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Abstract
Objective: To describe the diagnosis and management of an unusual case of solitary fibrous tumor of 

nasal cavity. 

Methods: The case records of a patient with solitary fibrous tumor of nasal cavity were reviewed.

Results: This patient presented with constant nasal obstruction of one and a half years duration. Nasal 
endoscopy revealed a firm polypoidal mass filling the left nasal cavity medial to middle turbinate. After imaging, 
she underwent endoscopic excision of the mass which on histopathological examination was diagnosed as solitary 
fibrous tumor. At follow up after one year, there was no recurrence of tumour. 

Conclusion: Solitary fibrous tumours are infrequent neoplasms of mesenchymal origin presenting as a well 
circumscribed, avidly enhancing mass that is iso- to hyperintense on T1W and T2W MRI images. Even though most 
SFTs are benign, some of these tumors can be locally invasive and have the potential to be malignant. Surgical 
excision with long term follow up is the treatment of choice.
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Introduction
Solitary fibrous tumours (SFTs) are rare neoplasms of 

mesenchymal origin. They arise mostly from serous membranes and 
primarily involve the pleura [1]. However SFTs have been described 
in a wide variety of extrapleural locations. Although about 12%-15% 
of them occur in the head and neck area, SFT of the nasal cavity and 
paranasal sinuses are extremely rare. In the absence of definite clinical 
features, the definitive diagnosis is established by a combination of 
histologic characteristics, including architectural, cytomorphologic, 
and immunophenotypic features. Total excision of tumor remains the 
gold standard of treatment. Even though most SFTs are benign, some 
of these tumors can be locally invasive and have the potential to be 
malignant. Considering the slow growing pattern of the tumor, a long 
term follow up is necessary to rule out local recurrence.

Case Report
49 year old female presented with bilateral hearing loss and 

continuous nasal block of one and half years duration. There was no 
history of any itching, pain or discharge from the ears. She complained 
of mucopurulent nasal discharge and mouth breathing. Examination 
revealed intact tympanic membrane on both sides. Nasal septum was 
deviated to the right. There was no lymph node enlargement. Rigid 
nasal endoscopy revealed a firm polypoidal mass filling the left nasal 

cavity medial to middle turbinate, pushing the septum to the right 
and filling the right choana (Figure 1). Computed tomography (CT) 
showed an intensely enhancing polypoidal lesion in the left nasal cavity 
extending posteriorly into the nasopharynx through choana suggestive 
of a vascular polyp (Figure 2). Hence an excision biopsy was planned 
under general anaesthesia. A smooth, pink, firm, fleshy mass was seen 
in the posterior part of left nasal cavity attached to the posterior most 
part of left side of septum, anterior face of sphenoid, inferior third 
of the superior turbinate and just extending into the sphenopalatine 
foramen. The mass was excised in to by endoscopic approach and sent 
for biopsy. 

Histopathological examination revealed an unencapsulated 

Figure 1: Pink polypoidal mass medial to the middle turbinate in the left nasal cavity.

Figure 2: Computed tomography showing an intensely enhancing polypoidal 
lesion in the left nasal cavity extending posteriorly into the nasopharynx.
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tumour in the submucosa composed of a patternless array of bland 
spindle shaped cells displaying spindled to ovoid nuclei with uniformly 
dispersed chromatin, inconspicuous to occasionally visible nucleoli 
and scant amounts of eosinophilic cytoplasm (Figures 3 and 4) set in a 
collagenized stroma. Many thin walled branching vessels and occasional 
thick walled blood vessels with perivascular hyalinisation were also seen. 
There was no mitotic activity or necrosis. On immunohistochemistry, 
the tumour cells were focally positive for CD34 and showed weak 
diffuse nuclear positivity for TLE-1. S-100 protein, SMA and MSA 
were negative (Figures 5-8). The immunomorphological features were 

consistent with solitary fibrous tumour. The patient is on regular follow 
up. At 1 year post op visit she was asymptomatic and nasal endoscopy 
did not show any recurrence of tumor.

Discussion
Solitary fibrous tumours (SFTs) are rare spindle cell neoplasms of 

mesenchymal origin. They were first described in 1931 by Klemperer and 
Rabin [2]. According to the fourth edition of the WHO Classification 
of Tumours of Soft Tissue, they are included under the fibroblastic/
myofibroblastic tumours of intermediate (rarely metastasizing) variety 
[3]. Solitary fibrous tumours represent less than 2% of all soft tissue 
tumours. 12-15% SFTs occur in the head and neck and includes most 

 

Figure 3: Respiratory mucosa with an unencapsulated tumour in the submucosa 
composed of cellular proliferation of bland spindle shaped cells and interspersed 
thin walled vascular channels (H&E stain at 40x magnification).

