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Introduccion

El tumor fibroso solitario (TFES) es
una inusual neoplasia de células fusi-
formes que tipicamente involucra la
pleura visceral siendo originalmente
conocido como fibroma pleural o meso-
telioma fibroso (1). Fue primeramente
descrito por Klemperer y Rabin en 1931,
como una neoplasia de la pleura benig-
na o maligna. Posteriormente fue des-
crito en varios sitios extrapleurales como
los pulmones, mediastino, peritoneo,
médula espinal, tejidos blandos, tracto
sinonasal, nasofaringe, tiroides, cavidad
orbitaria, periostio, higado, capsula re-
nal, piel, cavidad oral y glandulas sali-
vales (2-8). En la literatura inglesa, en-
contramos relatados solamente 36 ca-
sos de TFS oral benigno (4, 8-12). Clini-

Reporte de Caso

camente se presenta como un nddulo
submucoso de variable tamafio, movil,
asintomatico, bien circunscrito y cubier-
to por mucosa normal (9). En coloracio-
nes de H&E, el TES puede ser dificil de
ser distinguido de otros tumores de cé-
lulas fusiformes orales, ya que clésica-
mente son considerados por mostrar un
padrén polimorfico ("padron sin pa-
dron"). La inmunohistoquimica es de
valiosa ayuda para confirmar el diagnds-
tico, siendo positivos para vimentina,
CD34,CD99y bel-2 (13).

En este reporte, describimos dos
casos adicionales de TFS intraoral be-
nigno, enfatizando el diagnostico dife-
rencial asi como también sus caracteris-
ticas histopatoldgicas e inmunohisto-
quimicas.

Reporte de caso
Casol

Un paciente masculino de 38 afios
de edad, caucasico, fue referido al ser-
vicio de Diagnostico Oral (Orocentro)
de la Facultad de Odontologia de
Piracicaba - UNICAMP, Brasil, quejan-
dose de una lesion oral con 1 mes de
evolucion, la cual permanecia estable
después de su deteccion. El paciente
tenia aparente buen estado de salud,
siendo la historia médica general no
contribuyente. El examen intraoral mos-
tr6 una lesion nodular submucosa mo-
vil, bien delimitada, asintomatica, de
consistencia fibroelastica midiendo 2,0
x 2,0 cm, localizado en la mucosa yugal
izquierda y cubierta por mucosa de apa-
riencia normal. Nuestro diagnostico cli-
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nico fue de tumor mesenquimal benig-
no (Fig. 1). Se procedio a efectuar una
biopsia excisional bajo anestesia local
y el espécimen fue sometido a analisis
histopatologico. Microscopicamente, el
tumor fue bien circunscrito, exhibiendo
areas hipercelulares sin padrén defini-
do o areas estoriformes de células fusi-
formes alternando con areas hipocelula-
res (Fig. 2). En las areas hipocelulares,
las células tumorales estuvieron embe-
bidas en una matriz colagenosa densa
hialinizada (Fig. 3). Areas con aparien-
cia hemangiopericitica estuvieron dis-
persas en el estroma tumoral. El nimero
de figuras mitoticas fue <2/10 campos
de gran aumento. No fueron observa-
das necrosis, atipia nuclear, hemorragia
y pleomorfismo.

Caso 2

Un paciente masculino de 55 afios
de edad, caucasico, fue referido a la Cli-
nica de Odontologia de la Universidad
de Ribeirdo Preto (UNAERP), Brasil,
quejandose de un nédulo en la mucosa
yugal izquierda con 3 afios de evolu-
cion. La historia médica asi como el exa-
men extrabucal fue no contribuyente. El
examen intraoral mostré un noédulo
submucoso movil, fibroelastico, bien
circunscrito, asintomatico, localizado en
la mucosa yugal izquierda. La lesion
media 3.5 x 2.5 cm, siendo recubierta por
mucosa normal. Con la principal hipote-
sis clinica de un tumor mesenquimal be-
nigno, la lesion fue facilmente removida
bajo anestesia local. Microscopicamente,
la lesion era formada por areas hipercelu-
lares e hipocelulares, sin un padron es-
pecifico. Las areas hipercelulares eran
compuestas por cé¢lulas fusiformes

mixturadas con numerosos vasos sangui-
neos en padron hemangiopericitico. Las
areas hipocelulares presentaban predo-
minantemente fasciculos de fibras
colagenas dispuestos en diferentes di-
recciones. No se observaron atipias ce-
lulares, mitosis atipicas o necrosis.

