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Clinical / Scientific note
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Various orbital pathological process can cause unilat-
eral proptosis, these include a variety of neoplastic and 
non-neoplastic lesions. The most common cause of uni-
lateral and bilateral proptosis is Graves’s disease1. Other 
common causes of proptosis are lymphomas and meta-
static lesions. Less common causes include inflammato-
ry pseudotumors, hemangiopericytomas, nerve sheat tu-
mors, fibromatosis and meningeomas2. Mesenchymal tu-
mors of the orbit account for 5–8% orbital neoplasms. 
These include solitary fibrous tumors (SFT) which are be-
nign neoplasms with uncertain histogenesis2. The World 
Health Organization includes SFT’s among mesenchymal, 
non-meningothelial tumors3. They have been described 
in the pleura4, skin5, orbit2,6, paranasal sinuses and other 
sites. Atypical or malignant SFT’s are often encountered in 
the thorax but extrathoracic malignant tumors are much 
more rare7. Solitary fibrous tumors occur most commonly 
in adults and show a slight male predominance8.

We present an unusual case of paranasal SFT with or-
bital and intracranial invasion.

CaSe
A 69-year-old man had a long history of sinusitis. His symp-

toms has initiated one year before with a slow-growing painless 

swelling of the left orbit. The visual field was intact and ocular 

movements were preserved. CT scan revealed a mass inside et-

moidal sinus with destruction of its walls, invading left orbit, 

with destruction of its roof and with intracranial invasion (Fig 

1). The patient has been operated in two stages. The intracranial 

mass was approached by subfrontal extradural exposure and re-

moved with microsurgical techniques. A irregular defect in the 

anterior skull base was observed. The proximity to vital struc-

tures and the limited visual field lead us to stop the surgery after 

the total removal of the intracranial mass and scheduled the sec-

ond stage for later on. The second stage was performed through 

“Le Fort III” osteotomy with a complete resection of etmoidal 
and orbital portion of tumor (Fig 2). An excellent recovery was 
observed and his proptosis resolved in one month. The histopa-
thology revealed large collagenized areas, thick and hyalinized-
walled vessels immunohistochemical testing resulted in proem-
inent staining for CD-34 (Fig 3).

DiSCuSSion 
The solitary fibrous tumor was first described as a pri-

mary spindle-cell tumor of the pleura in 19319. Initially, it 
was thought that SFT was mesothelial in origin. Howev-
er, electron microscopic and immunophenotypic inves-
tigations have shown that the SFT is myofibroblastic in  
nature10.

Fig 1. CT scan shows the etmoidal part of the tumor.
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Fig 2. Le Fort III osteotomy. Etmoidal part of tumor (et), Orbit (or).

Fig 3. Immunohistochemical testing with proeminent staining for CD-34.
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Nasal SFT’s typically lead to nasal obstruction and 
also may be associated with epistaxis, rhinorrhea, anos-
mia, headache, facial pain and visual disturbances caused 
by orbital pressure7. As SFTs in most sites, the definitive 
treatment of solitary fibrous tumor is the complete tu-
mor excision. Partially resected tumors have been noted 
to persist for years and recur6. 

The majority of head and neck SFTs seem to be a be-
nign and recurrence or metastasis rarely have been doc-
umented. Large tumor size and necrosis are also poor 
prognostic factors. In most reported cases the tumor 
cells stained positive for vimentin and CD34, and not by 
S-100 protein11. CD 34 has in recent years been shown to 
be strongly and diffusely expressed in SFT’s. CD 34 is not 
entirely specific for SFT and expresses in a variety of spin-
dle cell neoplasms, such as dermatofibrosarcoma protu-
berans or neurofibromas8. 

The most difficult distinction often is with hemangi-
opericytoma (HPC), which some authors consider to be a 
closely related tumor. While there is considerable overlap 
in the histologic features of these two tumors, HPC shows 
more diffuse vascularity with more proeminent staghorn 
vessels. In addition, CD 34 staining is more often focal and 
weak in HPC whereas it is usually strong and diffuse in SFT12.

Multiple chromosomal abnormalities, including trans-
locations and gains of chromosomes have been report-
ed. Further cytogenetic studies need to be carried out to 
identify specific chromosomal alterations to understand 
the biology of this tumor13.

In conclusion, the SFT is a benign neoplasm with un-
certain histogenesis that rarely occurs in the head and 
neck region but it should be considered in the differential 
diagnosis of spindle cell lesions arising in the paranasal si-
nus, orbit, and invading intracranial structures.

The definitive treatment is the complete tumor exci-
sion since partially resected lesions have been noted to 
persist for years and recur. 
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