
Solitary fibrous tumour (SFT) is a rare neoplasm first
described in the pleura, but which may also arise from
other serosal surfaces outside the pleura (1). The a
etiology of SFT is unknown and usually recognized in the
third or fourth decades of life. SFTs of the testis or of
paratesticular origin are extremely rare, although they
exhibit similar histopathological findings to SFTs which
originate at other sites in the body (1,2). In the present
case report, we describe an SFT within the scrotum
neighbouring the epididymis and discuss the
morphological characteristics and differential diagnosis of
this paratesticular SFT in respect of previously defined
histopatological findings of this tumour that originated at
other sites in the body.

Case Report

A 20-year-old man with a 4-year history of left scrotal
swelling and pain in the right testis which increased with
activity attended the outpatient clinic of the Urology
Department of the F›rat Medical Centre. Physical
examination revealed a left varicocele and a lobulated,
firm, tender mass near the right testis, which was not
fixed to the surrounding structures. Ultrasonography
showed a lobulated mass with diameters of 2 x 1.5 cm
and 1 x 0.5 cm. Since the lesion was outside the testis, a
scrotal exploration was performed. A firm lobulated mass
was detected and consequently excised. The patient also
underwent unilateral varicocelectomy for the left-sided
varicocele.

Macroscopic examination of the lesion revealed two
solid structures 2 x 1.5 x 0.5 cm and 1 x 0.5 x 0.2 cm in
size. The masses were yellowish-grey, firm and well
circumscribed with the cut surfaces exhibiting a fibrillary

and nodular appearance. Microscopically, there were
randomly distributed clusters of fibrous tissue, and
multiple prominent vessels were detected within these.
Additionally, hyalinization, myxoid degeneration and
chronic inflammatory infiltration (predominantly
lymphocyte) were determined on microscopic
examination averaging (Figures 1 and 2). Mitotic figures
were detected 2 per 10 high-power fields (HPF) in the
tumour. Immunohistochemically there was negative
staining of the tumour with cytokeratin (AE1/AE3),
desmin, smooth muscle actin and S-100 protein, whereas
a diffuse positive staining by vimentin and focal positive
staining by CD34 (Figure 3) were demonstrated. 

Clinical characteristics and histopathological findings
led to the diagnosis of a SFT of paratesticular origin. No
local recurrence or distant metastases were detected at
the end of 27 months of follow-up.

SFTs are rare and generally benign neoplasms most
often arising from the pleura. However, in the past
several years they have been recognized in many
extrathoracical sites. Among these, the meninges (3,4),
mouth (5), nasal cavity (3,6), mediastinum (3,7), orbita
(6,8), pelvis (3), retroperitoneum (3,6), kidney (3,9),
vagina (9,10), vulva (11), bladder (12,13), seminal
vesicles (12), prostate (12,14-16), testis and
paratesticular region (1,2) were the sites most often
reported. However, SFTs of testicular or paratesticular
origin constitute a minor proportion of these and do not
exceed more than a few cases (1,2).

There is still controversy regarding the neoplastic
features of fibrous proliferations of testicular or
paratesticular origin; several authors consider these
tumours to be real neoplasms whereas others classify
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Figure 1.  Abundant and hyalinized connective tissue, vessels and perivascular lymphocyte infiltration (H&E, x 40). 

Figure 2.  Mixoid degeneration fields in the tumour (H&E, x 40).



them among the pseudotumours (2). SFT of
paratesticular origin has been considered a variant of the
fibrous pseudotumour and has also been called nodular or
diffuse fibrous proliferation, chronic proliferative
periorchitis, inflammatory pseudotumour, proliferative
funniculitis and fibromatous periorchitis. Some authors
included these tumours within the classification of
testicular tunic fibroma (2). 

SFTs are predominantly diagnosed in women.
However, in several studies different gender ratios have
been reported (17-19). The tumour is most often
detected between the ages of 19 and 85, and the median
age of diagnosis is reported to be 50-58 (2,11,17-19).

Macroscopically, SFT are well-circumscribed,
pediculated or sessile tumours, elastic in character with a
yellowish-white appearance. Their cut surface does not
usually involve necrosis or haemorrhagic areas (11,18-
20). Microscopic features constitute clusters of bland
spindle cells and a storiform pattern in some areas. The
tumour is usually hypocellular, but may occasionally
exhibit hypercellularity, and there may be areas with
hyalinization and myxoid degeneration (2,5,17).
Neoplastic cells have a spindle nucleus with scattered

chromatin, and the margins of the cell cannot be clearly
identified. Thin and thick-walled vessels of moderate size
are found in all parts of the tumour (2,3,17). A mitotic
count does not exceed 1 or 2 per 10 high-power fields
(2,9,17,20). Chronic inflammatory cell infiltration may
occur to various degrees, which are usually composed of
lymphocytes and may sometimes be lymphoplasmocytic in
character (9,15,18). The microscopic findings in our case
were consistent with the literature.

Immunohistochemically, SFTs were strongly positive
for vimentin, focally positive for actin in some cases and
usually positive for CD34. They were negatively stained
for desmin, S-100 and keratin (2,3,5,6,11,15,17,18). In
our case, negative staining was observed for pan-
cytokeratin (AE1/AE3), desmin, smooth muscle actin and
S-100, whereas there was diffuse staining for vimentin
and focal positive staining for CD 34. Extracellular
collagen and scattered reticulin fibres could be
demonstrated by Trichrome and reticulin stains (2).
Further examination by electron microscopy revealed
these to be myofibroblastic or fibroblastic (1).

Initially, it was hypothesized that SFTs originate from
mesothelium, and these tumours were thus called local
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Figure 3.  Immunohistochemically, focal staining for CD34 is observed in fibrous tissue (x 100).



mesothelioma (19). However, later studies with electron
microscopy and immunohistochemistry revealed that
SFTs originate from submesothelial soft tissue.
Additionally, diffuse positive staining of SFTs for vimentin
and CD34 and negative staining for cytokeratin also
proved that they are not mesothelial in origin (21-23).

Although SFTs are usually benign, in a few cases
aggressively characterized malignant forms have also
been reported. Malignant SFTs exhibit necrosis and high
mitosis (> 4 mitosis/10 HPF) and are usually more
cellular with atypical cell morphology. They also have a
high risk of metastases and recurrence. Malignant SFTs
are more widely treated with excision than benign SFTs,
and if there is metastasis radiotherapy for metastatic
tumour is recommended (18,19).

In the differential diagnosis of SFT, connective tissue
tumours such as hemangioperiosteum, sex cord stromal
tumours, fibrosarcoma and fibrous pseudotumour should
be included. This tumour differs from
hemangioperiostoma in lacking a complete vascularized
pattern and is also different from fibrosarcoma in lacking
a herring-bone pattern. Since SFT may have sex cord
components it does not resemble sex cord stromal
tumours and may be distinguished from gonadal stromal
fibroma by different morphological and

immunohistochemical features (1,2). Patients with SFT
have no history of previous trauma, hydrocele or
infection, but a history including these pathologies usually
is associated with fibrous pseudotumours and helps in the
differential diagnosis of these two different entities (2).

The treatment of choice in SFT was reported to be
local excision and complete removal of the tumour, which
revealed no local recurrence or metastases.

In conclusion, SFT is a real neoplasm that should be
distinguished histopathologically from other tumours of
the testis. Similarly, it must be considered in the
differential diagnosis of patients with intrascrotal masses
and should not be confused with malignant neoplasm of
the testis. Thus, unnecessary orchidectomies may be
avoided in these rare tumours, which can be managed
successfully by local excision.
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