Hallazgos inmunohistoquimicos

A partir del material de la biopsia fi-
jada en formol tamponado y embebida
en parafina, fueron obtenidos cortes de
3um de espesor, las cuales fueron des-
parafinizadas, hidratadas e inactivadas
con peroxido de hidrogeno al 3% para
inhibir la peroxidasa endogena. Para la
recuperacion de antigenos, los especi-
menes fueron tratados con tampoén
citrato pH 6 en horno de micro-ondas,
seguido por incubacién con el anticuer-
po primario durante 16 horas (Tabla 1),
usando apropiados controles positivos
y negativos. Para la deteccion de los
anticuerpos primarios, usamos anticuer-
pos secundarios conjugados con es-
treptavidina-biotina-peroxidasa (Strept
ABComplex/HRP Duet, Mouse/Rabbit,
Dako A/S, Denmark), las cuales fueron
revelados usando el cromoégeno diami-
nobenzidina y contracoloreados con
hematoxilina de Carazzi. La expresion de
los inmunomarcadores fueron conside-
rados como siendo positivos o negati-
vos. Las células tumorales mostraron
fuerte inmunoreactividad para vimenti-
na, CD34 (Fig. 4) y bcl-2 (Fig. 5) en am-
bos casos y fueron negativos fueron
obtenidos con actina musculo especifi-
co, actina musculo liso, S100 y citoque-
ratinas de amplio espectro (AE1/AE3).
Estos hallazgos confirmaron el diagnos-
tico de TFS.

Ninguna recurrencia fue detectada
durante 1 y 10 afos de seguimiento en
el primer y segundo caso, respectiva-
mente.

Discusion

Aunque la ocurrencia del TFS estu-
vo pensada ser confinada a la cavidad
serosa pleural, existen numerosos repor-
tes de esta lesion en localizaciones
extrapleurales, particularmente afectan-
do extremidades, tronco y retroperito-
neo. Es interesante el hecho de que es-
tos tumores alcanzaran tamafos consi-
derables (>10cm). No parece haber pre-
dileccion por el sexo y ocurre primaria-
mente en adultos, siendo rara su pre-
sentacion en adolescentes (14). El pro-
medio de edad de los pacientes con TFS
oral es de 59 afios (9). Aunque clara-
mente el TFS es de origen mesenquimal,
su histogénesis es desconocida, sien-
do las principales candidatas las célu-
las mesenquimales primitivas dendriti-
cas (9,15,16).

Microscopicamente, todos los TFS
exhiben similar morfologia a despecho
de su localizacion anatomica. Son ca-
racterizados por mostrar areas hipercelu-
lares e hipocelulares, una matriz colage-
nosa esclerotica y vasos sanguineos en
padrén hemangiopericitico. Aunque las
células estan distribuidas al azar, ellas
pueden mostrar un padron estoriforme
(2, 11, 17). El tumor usualmente exhibe
inmunoreactividad para vimentina,
CD34, bcl-2, CD99 y factor XIlla, pero
es negativo para actina musculo espe-
cifico, actina musculo liso, S100 y
citoqueratinas (2, 8, 12, 15, 17-19). Simi-
lar a CD34, CD99 es un marcador con-
sistente-mente encontrado en el TFES,

Tabla 1. Inmunomarcadores usados en el diagndstico de los tumores fusocelulares.

Anticuerpos/ clones

Vimentina /V9
CD34/QBEnd 10
Bcel-2/124

Citoqueratinas/ AE1/AE3

S-100%*

Actina alfa musculo liso / 1A4
Actina musculo especifico/ HHF35

Fuente Dilucion
Dako 1/200
Dako 1/50
Dako 1/50
Dako 1/200
Dako 1/1000
Dako 1/200
Dako 1/200

Recuperacion antigénica

Microondas
Microondas
Microondas
Microondas
Microondas
Microondas
Microondas

* Policlonal
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Fig. 1. Lesion nodular en la mucosa bucal cubierto por mucosa de Fig. 2. Area hipercelular de células fusiformes exhibiendo superficie
apariencia normal. bien delimitada (H&E, x 200).
Nodular lesion in the buccal mucosa covered by mucosa of normal Hypercellular spindle cells areas exhibiting well-circumscribed
appearance. surface (H&E, x200).

Fig. 3. Area hipocelular mostrando células fusiformes y linfocitos Fig. 4. Células tumorales con fuerte expresion de CD34 en patron

inmersas en una matriz colagenosa densa hialinizada (H&E, x200). de membrana (Inmunohistoquimica, x200).

