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Abstract 

Malignant Fibrous histiocytoma (MFH) is now diagnosis of exclusion, comprising <5% of adult soft tissue 

malignant lesion. MFH predominantly is originating from extremities and retroperitoneum. Uncommon 

presentation can be in chest wall, bone, spermatic cord and other organs. As other malignant soft tissue 

tumour; histologically mimics MFH, hence immunohistochemistry (IHC) is essential for final diagnosis. The 

IHC findings revealed strong positive staining for CD68 and negative staining for SMA, CD34. The patient 

was managed by wide margin surgery followed by radiotherapy. He was disease free when followed up for a 

year. Although MFH of the chest wall is rare, however it must be considered as a differential diagnosis of 

chest wall tumours. 
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INTRODUCTION 

Malignant Fibrous histiocytoma (MFH) is now 

diagnosis of exclusion, comprising <5% of adult 

soft tissue malignant lesion
 [1]

. MFH is 

predominantly originating from  extremities  and  

retroperitoneum, previously  it was considered  

most common soft tissue malignant tumour  of 

adults .With advent and application of 

immunohistochemistry; different types of this  

 

group of tumour are regrouped  either in 

fibrosarcoma, leiomyosarcoma, angiosarcoma or 

malignant osteoclastoma
[2,3].

 There are vast 

number of benign and malignant differentials of 

soft tissue tumour including benign lesion like 

lipoma, benign fibrous histiocytoma and sarcomas 

of different lineages, malignant melanoma and 

metastasis. 

 

                 www.jmscr.igmpublication.org                                     Impact Factor 3.79 

                                                                                                       ISSN (e)-2347-176x 

 

   



 

M.A. Muzaffar et al JMSCR Volume 03 Issue 07 July  Page 6843 
 

JMSCR Vol.||03||Issue||07||Page 6842-6846||July 2015 

Uncommon presentation can be in chest wall, 

bone, spermatic cord and other organs. In the 

WHO classification (2002), MFH is renamed as 

undifferentiated high grade pleomorphic sarcoma 
[1]

. The presentation of MFH–giant cell variant 

(undifferentiated pleomorphic sarcoma with giant 

cell) is rare in chest wall. Histopathologically this 

variant has malignant proliferation of fibroblasts 

admixed with pleomorphic giant cells of so-called 

histiocytic origin
[3,4]

. As other malignant soft 

tissue tumour; histologically mimics MFH, hence 

immunohistochemistry (IHC) is essential for final 

diagnosis. Specific diagnosis is essential in view 

of very aggressive nature of disease so that proper 

surgical, chemotherapeutic and radiotherapeutic 

interventions can be done.  

The widespread introduction of immunohisto-

chemistry has been one of the major factors in 

demolition of the MFH concept. Most high grade 

pleomorphic sarcomas show a definable line of 

differentiation, foremost among which are the 

pleomorphic variants of leiomyosarcoma, 

liposarcoma, rhabdomyosarcoma and 

myxofibrosarcoma, after carcinomas, melanomas 

and lymphomas have been excluded
[2,3,4)

. 

Immunohistochemistry is critical in helping to 

separate the latter non-mesenchymal 

malignancies. Controversy exists as to the extent 

of immunopositivity required for a given antigen 

to define a specific line of differentiation but 

diagnostic criteria have been proposed for the 

different pleomorphic sarcomas and these appear 

to be reproducible 
[6,7]

. The presence of just rare 

cells showing positivity for epithelial or myogenic 

antigens most often has little significance and 

does not, itself, exclude this diagnosis. It is now 

accepted that histiocytic antigens (such as alpha-1-

antitrypsin, alpha-1-antichymotrypsin, lysozyme 

and CD68) play no useful role in the diagnosis of 

pleomorphic sarcomas. 

 

CASE SUMMARY 

A 65 year old male farmer presented with a 

painless mass from 4 months duration in the right 

anterior chest wall. (Fig.1A) On clinical 

examination, the mass was firm in consistency and 

measured 10 X 6 cms. CT scan showed a mass 

involving the pectoralis muscle and pushing the 

pleura of the right upper lung but not invading the 

ribs (Fig. 1B). Fine Needle Aspiration Cytology 

(FNAC) yielded a cellular smear with 

predominantly dispersed oval to spindle cells with 

markedly pleomorphic hyperchromatic bizarre 

nuclei and numerous multinucleated tumour giant 

cells (Fig. 1 C,D)). It was cytomorphologically 

reported as malignant fibrous histiocytoma. Tru 

cut biopsy of the lesion was done and 

histopathological diagnosis was Giant Cell MFH 

which was reassured by immunohistochemistry 

(IHC) (Fig. 2 A,B).  The IHC findings revealed 

strong positive staining for CD68 and negative 

staining for SMA, CD34 (Fig. 2B, Fig. 3A, B). In 

this case, on fine needle aspiration cytology 

(FNAC) and histopathology, impression was 

MFH, so cost effective panel of antibodies were 

used. 
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Figure 1. (A) Photograph showing large soft mass in right upper chest wall (B) CT scan 

revealing destructive  lesion involving pectoralis muscle & pushing the pleura (C,D)   
microphotograph showing pleomorphic tumour cells with bizarre nuclei  & osteoclast-

like giant cells

 
 

CD 68 +++

SMA --

4

Figure 2.(A) The microphotograph of histopathology shows fascicles of tumour cells and 

multinucleated giant cells (B) The pleomorphic  tumour cells  and giant cells are positive  for CD68
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Figure 3.( A)  Tumour cells are negative for SMA but smooth muscle 
cells of  blood vessels are showing positivity( B) Tumour cells are 
negative for CD34 ( marker of  haemangiopericytoma  & SFT ) but 

endothelial cells of blood vessels are positive

SMA- CD34-
A B

DISCUSSION  

Malignant Fibrous Histiocytoma is synonymous 

with undifferentiated pleomorphic sarcoma, is a 

deep seated pleomorphic sarcoma of uncertain 

origin. The recent WHO classification renamed it 

as undifferentiated pleomorphic sarcoma, NOS 
[1]

. 

Actually it represents <5% of adult soft tissue 

sarcoma. It occurs most frequently in the lower 

extremities. Occurrence in chest wall is rare 
[7]

. 

The histological subtypes include pleomorphic, 

giant cell, inflammatory, angiomatoid and myxoid 

types. The prognosis after surgery and adjuvant 

therapy is very poor 
[7,8]

. 

Sawai H. et al (1998) reviewed 36 similar cases of 

primary chest wall MFH and found that 25% cases 

had subsequent metastasis and 31 % had local 

recurrence. Krishnamurthy et al (2013) also 

reported a similar case of chest wall MFH but the 

tumour was also invading the ribs at the time of 

diagnosis.  

 

CONCLUSION 

The patient was managed by wide margin surgery 

followed by radiotherapy. He was disease free 

when followed up for a year .Although MFH of 

the chest wall is rare ,however it must be 

considered as a differential diagnosis of chest wall 

tumours. Now, IHC is essentially needed for 

definitive diagnosis in view of rarity of this 

tumour. 
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