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RESUMEN

El tumor fibroso solitario es una entidad bien establecida, co-
munmente localizada en la pleura, aungue recientemente se
ha descrito en otras localizaciones, incluyendo laregion de ca-
bezay cuello, en donde se presenta como unalesion bien cir-
cunscrita y de crecimiento lento. Debido a su baja frecuencia
se puede confundir con otras neoplasias de estaérea, por lo que
las caracteristicas microscopicas, ultraestructurales y de
inmunohi stoquimi caayudan aestabl ecer su diagnostico. El pro-
nostico esta relacionado con la localizacion y el tamafio del
tumor. Se presenta un caso en unamujer de 20 afios de edad,
localizado en laregién parotidea con protrusién a cavidad oral,
de crecimiento rgpido y con un tamafio de 10x8.5x5.5cm, bien
circunscrita, y con caracteristicas histolégicas benignas e
inmunoreactividad para CD34.

Palabras clave: Tumor fibroso, paratid.

INTRODUCCION

El tumor fibroso solitario (TFS) esunaneoplasiapoco frecuen-
te, descritapor primeravez en 1931 por Klemperer y Rabin en
lapleura, y € cua habitualmente se asociaasuperficies serosas
(2). Enlaactualidad se han reportado numerosos casos de TFS
en sitios extrapleurales, tales como mediastino, pericardio,
retroperitoneo, pulmaon e higado. En laregion de cabezay cue-
[lo se hadescrito en sitios no rel acionados con cavidades serosas,
tales como meninges, fosainfratemporal, rbita, cavidad nasal
y senos paranasales, nasofaringe, cavidad oral, glandulas
salivales, tiroides, tejido peritiroideo, faringe, espacio
parafaringeo y epiglotis (1,2). El TFS se presenta con mayor
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frecuencia entre laterceray sexta décadas de lavida, sin tener
predileccion por género (1,3- 6). La histogenesis del TFS no
estabien definida, yaque aunque inicialmente se pensd que era
de origen mesotelial (Stout 1950), estudios ultraestructuralesy
de inmunohistogquimica sugieren un origen mesenquimal, por
mostrar el tumor altareactividad paraestefenotipoy negatividad
aantigenos epiteliales (1-3,7). Algunos autores mencionan que
€l prondstico de esta entidad se basa en lalocalizacion, tamafio
y caracteristicas histol dgicas del tumor, tales como el aumento
delacelularidad, pleomorfismo, ato indice de mitosis, presen-
ciade necrosisy hemorragia, |0s que se consideran pardmetros
de malignidad(1,2,5).

En este trabajo se reporta un caso de TFS extrapleural localiza-
do enlaregion de cabezay cuello en unamujer joven, en el que
se discute su dificultad diagnostica, patron histopatoldgico e
inmunohistoquimico, asi como su conducta biol égica.

CASO CLINICO

Muijer de 20 afios de edad, con antecedente de nddulo subcuté-
neo en laregién retroauricul ar derechade un afio de evolucién,
asintomatica, la que fue extirpada seis meses antes en otrains-
titucion sin realizarle estudio histopatolégico. La paciente se
presenta con aumento de volumen en regiodn parotidea derecha,
lacua produce protrusion acavidad oral, aproximadamente de
6 cm de diametro, asintomatica. La tomografia axial
computarizada mostré una masa que se proyecta sobre la re-
gion delafosa pterigomaxilar del 1ado derecho que comprime
y desplaza a espacio parafaringeo de la porcién posterior y
medial. Se observo bien circunscrita, extendiéndose a pal adar
duro, fosainfratemporal y obliterando parcialmente el antro
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Fig. 1. TAC que demuestra unamasa bien delimitada que produce expansion y
desplazamiento de estructuras adyacentes.

CAT shows a well-defined tumoral massthat produces expansion and displaces
adjacent structures.

Fig. 2. BAAF que muestra un grupo de células fusiformesy células dispersas
en unafondo de aspecto mixoide (Papanicolau x100)

Fine needle aspiration biopsy showing a group and isolated fusiform cells
scattered on a myxoid background (Papanicolau x100)

L.‘::f X2 g

Fig. 3. Pieza quirdrgica. Superficie de corte predominantemente sdlida, con
areas periféricas hemorrégicas.

