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GIANT THORACIC MASS 
– THE STORY OF A SOLITARY 

FIBROUS TUMOUR

The tumours of the pleura are a vast and diverse field. One of the lesser known and less common tumour is the solitary 
fibrous tumour of the pleura, representing about 5% of these types of tumours. The authors present the case of a woman 
admitted in the emergency department with symptoms of dizziness and vomits. Imaging studies show a giant thoracic mass 
on the left hemithorax, with a biopsy indicating a solitary fibrous tumour. The patient was referred for surgery, which was 
performed via thoracotomy. In the postoperative period she developed an acute pulmonary oedema secondary to lung reex-
pansion and fluid overload, with a good response to fluid restriction and intravenous diuretics.
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Abstract

INTRODUCTION

Tumours of the pleura are a vast and diverse field. One of 
the lesser known and less common tumour is the solitary fibrous 
tumour of the pleura, representing about 5% of these types of 
tumours. Solitary fibrous tumours can arise from visceral organs 
or mesothelial tissues, and as such have been described many 
other locations.

The tumour often presents with no symptoms and is usu-
ally randomly discovered during a routine chest x-ray.

CASE REPORT

A 71 year old woman is admitted in the emergency de-
partment due to sudden dizziness and vomits. She also mentions 
dyspnoea which has been getting worse in the past few months.

Upon examination she had absent pulmonary sounds on 
the left side and an O2 saturation of 92%, as well as a type 2 
respiratory insufficiency. Chest x-ray and CT scan showed a mass 
occupying the left hemithorax measuring 22x11 cm, collapsing 
the lung and apparently invading the mediastinum. (figure 1 and 
2) Upon further analysis of past chest x-rays a smaller mass was 
already visible going back 2 years.

She was admitted into the infirmary for further study and 
medical treatment. A tru-cut biopsy of the mass showed as fi-
brous solitary tumour of the pleura. Upon clinical improvement 

with non-invasive ventilation, the patient was discharged and 
referred to the author’s hospital cardiothoracic surgery depart-
ment.

Preoperative study showed a FEV1 of 38%, without 
DLCO due to the patient’s inability to perform the manoeuvre.  

Still, as the removal of the mass would only improve lung 
capacity, the team opted to go ahead.

A left thoracotomy through the 5th intercostal space was 
performed and dissection from the chest wall, mediastinum and 
lung was performed, as the tumour did not invade any structure. 
(figure 3) Two vascular pedicles were identified and ligated; one 
originating from the left lower lobe and the other from the pos-
terior portion of the seventh intercostal artery, and the mass was 
safely removed (figure 4).

The postoperative period was complicated by an acute 
pulmonary oedema secondary to acute lung injury after reex-
pansion of the lung and fluid overload. The patient was put on 
furosemide and methylprednisolone and made an uneventful 
recovery and was discharged on the eleventh postoperative day.

DISCUSSION

Representing about 5% of the tumours of the pleura1, 
with only between 800 and 960 cases reported2,3. Solitary fibrous 
tumours often presents no symptoms, but can present with para-
neoplastic syndromes such as Doege-Potter Syndrome4,5, and is 
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Figure 1

Figure 3

Figure 2

Figure 4

Axial view showing the mass occupying the left hemithorax 
with 22x11 cm, collapsing the lung and apparently invading the 
mediastinum.

Intraoperative photograph of the thoracic mass partially 
collapsing the left lung.

Coronal view of the mass compressing and distorting the 
mediastinum.

Mass compared with an 125 mm Halsted Mosquito 
Forceps.
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usually randomly discovered during a routine imaging exam, as 
was the case. The patient does mention a progressively worsen-
ing dyspnoea, which was never explored, and it was a non-relat-
ed symptom that lead to the going to the ER.

A point could be raised as to the FEV1 of 38%, but after 
discussion with the anaesthesiologist and as the left lung was 
practically non-functioning, it was decided that the risk was man-
ageable, but single lung ventilation was not possible, and that as 
soon as the mass was removed ventilation would improve grad-
ually, as was proven.

Several case reports indicate the possibility of a minimally 
invasive approach, but limit this to small, well defined masses1. In 
the presented case, the mass was far too large for such a tech-
nique and a thoracotomy was warranted.

In the postoperative period the patient developed an 
acute pulmonary oedema secondary to acute lung injury after re-
expansion of the lung and fluid overload. This entity is described 
for sudden reexpansion following pneumothorax drainage, but 
to the best of our knowledge not following removal of a large 
pleural mass.

In conclusion, solitary fibrous tumours are a rare entity, 
often times presenting as large thoracic masses, but are usually 
resectable, require a multidisciplinary approach and careful opti-
mization pre and postoperatively.
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