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Case Report

Malignant Fibrous Histiocytoma Arising from the Omentum
Presenting as Hemoperitoneum
Ji Hye Kweon, Chang Soo Choi, Chong Ju Im, Geom Seog Seo, and Suck Chei Choi
Digestive Disease Research Institute, Department of Internal Medicine, Wonkwang University College of Medicine, Iksan, Korea

Malignant fibrous histiocytoma (MFH) is an uncommon
soft-tissue sarcoma that occurs primarily in the extremities and rarely involves the retroperitoneum and
abdomen. A 63-year-old man was admitted to the
emergency room because of epigastric pain. Computed tomography revealed a large heterogeneous enhanced mass originating from the omentum with
hemoperitoneum. The patient underwent laparoscopic
omental mass excision and hematoma evacuation.
Histological examination of the resected tumor revealed MFH. This case was therefore omental MFH
presenting with hemoperitoneum. (Gut Liver 2010;4:
241-244)
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INTRODUCTION
Malignant fibrous histiocytoma (MFH) represents the
most common soft tissue sarcoma in adults, involving the
extremities and less commonly the trunk, retro1,2
peritoneum and other sites. The prevalence of intraperitoneal lesion among the all MFH was 5-10%.
Although intra-tumoral bleeding of MFH was found in
1,3
5%, only a few MFH present as intra-peritoneal bleeding.
We report a rare case of omental MFH presenting with
hemoperitoneum, in a 63-year-old men.

CASE REPORT

was dull and constant. Physical examination revealed a
huge, firm palpable mass in the left upper quadrant of
abdomen. Blood pressure was 90/60 mm Hg and pulse
rate was 96 beats/min. In CBC, hemoglobin was 12 g/dL,
3
3
WBC was 13.5×10 /mm , CRP was 215 mg/L, Blood
chemistry was normal limit. CEA, AFP and CA19-9 were
normal limits. Pre-enhanced computed tomography (CT)
of the abdomen and pelvis shows a high attenuated fluid
density within the peritoneal cavity (Fig. 1A). Post-enhanced CT shows a huge solid mass with enhancing vascular structure in the omentum of left upper quadrant
(Fig. 1B). The colonoscopic finding was normal. Esophagogastroduodenoscopy revealed external compression at
the greater curvature side of midbody of stomach (Fig. 2).
The patient underwent laparoscopic omental mass excision and hematoma evacuation. Gross pathological examination shows a 9×7×7 cm, 179 g oval shape mass
with black brownish color (Fig. 3). Pathology of the excised specimen revealed a storiform architectural arrangement and consisted of spindle cells and histiocyte-like
cells (Fig. 4A). Immunohistochemical stains were positive
for alpha 1-antichymotrypsin, vimentin and negative for
c-Kit, CD34, desmin, smooth muscle actin, S-100 protein,
panCK, EMA, calretinin (Fig. 4B). The final histopathologic diagnosis was MFH that was originate from
omentum. There was no evidence of distant metastasis.
The patient refused further treatment with chemotherapy or radiotherapy. The patients is well condition
and no evidence of local recurrence or distant metastasis
at 12 months after the operation.

A 63-year-old man was admitted to the emergency department because of epigastric pain for 1 day. The pain
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Fig. 1. Abdominal CT findings. (A) Pre-enhanced CT revealing the collection of a high-attenuation fluid within the perihepatic
space. (B) Postenhanced CT revealing a solid mass of about 5.5 cm with enhanced vascular structure in the left upper quadrant
omentum.

Fig. 3. Gross pathological examination revealing a 9×7×7-cm
oval mass weighing 179 g with a cystic necrotic portion.
Fig. 2. Esophagogastroduodenoscopy revealed external compression at the greater curvature site of the midbody of the stomach.