Surgical specimen. Predominantly solid cut surfacewith peripheral hemorrhagic
areas.
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Fig. 4. Areas hipercelulares de células fusiformes en patrén desordenado, zo-
nas de aspecto hemangiopericitoide y fondo levemente mixoide (H.E. x100).
Hypercellular areas composed of spindle cells and hemangiopericytoid-like
areas over a dightly myxoid background (H.E. x100).

Fig. 5. Célulastumoralesy endotelio vascular altamente positivos paraCD 34
(x400).
Highly positive CD34 tumoral cells and vascular endothelium (x400).

maxilar, sin mostrar evidenciadeerosion (Figural). Enlabiop-
sia por aspiracion se obtiene material con abundantes células
de escaso citoplasma, con nicleos aargados, regulares y
cromatinafina, dispuestas en pegquefios gruposy sueltas, en un
fondo mixoide, lo cual fue considerado compatible con adenoma
pleomorfo (Figura 2).

Se realiz6 parotidectomia superficial derechay reseccion de
tumor anivel delafosainfratemporal. Lapiezaquirdrgicacon-
sistié en dos nddulos, el mayor de forma oval, color blanco, de
consistenciafirme que midi6 10x8.5x5.5 cm. Al corte se obser-
vO de aspecto fibroso, solido, aternando con &reas de tipo
mucoide y zonas periféricas hemorrégicas. El nédulo menor
midio 1.8 cm de diametro, y presento las mismas caracteristi-
casqueel primero (Figura3). Laglandulapardtidaresecadano
mostré cambios macroscopicos sugestivos de lesion.
Microscopicamente, el tumor estuvo constituido por células
epitelioides ovales, con citoplasma palido y nlcleos alargados
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hipercrométicos, distribuidas en un estromalevemente mixoide,
alternando con areas hipercelulares, cuyas células eran de as-
pecto fusiforme, hipercrométicas con nuicleos vesicul0sos con
marcada atipiay nucleol os pequefios ocasionales. Estas zonas
alternan con &reas hialinizadas, mostrando un patrén vascular
de aspecto hemangiopericitoide (Figura 4). El estudio de
inmunohistoquimica revel intensa positividad para CD34 a
nivel citoplasmético (Figura5), asi como paravimentina. La
proteina S-100, querating, desminay p53 fueron negativas. Lo
anterior confirmo el diagndstico de TFS. La paciente recibié
radioterapia postoperatoria de 65 Gy a la zona afectada, y un
afio después se encuentra sin actividad tumoral.

(o777 /7874 CMI0E0 17257/ apos
Localzacio
30 9 4
Genero: Hombres 19 Mujeres 24 RH:M 1:12
Edad: 20— 83 anos Media52.8
Tamaii o: 08— 10cm Media2.7 cm
Circunscrito: 33 NR 10

Tablal. Caracteristicasgeneralesdeloscasosreportadosde TFSdelaregion
oral y maxilofacial

Basado en referencias (1, 3-5, 7, 9, 12-15, 18)

* NR. No referido

DISCUSION

El TFS es una neoplasia rara en la region de cabeza y cuello,
de crecimiento lento, bien circunscrita'y con bgjo indice de
recurrencia. Laedad de presentacion estaentrelos 30y 70 afios,
sin predileccion por género. Los sintomas bésicamente estan
relacionados con lalocalizacion y el tamafio delalesién, y ha
bitualmente se resuelven con su extirpacion (1,8,9). En cabeza
y cuello esta lesidn reviste gran interés, ya que a no compro-
meter alguna estructura importante en su etapa inicial puede
pasar desapercibida, acanzado asi un tamafio considerable o
invasion a estructuras vecinas, 1o que hace dificil en muchas
ocasiones su extirpacion completa. En latabla 1 se presentan
las caracteristicas clinicas sobresalientes de los casos previa-
mente reportados de TFS en cavidad oral y region maxilofacia
El caso aqui presentado alcanz6 un tamafio de 10 cm, provo-
cando dolor por compresion. Los casos reportados a nivel de
cavidad oral han sido de menor tamafio, |o que podriaexplicar-
se por las dimensiones propias de la cavidad oral y la
sintomatol ogia temprana que se presenta por interferir con las
funciones de esa region, lo que difiere con otras regiones de
cabezay cuello, tal como cavidad nasal, donde se han reporta-
do casos de hasta 7cm, en los que el principa sintoma es obs-
truccién nasal y rinorrea (9) . En laregion de cabezay cuello
estos volimenes son habituales en neoplasias malignas y en
algunas lesiones benignas con largo tiempo de evolucion. La
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invasion a estructuras adyacentes es importante porque esta si-
tuacion puede provocar la extirpacién incompleta del tumor.
En nuestro caso, a ser bien circunscrito su extirpacién fue com-
pleta en ambos nddulos.