Hypocellular area showing spindle cells and lymphocytes immersed Strong CD34 expression in tumor cells in membranous pattern
in a hyalinized dense colagenous matrix (H&E, x200). (Immunohistochemistry, original magnification x200).
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Fig. 5. Inmunoreactividad citoplasmatica positiva en las células tumorales para bcl-2 (Inmunohistoquimica, x200).
Positive cytoplasmic immunoreactivity for bcl-2 in tumor cells (Immunohistochemistry, original magnification x200).
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en cuanto EMA (antigeno epitelial de
membrana) y desmina pueden ser posi-
tivos en casos esporadicos (13).
Lamolécula CD34 es una glicopro-
teina transmembrana de cadena unica
relacionada a subgrupos de células pro-
genitoras hematopoyéticas mieloides
(8,20). Segun Regezi etal. (1992) (16),
los dendrocitos submucosos orales ex-
hiben positividad para CD34 y el factor
XlIMa. Aunque CD34 es comunmente
positivo en el TFS, es también expresa-
do en otras entidades, tales como leuce-
mia, neoplasmas vasculares, neoplas-
mas derivados de musculo liso, tumo-
res de la vaina nerviosa y dermatofibro-
sarcoma protuberans (2,11). La protei-
na bel-2 esté localizada en la membrana
mitocondrial y est4 relacionada a un
aumento de sobrevida celular inhibiendo
la apoptosis. Nuestros casos fueron
fuertemente positivos para vimentina,
CD34 y bcel-2, confirmando la naturaleza
mesenquimal del tumor, su probable ori-
gen a partir de células dendriticas
intersticiales asi como también la posi-
ble inhibicion de la apoptosis. Este tu-
mor es usualmente bien delimitado y
aparentemente encapsulado. Sin embar-
g0, la presencia de un nimero incremen-
tado de figuras mitoticas (>4/10 campos
de grande aumento), pleomorfismo nu-
clear, hipercelularidad, hemorragia y
necrosis pueden indicar la presencia de
una variante maligna la cual generalmen-
te estd asociada con un curso clinico
agresivo (13,21). Estas caracteristicas
histopatologicas estuvieron ausentes
en nuestros casos, confirmando su cur-
so benigno. Sin embargo, concordamos
con Vallat-DeCouvelaere et al. (1998)
(13) sobre el seguimiento que deben re-
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cibir estos pacientes. La mayoria de los
casos extrapleurales publicados mues-
tran un curso benigno, pero esto pro-
bablemente refleja el relativo corto tiem-
po de seguimiento y al igual que las le-
siones pleurales, es posible que algu-
nos casos puedan recurrir o causar me-
tastasis (13).

El diagnéstico diferencial del TFS
incluye : fascitis nodular (FN), histioci-
toma fibroso (HF), schwannoma,
leiomiosarcoma, fibrosarcoma, miofibro-
ma, tumor desmoide, dermatofibrosar-
coma protuberans y neurofibrosarcoma
(2,11). Tanto la FN y el TFS son com-
puestos de células fusiformes y fibras
de colageno, sin embargo el TFS pre-
senta un padron estromal no definido
cuando es comparado al estroma fibrilar
observado en la FN. Ademas, inmuno-
histoquimicamente la FN es positiva
para actina musculo liso y el TFS es
positivo para CD34 (22). EIHF y el TFS
pueden mostrar areas estoriformes si-
milares, siendo este padron mas
prevalente en el primero. Por otro lado,
el TFS exhibe mas areas esclerdticas que
el HF (6). El Schwannoma es un tumor
encapsulado compuesto de células de
Schwann cuyos nucleos tienden a mos-
trar palizadas, formando los cuerpos de
Verocay distintivos de areas Antoni A;
encuanto las areas paucicelulares y
mixoides muestran hialinizacion perivas-
cular caracteristicos de areas Antoni B.
La expresion positiva para S100 es tipi-
camente sugestiva de la naturaleza
neural de estos tumores (18,23). El leio-
miosarcoma y fibrosarcoma pueden ra-
ramente envolver tejidos blandos ora-
les, pero ellos pueden ser distinguidos
del TFS por sus caracteristicas citolo-