Fig. 4. (A) Histologic examination revealing a storiform architectural arrangement and consisting of spindle cells and histiocyte-like
cells (H&E stain, ×200). (B) Tumor cell showing positive immunostaining for alpha 1-antichymotrypsin (×200).
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DISCUSSION
MFH is a common soft tissue sarcoma, usually occurring in the seventh decades of life.1 It usually arises 50%
in the lower limb, 24% in the upper limbs, 16% in the
2
trunk and 9% in retroperitoneum. Primary solid omental
tumors are rare, and various including leiomyosarcoma,
hemangiocytoma, fibrosarcoma, leiomyoma, liposarcoma,
desmoid tumor, fibroma, mesothelioma, fibroma, and
4
myosarcoma. Among the primary omental tumors, MFH
5-7
was reported only three cases in English literature. But
primary omental MFH complicated with hemoperitoneum
has not been reported.
When the MFH occurs in the abdomen or retroperitoneum, patient complains of abdominal distension,
1
varicocele and hernia. The symptoms indicating aggressive lesion were abdominal fullness, pain, palpable
8
mass, general fatigue or progressive weight loss. In the
present case, there was no symptom which suggested aggressive lesion, except epigastric pain.
MFH can develop variable degrees of tumor hemorrhage
either spontaneously or as a result of response to chemo1,3
therapy. Approximately 5% of MFH cases demonstrate
intra-tumoral hemorrhage in a necrotic space that may be
9,10
The most of
confused with hematoma or cystic tumor.
all cases of abdominal MFH with extra-tumoral bleeding
were metastatic lesions involved alimentary tract causing
11-13
Recently, there was a report
gastrointestinal bleeding.
of subhepatic peritoneal MFH not only experienced intra-tumoral hemorrhage but also developed tumor rupture
with extra-tumoral bleeding into the peritoneal cavity,
14
Also,
mimicking ruptured hepatocellular carcinoma.
there were four reports which presented with hemoper15-18
but primary
itoneum by primary solid omental tumor,
omental MFH complicated with hemoperitoneum has not
been reported. In the present case, large amount of
bloody ascites is also associated with intra-tumoral hemorrhage and hyperevascularity of omental MHF.
CT findings of MFH consist of well circumscribed mass
with variable hypodense areas owing to hemorrhagic necrosis exhibits peripheral solid enhanced component with
intra-lesional hypodense areas of myxoid change, hemor19
rhage or necrosis.
MFH is microscopically characterized by areas of spindle cells arranged in a storiform pattern, and pleomorphic
areas with haphazardly arranged sheets of fibroblasts and
histiocytes. The diagnosis of MFH depends on an accurate
differential diagnosis from other sarcomas. The differential diagnosis includes gastrointestinal stromal tumor,
fibrosarcoma, leiomyosarcoma, and myxoid sarcoma. MFH
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frequently expresses vimentin, actin, alpha 1-antichymotrypsin and CD 68, which were useful to differential
2
diagnosis. The vimentin and alpha 1-antichymotrypsin
were positive in the present case.
The mainstay of the therapy for MFH is completely surgical resection with en block regional lymph node
dissection. Complete omentectomy for omental MFH appears to be the most appropriate treatment considering
20
the aggressive biologic behavior of the malignant tumor.
The efficacy of radiation therapy is well established in the
21
treatment of MFH of extremities, but the effect of adjuvant radiotherapy to omental MFH is unclear. Doxorubicin is the first treatment option for unresectable or par22,23
but palliative or intially resected soft tissue sarcoma,
tensified chemotherapy to MFH have failed to survival
24,25
benefit.
Most MFH are shown regionally invasive nature, distant
metastasis may spread via blood vessel or lymphatics. The
prognosis of MFH is poor that the 2-year survival rate of
patients with MFH is 60% and the rate of metastases is
1
42%.
In conclusion, we report a case of primary omental
MFH complicated with hemoperitoneum which was treated by laparoscopic resection. If the patients have omental
solid tumor with hemoperitoneum, omental MFH should
be considered as a rare differential diagnosis.
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