Uno de los aspectos mas importantes |o constituye e diagnés-
tico diferencial de esta lesion, tanto a nivel clinico como
histopatol 6gico. En el presente caso la primera consideracion
diagnosticaclinicafue de adenoma pleomorfo versus un tumor
mixto maligno, por encontrarse el tumor en laregion parotidea
asi como por €l tiempo referido de evolucion que fue de seis
mesesy el antecedente de extirpacién previa de unalesién en
estazona. Estas posibilidades diagndsticas fueron apoyadas por
la BAAD, la que se consideré compatible con adenoma
pleomorfo. Con respecto al TFS, son pocos son los reportes por
BAAD descritosen laliteratura, y lamayoria de estos han sido
descritos en pleura. En un reporte de 6 casos presentado por
Clayton et al (10), incluyendo uno extrapleural y dos malignos,
estos autores describen las siguiente caracteristicas citol dgicas:
fondo poco hemorrégico y escasas células inflamatorias, célu-
las poligonales y fusiformes predominantemente en un patron
en céulas individuales con nucleos ovales o redondos, cito-
plasma fino, cromatina finamente granular y uniforme. Esta
descripcidn es muy parecidaalo que se observaen el adenoma
pleomorfo por BAAD (11). En estos casos resulta muy dificil
establecer el diagndstico de TFS por BAAD, ya que la varie-
dad citol 6gicadel tumor y su presentacién en parétida, frecuen-
temente llevan a diagnostico de adenoma pleomorfo u otras
entidades con caracteristicas citoldgicas similares en otras lo-
calizaciones (4,5,10,12). Clayton et a (10), a igual que otros
autores, enfatizan laimportanciadel corte histopatol gico para
el diagndstico definitivo.

Macroscopicamenteel TFS sedescribe como unaneoformacion
bien circunscrita, no encapsulada, de superficie externalisade
color blanco, con éreas tranducidas y consistencia firme, tal
como se observo en este caso (1-3,12,13), pero también con
caracteristicas macroscOpicas muy similares a adenoma
pleomorfo, aungque en la mayoria de las ocasiones esta entidad
esta con relacion a la glandula y se pueden observar varios
nodulos. En €l presente caso ambos nddulos se encontraban
inmersos en los tejidos blandos sin relacion alguna con € teji-
do glandular.

En 1997 Chan (2) propuso como esenciales |os siguientes cri-
terios diagndsticos para el tumor fibroso solitario: que seacir-
cunscrito, la presencia de éreas hipercelulares alternando con
zonas esclerdticas hipocel ulares, aspecto inocente, aspecto fu-
siforme corto, células ovoides con escaso citoplasma pobre-
mente definido, pocas mitosis (<4/10 campos de alto poder),
células a argadas dispuestas en forma desordenada, fasicular o
estoriformey entrel azadas intimamente con fibras de col geno,
lo que coincide con lo descrito por otros autores (1,2,11-16).
Como hallazgos secundarios, se pueden encontrar calcificacio-
nes, cuerpos de psammoma, asi como areas focales con cam-
bios mixoides ( 2,17).

L osestudiosde inmunohi stoquimicaayudan aestablecer €l diag-
nostico. Las células ovoidales de aspecto epitelioide no expre-
san proteina S100, desmina, citoqueratinao EMA. El anticuer-
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po CD34 es intensamente positivo en la mayoria de los estu-
diosreportados, y para Chan (2) esun criterio necesario. Aun-
gue para algunos autores no es considerado asi, este hallazgo
esun apoyo fundamental parael diagnostico de TFS extrapleural
(3,7,12,15,18).

