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Case Report / Olgu Sunumu
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Solitary fibrous tumor of the accessory parotid gland:
a unique case

Aksesuvar parotis bezinin izole fibröz tümörü: Benzersiz bir olgu

Tayfun Apuhan, M.D.,1 Hans Iwenofu, M.D.,2 Enver Özer, M.D.1

Solitary fibrous tumors are benign spindle-cell 
neoplasms, mostly originating from the visceral 
pleura. They are common in individuals aged 20-70 
with no sex predilection. To our knowledge, this is the 
unique case of the solitary fibrous tumor originating 
from the accessory parotid gland in the literature.
Key Words: Accessory parotid gland; hemangiopericy-
toma; solitary fibrous tumor.

İzole fibröz tümörler, genellikle benign iğsi hücreli 
neoplazmlar olup, genellikle viseral plevradan köken 
alır. Cinsiyet ayrımı olmaksızın, 20 ila 70 yaş arasın-
da sıkça görülür. Bilgimiz dahilinde, bu, literatürde 
aksesuvar parotis bezinden köken alan tek izole 
fibröz tümör olgusudur.
Anahtar Sözcükler: İzole fibröz tümör; aksesuvar parotis 
bezi; hemanjiyoperisitom.

Solitary fibrous tumor (SFT) was first described 
in 1931. These mesencymal neoplasms of 
subepithelial origin were commonly termed as 
hemangiopericytomas (HPCs) in the past.[1] These 
tumors are usually composed of benign spindle 
cells that mostly originate from the visceral pleura 
and are observed between the ages of 20-70 years 
with no sex predilection. But more recently they 
have been described in many extra-serosal sites 
such as lung, mediastinum, abdominal wall, liver, 
gastrointestinal tract, pelvic space, spinal cord and 
deep soft tissues of the extremities.[1,2]

They have been reported to occur in various 
subsites of the head and neck, including the 
nasal cavity, nasopharynx, paranasal sinuses, 

parapharyngeal speaces, thyroid, parotid and 
salivary glands, and orbit.[3,4] To our knowledge, 
this is the unique case of the SFT originating from 
the accessory parotid gland.

CASE REPORT 
A 51-year-old male presented with a two-year 
history of swelling in the right midface. He 
denied pain, progression, numbness or tingling 
sensations. His facial nerve functions were all 
intact. Head and neck examination revealed a 4 cm 
mobile, firm mass at the right anterior parotid 
region without any skin change. Computed 
tomography of the neck showed a 3.3x3.6 cm 
soft tissue mass with diffuse enhancement in 
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the right midface anterior to the parotid gland 
(Figure 1). Fine needle aspiration biopsy (FNAB) 
was consistent with possible pleomorphic 
adenoma. He underwent excision of the mass with 
facial nerve monitoring and dissection through a 
modified Blair incision. The Stensen duct was also 
identified and preserved. Grossly, the specimen 
consisted of a 4.4x3.0x2.8 cm previously incised, 
well circumscribed rubbery gray to pink-tan 
tissue (Figure 2).

Histologic sections showed a circumscribed 
neoplasm consisting of a banal spindle cell 

neoplasm composed of short fascicles of spindle 
cells with patternless pattern punctuated by 
pericytomatous vascular channels with interstitial 
and perivascular hyalinization. The banal spindle 
cell neoplasm was composed of short fascicles of 
spindle cells with variable interstitial hyalinization 
and staghorn (pericytomatous) vessels (Figure 3). 
Immunoperoxidase stains showed the lesional 
cells were strongly and diffusely immunoreactive 
for CD34 and BCL-2, focally positive for CD99 
with rarely positive cells for epithelial membrane 
antigen (EMA) and negative for S-100 and Melan-A 
stains (Figure 4). A diagnosis of solitary fibrous 
tumor was made.

Figure 1. Computed tomography of the neck showed a 
3.3x3.6 cm soft tissue mass.

Figure 2. Intraoperative view of the right accessory parotid 
mass.

Figure 3. Banal spindle cell neoplasm composed of short 
fascicles of spindle cells with variable interstitial 
hyalinization and staghorn (pericytomatous) vessels 
(H-E x 100).

Figure 4. Diffuse CD34 reactivity in the lesional cells 
(CD34, x 400).
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DISCUSSION
The accessory parotid gland is a salivary gland 
separate from, and approximately 0.6 cm anterior 
to the main parotid gland. It occurs in 21%-69% of 
individuals.[5] Its own duct empties into the Stensen 
duct. Accessory parotid lesions are clinically 
rare and patients consistently complained of a 
painless mass in the mid-cheek without obvious 
symptoms.[2,5] The physical examination reveals 
a mobile, firm, solid mass with clear boundaries. 
There are numerous causes for chronic cheek 
swelling, including diffuse inflammatory changes, 
masseteric hypertrophy, lymphadenopathy and 
neoplasia.[2] Solitary fibrous tumor typically 
develops as a well-circumscribed lesion that 
common presents as a slow-growing, painless 
mass. Physical examination and imaging findings 
are nonspecific. Radiographic imaging appearance 
is nonspecific.[2,4,5]

Solitary fibrous tumors are typically tan 
to pink-colored, lobulated soft tissue masses. 
Definitive diagnosis is not usually made until 
after tumor resection. The final diagnosis of 
SFT is based on the microscopic appearance and 
characteristic immunohistochemical analysis. 
This tumor usually shows positivity for CD34, 
CD99, laminin, vimentin, and type IV collagen. 
It is characteristically positive for CD34. Solitary 
fibrous tumor is typically negative for S-100, 
cytoplasmic keratin, calretinin, hector battifora 
mesothelial-1 (HBME-1), and muscle specific 
markers.[6]

The recommended treatment for SFTs in the 
head and neck region is complete excision and 
long-term follow-up without adjuvant therapy. 
Typically, they are relatively slow-growing and 
benign tumors with a favorable outcome. The risk 
of local recurrence and metastasis correlates to 
tumor size, tumors with a histologically malignant 

component including increased mitotic figures, 
nuclear pleomorphism, hypercellularity and 
positive surgical resection margins.[4,6]

In conclusion, solitary fibrous tumor is a 
very rare tumor of the head and neck with low 
malignant potential. This study presented a unique 
case of SFT originating from the accessory parotid 
gland. Close, long term follow-up is recommended 
in these cases due to their increased risk of local 
recurrence.
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