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Abstract: Solitary fibrous tumours are rare mesenchymal tumours that typically arise from the pleura and rarely originate from the 

mesentery. We herein report a case involving a 24 - year - old patient who presented with pain in right iliac fossa, diagnosed as a case of 

acute appendicitis. Patient underwent an emergency open appendectomy. This mass was found incidentally during an exploration for 

Meckel’s diverticulum as a routine protocol during appendectomy which was resected. The biopsy of the mass revealed that it was a 

solitary calcifying fibrous tumour originating from the mesentery of the small intestine. The patient was discharged 5 days after surgery 

and had an uneventful post - operative stay.  
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1. Introduction  
 

Solitary fibrous tumours are a group of rare spindle cell 

mesenchymal tumours mainly arising from the thoracic 

pleura. These are rare ubiquitous tumours that originate from 

the mesenchyme and are characterized by high fibrosity and 

hypervascularity
1
. Although abdominal solitary fibrous 

tumours have been reported, involvement of the mesentery is 

rare
2
. Solitary fibrous tumours are usually benign and remain 

asymptomatic unless they place pressure on adjacent tissues, 

making them hard to detect. Both computed tomography 

(CT) and magnetic resonance imaging (MRI) can help to 

diagnose solitary fibrous tumours; however, a definitive 

diagnosis relies on immunohistopathology, in which STAT6 

and CD34 are used as highly specific markers
3
. 

Macroscopically, most solitary fibrous tumours are well - 

circumscribed and frequently encapsulated masses. Solitary 

fibrous tumours are typically tan - white, firm and 

multinodular in appearance and may exhibit haemorrhagic 

and myxoid changes
4
. In some instances, solitary fibrous 

tumours may show malignant features and invasion of 

surrounding tissues
5
. Therefore, complete surgical resection 

with intact borders is recommended
6
. Because recurrence 

may occur even 20 years after treatment
7
, long - term 

surveillance may be beneficial. Although solitary fibrous 

tumours are well described in the literature, those arising 

from the mesentery are very rare. To the best of our 

knowledge, only 22 cases of primary intraperitoneal SFTs of 

the mesentery have been reported with an associated 

histopathological diagnosis
2 - 4, 7 - 25

. Here, we report on an 

extremely rare case of a solitary calcifying fibrous adenoma 

of the mesentery.  

 

 

 

2. Case History  
 

A 24 years old male presented in surgery outdoor 

department with complaints of pain in right iliac fossa for 3 

days associated with fever with chills for last 3 days, 

vomiting 3 - 4 episodes for last 2 days. Patient had no 

significant past history. On clinical examination: patient was 

having pulse rate of 103/minutes and axillary temperature 

was 101.8℉, rest all vitals were within normal limits. 

Abdominal examination revealed that abdomen was soft, 

tenderness was present in right iliac fossa, guarding in right 

iliac fossa, without rigidity and bowel sounds were present. 

Rest all systemic examination was within normal limits. 

Investigations were done in which TLC was 15600/mm and 

other biochemical parameters were within normal limit. 

Ultrasonography of whole abdomen was done which showed 

a blind ended, elongated, non - compressible, non - 

peristaltic structure (approximately 11 mm diameter) was 

present in right iliac fossa whichwas suggestive of acute 

appendicitis.  

 

Patient was planned for open appendectomy and taken for 

surgery. On exploration, skin incision given at McBurney’s 

point, abdomen opened in layers, appendix identified, 

transfixed and excised. As a routine protocol, during 

exploration for Meckel’s diverticulum, a swelling of 3×2cm 

found 15 cm proximal to the ileo - caecal junction (Figure 

1). Swelling was excised (Figure 2). Both specimens i. e. 

appendix and soft tissue swelling were sent for 

histopathological examination. On examination of soft tissue 

swelling grossly it was a single tan - white tissue measuring 

3×2×1cm, which was well circumscribed, firm and non - 

capsulated. Microscopic examination of the lesion showed 

that there was densely hyalinized and collagenous stoma 

with areas of calcification and scanty lymphoplasmacytic 

Paper ID: SR23405152531 DOI: 10.21275/SR23405152531 535 



International Journal of Science and Research (IJSR) 
ISSN: 2319-7064 

SJIF (2022): 7.942 

Volume 12 Issue 4, April 2023 

www.ijsr.net 
Licensed Under Creative Commons Attribution CC BY 

infiltrate. At places of collagen fibres show whirling. 

