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ABSTRACT

Solitary fibrous tumor (TFS) is a rare tumor. It is localized preferentially at the pleura.
Other locations have been described. These are peritoneal, bronchopulmonary, orbital
and mediastinal locations. We report the case of a 49-year-old patient followed for
parathyroid adenoma who presented with bone pain, muscle pain, fatigue, dry cough and
dyspnea. The clinical examination was without abnormality. Chest X-ray showed a
superior mediastinal opacity. Cervicothoracic computed tomography indicated a mass at
the lower right pole of the thyroid and a tissue process of the upper mediastinum. A
cervicotomy was performed for the removal of the parathyroid adenoma. On the other
hand, an attempt at dissection of the mediastinal mass by the cervical route was
inconclusive, and a manubriotomy was necessary for its extraction. The histo-
pathological study confirmed the parathyroid adenoma for the cervical mass; and solitary

Surgery, fibrous tumor for the mass of the superior mediastinum.

Immunohistochemistry.

INTRODUCTION

Solitary fibrous tumors are characterized by their
scarcity and benignity and are often localized in the pleura.
They occur at any age especially between the 5th and 7th
decade [1]. They are asymptomatic and of accidental
radiological discovery. Several localizations have been
described, including mediastinal localization. Its diagnosis is
confirmed by surgery and the histology associated with the
immunohistochemical study. They are often of mesenchymal
origin and may recur.
CASE REPORT

Mrs. F, 49 years old, with a complex medical history of
type 2 Diabetes for 5 years under oral antidiabetics; an
autoimmune  hypothyroidism under LEVOTHYROX;
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Fig la. Parathyroid adenoma intraoperatively.
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dyslipidemia since 2011 wunder CRESTOR; a benign
intracranial hypertension under LAROXYL since 2015; was
operated on in 2015 for a fusing and arachnoidocele
carpellitis and for a synovial cyst in 2009; and currently being
followed for a parathyroid adenoma since 2015. She
presented with bone and muscle pain, fatigue, abdominal
pain, constipation, anorexia, anxiety and impaired
concentration, a dry cough and mild progressive dyspnea for
4 months. A chest X-ray showed opacity at the tissue level. A
cervicothoracic computed tomography showed a cervical
mass behind the lower pole of the right lobe of the thyroid
and another tissue process in the upper mediastinum.
Biologically, her parathyroid hormone was measured to 157.6
pg / ml and her serum calcium was 103.

Fig 1b.Solitary fibrous tumor intraoperatively.
Fig 1c.chest CT scan showing solitary fibrous tumor.
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An intervention was necessary for the removal of the
parathyroid adenoma and the mass of the superior
mediastinum. A cervicotomy was performed allowing
resection of the parathyroid adenoma (fig 1a). An attempt at
dissection of the mediastinal mass by cervical surgery failed.
A manubriotomy was necessary for its extraction (fig. 1b).
The postoperative procedure was without complication. The
anatomopathological study of operative specimens returned to
favor a parathyroid adenoma for the cervical nodule and a
solitary fibrous tumor for the anterior mediastinal mass. In the
immunohistochemical study of the mediastinal mass, the
tumor cells indicated CD34 with a low and focal
immunolabeling. The antibodies PS100, B CATENINE and
AML were all negative.

DISCUSSION

Solitary fibrous tumors of the pleura were described for
the first time in 1931 by Klemperer and Rabin [1]. It is a
heterogeneous group of benign and malignant tumors of
mesenchymal origin [2] located in the majority of cases in the
pleura. Mediastinal localization is rare and aggressive and
represents 1-8% [3]; it was first described in Japan in 1992 by
Fukushima [4]. These tumors are generally benign but can
evolve towards malignancy in 13% [5].

