005.

5. Bachmeyer C, Langman B, Anciaux-le Teno D, Laurette F, Terrier P. Tumeur fibreuse solitaire du cou. Rev
Med Interne 2004;25:675—84.

6. Ounaies A, Ouni A, Moussa A, Halila M, Salem B, Jemni M. La tumeur fibreuse solitaire rétropéritonéale : a
propos de deux observations. Prog Urol 2005;15:1128—31.

7. Val-Bernal JF, Figols J, Gomez-Roman JJ. Incidental localized (solitary) epithelial mesothelioma of the
pericardium:case report and literature review. Cardiovasc Pathol 2002;11:181—5.

8. Goodlad JR, Fletcher CDM. Solitary fibrous tumour arising at unusual sites : analysis of a series.
Histopathology 1991; 19: 515-22.

9. Vallat-Decouvelaere AV, Dry S, Fletcher CDM. Atypical and malignant solitary fibrous tumors in
extrathoracic locations: evidence of their comparability to intrathoracic tumors. Am J Surg Pathol 1998; 22:
1501-11.

10. Gold JS, Antonescu CR, Hajdu C, Ferrone CR, Hussein M, Lewis JJ, et al. Clinicopathologic correlates of
solitary fibrous tumours. Cancer 2002;94:1057—68

11. El-Naggar AK, Ro JY, Ayala AG et al. Localized fibrous tumor of the serosal cavities : immunohistochemical,
electron-microscopic, and flow-cytometric DNA study. Am J Clin Pathol 1989 ; 92 : 561-5.

12. Hasegawa T, Matsuno Y, Shimoda T et al. Extrathoracic solitary fibrous tumors : their histological variability
and potentially aggressive behavior. Human Pathol 1999 ; 30 : 1464-73.

963



ISSN: 2320-5407 Int. J. Adv. Res. 10(09), 959-964

13.

14,

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

217.

28.

29.

30.

3L

32.

33.

34.

35.

Hanau C, Miettinen M. Solitary fibrous tumor : histological and immunohisto - chemical spectrum of benign
and malignant variants presenting at different sites. Human Pathol 1995 ; 26 : 440-9.

Suster S, Nascimento AG, Miettinen M et al. Solitary fibrous tumors of soft tis - sue : a clinicopathologic and
immunohistochemical study of 12 cases. Am J Surg Pathol 1995 ; 19 (11) : 1257-66.

Yang XJ, Zheng JW, Ye WM, Wang YA, Zhu HG, Wang LZ, Zhang ZY. Malignant solitary fibrous tumors of
the head and neck: A clinicopathological study of nine consecutive patients. Oral Oncol. 2009 Aug;45(8):678-
82

Hayashi Y, Uchiyama N, Hayashi Y, Nakada M, Iwato M, Kita D, Higashi R, Hirota Y, Kai Y, Kuratsu J,
Hamada J. A reevaluation of the primary diagnosis of hemangiopericytoma and the clinical importance of
differential diagnosis from solitary fibrous tumor of the central nervous system. Clin Neurol Neurosurg. 2009
Jan;111(1):34-8.

Chan JKC. Solitary fibrous tumour : everywhere, and a diagnosis in vogue. Histopathology 1997 ; 31 : 568-76.
Hasegawa T, Hirose T, Seki K et al. Solitary fibrous tumor of the soft tissue : animmunohistochemical and
ultrastructural study. Am J Clin Pathol 1996 ; 106 : 325- 31.

Chilosi M, Facchetti F, Dei Tos AP et al. Bcl-2 expression in pleural and extrapleural solitary fibrous tumours.
J Pathol 1997 ; 181 : 362-7.

Stomeo F, Padovani D, Bozzo C, Pastore A. Laryngeal solitary fibrous tumour. Auris Nasus Larynx. 2007
Sep;34(3):405-8. This article on PubMed

JF Graadt van Roggena, PCW Hogendoorna. Solitary fibrous tumour: the emerging clinicopathologic spectrum
of an entity and its differential diagnosis. Current Diagnostic Pathology. 2004;10:229-235

Patrick Saint-Blancard, Didier Monchy, Claude Dumurgier. Tumeur fibreuse solitaire de la vessie. Presse Med.
2006; 35: 1835-8. This article on PubMed

Wat SY, Sur M, Dhamanaskar K. Solitary fibrous tumor (SFT) of the pelvis. Clin Imaging. 2008 Mar-
Apr;32(2):152-6. This article on PubMed

Ouazzani A, Delrée P, De Saint Aubain N, Ceuterick M, Boudaka W. Tumeur fibreuse solitaire maligne de la
paroi abdominale chez un homme. Ann Chir Plast Esthet. 2008 Dec;53(6):517-20. This article on PubMed

JF Graadt van Roggena, PCW Hogendoorna. Solitary fibrous tumour: the emerging clinicopathologic spectrum
of an entity and its differential diagnosis. Current Diagnostic Pathology. 2004;10:229-235.

Magdeleinat P, Alifano M, Petino A, Le Rochais JP, Dulmet E, Galateau F, et al. Solitary fibrous tumors of the
pleura: clinical characteristics, surgical treatment and outcome. Eur J Cardiothorac Surg 2002;21:1087-93.
England DM, Hochholzer L, McCarthy MJ. Localized benign and malignant fibrous tumors of the pleura. A
clinicopathologic review of 223 cases Am J Surg Pathol 1989;13:640-58.

Brunnemann RB, Ro JY, Ordonez NG, Mooney J, EI-Naggar AK, Ayala AG. Extrapleural solitary fibrous
tumor: a clinicopathologic study of 24 cases. Mod Pathol 1999;12:1034-42.

Gengler C, Guillou L. Solitary fibrous tumour and haemangiopericytoma: evolution of a concept.
Histopathology 2006;48:63—74.

Yokoi T, Tsuzuki T, Yatabe Y et al. Solitary fibrous tumour : significance of p53 and CD34 immunoreactivity
in its malignant transformation. Histopathology 1998 ; 32 : 423-32.

Sun 'Y, Naito Z, Ishiwata T, MaedSun Y, Naito Z, Ishiwata T, Maeda S, Sugisaki Y, Asano G. Basic FGF and
KI-67 proteins useful for immunohistological diagnostic evaluations in malignant solitary fibrous tumor. Pathol
International 2003;53:284—90.

Cranshaw IM, Gikas PD, Fisher C, Thway K, Thomas JM, Hayes AJ. Clinical outcomes of extra-thoracic
solitary fibrous tumours. Eur J Surg Oncol 2009;35:994-8.

Robinson LA. Solitary fibrous tumor of the pleura. Cancer Control 2006;13:264-9. 21] Park MS, Araujo DM.
New insights into the hemangiopericytoma/solitary fibrous tumor spectrum of tumors. Curr Opin Oncol
2009;21:327-31

Saynak M, Bayir-Angin G, Kocak Z, Oz-Puyan F, Hayar M, Cosar-Alas R, et al. Recurrent solitary fibrous
tumor of the pleura: significant response to radiotherapy. Med Oncol 2010;27:45-8.

Kawamura S, Nakamura T, Oya T, Ishizawa S, Sakai Y, Tanaka T, et al. Advanced malignant solitary fibrous
tumor in pelvis responding to radiation therapy. Pathol Int 2007;57:213-8.

Vimi S, Punny VA, Kaveri H, Rekha K. An aggressive solitary fibrous tumor with evidence of malignancy: a
rare case report. Head Neck Pathol. 2008;2:236-241.

964