Lymphoid follicles were also noted. There was no evidence 

of tuberculosis in the specimen. Specimen was suggestive of 

calcifying fibrous tumour of mesentery. 

Immunohistochemistry was not done due to financial 

constrain. Postoperative period as well as follow up till 2 

months were uneventful.  

 

 
Figure 1: Lesion found during exploration 

 

 
Figure 2: Excision of mass 

 
Figure 3: Excised mass from mesentery 

 

 
Figure 4: Cut section of mass and appendix 

 

3. Discussion  
 

Calcifying solitary fibrous tumour, originally defined by 

Rosenthal and Abdul - Karim
26

as a childhood fibrous 

tumour with psammoma bodies, was subsequently renamed 

by Fetsch et al, 
27

as a calcifying fibrous pseudotumor. They 

observed that this lesion was not limited to children; the 

calcifications were not always psammomatous and 

postulated that this lesion was a result of a reactive fibro - 

inflammatory process. Both the sexes are equally affected
26, 

27
.  

 

Solitary fibrous tumours most frequently arise from the 

pleura, but they have also been observed in nearly every 

anatomical location of the human body
28

. However, a 

solitary fibrous tumour arising from the mesentery is very 

rare
7
. Most were found in men, and the affected patients 
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median age of solitary fibrous tumours is 54 years (range, 

26–82 years). 
 

 

Calcifying fibrous tumour has been uncommonly 

documented in mesentery, including rare examples of 

multifocal involvement, wherein it may present as acute 

abdomen and even malignancy
29, 30

. The diagnosis in the 

present case was achieved on biopsy.  

 

These mesentery SFTs seem to be more commonly occur in 

the ileum. Based on published reports, it is clear that extra 

pleuralsolitary fibrous tumours most commonly occur in 

adults but have a wide age distribution. Solitary fibrous 

tumours are usually slowly growing and painless, with no 

clinical symptoms unless they compress adjacent tissue.7 

 

CT and MRI are effective in the diagnosis of solitary fibrous 

tumours. Most tumours are round or lobulated with clear 

boundaries and the mass is often large and completely 

enveloped
31

. On multi - slice CT imaging, solitary fibrous 

tumours appear as heterogeneously enhancing, 

multiloculated soft tissue masses. Areas of dense or 

scattered calcification and central tubular or rounded 

hypoattenuating regions representing necrosis are also 

observed. Enhancement is most conspicuous in the arterial 

and early portal venous phases with washout of contrast in 

the delayed phase. However, if fibrous elements are 

predominant, contrast enhancement becomes marked in the 

delayed phases as well
4
. Multiple peripheral blood vessels 

were observed in the arterial phase in some cases. This 

feature is thought to be an important diagnostic factor for 

solitary fibrous tumours. Solitary fibrous tumours exhibit a 

heterogeneous appearance on both T1 - and T2 - weighted 

MRI, with the appearance of the solid areas ranging from 

isointense to hypointense relative to skeletal muscle on all 

sequences. In contrast, cystic areas appear hyperintense on 

T2 - weighted images. The contrast enhancement is similar 

to that seen on CT imaging.  

 

Differential diagnoses of solitary fibrous tumours include 

other benign tumours involving the mesentery, such as 

desmoids, inflammatory pseudotumor, mesenteric 

fibromatosis and leiomyomas. Gastrointestinal stromal 

tumours may be identified by the presence of extensive foci 

of haemorrhage and necrosis. Malignant lesions of the 

mesentery that need to be excluded before achieving a 

diagnosis of solitary fibrous tumours include soft tissue 

sarcomas, leiomyosarcomas, lymphomaand metastases
19

.  

 

The presence of rounded necrotic areas, calcifications, and 

the above - described enhancement pattern in the arterial, 

portal venous, and delayed phases aid in distinguishing 

between solitary fibrous tumours and other neoplasms 

arising from the mesentery.  

 

The most effective therapeutic modality for Solitary fibrous 

tumour is surgical resection. The role of other treatment 

modalities in the management of solitary fibrous tumoursis 

unclear. Some reports in the literature have demonstrated the 

effectiveness of radiotherapy for the control of solitary 

fibrous tumors
32, 33

. Chemotherapeutic drugs and novel 

targeted drugs seem to exert some activity on solitary 

fibrous tumors
34

. However, a consensus has not been 

achieved concerning the effectiveness of radiotherapy and 

chemotherapy against solitary fibrous tumours.  