gicas malignas, padron infiltrativo, falta
de expresion de CD34 e inmunoreactivi-
dad positiva para actina y miosina en el
caso del tumor muscular (19). El tumor
maligno de la baina del nervio periférico
es otra neoplasia maligna incomtn de
células fusiformes en la cavidad oral que
comparte algunas caracteristicas
morfolégicas y expresion de CD34 con
el TFS. Sin embargo, a diferencia del
TFS, este tumor maligno muestra mode-
rada a fuerte inmunorreactividad para
S100 (19). El miofibroma solitario tam-
bién es no comun en la cavidad oral que
puede ser distinguido del TFS, consi-
derando la celularidad y morfologia nu-
clear. Este tumor expresa actina miiscu-
lo liso, el cual es usualmente ausente en
el TFS y es negativo para CD34 (19). El
tumor desmoide tiene una presentacion
rara en la cavidad oral, pero al igual que
el tumor anterior falta en la expresion de
CD34 y exhibe un aspecto histopatologi-
co mondétono (24). El dermatofibrosar-
coma protuberans es un tumor maligno
de bajo grado, que ha sido reportado en
la cavidad oral. Aunque estos tumores
son frecuentemente CD34 positivos,
son generalmente bel-2 negativos (12).
En resumen, en el presente articulo
relatamos los aspectos clinicos, micros-
copicos e inmunohistoquimicos de dos
casos adicionales de TFS oral. Esta neo-
plasia es poco comun en la cavidad oral,
pero deberd ser considerada en el diag-
nostico diferencial de lesiones
nodulares de la mucosa formada por
células fusiformes. Enfatizamos el diag-
ndstico microscopico diferencial, inclu-
yendo el uso de los inmunomarcadores,
asi como también recomendar un cuida-
doso seguimiento en estos pacientes.
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ABSTRACT

Solitary fibrous tumor (STF) is a benign spindle-cell neoplasm that has been described mainly
in the visceral pleura and other serosal sites, which is uncommon in the head and neck
region, with few oral cases reported in the literature. We describe two additional cases of SFT
affecting the mouth, which were located in the left cheek. Histological examination showed

well-circumscribed spindled cell lesion with storiform and hemangiopericytic patterns,
exhibiting alternating hypercellular and hypocellular areas. The immunohistochemical
findings were similar in both cases, with strong immunoreactivity for vimentin, CD34, bcl-2
and negative for muscle specific actin, smooth muscle actin, S-100 protein and pan-
cytokeratin. Based on these clinical, microscopical and immunohistochemical features the
final diagnosis of these two cases was benign oral SFT. Therefore SFT should be included in
the differential diagnosis of nodular lesions involving the buccal mucosa. The clinicians and
oral pathologists should be able to recognize this important oral spindle cell tumor.

Keywords: Fibrous solitary tumor, Immunohistochemistry, Oral cavity.

Introduction

Solitary fibrous tumor (SFT) is an
unusual spindle-cell neoplasia that
typically involves the visceral pleura,
that originally was denominated pleural
fibroma or fibrous mesotelioma (1). SFT
was described by Klemperer & Rabin in
1931, as a benign or malignant neopla-
sia of the pleura. Afterwards it was
described in many extrapleural sites
such as the lungs, mediastinum,
peritoneum, spinal cord, soft tissues,
sinonasal tract, nasopharynx, thyroid,
orbit, periosteum, liver, renal capsule,
skin, oral cavity and salivary glands (2-
8). We found only 36 benign oral SFT
reported in the English literature (4, 8-
12). Clinically, it presents as a movable,
asymptomatic, well-circumscribed
submucous nodule of variable size,
covered by normal mucosa (9). In H&E
preparations, SFT can be difficult to be
distinguished from other oral spindle
cells tumors, although classically it is
considered to show a polimorphic
pattern ("pattern without pattern").
Immunohistochemistry is helpful to
confirm the diagnosis, and it is positive
for vimentin, CD34, CD99 and bel-2 (13).

In this report, we describe two
additional cases of benign oral SFT
emphasizing the differential diagnosis
as well as it's histopathological and
immunohistochemical features.

Case report
Case 1

A 38 year-old Caucasian man was
referred to the Oral Diagnosis Clinic
(OROCENTRO) at the School of Dentistry
of Piracicaba - UNICAMP, Brazil,
complaining of an oral lesion with 1 month
of evolution, which remained unaltered
after its detection. The patient was
otherwise healthy, and the general
medical history was noncontributory.
Intraoral examination showed a mobile,
well-delimited, painless, submucous
nodular lesion of fibroelastic consisten-
cy measuring 2.0 x 2.0 cm, located in the
left buccal mucosa and covered by nor-
mal mucosa. Our clinical diagnosis was
benign mesenchymal tumor (Fig. 1). Under
local anesthesia, it was carried out an
excisional biopsy and the speci-men was
submitted to histopathologic analysis.
Microscopically the tumor was well-
circumscribed, exhibiting hypercellular
areas without defined pattern or storiform
regions of spindle cells alternating with
hypocellular areas (Fig. 2). In the hypoce-
[lular areas, tumor cells were immersed in
a hyalinized dense colagenous matrix
(Figs. 3). Areas with hemangiopericyto-
ma-like pattern were dispersed in the
tumoral stroma. Number of mitotic figu-
res was <2/10 high power field. Necrosis,
nuclear atypia, hemorrhage and
pleomorphism were not observed.

