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ABSTRACT

Calcified fibrous tumor (CFT), also known as calcified fibrous pseudotumor, is a rare benign
mesenchymal lesion characterized by dense hyalinized fibrous tissue, lymphoplasmacytic
inflammatory infiltrate, and distinctive calcifications. Although it can occur in various 
locations, the gastrointestinal tract is an increasingly recognized site. We present the case of
a 29-year-old patient who developed intestinal obstruction. Imaging studies identified a 
calcified mesenteric lesion as the probable cause. An exploratory laparotomy was 
performed, revealing a mesenteric-dependent small bowel tumor, which was completely
resected. Histopathology confirmed the diagnosis of calcified fibrous tumor. Intestinal
obstruction is a rare clinical manifestation of this entity. Complete surgical resection is 
the treatment of choice and is usually curative. This case highlights the importance of 
considering CFT in the differential diagnosis of calcified mesenteric masses, especially when
associated with obstructive symptoms.
Keywords: calcified fibrous tumor, calcified fibrous pseudotumor, benign, mesenchymal
lesion, calcification, intestinal obstruction.

INTRODUCTIONINTRODUCTION

Calcified fibrous tumor (CFT), first described by Rosenthal and Abdul­Karim
(1) and later named “calcified fibrous pseudotumor” by Fetsch et al. (2), is a rare
benign mesenchymal lesion. Histologically, it is defined by a proliferation of
spindle­shaped soft cells embedded in a densely hyalinized collagenous stroma,
associated with a lymphoplasmacytic inflammatory infiltrate and the variable
presence of dystrophic or psammomatous calcifications (3,4).

Although initially considered a deep soft tissue lesion, especially in children
and young adults, its occurrence has been documented in a wide range of
anatomical locations, such as the pleura, mediastinum, neck, and, increasingly,
the gastrointestinal tract (stomach, small intestine, colon, appendix) and
mesentery (5,6).
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Clinically, gastrointestinal CFT are usually incidental
findings. However, they can manifest symptoms such
as abdominal pain, ulceration, bleeding, or, as in the
present case, intussusception or intestinal obstruction
(4,7). The definitive diagnosis is established by
histopathological study, and complete surgical resec­
tion is usually the curative treatment (5,8).

The aim of this report is to present a case of 
intestinal obstruction secondary to a CFT located in 
the mesentery of the small intestine, a rare clinical
manifestation, and to review the literature on the 
subject.

CASE REPORTCASE REPORT

We present the case of a 29­year­old female patient
from Sinaloa, Mexico, with no personal history of 
disease, occasional alcohol consumption, and no family
history of cancer. She presented with abdominal pain
that had been present for 24 hours, located in the
mesogastrium, colicky in nature, with an intensity of
5/10 on the visual analog scale (VAS). The patient
reported that she began self­medicating with NSAIDs
(ketorolac), achieving partial improvement. However,
the following day, the intensity of the pain increased to
10/10 and was associated with episodes of vomiting on
seven occasions, which prompted her to present to the
emergency department.

On physical examination, she was neurologically
intact, without tachycardia, normotensive, afebrile,
with hydrated mucous membranes, peristalsis present
in the abdomen, without abdominal distension, and
pain on deep palpation in the mesogastric region, 
without signs of peritoneal irritation. 

Diagnostic studies were performed, including a 
lateral abdominal X­ray (April 10, 2025), which showed
air­fluid levels without significant dilation of the 

intestinal loops (fig. 1). Subsequently, a plain abdominal
computed tomography (CT) scan was performed, which
identified a circumferential tumor lesion in the 
mesogastric region, presumably dependent on the
mesentery, and containing heterogeneous material
with areas of calcification inside (fig. 2). Given the 
suspicion of a mesenteric lesion, the patient was 
admitted for further diagnostic workup.

During her hospital stay, the patient initially showed
favorable progress, tolerating enteral feeding without
nausea or vomiting. Antispasmodic treatment (butyl­
hyoscine) was administered for pain control, adequate
gas passage was maintained, and bowel movements
were observed on the second day of hospitalization. A
new abdominal­pelvic CT scan with contrast medium
(04/11/2025) shows an oval lesion in the small 
intestine, with partially defined edges, heterogeneous

Figure 1 - Lateral abdominal X-ray showing air-fluid levels 
without significant dilation of the small intestine.

Figure 2 - Simple abdominal computed tomography. (a) Axial view, (b) Coronal view, and (c) Sagittal view. 
The blue arrow indicates a circumferential tumor lesion in the mesogastric region with internal calcifications.
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density with areas of higher and lower density, and 
significant enhancement with the passage of contrast
medium. A transition zone and dilation of the proximal
intestinal loops are observed, as well as scant free fluid
in the pelvic cavity (fig. 3).

On April 15, 2025, the patient presented a new
episode of severe abdominal pain, accompanied by an
inability to pass gas and absence of bowel movements.
Due to the persistence of symptoms and imaging 
findings suggestive of a pseudo­obstructive process
secondary to the tumor, the decision was made to 
proceed with an exploratory laparotomy.

During the procedure, a mesenteric lesion of the
small intestine was found, measuring 7 x 3 cm, with
irregular edges, dense consistency, and whitish color.
The lesion had a feeding vessel originating from the
mesentery and was located 50 cm from the angle of
Treitz, with loose adhesions to an intestinal loop 250
cm from the angle of Treitz. Complete resection of the
tumor was achieved (fig. 4).