 

4. Conclusion  
 

Solitary fibrous tumour of mesenteryis very rare condition 

affecting mesenteryand few cases have been reported in 

literature. However, solitary fibrous tumouris diagnosed 

histopathologically and radiologically. It usually doesn’t 

require aggressive approach for treatment but if detected 

should be investigated thoroughly. Further studies may be 

done to find out some biochemical or pathological or 

radiological parameter for early diagnosis and aetiology of 

the disease.  

 

Declaration  
 

Funding: No funding sources 

Conflict of Interest: None declared 

Ethical approval: The study was approved by the 

Institutional Ethical Committee.  

 

References 
 

[1] You X, Sun X, Yang C, et al. CT diagnosis and 

differentiation of benign and malignant varieties of 

solitary fibrous tumor of the pleura. Medicine 

(Baltimore).2017; 96: 9058.  

[2] Nishida K, Ubukata H, Konishi S, et al. A giant 

solitary fibrous tumor of the mesentery: a case report 

and literature review. World J Surg Oncol.2015; 13: 

17.  

[3] Zhang GJ, Li RT, Zhou Y, et al. Solitary fibrous tumor 

of small bowel mesentery with postoperative bowel 

obstruction: a case report and review of literature. Int J 

Clin Exp Pathol.2015; 8: 11691–11697.  

[4] Balaji R, Ramachandran K and Somanathan T. A rare 

case of solitary fibrous tumour of the sigmoid 

mesocolon: imaging features and review of literature. 

Cancer Imaging.2009; 9: 67–69.  

[5] Boskovic T, Zivojinov M, Sabo JI, et al. Rare solitary 

fibrous tumor of the stomach: s case report. Vojnosanit 

Pregl.2015; 72: 1035–1038.  

[6] Urabe M, Yamagata Y, Aikou S, et al. Solitary fibrous 

tumor of the greater omentum, mimicking 

gastrointestinal stromal tumor of the small intestine: a 

case report. Int Surg.2015; 100: 836–840.  

[7] Keser BN, Kirman UN, Aktemur G, et al. A rare 

solitary fibrous tumour of the ascending mesocolon: a 

case report. Ann R Coll Surg Engl.2019; 101: 108–

110.  

[8] Perez Cabanas I, De Miguel Velasco M, Reparaz 

Romero B, et al. Hemangiopericytoma of the rectal 

mesentery. Rev Esp Enferm Dig.1990; 77: 449–454.  

[9] Hardisson D, Limeres MA, Jimenez - Heffernan JA, et 

al. Solitary fibrous tumor of the mesentery. Am J 

Gastroenterol.1996; 91: 810–811.  

[10] Nakagawa T, Shinoda Y, Masuko Y, et al. 

Hemangiopericytoma of the sigmoid mesentery: report 

of a case with immunohistochemical findings. Surg 

Today.1997; 27: 64–67.  

Paper ID: SR23405152531 DOI: 10.21275/SR23405152531 537 



International Journal of Science and Research (IJSR) 
ISSN: 2319-7064 

SJIF (2022): 7.942 

Volume 12 Issue 4, April 2023 

www.ijsr.net 
Licensed Under Creative Commons Attribution CC BY 

[11] Prathima KM, Harendrakumar ML, Srikantia SH, et al. 

Hemangiopericytoma of mesentery: a case report. 

Indian J PatholMicrobiol.2003; 46: 69–70.  

[12] West NJ, Daniels IR and Allum WH. 

Haemangiopericytoma of the sigmoid mesentery. Tech 

Coloproctol.2004; 8: 179–181.  

[13] Ben Fadhel C, Ferchiou M, Nfoussi H, et al. Solitary 

fibrous tumour originating in the mesentery: diagnostic 

and prognostic problems (a case report). Tunis 

Med.2008; 86: 936–937.  

[14] Soda H, Kainuma O, Yamamoto H, et al. Giant 

intrapelvic solitary fibrous tumor arising from 

mesorectum. Clin J Gastroenterol.2010; 3: 136–139.  

[15] Lau MI, Foo FJ, Sissons MC, et al. 

Solitaryfibroustumor of small bowel mesentery: a case 

report and review of the literature. Tumori.2010; 96: 

1035–1039.  

[16] Medina - Franco H, Cabrera - Mendoza F, Almaguer - 

Rosales S, et al. Mesenteric solitary fibrous tumor: a 

case report and literature review. Rev Gastroenterol 

Mex.2011; 76: 186–189.  

