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SUMMARY

Sclerosing stromal tumour (SST) is a rare benign sex cord stromal tumour of the ovary. We report a case of scle-
rosing stromal tumour of the mesentery in a 32-year-old Para one who presented with intra abdominal mass, men-
strual irregularity and secondary infertility. Histopathology and immunohistochemistry of the completely excised
tumour was consistent with sclerosing stromal tumour, immunoreactive only to vimentin. No ovarian tissue was
found in the sectioned tumour. Her menses became regular and she conceived 3 months after complete excision and
delivered after 9 months. Hormonal assay was not done because SST was least suspected. From literature this is the
first case of SST in the transverse mesocolon reported in the West African subregion, and may probably be one of
the rare cases of hormonally active SST.
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INTRODUCTION

Sclerosing stromal tumours (SST) are rare benign ovari-
an neoplasms. They are a subtype of ovarian sex cord
stromal tumour which usually occurs in the second and
third decades of life."* Extra gonadal sex cord tumours
are extremely rare.’ These are mostly granulosa cell

CT scan revealed a heterogeneously enhancing mass
lying between the liver and the right kidney measuring
8.2x9.1x9.4cm in close contact with the liver but not
within it. A diagnosis of retroperitoneal leiomyosar-
coma was made with normal appearance of all other

tumours which are thought to arise from extra ovarian  viscus. There were no abnormalities of the ovaries.

mesenchyme of the genital ridge.”

Laparotomy revealed a solid tumour in the transverse
mesocolon, abutting the duodenum (Figure 1). Com-
plete excision was done. She had an uneventful post
operative period and conceived 3 months after surgery
and delivered 9 months later.

CASE REPORT

We present a case of primary mesenteric extra gonadal
sclerosing stromal tumour. A thirty-two year old Para 1,
presented with epigastric mass of 4 years duration asso-
ciated with occasional dull pain. The mass was first
noticed 8 weeks into pregnancy. She had spontaneous
abortion at 12 weeks gestation. She complained of ir-
regular menses and did not become pregnant again after
the abortion.

Examination revealed a well — looking young woman.
On examination of the abdomen, there was a bulge in
the epigastrium. There was an intra abdominal mass
palpated in the epigastric region of the abdomen that
measured approximately 10 x 7 cm. The mass was firm,
non-tender, mobile and non-pulsatile.
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Gross examination showed a 10 x 8 x 6¢cm soft to firm
brownish encapsulated abdominal tissue. On gross
pathological examination, cut surfaces showed a hetero-
geneous appearance with brownish and yellowish areas
and haemorrhages within the tumour.

Microscopy showed a well circumscribed tumour with
lobular pattern. There was fibrosis and marked vascular-
ity. The tumour also showed hypo and hyper cellular
areas with prominent vessels (Figure 2). There was dual

tumour cell population.

Figure 2 Sclerosing stromal tumour (H&E) showing a
heterogeneous picture with hypo and hyper vascular
regions on the left and Lipid laden cells to the right.

One type was spindle cells while the other population
was round to oval cells which were pale and had some
signet ring- like cell appearance. No mitotic figures
were identified. A diagnosis of a sclerosing stromal tu-
mour of ovary was made. There was no ovarian tissue in
and around sections of the tumour examined. Immuno-
histochemical study of the resected mass showed im-
munoreactivity for only Vimentin (Figure 3).
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Figure 3 Tumour cells immunoreactive to vimentin
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Other markers such as CD 45(lymphocyte common An-
tigen), AE1/AE2 (pan cytokeratin), CD 117, Calretinin,
AFP, Inhibin, S 100, SMA, myogenin were negative.
CA 125 assay was within normal limits - 23.1U/ml
(0.0- 35.0)

DISCUSSION

Sclerosing stromal tumour (SST) is a benign type of
ovarian sex cord stromal tumours. It constitutes about
5% of sex cord stromal tumours of the ovary.* It occurs
in a younger age group compared with other types of
stromal tumours, usually the 2™ and 3" decades.>*’
This rare tumour was first described as a distinct entity
in 1973 by Chalvardjan and Sully.® Gross examination
of this type of tumour shows solid or solid and cystic
gray to white cut surface with occasional yellow are-
as.”

Microscopic picture of SST is heterogeneous unlike
other stromal tumours which show homogenous histo-
logical picture’. Histological features include cellular
pseudo lobules, prominent interlobular fibrosis, marked
vascularity and dual cell population, collagen producing
spindzlczs5 cells and lipid containing round and ovoid
cells.™™

Several immunohistochemical markers are used to diag-
nose SST. These include Inhibin, Calretinin, CD 99,
Vimentin, desmin and smooth muscle (s-m) actin. They
however have variable expressions.” SST are usually
vimentin positive, s-m actin positive, inhibin positive or
negative, calretinin positive or negative, desmin positive
or negative, and pancytokeratin negative.” In this case
only vimentin was positive.

SST has varied clinical presentations. The commonest
symptom is menstrual irregularity which is reported to
disappear after surgical excision of the tumour.*®’ Oth-
er symptoms include pelvic pain, and non specific pain
related to ovarian mass. The tumours may, in rare cases,
cause masculinisation, anovulation and infertility.> '*!!

It is extremely rare for primary sex cord stromal tu-
mours to occur at extra ovarian sites. The commonest
extra ovarian primary sex cord tumours reported in lit-
erature is granulosa cell tumour.'> In 2008 Trabelsi et al
reported the first case of primary mesenteric sertoli
Leydig cell tumour."” Naniwadekar et al in 2010 also
reported an extra ovarian granulosa cell tumour in mes-
entery."” In 2013, Moktari et al published the first case
of sclerosing stromal tumour in an extra ovarian loca-
tion; between the bladder and the uterus.’
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This appears to be the only case of extraovarian scle-
rosing stromal tumour reported, as the one reported by
Andrade et al in 2001 was found in an accessory ovary
but attached to the ovary."

Here we report an extra ovarian SST located in the
transverse mesocolon, the first in this location and in the
West African sub region. Gross examination showed a
heterogeneous mass. This heterogeneity can differenti-
ate SST from other stromal tumours.

In spite of the benign nature of SST, few are reported to
be hormonally active and present with menstrual irregu-
larity and infertility.>® '* In this case the patient present-
ed with irregular menses and secondary infertility.
Complete excision of the tumour resulted in normalisa-
tion of the menses and subsequent conception and de-
livery. Similar results have been reported with the dis-
appearance of menstrual irregularity with excision of
the tumour.>™ This could be a rare case of hormonally
active SST. Hormonal assay was not done because SST
was least suspected in the mesentery. The uneventful
post excision period of 2 years confirms that complete
excision is enough for cure without strict follow up and
adjuvant treatment.
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