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Abstract: Introduction: The solitary fibrous tumor is a benign mesenchymal tumor of rare extra-pleural location. We report a
case of solitary fibrous tumor observed in the lower rectum simulating cancer. The objective was to discuss the diagnostic and
therapeutic management of the solitary fibrous in Madagascar. Observation: This is a sixty-five-year-old man, seen in
consultation for dyskinesia, with no family history of neoplasia. The digital rectal examination revealed a large, non-budding,
firm mass at the level of the right posterolateral surface with a lower pole located 2 cm from the anal margin, the remains of
the physical examination are normal. Abdominal computed tomography showed a mass measuring 8 x 7 x 5.5 cm at the
expense of the rectal wall of regular tissue density, without a mesenteric node or secondary localization. the biopsy had not
found any malignant cells. This result is due to insufficiently deep biopsy samples of the mass, which led us to perform a
complete surgical excision by coloprotectomy. The operative follow-up to which was simple. Immunohistochemical study of
the surgical specimen confirmed the diagnosis with a positive CD 34 marker. The outcome was favourable without metastasis
or recurrence after a six-month follow-up. Conclusion: The rectal localization of the solitary fibrous tumor is exceptional. The
diagnosis is histological confirmed by the immunohistochemical study with a positive CD 34 marker.
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1. Introduction

Solitary fibrous tumor is a benign mesenchymal tumor [1],
which develops most of the time in the pleura. External

with progressive rectal syndrome for a year. The patient was
in good general condition and showed no signs of anaemia or

pleural localization is exeptional, but it has recently been
reported in various organs, particularly in the kidney, prostate
and liver [2]. We report the case of a solitary fibrous tumor
developed at the expense of the rectal wall at the Joseph
Ravoahangy  Andrianavalona University Hospital of
Antananarivo. It was diagnosed with difficulty after surgical
resection of the rectum due to the not specific sign. The
objective was to discuss the diagnostic and therapeutic
management in relation to literature.

2. Observation

A 65-year-old man, smoking, consulted for dyskinesia

rectal bleeding. Abdominal palpation had not found any
tumor. The digital rectal examination revealed a large, non-
budding, firm mass at the level of the right posterolateral
surface with a lower pole located 2 cm from the anal margin.
The recto sigmoidoscopy had found a slightly inflammatory
rectal mucosa with a bulging of the posterior surface of the
rectum partially narrowing the colonic lumen to 7 cm from
the anal margin. Histologic examination of the biopsy
specimens found a chronic non-specific proctitis. Abdominal
computed tomography showed a mass measuring 8 x 7 x 5.5
cm at the expense of the rectal wall of regular tissue density,
hypervascularized in the arterial phase with more or less
homogeneous enhancement after contrast injection (figure 1)
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with some lymphadenopathy in the arterial phase.
Mesoreatum level, without urinary bladder and prostate
invasion, no liver or pulmonary metastasis was observed. The
CA 19-9 marker was discreetly high at 17.1 U / ml. The
patient had undergone coloprotectomy followed by coloanal
anastomosis and protective ileostomy by open midline
laparotomy. There was no incidence during the postoperative
period. The histological results of the surgical part had
macroscopically revealed a rectal mass, nodular, whitish,
firm, well-defined, measuring 8 x 7 X 5.5 cm with nine nodes
of 0.4 x 1 cm long axis at the level of the mesorectum.
Microscopically, a tumor proliferation made up of spindle-
shaped cells, grouped in long bundles in places, intersecting
at right angles without cytonuclear atypia, nor mitosis had
been objectified. The immunohistochemistry showed intense
and diffuse tumor cell positivity to CD 34 and negativity to
smooth muscular actin, DOG-1, PS100 and desmin. Ki67
was evaluated at 1% confirming a solitary fibrous tumor of
the rectum. After six months of follow-up, the patient was in
good general condition, without sphincter disorder or
recurrence

Source: Visceral surgery archive "A" at CHUJRA

Figure 1. Solitary fibrous tumor in the rectum.