La presencia de &reas sarcomatosas (hipercelularidad, atipia
nuclear, pleomorfismo y mas de 4 mitosis/10 campos de alta
resolucion) dentro del TFStipico, o € desarrollo de un sarco-
maen el mismo sitio donde se presento un TFS, son dos condi-
ciones satisfactorias como criterios de malignidad, aunque al-
gunos autores no estan de acuerdo y basicamentelo consideran
cuando hay recurrenciay metastasis a distancia (2,7,16). El
reporte de malignidad en pleuraesdel 23%, pero estacaracte-
risticaenlostumores extrapleuralesesrara(9-11). Nuestro caso
presento caracteristicas clinicas e histoldgicas malignas y be-
nignas como atipianuclear y pleomorfismo, crecimiento rel ati-
vamenterapido y gran tamafio, y asu vez estuvo bien delimita-
doy careci6 de mitosis.

En un trabajo realizado por Yokoi et al (16) en 10 casos, estos
autores encontraron que el TFS maligno puede ocurrir de novo
0 por transformacion a partir de una lesion benigna o de bajo
grado y puede estar asociado con mutacion en p53 'y que a pe-
sar que la proteina CD34 es el marcador usual para este tumor,
no logra mantenerse esta expresion en los tumores de alto gra-
do, ya que ellos encontraron positividad de esta proteina en
TFS maligno de bajo grado y grado intermedio y negatividad
paralos de alto grado. Hanau y Miettinen reportaron en un es-
tudio de 29 TFS, tres casos malignos sin especificar grado,
positivosparaCD34. (7) Nuestro caso presentd altapositividad
para CD34 y negatividad parap53, por |o que, basandonos en
lo reportado por laliteratura, nosotros consideramos que puede
tratarse de una neoplasia maligna de bajo grado (7,16).

El diagnostico diferencial del TFS en cabezay cuello debe ha-
cerse con fibrosarcoma, histiocitoma fibroso maligno o benig-
no, metéstasis de mesoteliomamaligno, hemangiopericitomay
tumoresdelavainanerviosabenignosy malignos(2,8,11,15,18).
Sin embargo, en lamayoria delos casos €l patron morfol 6gico
y los hallazgos de inmunohistoquimica permiten descartar es-
tas neoplasias. Asi, el histiocitoma fibroso presenta un patrén
estoriforme y marcado pleomorfismo celular con positividad
para S100, que también es positivo para |os tumores benignos
y malignos delavainanerviosaen los cual es se pueden presen-
tar areas mixoides (2,17,18)

El tratamiento de el eccion parael TFS eslareseccion quirdrgi-
cacompleta. Algunos autores han reportado resultados favora-
bles con quimioterapia y radioterapia después de cirugia en
caso de resecciones incompletas (9,15). El tumor fibroso soli-
tario puede recurrir después de muchos afios, por lo quela re-
seccion completa esel factor prondstico masimportante (8,11).
El comportamiento biol6gico del TFS esimpredecible, ya que
el 23% delos TFSen pleurahan manifestado agresividad (1,15,
18). Algunos autores consideran que lainvasion, recurrenciay
las metastasis a distancia pueden estar relacionadas con €l ta-
mario del tumor, la hipercelularidad, €l incremento de mitosis,
pleomorfismo e historia de hemorragia (8).
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CONCLUSION

El TFS en cavidad oral y region maxilofacial a pesar ser poco
frecuente, es una entidad a considerar en el diagnéstico dife-
rencial de las|esiones que pueden presentar caracteristicas cli-
nicas e histoldgicas similares, de las que se debe diferenciar
mediante estudios de inmunohistoquimica. El pronostico del
TFSen cabezay cuello esreservado por |0s pocos casos repor-
tados hasta la fecha, pero se debe basar en la localizacion y
tamafio delaneoplasia. El rdpido crecimiento, larecurrenciay
las metastasis, son factores determinantes para considerarlo
maligno.