Case 2

A 55 year-old Caucasian man was
referred to the Odontologic Clinic of the
University of Ribeirdo Preto (UNAERP),
Brazil, complaining of a nodule in the
left buccal mucosa with 3 years of evolu-
tion. Medical history and extrabuccal
evaluation were noncontributory. Intra-
oral examination showed a fibroelastic,
well-circumscribed, painless, movable
submucous nodule in the left buccal
mucosa. The 3.5x 2.5 cm lesion was co-
vered by normal mucosa. With the main
clinical hypothesis of benign mesenqui-
mal tumor, the lesion was easily remo-
ved under local anesthesia. Microsco-
pically the lesion was formed by hyper
and hypocellular areas without a
specific pattern. The hypercellular areas
were composed by spindle cells mixed
with numerous blood vessels presenting
a hemangiopericytoma-like pattern. The
hypocellular areas were formed predomi-
nantly by fascicles of collagenous fibers
distributed in various directions. No
cellular atypia, atypical mitosis or
necrosis were observed.

Inmunohistochemical findings

From the formalin-fixed and paraffin-
embedded tissue were obtained 3pum
sections, which were deparaffinized,
hydrated and treated with 3% hydrogen
peroxide to inhibit endogenous peroxi-
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dase. For antigen retrieval, the speci-
mens were treated with citrate buffer pH6
in microwave, followed by incubation
with the primary antibody for 16 hours
(Table 1), using appropriate positive and
negative controls. For the detection of
the primary antibodies, we used
secondary antibodies conjugated with
streptavidin-biotin-peroxidase (Strept
ABComplex/HRP Duet, Mouse/Rabbit,
Dako A/S, Denmark), which were revea-
led by diaminobenzidine chromogen
and counterstained with Carazzi's hema-
toxylin. The expression of the immuno-
markers was considered as positive or
negative. Tumors cell showed strong
immunoreactivity for vimentin, CD34
(Fig. 4) and bcl-2 (Fig. 5) in both cases
and were negative for muscle-specific
actin, smooth muscle actin, S100 protein
and pan-cytokeratin (AE1/AE3). These
findings confirmed the diagnosis of SFT.

No recurrence was detected after 1
and 10 years of follow-up of cases 1 and
2, respectively.

Discussion

SFT was initially thought to be confi-
ned to the pleura, but there are nume-
rous reports of SFT in extrapleural sites,
particularly affecting extremities, trunk
and retroperitoneum. It is interesting it
can reach a huge size (>10cm). SFT does
not present predilection for gender and
primarily occur in adults, being rare in
adolescents (14). The mean age of the
patients with oral SFT is 59 years old
(9). Although SFT clearly is of
mesenchymal origin, the histogenesis
is unknown, but dendritic primitive
mesenchymal cells, are the main
candidates (9, 15, 16).

Microscopically, all SFT exhibit si-
milar morphology despite of the anato-

mical location. It is characterized by
hypercellular and hypocellular areas,
sclerotic collagenic matrix and blood
vessels forming a hemangiopericytoma-
like pattern. Although the cells are
distributed haphazardly, sometimes they
can show a storiform pattern (2, 11, 17).
The tumor usually exhibits immunoreac-
tivity for vimentin, CD34, bcl-2, CD99,
and factor XIIIa, but it is negative for
specific muscle actin, smooth muscle
actin, S100 protein and cytokeratins (2,
8,12,15,17-19). Like CD34,CD99is a
marker consistently found in SFT,
whereas EMA (epithelial membrane
antigen) and desmin can be positive in
sporadic cases (13).

