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Abstract  Case Report 
 

Solitary fibrous tumor (SFT), typically found in the pleura, is exceptionally rare in the prostate. We present the case of 

a 54-year-old man with prostatic SFT, initially revealed as an abdominopelvic mass. Subsequent investigations shown 

a vascular tumor. The pathological examination found a 23-cm tumor originating from the prostate, composed of short 

spindle-shaped and polygonal cells with mild nuclear atypia. Occasional mitoses were observed, with vascular invasion. 

Immunohistochemically, the tumor cells strongly expressed CD34 and STAT6. The maximum Ki-67 labeling index for 

the tumor cells was 4%. This case report has highlighted one of the rare occurrences of solitary fibrous tumor. A 

comprehensive microscopic examination paired with an immunohistochemical analysis will be necessary to establish 

an accurate diagnosis. 
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INTRODUCTION 
Solitary fibrous tumor (SFT) is a rare spindle 

cell neoplasm primarily found in pleural tissues [1]. 

However, there have been reports of extra-pleural 

occurrences in the past two decades [2]. While the origin 

and etiology of SFTs are uncertain, they are believed to 

originate from mesenchymal fibroblastic cells. The 

presence of SFT in the prostate is exceptionally rare, 

presenting a clinical challenge when distinguishing it 

from other spindle cell lesions in the prostate. We report 

a case of solitary fibrous tumor in the prostate of a 54-

year-old patient. 

CASE REPORT 
In December 2021, a 54-year-old diabetic man 

presented a pelvic discomfort. Clinical examination 

revealed a painless abdominopelvic mass measuring 

approximately 20 cm in length and 10 cm in height. The 

mass was mobile relatively to both superficial and deep 

tissue planes. An abdominopelvic CT scan revealed a 

heterogeneous abdominopelvic mass with regular 

contours, located centrally, and showing heterogeneous 

enhancement upon contrast medium administration. 

 

  
Fig. 1: imaging of prostatic SFT. Pelvic axial CT-scan detecting a medial massive mass lesion in pelvic regions 

 

Anatomic Pathology 
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The tumor was multinodular, arising from the 

prostate and causing displacement of large blood vessels. 

The tumor measures23 × 21 × 15 cm (Fig. 1). The mass 

displayed a homogeneous beige-white appearance, with 

a lobulated structure and no evidence of necrosis (Fig. 2). 

 

  
Fig. 2: Macroscopic appearance: the mass was homogeneous beige-white, polylobed without necrotic changes 

 

   

   
Fig. 3: Prostatic SFT: histological aspects. a low-power view of a highly cellular area with characteristic 

‘staghorn’ vessels (black arrows) (HE staining, original magnification ×40) b. Tumor cells strongly express CD34 

(CD34 immunodetection, original magnification ×100). c.Tumor cells strongly expressmagnification ×100). d. 

Absence of expression of large cytokeratin. e. Absence of expression of CD117. f .Low expression of mitotic index 

Ki67 4%. 

 

Histological examination revealed a 

mesenchymal proliferation with a fascicular appearance 

with varying cell density. It, occasionally, demonstrates 

a swirling patterns The cells were spindle-shaped with 

regular elongated nuclei lacking atypia and only 

occasional mitotic figures. The tumor exhibited a hyaline 

stroma containing numerous blood vessels, reminiscent 

of a hemangiopericytic vascular pattern (Fig. 3). 

Immunohistochemical analysis showed strong 

expression of CD34 and STAT-6 by the tumor cells, with 

no expression of epithelial (pancytokeratin), smooth 

muscle (Desmin), or Schwann cell (PS100) markers. The 

final diagnosis was an SFT originating from the base of 

the prostate. 
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DISCUSSION 
Solitary fibrous tumor is a mesenchymal 

neoplasm originated from the mesothelial lining of 

tissues, primarily in the pleura and pericardium. It 

appears as a spindle-shaped cells dispersed in a highly 

vascularized stroma with abundant bundles of collagen 

fibers [3]. SFT can affect both men and women, with a 

median age of 40-60 years. Our patient presented with a 

painless abdominal mass, which is a common clinical 

presentation in cases of intraabdominal SFT [4]. Most 

extra-thoracic SFTs are benign, although they may recur 

or metastasize after complete surgical removal, even in 

the absence of histopathological malignancy features [5]. 

Criteria suggesting malignancy include tumor size (>50 

mm), nuclear polymorphism, increased cellularity, 

elevated mitotic activity (>4 mitoses/10 fields), 

anaplasia, necrosis, and hemorrhage [6]. The definitive 

diagnosis is typically based on histopathological 

examination of surgical specimens, as biopsy fragments 

may not be as effective due to the heterogeneous 

appearance of the tumor [7]. Macroscopically, SFT often 

presents as a single, firm, oval mass with an encapsulated 

appearance, usually cleavable at its borders, pale 

grayish-pink in color, and may contain pseudocystic 

spaces [3]. Histologically, SFT exhibits variable zones of 

different cellular density, including areas rich in spindle 

cells, adipose regions, and highly vascularized sectors 

with arborized vessels, creating a hemangiopericytic 

appearance [3]. This wide spectrum of differential 

diagnosis presents a challenge. The main differential 

diagnosis includes other intra-abdominal mesenchymal 

tumors like gastrointestinal stromal tumors (GIST), 

calcifying fibrous pseudotumor, neurofibroma, 

schwannoma, hemangiopericytoma, and desmoid tumors 

[9]. Immunohistochemistry plays a crucial role in 

distinguishing SFT from other entities [8]. The absence 

of smooth muscle actin (SMA) or desmin markers helps 

to differentiate it from smooth muscle tumors. Epithelial 

markers (cytokeratin, epithelial membrane antigen), and 

S100 protein are typically negative in SFT, although 

focal cytokeratin expression has been reported in some 

malignant forms [9]. The negativity for CD117 helps to 

exclude gastrointestinal stromal tumors (GIST), and 

CD34 is a consistently reliable marker for SFT, as seen 

in our case. A recent marker, anti-STAT6 antibody, is 

reported to be more specific for the diagnosis of SFT and 

rarely positive in other tumor types. 

 

Benign SFTs typically exhibit slow progression 

and low recurrence rates (2-15%). The quality of surgical 

excision plays a critical role in recurrence prevention. 

The complete surgical excision is mandatory in the 

treatment of SFT. 
 

CONCLUSION 
Solitary fibrous tumors are exceptionally rare in 

the prostate and constitutes a significant diagnostic 

challenge in differentiating them from other extrapleural 

mesenchymal tumors. The pathologist's role is pivotal, 

providing key information regarding the tumor's benign 

or malignant nature. The immunohistochemical 

phenotype (STAT6+, CD34+) is crucial to confirm the 

diagnosis. 
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