ENGLISH

Solitary fibrous tumor of the
parotid region. Report of a
case and review of the
Literature

SuArez-Roa ML, Ruiz-Goboy-Rivera LM, MeNEses GARciA A,
GRANADOS-GARCIA M, MosQUEDA-TAYLORA. SOLITARY FIBROUS
TUMOR OF THE PAROTID REGION. REPORT OF A CASE AND REVIEW OF
THE LITERATURE. MED ORAL 2003;9:82-8.

SUMMARY

Solitary fibrous tumor is a well-recognized entity that most
commonly involves the pleura; however, it has been recently
described in other locationsincluding the head and neck region,
where it occurs as a slowly growing and well-circumscribed
lesion. Dueto itslow frequency it may be confused with other
neoplasms, and for this reason microscopic, ultrastructural and
immunohistochemical features are necessary to establish its
diagnosis. Prognosis of this tumor depends on its location and
size. We present a20-year-old woman with awel |l circumscribed,
rapidly enlarging solitary fibrous tumor located in the parotid
region, which protruded into the oral cavity, measured 10x 8.5
x 5.5 cm and exhibited benign histol ogical featuresand positive
immunoreactivity to CD34.

Key words: Fibrous tumor, parotid.

INTRODUCTION

Solitary fibroustumor (SFT) isarare neoplasm, first described
by Klemperer and Rabin in 1931 in the pleura, which usually
tends to be located in serosal surfaces (1). At present, there are
numerous reports of cases of SFT located in extrapleural sites,
such as mediastinum, pericardium, retroperitoneum, lung and
liver. Inthe head and neck it has been described in sitesunrel ated
to serosal cavities, such asmeninges, infratemporal fossa, orbit,
nasal cavity, paranasal sinuses, nasopharynx, oral cavity, salivary
glands, thyroid, perithyroid soft tissue, pharynx, parapharyngeal
space and epiglottis (1,2). SFT occurs more frequently around
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thethird to the sixth decades of life, with no gender predilection
(1,3-6). Histogenesis of SFT is not well established, and
although it was initially considered by Stout (1950) a
mesothelial neoplasm, ultrastructural and immunohistochemical
studies suggest a mesenchymal origin, as this tumor express
high reactivity for this phenotype and shows negative results
for epithelial antigens (1-3,7). Some authors consider that
prognosisisdependent on location, sizeand histological features
of the tumor, as an increase in cellularity, presence of
pleomorphism, high mitotic index, necrosis and hemorrhage
are considered parameters of malignancy (1,2,5).

In thisarticle we describe a case of extrapleural SFT located in
the head and neck region of ayoung woman, inwhich diagnostic
difficulty, histopathologic and immunohistochemical patterns
and biologic behavior are discussed.

CASE REPORT

A 20-year-old woman presented with a one-year history of an
asymptomatic subcutaneous nodule located in the right retro
auricular region, which she referred to have been surgically
excised six months before admission without having performed
ahistopathological analysis. On admission, the patient presented
with an asymptomatic tumoral growth located in the right
parotid region, which was approximately 6 cm in diameter and
protruded into the oral cavity. CAT disclosed a mass that was
located on the right pterigomaxillary fossa region, which
compressed and displaced the parapharyngeal space on its
medial and posterior areas. The lesion appeared well
circumscribed, extending into the hard pal ate and infratemporal
fossa and partially abliterated the maxillary sinus, with no
evidence of bony erosion (Fig. 1). On fine needle aspiration
biopsy there were numerous cells with scant cytoplasm, regu-
lar elongated nuclei with fine chromatin, which were scattered
individually and in small groups over a myxoid background,
and for this reason it was considered as compatible with a
pleomorphic adenoma (Fig. 2).