CD34 is a single-chain transmem-
brane glycoprotein related to subsets
of myeloid haematopoietic progenitor
cells (8, 20). According to Regezi et al.
(1992) (16), the oral submucous
dendrocytes exhibit positivity for CD34
and factor XIIIa. Although CD34 is
commonly positive in SFT, it is also
expressed in other entities, such as
leukemia, vascular neoplasms, derived-
smooth muscle tumors, tumors of the
nervous sheath and dermatofibrosarco-
ma protuberans (2, 11). Bel-2 protein is
located in the mitochondrial membrane
and it is related to an increased of the
cellular survival as it inhibits apoptosis.
Our cases were strongly positive for
vimentin, CD34 and bcl-2, confirming
the mesenchymal nature of the tumor,
its probable interstitial dendritic cell
origin, as well as the possible apoptosis
inhibition. This tumor usually is well-
delimited and apparently encapsulated.
However, the presence of an increased
number of mitotic figures (>4/10 high
power field), nuclear pleomorfism,
hypercelullarity, hemorrhage and

Table 1. Immunomarkers used in the diagnosis of spindle cell tumors.

necrosis can indicate a possible malig-
nant variant, which generally is asso-
ciate with aggressive clinical course (13,
21). These histopathologic characteris-
tics were absent in our cases, confirming
its benign nature. Nevertheless, we
agree with Vallat-DeCouvelaere et al.
(1998) (13) about the follow-up that
these patients must receive. Most of the
extrapleural cases published showed a
benign course, but most were followed
up for arelatively short time, and as in the
pleural lesions it is possible that some
cases may recur or cause metastasis (13).

The differential diagnosis of SFT
includes nodular fasciitis (NF), fibrous
histiocytoma (FH), schwannoma, leio-
miosarcoma, fibrosarcoma, myofibroma,
desmoid tumor, dermatofibrosarcoma
protuberans and neurofibrosarcoma (2,
11). Both NF and SFT are composed of
spindle cells and collagen fibers, but
SFT presents no defined stromal pattern
when compared to the fibrilar stroma
observed in NF. In addition, immuno-
histochemically NF is positive for
smooth muscle actin and SFT for CD34
(22). FH and SFT can show similar
storiform areas, but this pattern is more
frequent in NF. On the other hand, SFT
exhibits more sclerotic areas than FH (6).
Schwannoma is an encapsulated tumor
composed by Schwann's cells with
nuclei that tend to show palisading,
forming Verocay bodies, features of
Antoni A areas; while the paucicelular
and myxoid areas show perivascular
hyalinization, features of Antoni B
regions. The positive expression for
S100 protein is typically suggestive of
the neural nature of these tumors (18,
23). Leiomyosarcoma and fibrosarcoma
may rarely involve the oral soft tissues,
but they can be distinguished from SFT

Antibodies/ clones

Vimentin/ VO
CD34/QBEnd 10
Bcl-2/124

Cytokeratins/ AE1/AE3

S-100*

Alfa-smooth muscle actin/1 A4
Muscle actin specific/ HHF35

Source Dilution
Dako 1/200
Dako 1/50
Dako 1/50
Dako 1/200
Dako 1/1000
Dako 1/200
Dako 1/200

Antigen retrieval

Microwave
Microwave
Microwave
Microwave
Microwave
Microwave
Microwave

* Polyclonal
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by their malignant cytological features,
infiltrative pattern, lack of CD34
expression and positive immuno-
reactivity for actin and myosin in the
case of the muscular tumor (19). The
malignant peripheral nerve sheath tu-
mor is other neoplasm formed by spindle
cellsuncommon in the oral cavity, which
shares morphologic characteristics and
expression of CD34 with SFT.
Nevertheless unlike to SFT this malig-
nant tumor shows moderate to strong
inmunoreactivity for S100 protein (19).
Solitary myofibroma also is uncommon
in the oral cavity, and it can be
distinguished from SFT, considering the
cellularity and nuclear morphology. This
tumor expresses smooth muscle actin,
which is usually absent in SFT, and it is
negative for CD34 (19). Desmoid tumor
is rare in the oral cavity, exhibiting
monotonous histopathologic aspect
and lack expression of CD34 (24).
Dermatofibrosarcoma protuberans is a
low grade malignant tumor that has been
reported in the oral cavity. Although it
is frequently positive for CD34, it is
negative for bel-2 (12).

In summary, in the present article we
reported the clinical, microscopic and
immunohistochemical findings of two
additional cases of oral SFT. It is
uncommon in the oral cavity, but it should
be considered in the differential diagno-
sis of nodular lesions of the mucosa
formed by spindle cells. We emphasized
the microscopical differential diagnosis,
including the use of immunomarkers, as
well as recommending a careful follow-
up of these patients.
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