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tumor in a young woman
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We report a case of solitary fibrous tumor (SFT) of greater omentum in a young woman. SFT arising from the
greater omentum canmimic a gynecologic neoplasm. SFTs are generally benign but some of them are malignant
and have uncertain prognosis. An adequate follow-up is essential in these patients.

© 2016 The Authors. Published by Elsevier Inc. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).
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1. Introduction

A solitary fibrous tumor (SFT) is a rare mesenchymal tumor previ-
ously called hemangiopericytoma (Fletcher, 2014). It has been com-
monly considered as intrathoracic tumor, although there have been
many reported cases of extrathoracic SFT, such as those in skin,muscles,
thyroid, retroperitoneum, liver and so on (Van Houdt et al., 2013). SFT
originating from greater omentum is extremely rare and only few
cases in this location have been described.

We report a case of SFT of the greater omentum in a young woman,
which mimicked a gynecologic neoplasm. We have also summarized
the clinical data of the reported cases of SFT arising from greater omen-
tum (Table 1).

2. Case report

A 34-year-old womanwith unremarkable medical history was diag-
nosed of pelvic mass in a routine gynecological exam. On physical ex-
amination, a hard, mobile and nontender mass was palpated in
retrouterine location. Ultrasound revealed a pelvic mass of 6 cm with
echogenicity similar to myometrium (Fig. 1). A solid ovarian lesion
(risk of malignancy of 34% with logistic regression model LR2) vs.

subserous uterine myoma was suspected by sonographic findings.
Tumor marker levels (CA-125, CA 19-9, CEA) were within the normal
range.

With this differential diagnosis a laparoscopy was performed which
showed a well-circumscribed, pedunculated, vascular tumor appended
to the great omentum (Fig. 2). The feeding artery to the tumor was
gastroepiploic artery and two lymph nodes with diameter greater
than 1 cm were observed in the omentum. Laparoscopic resection of
the tumor and great omentum was performed and then, both of them
were removed by open mini-laparotomy (Fig. 3).

Histological examination showed characteristic features of be-
nign solitary fibrous tumor in some areas of the tumor, such as a pat-
ternless architecture varying cellularity variably prominent hyaline
stromal collagen and branched blood vessels. However elsewhere,
the tumor was much more hypercellular and consisted of rounded
or ovoid cells with limited amounts of amphophilic cytoplasm show-
ing frequent mitotic figures numbering up 13 per 10 high-power
fields (HPF). Immunohistochemical staining revealed diffuse positiv-
ity for CD34, multifocal positivity for CD99 and nuclear positivity for
beta catenin, while smooth muscle actin (SMA), desmin, kit and
DOG-1were negative. According to these findings, the final diagnosis
was malignant SFT.

The patient experienced no postoperative complications. The case
was reviewed by a multidisciplinary oncology team and she was ad-
vised not to undergo adjuvant treatment, but a careful follow up was
initiated to rule out local recurrence or distant metastasis. At 32months
after surgery, the patient is disease-free.
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3. Discussion

The prevalence of SFT is low and those originating from greater
omentum are extremely rare.

Patients diagnosed of this type of tumor can experience abdominal
pain or vomiting due to an abdominal mass, but they aremostly asymp-
tomatic, as in the current case. An acute abdomen because of the rup-
ture of the tumor has been described in some patients (Bovino et al.,
2003; Küçük et al., 2009).

According to the reported cases, SFT of the greater omentum usually
occurs in the fifth to seventh decade of life, with no gender predilection.
Nevertheless, our patient was younger than most of the other patients
affected by this tumor.

Diagnosing SFT is difficult because of the resemblance to other le-
sions such as leiomyoma or mesothelioma (Van Houdt et al., 2013).
Moreover, if SFT originates from greater omentum and is pedunculated
as our case, it can mimic other more common pelvic tumors.

Immunohistochemical staining is useful to establish the diagnosis.
SFTs are generally positive for CD34, CD99 and bcl-2 and occasionally
SMA, but they are usually negative for S-100, desmin and cytokeratins
(Fletcher, 2014; Van Houdt et al., 2013).

Ultrasonographic appearance of SFT has been described as a highly
vascularized solid mass with well-defined margins; computerized to-
mography usually shows similar findings (Bertolotto et al., 1996). How-
ever, imaging studies are not specific and preoperative diagnosis
becomes almost impossible.

Table 1
Solitary fibrous tumors originating from the greater omentum: summary of reported cases.