These tumors can occur at any age with a predominance
between 50 and 70 years without predominance of sex [6].
According to a study by Witkin et al [7], the age range of
patients were 27 to 70 years with an average age of 54 years.
On the clinical level, solitary fibrous tumors are
asymptomatic and sometimes expressed by chest pain, cough,
dyspnea and very rarely by hemoptysis or obstructive
pneumonia [5]. They can be expressed by signs of
compression that depend on the seat and the volume of the
tumor, namely dysphagia, an upper vena cava syndrome or
disorders of the heart rhythm [4]. These tumors can in some
cases be revealed by extrathoracic manifestations [10],
namely:

- The hypertrophic osteoarthropathy of Pierre Marie found in
16% of cases,

- Hypoglycemia attacks found in 1.3-4% in relation to tumor
secretion of insulin-like substance type Il [5] but whose
mechanism remains unknown,

- A digital clubbing probably related to an abnormal
production of hepatocyte growth factor (IGF).

None of these signs were found in our patient.

The means of diagnosis of these tumors are various but
only the histology allows the definitive diagnosis. On chest
X-rays, they appear as a well-defined, homogeneous,
lobulated opacity with clear external boundaries and a gently
sloping connection to the mediastinum and internal limits
embedded in the mediastinum [4]. CT is also essential. It is
useful in confirming the tissue nature of the mass and it also
specifies the limits of the mass with neighboring organs. They
generally appear on CT as homogeneous and well-
circumscribed masses or in the form of heterogeneous masses
with zones of necrosis, calcification and cystic or myxoid
degeneration [9], which constitute factors of poor prognosis.
However, it is difficult to differentiate at this stage this tumor
with other mediastinal tumors i.e. thymic tumors, peripheral
nerve tumors, sarcomatoid carcinomas, lymphomas,
metastases, various sarcomas, myofibroblastic inflammatory
tumors [6]. For our patient, the radiological presentation was
misleading because it suggested a thymic tumor initially
before the histology confirmed that it was a solitary fibrous
tumor of the mediastinum. MRI is essential especially when
vascular invasion of the mass is suspected and allows a three-

dimensional analysis of the mass [10]. MRI and pet-scan can
also be useful in particular by distinguishing a benign tumor
from a malignant tumor by detecting possible metastases [3].
Angiography can also be used for the diagnosis of these
tumors because of its very high vascular nature [3]. Although
these different examinations may be useful in the diagnosis of
these tumors, a tissue biopsy of the mass is essential in order
to determine the definitive diagnosis. Several techniques are
used including a needle aspiration biopsy of the tumor [2,3,4].
Nevertheless, this biopsy has certain limitations such as not
visualize all of the morphological zones of the tumor and the
fragment may return negative.

Histologically, a more or less dense proliferation of
fusiform cells is found evoking fibroblasts [2]. A high mitotic
index (greater than four mitoses per ten high-magnification
fields), high cell density, necrotic-hemorrhagic changes,
marked nuclear pleomorphism, and stromal or vascular
invasion generally constitute major signs of malignancy [5, 7,
11]. The immunohistochemical study of these tumors is
important in the diagnosis of these tumors, their cells often
express vimentin, CD99, bcl2, occasionally desmin and
negative for S100 and cytokeratin. CD34 is expressed in 90%
of cases [2, 4, 5, 12]. In our patient CD34 was positive and
PS 100 antibodies were negative. According to a recent study,
solitary fibrous tumors have an NAB2-STAT6 and nuclear
STATG6 fusion gene, which is a significant advance in the
diagnosis of these tumors [2, 3].

The treatment of these tumors is the complete surgical
excision widened to neighboring organs affected in order to
avoid a possible recurrence likely to cause a bad prognosis.
Radiation therapy and chemotherapy can be used mainly in
case of incomplete resection of the tumor [2,3,11]. The
prognostic criteria for solitary fibrous tumors of the pleura are
identical to those of the mediastinum. After complete surgical
resection of these tumors the evolution is generally towards
the complete remission however in some cases the evolution
can be unpredictable or a long-term follow-up is necessary
because these tumors evolve in 13 to 23% towards the
malignancy [ 4,5,6]. The association of a solitary fibrous
tumor with a parathyroid adenoma is exceptional and has
never described in literature to our knowledge.
CONCLUSION

Solitary fibrous tumors of the mediastinum are rare.
Complete surgical excision is the basis of treatment which is
both diagnostic and therapeutic. Their diagnosis is difficult
due of the absence of specific clinical signs with only
histology being able to confirm it. The prognosis of these
tumors is favorable after surgery; however, a long-term
follow-up is necessary to detect a possible recurrence.
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