Right superficial parotidectomy and tumor resection from the
infratemporal fossawas performed. Surgical specimen consisted
intwo nodules, thelargest of which waswhite, ovoidal, firmin
consistency and measured 10 x 8.5 x 5.5 cm. On section it
appeared solid and fibrous, alternating with mucoid areas and
peripheral hemorrhagic zones. The smaller nodule measured
1.8 cm in diameter and showed features similar to those
described for thelarger one (Fig. 3). Theresected parotid gland
showed no macroscopic changes suggestive of lesion.
Microscopically, the tumor was composed by oval epithelioid
cellswith pale cytoplasm and el ongated hyperchromatic nuclei,
which were scattered in a dightly myxoid stroma, aternating
with hypercellular areas containing hyperchromatic fusiform
cells with vesiculous nuclei that exhibited marked atypia and
occasional small nucleoli. Theseareasalternated with hyalinized
areas showing a vascular pattern with hemangiopericytoid
aspect (Fig. 4). Immunohistochemical study showed intense
cytoplasmic positivity for CD34 (Fig. 5) and vimentin. S-100
protein, cytokeratin, desmin and p53 were negative. These
findings confirmed the diagnosis of SFT. The patient received
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65 Gy of postoperative radiotherapy to the affected zone, and
after oneyear sheisalive without evidence of tumoral activity.

@/ cany Nasz/ czmmy awrer sies
Ky
30 9 4
Gender: Male 19 Female 24 M:F 1:12
Age: 20— 83years Mean: 52.8
Size: 08— 10cm Mean: 2.7 cm
Circumscribed: 33 NR 10

Table 1. Clinical featuresof reported cases of S=T of the oral and maxillofacial
regions

Based on references 1, 3, 4,5,7, 9, 12, 13, 14, 15, 18

* NR: Not referred

DISCUSSION

SFT of the head and neck region isarare, slowly growing and
well-circumscribed neoplasm that possesses a low rate of
recurrence. Age of occurrence ranges from 30 to 70 years with
no gender predilection. Symptoms are usualy related to the
site of location and size of the lesion, and these tend to resolve
with its surgical excision (1,8,9). This lesion is particularly
important when located in the head and neck, as in its early
stage it does not compromise any important structure and
therefore may not be clinically evident until it reaches a consi-
derable size or invades adjacent structures, which sometimes
makes difficult its complete removal. Table 1 showsthe salient
clinical features of the previously reported SFT of the oral and
maxillofacial regions.

The present case reached 10 cm in size and caused pain dueto
compression. Previously reported casesarisingintheoral cavity
have been smaller, which may be explained because of the nor-
mal dimensionsof theoral cavity and the early symptomatol ogy
conseguent to theinterference with the normal functions of that
anatomic region, which differs from other regions of the head
and neck, such as nasal cavity, where there have been cases
measuring up to 7 cm, in which the main symptoms are nasal
obstruction and rhinorrea (9). These large sizes are commonly
seen in malignant neoplasms of the head and neck and also in
somelong-standing benign lesions. Invasion to adjacent structures
is important because this situation may produce incomplete
removal of the tumor. As our case was well circumscribed in
both nodules, surgical excision was complete.

One of the most important aspectsof SFT isitsdifferential diag-
nosis, both clinical and histopathologic. In the present case the
first clinical diagnostic possibility was a pleomorphic adenoma
or malignant mixed tumor, which was considered because of
the location of the lesion in the parotid region, the six-month
evolution time and the antecedent of aprevioussurgical excision
of alesion inthe same area. These diagnostic possibilitieswere
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supported by the fine needle aspiration biopsy (FNAB) results,
which were compatible with a pleomorphic adenoma. In this
respect, there are only few SFT cases studied by FNAB that
have been reported in the literature, and most of them have
occurred in the pleura. In a report of six cases presented by
Clayton et al (10), which included one extrapleural and two
malignant lesions, these authors described the following
cytological features: mild hemorrhagic background with scant
inflammatory cells, polygonal and fusiform cells with oval to
round nuclei, fine cytoplasm, uniform and finely granular and
uniform chromatin. Thisdescriptionisvery similar to that found
for pleomorphic adenoma in FNAB (11). In these cases it is
very difficult to establish the diagnosis of FST based solely on
FNAB, asits cytological variety and its parotid location very
often lead to diagnose a pleomorphic adenoma or any of the
lesions that share cytological features in other locations
(4,5,10,12). Clayton et al (10), as well as other authors
emphasi ze theimportance of histopathology for definitive diag-
nosis.

Macroscopically, SFT has been described as a firm, non-
encapsulated but well circumscribed neoformation, with smooth
white surface and translucent aress, asit occurred in the present
case (1-3,12,13), but also it may share macroscopic features of
apleomorphic adenoma, although this neoplasm developsfrom
salivary gland tissue and may be multinodular. In the present
case the two nodules were immersed into the soft tissues and
were not related to glandular tissue.