N° Reference Age
(years)

Gender Symptoms Treatment Tumor
size
(cm)

Mitotic
figures

Recurrence Outcome
(months)

1 Stout et al (Kaneko et al., 2003) 92 M Abdominal mass None 12 × 9 Absent – DOO
2 Stout et al (Kaneko et al., 2003) 63 M Abdominal mass

with pain
Excision 14 × 13 Absent None NED (13 months)

3 Stout et al (Kaneko et al., 2003) 57 F NA Excision NA (3090
g)

2/50HPF NA NA

4 Stout et al (Kaneko et al., 2003) 64 M Abdominal pain,
nausea

Excision 28 × 20 11/50HPF Yes, peritoneum,
liver and lung

DOD (24 months)

5 Goldberger et al (Kaneko et al.,
2003)

30 F Abdominal pain Excision 8 × 8 NA None NED (16 months)

6 Imachi et al (Kaneko et al., 2003) 62 F Abdominal
distensión with pain

Excision, omentectomy
and chemotherapy

24 × 20 12/10HPF Peritoneum AWD (11 months)

7 Schwartz et al (Kaneko et al.,
2003)

40 M Abdominal mass
with pain and
weight loss

Excision (laparotomy),
omentectomy and
chemotherapy

20 × 13.5 20/10HPF Peritoneum DOD (20 months)

8 Cajano et al (Kaneko et al., 2003) 49 F Abdominal pain Excision, omentectomy
and chemotherapy

10 × 10 NA Peritoneum and
liver

DOD (24 months)

9 Bertolotto et al (Bertolotto et al.,
1996)

33 F Abdominal pain Excision 6 × 5 Absent None NED (24 months)

10 Rao et al (Kaneko et al., 2003) 67 F Abdominal mass Excision and omentectomy 17 × 12 Sparse None NED (22 months)
11 Kaneko et al (Kaneko et al., 2003) 70 F Abdominal mass Excision 10 × 8 Absent None NED (12 months)
12 Bovino et al (Bovino et al., (2003) 46 F Abdominal pain,

nausea and vomiting
Excision, omentectomy,
appendectomy and double
adnexectomy

7 × 4 b10/HPF None NED (6 months)

13 Ahmad et al (Ahmad et al. (2004) 74 F Abdominopelvic
mass

Excision NA Many Yes, paraaortic
lymph nodes,
liver

DOD (4 months)

14 Patriti et al (Zong et al. (2012) 24 M Abdominal pain,
diarrhea, fever and
hemoperitoneum

Excision and omentectomy
(laparoscopic)

3.2 × 2.5 3/HPF None NED (24 months)

15 Shiba et al (Shiba et al. (2007) 41 F Abdominal pain Excision 5.5 × 4.5 ×
4

Absent None NED (6 months)

16 Slupski et al (Slupski et al. (2007) 43 M NA Excision NA NA Yes, local,
retroperitoneum
and liver

NED 18 years, NED
(3 months)a

17 Küçük et al (Küçük et al., 2009) 70 M Abdominal pain,
nausea and vomiting

Urgent excision
(laparotomy) by
intraabdominal bleeding

12 × 10 ×
6

Absent None NA

18 Zong et al (Zong et al., 2012) 29 M Abdominal mass
and weight loss

Excision (laparotomy) 28 × 25 ×
11

b4/10HPF None NED (48 months)

19 Harada et al (Harada et al., 2014) 62 F Abdominal mass
and endometrial
adenocarcinoma

Excision (laparotomy),
omentectomy,
lymphadenectomy,
hysterectomy, double
adnexectomy and
chemotherapyb

10 N10/10HPF None NED (48 months)

20 Sato et al (Sato et al., 2014) 85 F Abdominal mass
and portal venous
dilatation

Excision and omentectomy
(laparotomy)

19 × 17 ×
13

2/10HPF None NED (28 months)

21 Urabe et al (Urabe et al., 2015) 52 M Asymptomatic
casual finding

Excision (laparoscopy +
laparotomy)

1.6 NA None NED (11 months)

22 Present case 34 F Asymptomatic
abdominal mass

Excision and omentectomy
(laparoscopy)

6 × 5 13/10HPF None NED (32 months)

NA: not available, HPF: high-power fields, DOO: died of other causes, NED: no evidence of disease, DOD: died of disease, AWD: alive with disease.
a Patient with NED for 18 years, then local recurrence and metastases were diagnosed, second surgery was performed and later patient with NED for 3 months.
b For the uterine cancer.
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