


showed a right anterior mediastinal
mass (Fig. 2). A right thoracotomy
was performed. There was no evi-
dence of local recurrence in the region
of the previously resected diaphrag-
matic tumour. A pedicled mass, 8 cm
in dimension, was found arising from
the parietal pleura, in proximity to the
internal mammary vessels (Fig. 3).
The resected specimen showed bland
proliferation of spindle cells, foci of a
hemangiopericytomatous pattern and
thin bundles of collagen. Although
the average mitotic count was 2 per
10 high-power fields, there was no
pleomorphism or necrosis. The histo-
logic features were consistent with a
diagnosis of solitary fibrous tumour of
the pleura. Immunohistochemical
studies with CD34 antibody gave pos-
itive results, and S100 antibody stud-
ies gave negative results. The diagno-
sis of solitary fibrous tumour of the
pleura was confirmed.
The patient is currently doing well

after having 3 solitary fibrous tumours
resected from the right chest over 23
years. She undergoes follow-up chest
radiography twice yearly.
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Primary tumours of the pleura can

be divided into 2 major categories:
diffuse and solitary.4 Diffuse pleural
tumours are mesotheliomas. They are
more common than solitary pleural
tumours, arise from mesothelial tissue,
are associated with asbestos exposure
and almost always run a fatal course.5

Solitary tumours have been known by
a variety of names, which are indica-
tive of their clinical course and con-
troversies surrounding their histogen-
esis. Previous names included benign
mesothelioma, localized mesothe-
lioma, subpleural fibroma and local-
ized fibrous tumour of the pleura.4,6,7

These tumours are now known to 
be of mesenchymal, as opposed to
mesothe lial, origin; the preferred term
is solitary fibrous tumour.1 They are
not related to asbestos exposure and
follow a benign course in over 80% of
cases.4 When malignancy occurs in a
solitary tumour of the pleura, it is
characterized by pleomorphism, necro    
sis and a high mitotic rate (more than
4 per 10 high-power fields).1,8–10 There
is no relationship between solitary fi-
brous tumours and mesotheliomas.1,4

The pleural space is the usual location
for solitary fibrous tumours, but they
may arise in a wide range of tissues.1

This is not surprising considering their
mesenchymal histogenesis.

Solitary fibrous tumours arise from
the visceral pleura more often than the
parietal pleura.4 They are typically well
circumscribed, pedunculated masses,
with large vessels within the tumour
pedicle. Radiologically, it is often dif-
ficult to tell if the mass is pleural or
pulmonary in nature. Bronchoscopy is
useful to exclude endobronchial tu-
mours, such as lung cancer. Transtho-
racic fine-needle aspiration biopsy
generally shows benign-appearing
spindle cells.
Ultimately, thoracotomy with tu-

mour resection is usually required for
diagnosis. Histologic examination
shows spindle cells with minimal nu-
clear pleomorphism and infrequent
mitoses. The morphologic appear-
ances are very variable and may 
simulate a variety of soft-tissue tu-
mours.1,8,11,12 In addition, there are no
specific ultrastructural characteristics
to separate solitary fibrous tumours
from other soft-tissue tumours, such
as fibrosarcoma. Until recently, im-
munohistochemical characteristics
(keratin negative, vimentin positive,
S-100 negative) were helpful but not
diagnostic.8 The diagnosis of solitary
fibrous tumour has become more pre-
cise since CD34 antibody staining was
found to be positive in these tumours;
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FIG. 1. Computed tomography scan shows a solid mass in the right 
anterior-inferior hemithorax. FIG. 2. CT scan shows a right anterior mediastinal mass.
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it is now an essential pathological fea-
ture for the diagnosis of solitary fi-
brous tumours.1,12 In retrospect, some
intrathoracic soft-tissue tumours pre-
viously reported in the medical litera-
ture were misdiagnosed; they were ac-
tually solitary fibrous tumours of the
pleura.1,3

Surgical resection of benign solitary
fibrous tumours is usually curative. As
with all tumours, complete excision is
important. This is easily done with
pedicled tumours, but great care is re-
quired to obtain negative resection
margins in sessile tumours.6 In addi-
tion to the patient reported herein,
there are several reports of tumour re-
currence years after seemingly ade-
quate surgical resection of benign soli-
tary fibrous tumours.1,4,6,11 Witkin and
Rosai11 reported 1 recurrence in a se-
ries of 14 patients; it occurred 8 years
after tumour resection. Okike, Bernatz
and Woolner6 described recurrence in

2 of 58 patients with benign solitary fi-
brous tumours. These recurrences
were detected 5 and 17 years after tu-
mour resection. Hanau and Miettinen1

reported on a patient with 3 recur-
rences over a 22-year period.
In some of the cases reported in the

literature, the tumour recurred locally
in the bed of the previous tumour.6

However, other “recurrences” were
not necessarily found in proximity to
the original tumour. The possibility of
tumour disruption at the original
surgery with secondary seeding at
other intrapleural locations, has been
suggested as an explanation. Alterna-
tively, the metachronous occurrence
of multiple solitary fibrous tumours
within the same hemithorax may indi-
cate a multifocal origin of these tu-
mours.6 We believe that our patient’s
history and operative findings are
most in keeping with this latter hy-
pothesis. Irrespective of the possible
reasons for metachronous appearance
of multiple tumours, 2 practical clini-
cal issues are worthy of emphasis.
First, complete resection of solitary fi-
brous tumours, without intraoperative
tumour disruption, is essential. Sec-
ond, lifelong follow-up with surveil-
lance chest radiography is required to
detect further solitary fibrous tumours
of the pleura.
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FIG. 3. A solitary fibrous tumour of the pleura,
which was attached to the parietal pleura by a
narrow pedicle.
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