In 1997 Chan (2) proposed as essential criteriafor diagnosis of
SFT: to be circumscribed, the presence of hypercellular areas
alternating with hypocellular sclerotic foci, bland appearance,
short spindly or plump cells with poorly defined scant
cytoplasm, few mitotic figures (<4/10 high power fields) and
haphazard, storiform or fascicular arrangement of spindle cells
intimately intermingled with collagen fibrils, which is in
accordance with thefindings described by other authors(1,2,11-
16). As secondary findings, there may be calcification,
psammoma bodies and focal areas of myxoid changes (2,17).
Immunohistochemical studies help to establish the diagnosis.
Epithelioid-like plump cells do not express S-100 protein,
desmin, cytokeratin or EMA. CD 34 antibody is intensely
positive in most of the reported studies, and for Chan (2) it is
one of the essential criteriafor diagnosis of SFT. Despite some
other authors do not consider it a necessary finding; CD 34
positivity is helpful for diagnosis of SFT in extrapleural sites
(3,7,12,15,18).

The presence of sarcomatoid areas (hypercellularity, nuclear
atypia, pleomorphism and more than 4 mitotic figures/10 HPF)
within atypical SFT, or development of a sarcomain the same
sitewherea SFT occurred before aretwo conditionsthat satisfies
the criteriaof malignancy; however, some authors disagreewith
this, and they consider SFT as malignant when there is
recurrence and distant metastasis(2,7,16). Malignancy hasbeen
reported in 23% of pleural cases, but thisfeaturein extrapleural
tumorsisrare (9-11). Our case showed both clinical benign and
malignant features, such as nuclear atypia and pleomorphism,
relatively rapid growth and large size, but it was well
circumscribed and there were no mitotic figures.
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In astudy of 10 cases by Yakoi et a (16), these authors found
that malignant SFT may occur de novo or as malignant
transformation of a previously benign or low-grade lesion, and
that it may be associated with p53 mutation, and that in spite
CD34 is the usual immunohistochemical marker for this tu-
mor, its expression does not persist in high grade tumors, as
these authors found that this protein was positive only in low
and intermediate grade malignant SFT but was negative in the
high grade neoplasms. In astudy of 29 casesreported by Hanau
and Miettinen (7), these authors found three cases of malignancy,
positive for CD34, but they did not specified their grade. Our
case showed strong positivity for CD34 and was negative for
p53 and therefore, on the basis of the findings previously
reported, led usto consider it asalow grade malignant neoplasm
(7,16).

Differential diagnosis of SFT of the head and neck includes
fibrosarcoma, malignant or benign fibrous histiocytoma,
metastatic malignant mesothelioma, hemangiopericytoma and
benign and malignant nerve sheath tumors (2,8,11,15,18).
However, in most of the cases the morphologic pattern and the
immunohistochemical findings allow to exclude these
neoplasms. Hence, fibrous histiocytoma exhibits a storiform
pattern and marked cellular pleomorphism with positivity for
S-100 protein, which is also positive for benign and malignant
nerve sheath tumors, in which there may be also myxoid areas
(2,17,18).

Thetreatment of choicefor SFT iscomplete surgical resection.
Someauthors have reported favorabl e resultswith postoperative
chemotherapy and radiotherapy after surgery in cases whith
incompleteresection (9,15). SFT may recur after several years,
and therefore complete resection is the most important
prognostic factor (8,11). The biologic behavior of SFT is
unpredictable, as 23% of pleural tumors have been aggressive
(1,15,18). Someauthorsconsider that invasion, recurrence and
distant metastases may berelated to tumor size, hypercellularity,
increased number of mitosis, pleomorphism and history of
hemorrhage (8).

CONCLUSION

In spite of being aninfrequent tumor in the oral and maxillofacial
regions, SFT hasto be included in the differential diagnosis of
those lesions that share similar clinical and histopathological
features, from which it has to differentiate by means of
immunohistochemical studies.

Prognosis of SFT of the head and neck is reserved, due to the
small number of casesreported to date, and it hasto bebased in
the location and the size of the neoplasm. Rapid growth,
recurrence and metastasi s are determinant factorsto consider it
as malignant.