The surgical specimen was sent for histopatho­
logical diagnosis (fig. 5). Microscopic analysis revealed
a hypocellular fibroblastic proliferation alternating with
extensive chronic inflammatory infiltrate and areas 
of sclerosis. The myofibroblastic cells observed were
spindle­shaped, with oval nuclei and elongated cyto­
plasm, without significant atypia. The inflammatory
infiltrate consisted mainly of plasma cells, lymphocytes,
and some histiocytes, with occasional formation of
lymphoid aggregates. Numerous dystrophic and 
psammomatous calcifications were also identified. The
final diagnosis was calcified fibrous tumor, with surgical
margins free of lesion.

After surgery, the patient had a favorable clinical
outcome without complications. Four days after 

surgery, it was decided that she could be discharged
home, with follow­up through outpatient consultations
and a return to daily activities two weeks after surgery.

Figure 3 - Contrast-enhanced abdominal computed tomography. (a) Axial view, (b) Coronal view, and (c) Sagittal view.
The green arrow shows an oval lesion in the small intestine with significant enhancement, a transition zone, 

and dilation of the proximal loops.
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Figure 4 - Intraoperative findings. (a) The mesenteric tumor
is identified prior to resection. (b) Appearance of the small

intestine after complete resection of the lesion.
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DISCUSSIONDISCUSSION

Calcified fibrous tumor (CFT) is a rare benign 
mesenchymal entity. Although it can arise in various
locations, its presentation in the gastrointestinal tract
or mesentery, as in this case, is increasingly recognized
(5,6). The age of presentation occurs in three peaks:
early childhood, mid­20s, and mid­30s. Our patient (29
years old) is within the reported range for adults (5). A
slight female predisposition can be observed in CFTs, as
in our case, although no explanation for this has been
found to date (4).

Clinical presentation as intestinal obstruction,
although uncommon, has been documented (7,8). The
symptoms of CFTs are variable due to their hetero­
geneous distribution of location. Thirty­five percent of
cases present with various symptoms, characterized by
being nonspecific, local, or systemic. Most are detected
incidentally, and few present with local symptoms due
to their mass effects (6). In our case, the mesenteric
tumor caused an area of stenosis secondary to 
adhesion of the lesion with proximal dilation of the
small intestine, which explains the patient's obstructive
symptoms. The size of the tumor (7 x 3 cm) is within the
variable range described in the literature, which ranges
from small lesions to larger masses (4,5).

The histopathological findings reported for CFT in
the literature are: paucicellular proliferation of spindle
cells in a densely hyalinized collagenous stroma,
accompanied by a chronic inflammatory infiltrate 
(predominantly lymphocytes and plasma cells) and 
the presence of psammomatous and dystrophic 
calcifications (4,7,10). The absence of significant 
cellular atypia and a low mitotic index are consistent
with its benign nature. 

The differential diagnosis of intra­abdominal GIST
includes several mesenchymal entities. Gastro­
intestinal stromal tumor (GIST) is more cellular, lacks

the prominent hyalinization and calcifications of 
CFT, and is positive for CD117 and DOG­1 (4,8).
Inflammatory myofibroblastic tumor (IMT) may be
more cellular and present with atypia and ALK­1 posi­
tivity in a subset of cases (10,11). Other distinguishing
features are solitary fibrous tumor (positive for 
CD34 and STAT6) and sclerosing mesenteritis (which
infiltrates mesenteric fat and may lack prominent 
calcifications) (8,12). Immunohistochemistry is crucial;
CFTs are usually positive for vimentin and variably 
positive for CD34 and factor XIIIa, while they are usually
negative for c­kit (CD117), DOG­1, ALK­1, S100, and
smooth muscle actin (4,9,10).

The pathogenesis of CFT remains unclear. It has
been speculated that it may represent a final sclerosing
stage of IMT (9,11) or be related to trauma or chronic
inflammatory processes (12,13). Some studies suggest
a possible association with IgG4­related disease,
although this finding is not consistent (5,8). In our case,
no specific traumatic or inflammatory history was 
identified that could explain its origin.

The treatment of choice for calcified fibrous tumors,
regardless of their location, is complete surgical 
resection with clear margins (5,6,8,10). Given the
benign nature of the lesion, adjuvant treatment such as
chemotherapy or radiotherapy is not necessary.

In the case presented, an exploratory laparotomy
was performed with complete resection of the mesen­
teric tumor. This approach allowed not only the
removal of the lesion but also the resolution of the
occlusive condition. Postoperative management
included analgesia and antibiotic therapy, which are
standard for this type of surgery.

The prognosis for CFT is excellent after complete
surgical resection, with a low risk of recurrence (5,6). 

The favorable outcome and absence of post­
operative complications, followed by early hospital 
discharge, highlight the efficacy and safety of surgical
treatment for this condition. Long­term follow­up is
important to detect recurrences, although these are
rare (5,6).

CONCLUSIONCONCLUSION

Calcified fibrous tumor is a rare benign mesenchy­
mal lesion that can occur in the mesentery of the
small intestine and cause intestinal obstruction.
Diagnosis is based on characteristic histopathological
findings, including hyalinized fibrous tissue, lympho­
plasmacytic infiltrate, and calcifications. Complete
surgical resection is the treatment of choice and
offers an excellent prognosis with a low risk of 

Figure 5 - Gross surgical specimen. The resected tumor 
measures 7 x 3 cm and presents a solid, fibrous, 

and multinodular appearance with a cerebriform surface.
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recurrence. Considering CFT in the differential 
diagnosis of calcified mesenteric lesions is essential
for appropriate management and to avoid unneces­
sarily aggressive treatments.
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