[17] Bouhabel S, Leblanc G, Ferreira J, et al. Solitary 

fibrous tumor arising in the mesentery: a case report. 

World J Surg Oncol.2011; 9: 140.  

[18] Kudva R, Monappa V and Rao A. Giantsolitary fibrous 

tumor of the mesentery: a rare case. J Cancer Res 

Ther.2011; 7: 376–378.  

[19] Muroni M, Mezzetti G and Noto S. Malignant solitary 

fibrous tumor originating from the mesentery. 

Gastroenterology.2012; 142: 12–13, 187 - 188.  

[20] Cantarella F, Graziosi L, Cavazzoni E, et al. Small 

bowel mesentery solitary fibrous tumor. A rare 

neoplasia in a young male. G Chir.2012; 33: 271–273.  

[21] Nishikawa T, Takei Y, Teshima S, et al. A 

hypervascular malignant solitary fibrous tumor in the 

mesentery of the rectum with good response to 

preoperative radiation therapy. Int Cancer Conf J.2013; 

2: 30–35.  

[22] Chiroque L, Arenas J and Luyo - Rivas A. Solitary 

fibrous tumor confined to the small bowel (ileum) 

mesentery. Rev Gastroenterol Mex.2013; 78: 259–260.  

[23] Val - Bernal JF, Mayorga M, Fernandez F, et al. 

Solitary fibrous tumor arising from the mesentery of 

adult patients. Report of two cases and review of the 

literature. Rom J MorpholEmbryol.2014; 55: 203–207.  

[24] Liu JN, Liu Z, Ji PY, Zhang H, Guo SL. Solitary 

fibrous tumor of the mesentery: a case report and 

review of the literature. Int. J. Med. Res.2020 Oct; 48 

(10): 1 - 7.  

[25] Tuan HX, Hung ND, Khuong NH, Duy NQ, Hue ND, 

Duc NM. Primary intraperitoneal solitary fibrous 

tumor in mesentery: How does it present? Radiology 

Case Reports.2022; 17 (4): 1318 - 1324.  

[26] Rosenthal NS, Abdul - Karim FW. Childhood fibrous 

tumor with psammoma bodies. Clinicopathologic 

features in two cases. Arch Pathol Lab Med.1988; 112: 

798 - 800.  

[27] Fetsch JF, Montgomery EA, Meis JM. Calcifying 

fibrous pseudotumor. Am J SurgPathol.1993; 17: 502 - 

508.  

[28] Davanzo B, Emerson RE, Lisy M, et al. Solitary 

fibrous tumor. Transl Gastroenterol Hepatol.2018; 3: 

94.  

[29] Ben - Izhak O, Itin L, Feuchtwanger Z, Lifschitz - 

Mercer B, Czernobilsky B. Calcifying fibrous 

pseudotumor of mesentery presenting with acute 

peritonitis: Case report with immunohistochemical 

study and review of literature. Int J SurgPathol.2001; 

9: 249 - 253.  

[30] Chen KT. Familial peritoneal multifocal calcifying 

fibrous tumor. Am J Clin Pathol.2003; 119: 811 - 815.  

[31] Zhang WD, Chen JY, Cao Y, et al. Computed 

tomography and magnetic resonance imaging findings 

of solitary fibrous tumors in the pelvis: correlation 

with histopathological findings. Eur J Radiol.2011; 78: 

65–70.  

[32] Ma L, Wang L, Fang X, et al. Diagnosis and treatment 

of solitary fibrous tumor/hemangiopericytoma of 

central nervous system. Retrospective report of 17 

patients and literature review. Neuro Endocrinol 

Lett.2018; 39: 88–94.  

[33] Haas RL, Walraven I, Lecointe - Artzner E, et al. 

Radiation therapy as sole management for solitary 

fibrous tumors (SFT): a retrospective study from the 

Global SFT Initiative in collaboration with the 

Sarcoma Patients EuroNet. Int J Radiat Oncol Biol 

Phys.2018; 101: 1226–1233.  

[34] Stacchiotti S, Marrari A, Dei Tos AP, et al. Targeted 

therapies in rare sarcomas: IMT, ASPS, SFT, PEComa, 

and CCS. Hematol Oncol Clin North Am.2013; 27: 

1049–1061.  

Paper ID: SR23405152531 DOI: 10.21275/SR23405152531 538 




