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Abstract
Solitary Fibrous Tumors (SFTs) are rare primary pleural neoplasms which have recently been reported in ex-

tra-thoracic sites. In this report, solitary fibrous tumor arising in an intra-thoracic goiter with no evidence of
cervical mass in a 74-year-old obese man who was found to have a large superior mediastinal mass with tracheal
deviation on Chest X-Ray is presented.
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Introduction
Solitary Fibrous Tumors (SFTs) are rare

primary pleural neoplasms which have re-
cently been reported in extra-thoracic sites
such as the meninges, nasal cavity, oral
cavity, pharynx, epiglottis, salivary glands,
thyroid, breast, kidney, bladder and spinal
cord (1). In this report, solitary fibrous tu-
mor arising in an intra-thoracic goiter with
no evidence of cervical mass is presented.

Case Report
A 74-year-old obese man primarily ad-

mitted for prostatectomy, was found to
have a large superior mediastinal mass with
tracheal deviation on Chest X-Ray (Fig. 1).
The patient had a previous history of cough
and dyspnea with no personal attention and
clinical evaluation. The physical examina-
tion was unremarkable with no cervical
mass or adenopathy.

Computerized Tomography (CT) scan re-
vealed a large retrosternal mass with right-
sided tracheal deviation and compression
extending from thyroid tissue with no inva-
sion to surrounding structures and no ap-

parent cervical tumor (Fig. 1). No Ultraso-
nographic examination or fine-needle aspi-
ration was carried out and in the context of
normal laboratory tests (including thyroid
function tests) and acceptable cardio-
pulmonary evaluation, surgery via a cervi-
cal incision with no extension to sternum or
thoracic cavity was performed.

In cases of suspected intra thoracic goi-
ters (as in this case with a characteristic CT
Scan) needle biopsy is unnecessary and is
not recommended as a part of the diagnos-
tic evaluation because an occult tumor
would be inaccessible to random biopsy.
The indications of trans-thoracic needle
biopsy include any symptoms or signs of
malignancy such as hoarseness (vocal cord
paralysis), Horner’s syndrome, Superior
Vena Cava Syndrome, tracheal invasion
and when a dominant cold nodule is clearly
present. The clinical presentation and CT
Scan findings in this patient did not suggest
any malignant tumor.

Intra-operative findings included a well-
circumscribed and brown-yellow mass with
no involvement of surrounding structures
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which following total resection was 12*7*5
cm in size and weighing 114 grams. No
intra-operative frozen section assessment
was required because preoperative diagno-
sis based on clinical and imaging evalua-
tion, was an intra-thoracic nonmalignant
goiter and there was no intra-operative
findings to justify this procedure.

Complete (near total) thyroidectomy was
performed in order to significantly reduce
the recurrence rate and patient is main-
tained on thyroid hormone replacement
therapy with normal thyroid function tests.

Microscopic examination showed goiter-
ous thyroid containing a neoplasm com-
posed of spindle cells in a patternless
growth intermingled with collagen bundles
(Fig. 2). The tumor had high cellularity
with no atypia, rich vascularization, rare
mitotic figures and no necrosis.

According to the pathologist opinion, no
high power field of histopathology finding
was necessary because the reported diagno-
sis (thyroid SFT) was readily made by the
depicted magnification (x4) and character-
istic IHC evaluation. No Ki67 labeling in-

Fig. 1. Chest X-Ray and CT scan: Chest X-Ray shows a mass to the left of the trachea in the antero-superior portion of
the visceral compartment with a characteristic tracheal deviation beginning in the cervical portion of the trachea which
is typical of an intra-thoracic goiter. CT Scan reveals a large retrosternal mass with well-defined borders and non-
homogeneity with discrete non-enhancing low-density areas located anteriorly in the visceral compartment of mediasti-
num. There is right-sided tracheal deviation and compression with no invasion to surrounding structures.