 

Figure 4: Patternless array of proliferated bland spindle shaped cells set in a 
collagenous stroma (H&E stain at 100x magnification).

 

Figure 5: Immunohistochemistry for CD34 stains tumour cells and highlights 
tumour vasculature (200x magnification).

 

Figure 6: Immunohistochemsitry for TLE-1 shows weak diffuse nuclear staining 
within tumour cells (200x magnification).

 

Figure 7: Tumour cells displaying CD 34 immunostain (400x magnification).

 

Figure 8: Tumour cells displaying nuclear positivity of weak intensity for 
TLE1 immunostain (400x magnification).



Citation: Varghese L, Mehan R, Lukka V, Mukhopadhyay S (2016) Solitary Fibrous Tumour: An Unusual Nasal Cavity Tumour. J Clin Case Rep 6: 
824. doi:10.4172/2165-7920.1000824

Page 3 of 3

Volume 6 • Issue 6 1000824J Clin Case Rep
ISSN: 2165-7920 JCCR, an open access journal

of the lesions formerly classified as haemangiopericytoma in this 
region. These are mostly commonly encountered as pleural or serosal 
tumours. However they have also been described in other regions such 
as: the urogenital system, mediastinal space, lungs, vulva, orbit, thyroid, 
nasopharyngeal region, larynx, salivary glands, parapharyngeal space, 
tongue and infratemporal fossa [4]. Paranasal sinuses and nasal cavity 
are very rare sites of origin of SFT. 

SFTs tend to occur in adults aged 20-70 [3]. They show equal 
incidence in males and females [5]. These tumors are very rare in 
children. The presenting symptoms depend on the site of involvement. 
Initially nasal SFT presents as an asymptomatic, slowly enlarging, 
well circumscribed soft tissue mass. Later due to the tumour growth, 
the patient develops symptoms like nasal obstruction, rhinorrhoea, 
epistaxis, hyposmia, sinusitis, headache and facial pain. Larger tumours 
can cause resorption of the surrounding bony structures and extend 
to the orbit causing exophthalmos or can occupy pterygomaxillary 
and infratemporal regions and even grow intracranially through the 
cribriform plate and ethmoid roof [1]. Two paraneoplastic syndromes 
have rarely been reported with the lesion. They are hypoglycemia due to 
production of an insulin-like growth factor (Doege-Potter syndrome) 
and hypertrophic osteoarthropathy [3].

Clinically, SFT is seen as pinkish, reddish or white, circular or 
oval, well encapsulated fibrous mass with rich vascularisation [6]. 
On CT imaging, soft tissue SFTs are seen as well-defined hyperdense 
to isodense, intensely enhancing masses. Almost 10% cases may 
have associated calcification. Larger lesions may show haemorrhage, 
central necrosis and associated bone erosion [3]. On MRI, SFTs can be 
isointense or slightly hyperintense on T1W and T2W images. The mass 
shows intense post-contrast enhancement [7]. Enhancement may be 
homogenous, heterogeneous or patchy with often intralesional cystic 
areas and cystic degeneration. SFTs do not typically show restricted 
diffusion. SFT shows increased metabolic activity on positron emission 
tomography (PET). Therefore, PET can be useful in ruling out multiple 
lesions. 

On histology a typical SFT will show a cellular proliferation of bland 
spindle shaped cells in a patternless array. The background stroma shows 
thick ropey collagen and thin walled, branching vascular channels [8]. 
Histologic mimics of SFT such as sinonasal haemangiopericytoma, 
monophasic synovial sarcoma, benign nerve sheath tumours, smooth 
muscle tumours and fibrohistiocytic tumours can be differentiated 
with the help of a panel of immunohistochemical markers. Positive 
immunostaining for CD34 usually favours a diagnosis of SFT coupled 
with absence of staining for S-100 protein, SMA, Desmin and Actin 
[9]. Absence of immunostain for a myoid marker such as SMA and 
characteristic histological features usually helps distinguish this tumour 
from a close differential diagnosis of sinonasal haemangiopericytoma. 
Although weak TLE immunopositivity was seen in the present case, 
CD34 immunopositivity in the tumour cells excluded a diagnosis of 
synovial sarcoma. SFTs especially the extrapleural lesions typically 

follow a benign clinical course. However pleural SFTs may be malignant 
in 13%-23% cases [3]. Features like the presence of necrosis, 4 or more 
mitotic figures per 10 high power microscopic fields, increased cellularity 
and cellular polymorphism increases the malignancy potential. Tumor 
size more than 10 cm, presence of haemorrhage, infiltrative margins, 
and presence of anaplastic foci also point to malignancy [3]. For SFTs, 
the treatment of choice is total surgical excision with clear margins. In 
around 6% cases, local recurrence can occur after complete resection. 
In malignant disease, 23% cases may present with a recurrence. Some 
lesions may show metastasis several years after an apparently total 
removal [3]. Common sites of metastases are lung, followed by the bone 
and liver. Since 10%-15% tend to behave in a locally aggressive fashion 
long-term follow-up is mandatory for all cases of SFT. Radiotherapy 
can be considered as a treatment option if tumor displays evidence of 
malignancy and if the surgical margins are positive [10].