BIBLIOGRAFIA/REFERENCES

1. Rayappa CS, McArthur PD, Gandopadhyay KA. Solitary fibrous tumor of
the infratemporal fossa. J Laryngol Otol 1996;110: 594-7

2. Chan JKC. Commentary. Solitary fibrous tumour—everywhere, and a diag-
nosisin vogue. Histopathology 1997;31:568-76

3. Stringfellow HF, Khan FR, Sissons MC, Path MR. Solitary fibrous tumor
arising in the nasal cavity: report of a case. J Laryngol Otol 1996;110:468-70.



Patologia cervical y facial / Neck and facial pathology

4. Zukerberg LR, Rosenberg AE, Randolph G, PilchBZ, Goodman ML. Solitary
fibrous tumor of the nasal cavity and paranasal sinuses. Am J Surg Pathol
1991;15:126-30.

5. Giinhan O, Yildiz RF. Celasun B, Onder T. Finci R. Solitary fibrous tumour
arising from sublingual gland: report of acase. JLaryngol Otol 1994;108:998-
1000.

6. Al-Sinawi A, Johns MA. Parapharyngeal solitary fibrous tumour: an inci-
dental finding at ENT examination. J Laryngol Otol 1994;108:344-7.

7. Hanau CA, Miettinen M. Solitary Fibrous Tumor: Histological and
inmmunohistochemical spectrum of benign and malignant variants presenting
at different sites. Hum Pathol 1995;26:440-9.

8. Goodland JR, Fletcher CDM. Solitary fibroustumour arising at unusud sites:
analysis of aseries. Histopathology 1991;19:515-52.

9. Witkin GB, Rosai J. Solitary fibrous tumor of the upper respiratory tract.
Am J Surg Pathol 1991;15:842-8.

10. Clayton AC, Salomao DR, Keeney GL, Nascimiento AG. Solitary fibrous
tumor: a study of cytologic feactures of six cases diagnosed by fine-needle
aspiration. Diagn Cytopathol 2001;25:172-6

11. Rojas TME, Moreno LH, Rodriguez VA. Biopsia por aspiracion con aguja
delgada de glandulas salivales. En: Angeles AA. Biopsia por aspiracion con
agujadelgada. México: Angeles Editores;1994. p 76-7

12. Talacko A, Aldred MJ, Sheldon WR, Hing NR. Solitary fibrous tumor of

Tumor fibroso solitario / Solitary fibrous tumor

the oral cavity: report of two cases. Pathology 2001;33:315-8.

13. Alawi F, Stratton D, Freedman PD. Solitary fibroustumor of oral soft tissues.
A clinicopathologic and immunohistochemical study of 16 cases Am J Surg
Pathol 2001;25:900-10.

14. KuriharaK, Mizuseki K, Sonobe J, Yanagihara J. Solitary fibrous tumor of
the ora cavity. Report of acase. Oral Surg Oral Med Oral Pathol Oral Radiol
Endod 1999;87:223-6.

15. Perez OB, Koutlas |G, Strich E, Gilbert RW, Jordan RC. Solitary fibrous
tumor of the oral Cavity. An uncommon location for a ubiquitous neoplasm.
Oral Surg Oral Med Oral Pathol Oral Radiol Endod 1999;87:589-93.

16. Yokoi T, Tsuzuki T, Yatabe Y.Suzuki M, Kurumaya H, KoshikawaT,et al.
Solitary fibrous tumour: significance of p53 and CD34 inmmunoreactivity in
its malignant trasformation. Histopathology 1998;32:423-32.

17. Ilwai S, NakazawaM, YoshikawaF, AmekawaS, SakudaM. Solitary fibrous
tumor of thebucca mucosa. Report of acasewithimmunohistochemica studies.
Oral Surg Oral Med Oral Pathol Oral Radiol Endod 1999;88:461-5.

18. Vargas PA, Alves FA, Lopes MA, Siqueira SAC, Menezes LFC, Aldred
VL, et al. Solitary fibroustumour of the mouth: report of two casesinvolving
the tongue and cheek. Oral Dis 2002;8:111-5.

88