3. Discussion

In the literature, solitary fibrous tumor is a exceptional
benign tumor with a reported incidence of 2.8 cases per
100,000 people [3]. In our case, this is the first case of the
rectal localisation of the solitary fibrous tumor in our country.
Initially, it was described by Klemperer and Rabin in 1931 in
the pleural, as localised fibrous mesothelioma [4]. Since its
first description, a controversy persisted for many years on
the origin of these tumors: mesothelial or mesenchymal sub-
mesothelial. It was only in the years 1980-1990 by the
contribution of the study immunohistochemistry that the
hypothesis of a mesenchymal origin was confirmed [1]. In
the literature, the preferential localisation of a solitary fibrous
tumor remains at the level of the pleural. The extra pleural
locations reported are very varied: mesorectum [2], kidney
[5], liver, retro-peritoneal, bladder, cervical, mammary [6].
We reported rectal localisation in our study. This pathology

can be found at any age, with a median age 55 years old (50
to 70 years old) [7]. Our case is similar to the one in the
literature; it was a 65-year-old man. In the literature, most
solitary fibrous tumors were asymptomatic and discovered
incidentally. The clinical manifestation depends mainly on
the topography of the tumor. In 5% of cases, the tumors were
discovered during hypoglycaemia [7] due to the secretion of
insulin-like growth factor. It can be product by the tumor, but
most lesions do not product this factor and only show signs
of compression of adjacent organs [8]. In our case, it was
manifested by dyskinesia with rectal syndrom due to the
location in the lower rectum. As with any anorectal pathology.
The rectal examination is essentially describing the
characteristics of the tumor and already allowing to eliminate
a malignant tumor. Macroscopically, it is a solid tumor, with
a smooth area, often large, well circumscribed, which does
not infiltrate the healthy parenchyma. Rectosigmoidoscopy
with systematic biopsy should guide the diagnosis and rule
out other anorectal pathologies. But superficial biopsy
samples expose to low sensitivity and can induce a diagnostic
error as in this case. As literature said, fine-needle aspiration
biopsies rarely provide enough tissue for a definitive
diagnosis due to the heterogeneous distribution of cell
density within the tumor [8]. Histologically, it most often
exists a great nonspecific architectural variability. The cells
are spindle-shaped, are characterised by their irregular, non-
nucleolus nucleus, in interlaced bundles arranging in an
anarchic fashion within a fibrocollagenic stroma that is
focally hyalinized. Their cytoplasm is eosinophilic [9]. This
result had been confirmed in our case, but given the missing
of a sign not specific to histology. Only the
immunohistochemical results confirm the diagnosis of a
solitary fibrous tumor, showing a positive staining among CD
34 and bcl-2 [3]. CD 34 labelling is strongly positive,
showing diffuse cytoplasmic reactivity in 75 to 100% of
cases, which makes it one of the most sensitive markers [10].
On Magnetic Resonance Imaging, the solitary fibrous tumor
typically appears in hyposignal in T1 and T2. A T2
hypersignal is present in the event of necrosis, myxoid
degeneration and hypercellular plaque. After the injection of
gadolinium, the enhancement is often heterogeneous and
intense [11]. As in our case, the computed tomography shows
a formation of tissue density, well limited and intensely
enhanced after the injection of contrast products due to a
large vascular contingent [11] and our case did not receive
imaging by magnetic resonance. In the literature, the
differential diagnosis was difficult but mainly. It is necessary
to rule out gastrointestinal stromal tumor [12], synovial
sarcoma, reactive nodular fibrous pseudotumor of the
gastrointestinal tract and mesentery and adenocarcinoma [13].
In the literature, the standard treatment for a solitary fibrous
tumor is surgical excision, which is the only curative
treatment [ 14].

In our case, we performed coloprotectomy followed by
coloanal anastomosis and protective ileostomy by open
midline laparotomy.

In the literature, a size of more than 10 cm and incomplete
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resection also correlates positively with local and metastatic
recurrence [15] to prevent recurrence or distant metastasis
even in the missing of any sign of malignancy. Solitary extra
thoracic fibrous tumors are slow-growing tumors like benign
mesenchymal tumors, although malignant various with
aggressive local behaviour and metastasis may occur [16]. It
therefore requires prolonged, close and long-term monitoring
[17]. In our case, no recurrence, or loco regional or distant
metastasis was encountered over a six-month follow-up.

4. Conclusion

Solitary fibrous tumor is rarely localised in the rectum.
The rectal examination with a rectoscopy orient the diagnosis
and can already eliminate malignant tumors by the
macroscopic characteristics of the tumor. Sufficiently deep
biopsy samples of the usually large, firm, regular and well-
circumscribed mass avoid negativity of the pathological
results. Only the immunohistochemical examination by a CD
34 and bcl-2 staining confirm the diagnosis. Complete
resection of the tumor, even if it is benign, helps prevent
tumor recurrence, hence prolonged monitoring.
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