Fig. 2. Histopathologic view: The pathologic picture clearly shows simultaneous presence of thyroid tissue and solitary
fibrous tumor which contains goiterous thyroid containing a neoplasm composed of spindle cells in a patternless growth
intermingled with collagen bundles .The right portion of the picture shows IHC staining of the tumor with Immuno-
histochemistry  positive reaction to CD 99.
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dex and TTF-1 or thyroglobulin immuno-
histochemistry assessments were required
because the pathologist was certain of the
diagnosis of a solitary fibrous tumor.

Immunohistochemistry (Fig. 2) revealed
positive reaction for Vimentin, CD 34 and
CD 99 in addition to negative reaction to
Cytokeratin, Desmin and S100. After two
years of follow-up, no evidence of local
recurrence or distant metastasis is recorded.

Discussion
Most patients with substernal goiters

which are considered masquerading lesion
of a mediastinal tumor are thick-necked
women in the seventh or eighth decade of
life with a long-standing benign lesion. It is
very unusual to encounter a patient with an
intra-thoracic goiter containing a tumor
such as Solitary Fibrous Tumor (SFT).

SFT is a rare primary localized pleural
tumor which has been known by a variety
of names that reflect its clinical course and
controversies surrounding its histogenesis
(2). Occurrence of this tumor in various
reported extra-thoracic sites including thy-
roid (1) may demonstrate a mesenchymal
origin of this mysterious neoplasm.

The distinction of SFT from other spindle
cell malignancies may be difficult especial-
ly in the thyroid gland which may be the
site of metastatic spread from other organs
(mostly lung, kidney and larynx). Primary
thyroid spindle cell lesions can be derived
from follicular, C-cell or mesenchymal
components and may be the result of neo-
plastic processes including Riedel thyroidi-
tis, solitary fibrous tumor, leiomyoma, me-
dullary carcinoma, anaplastic carcinoma,
sarcoma and squamous cell carcinoma (3).

SFTs are usually encapsulated well-
circumscribed masses with smooth external
surfaces which on cut section are grey-
white to tan with possible areas of hemor-
rhage or necrosis. Histologically, localized
fibrous tumors appear as low-grade neo-
plasms of variable cellularity which is in-
versely related to the collagen content with
minimal nuclear pleomorphism and rare
mitoses. The most frequent microscopic

pattern is the “patternless pattern” in which
there is intermingling of tumor cells and
collagen in a random fashion and the se-
cond most common pattern is hemangi-
opericytoma-like appearance.

The cornerstone diagnostic tool for SFT
is immunohistochemistry and the findings
of CD34, vimentin positive and keratin
negative tumor are so characteristic that
make the exclusion of other tumors rela-
tively straightforward. In this regard it has
been suggested that mesenchymal tumors
of the thyroid, reported in previous studies
as Leiomyoma, Neurilemmoma and He-
mangiopericytoma should probably classi-
fied as SFT (3).

The diagnosis of a thyroid SFT is rarely
reached before surgical excision and patho-
logical examination of the mass and be-
cause of the diversity of histologic patterns,
percutaneous biopsy samples are insuffi-
cient for diagnosis. Accordingly we think
that radiological tools like ultrasonography
and percutaneous techniques such as FNA
are not useful and indicated in a probable
thyroid SFT as well as in any intrathoracic
goiter.

Due to rarity of thyroid SFT in general
and SFT arising in an intrathoracic goiter in
particular, sound prediction and recom-
mendation regarding the clinical behavior
of the tumor or necessity of adjuvant thera-
py, respectively can not be made but cumu-
lative data from previous reports suggest a
benign nature and similar clinical-
histological characteristics of its pleural
counterpart (4). However, malignant soli-
tary fibrous tumor of the thyroid with local
recurrence and pulmonary metastasis has
been reported (5).

We conclude that careful attention should
be paid to the morphological and histologi-
cal characteristics of thyroid SFT as the
most important indicators of the outcome
and all SFTs need long-term follow-up with
aggressive surgical resection as the treat-
ment of choice for the recurrence.
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