Conclusion
In summary, solitary fibrous tumours are infrequent neoplasms 

of mesenchymal origin presenting as a well circumscribed, avidly 
enhancing mass that is iso- to hyperintense on T1W and T2W MRI 
images. Even though most SFTs are benign, some of these tumors can 
be locally invasive and have the potential to be malignant. Surgical 
excision with long term follow up is the treatment of choice.

References

1. Zielińska-Kaźmierska B, Grodecka J, Szyszkowski A (2015) Solitary fibrous 
tumor of the nasal cavity and paranasal sinuses: A case report. J Oral Biol 
Craniofac Res 5: 112-116.

2. Klemperer P, Rabin CB (1931) Primary neoplasm of the pleura: A report of five 
cases. Arch Pathol 11: 385-412.

3. Freiser ME, Castaño JE, Whittington EE, Arnold DJ, Sidani CA (2014) Solitary
fibrous tumor of the infratemporal fossa. J Radiol Case Rep 8:1-8.

4. Zeitler D, Kanowitz S, Har-El G (2007) Malignant solitary fibrous tumor of the 
nasal cavity. Skull Base 17: 239-246.

5. Nai GA, Ramalho Neto GC (2009) Solitary fibrous tumor of the nasal cavity. 
Braz J Otorhinolaryngol. Sep-Oct 75: 769.

6. Jurado-Ramos A, Ropero Romero F, Cantillo Baños E, Salas Molina J (2009) 
Minimally invasive endoscopic techniques for treating large, benign processes 
of the nose, paranasal sinus, and pterygomaxillary and infratemporal fossae:
solitary fibrous tumour. J Laryngol Otol 123: 457-461.

7. Janjua A, Sklar M, Macmillan C, Vescan A, Witterick IJ (2011) Endoscopic
resection of solitary fibrous tumors of the nose and paranasal sinuses. Skull 
Base. 21: 129-34.

8. Wenig BM (2013) Tumours of the upper respiratory tract. In: Fletcher CDM 
(Ed). Diagnostic Histopathology of Tumours (4thedn). Elsevier Saunders.
Philadelphia: 102-103.

9. Foo WC, Cruise MW, Wick MR, Hornick J (2011) Immunohistochemical
staining for TLE1 distinguishes synovial sarcoma from histologic mimics. Am
J Clin Pathol 135: 839- 844.

10. Papadakis I, Koudounarakis E, Haniotis V, Karatzanis A, Velegrakis G (2013) 
Atypical solitary fibrous tumor of the nose and maxillary sinus. Head Neck. Mar;
35: E77-E79.

http://www.sciencedirect.com/science/article/pii/S2212426815000378
http://www.sciencedirect.com/science/article/pii/S2212426815000378
http://www.sciencedirect.com/science/article/pii/S2212426815000378
http://ci.nii.ac.jp/naid/10019546157/
http://ci.nii.ac.jp/naid/10019546157/
http://www.radiologycases.com/index.php/radiologycases/article/viewArticle/1742
http://www.radiologycases.com/index.php/radiologycases/article/viewArticle/1742
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2039708/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2039708/
http://www.ncbi.nlm.nih.gov/pubmed/19893953
http://www.ncbi.nlm.nih.gov/pubmed/19893953
http://journals.cambridge.org/abstract_S0022215108002132
http://journals.cambridge.org/abstract_S0022215108002132
http://journals.cambridge.org/abstract_S0022215108002132
http://journals.cambridge.org/abstract_S0022215108002132
https://www.thieme-connect.com/products/ejournals/html/10.1055/s-0031-1275259
https://www.thieme-connect.com/products/ejournals/html/10.1055/s-0031-1275259
https://www.thieme-connect.com/products/ejournals/html/10.1055/s-0031-1275259
http://ajcp.oxfordjournals.org/content/135/6/839.short
http://ajcp.oxfordjournals.org/content/135/6/839.short
http://ajcp.oxfordjournals.org/content/135/6/839.short
http://onlinelibrary.wiley.com/doi/10.1002/hed.21909/full
http://onlinelibrary.wiley.com/doi/10.1002/hed.21909/full
http://onlinelibrary.wiley.com/doi/10.1002/hed.21909/full

	Title
	Corresponding author
	Abstract
	Keywords
	Introduction
	Case Report
	Discussion
	Conclusion
	Figure 1
	Figure 2
	Figure 3
	Figure 4
	Figure 5
	Figure 6
	Figure 7
	Figure 8
	References

