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PRESENTACION DE CASO

Solitary neurofibroma in the abdominal wall of
a patient without neurofibromatosis: case report
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Introduction. Solitary neurofibromas are benign tumors, often the manifestation of
neurofibromatosis, and reflect a hereditary pathology with several variants. The clinical
manifestations of solitary neurofibromas change according to their location and can generate a
variety of symptoms. Usually, solitary neurofibromas are located in the skin and rarely in other
places. Surgical removal is the only treatment; malignant transformation and recurrence are
unusual.

Objective. A case is reported of solitary neurofibroma in the abdominal wall of a 19-year-old
patient without neurofibromatosis.

Materials and methods. Articles included are from Proquest, Pubmed and Ovid databases. Key
words used were neurofibroma, tumors of the neural sheath, and case report. The search is
current as of May 24, 2007.

Conclusions. This case appears to be the first one with these characteristics reported in the
English and Spanish medical literature.

Key words: neurofibroma, nerve sheath neoplasm, case reports, abdominal wall, neuro-
fibromatoses, fibroblasts.

Neurofibroma solitario en pared abdominal en paciente sin neurofibromatosis: reporte de
caso

Introduccidn. Los neurofibromas solitarios son tumores benignos de caracter hereditario,
que presentan variantes. Las manifestaciones clinicas cambian segun su localizacion vy,
ocasionalmente, son similares a las de la neurofibromatosis. Usualmente, los neurofibromas
estan localizados en piel y raramente en otras partes. El Unico tratamiento es la reseccién
quirdrgica. Su transformacién maligna y recurrencia son poco usuales.

Obijetivo. Reportar el caso de un paciente masculino de 19 afios, sin neurofibromatosis, con un
neurofibroma solitario en pared abdominal.

Materiales y métodos. Se incluyeron articulos encontrados en Proquest, Pubmed y Ovid. Las
palabras clave utilizadas en la busqueda fueron neurofibroma, tumores de la vaina neural y
reporte de caso. La busqueda esta actualizada hasta el 24 de mayo de 2007.

Conclusiones. Este parece ser el primer reporte de un caso con estas caracteristicas en la
literatura médica en inglés y en espafol.

Palabras clave: neurofibroma, neoplasias de la vaina del nervio, informes de casos, pared
abdominal, neurofibromatosis, fibroblastos.
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be divided into: 1) solitary neurofibromas, which
are well-defined and circumscribed tumors; 2)
plexiforms, which are diffuse masses, formed
of neural fibers; 3) multiple, like plexiforms,
which are generally associated with hereditary
diseases; and 4) infiltrating neurofibromas called
diffused. Although neurofibromas are common
in neurofibromatosis, that pathology must not
be immediately concluded when finding one
of these tumors, since occasionally solitary
neurofibromas can be found in healthy people.

Neurofibromatosis is a hereditary, autosomal
dominant disease, with a variety of clinical
presentations and phenotypic manifestations
in the bones, nervous system, eyes, skin,
gastrointestinal tract and other body parts.
Each can be classified as one of two types:
type 1 neurofibromatosis, also known as von
Recklinghausen's disease, is characterized
by peripheral manifestations, whereas type 2
neurofibromatosis has central nervous system
alterations.

The association between solitary neurofibromas
and neurofiboromatosis has not yet been
established (1-7). Schwann cells, mast cells,
fibroblasts, perineural cells, endothelial cells
and collagen are the main components of
neurofibromas. Solitary neurofibromas are solid,
well-circumscribed, differentiated and non-
encapsulated tumors that tend to grow slowly
in the skin of people between 20 and 30 years
of age, and present without sex differences.
Neurofibromas arising in other parts of the body
are rare (2,3,5-9).

The damage caused by neurofibromas is
influenced by their location. Cutaneous tumors
cause surface deformation, whereas deeper
masses can cause functional compromise and
destruction as a result of the compression of
neighboring organs. Although most are benign,
some may cause secondary destruction as a
result of the pressure exerted; consequently,
symptoms depend on the size of the lesion
(4,6).

With ultrasonography imaging, neurofibromas
appear as smooth, well-defined and lobulated
masses; with computed tomography (CT),
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they have a homogeneous, smooth and round
appearance and often contain multiple cystic
spaces caused by myxoid degeneration; and
with magnetic resonance (MR) imaging, they
demonstrate a target-like enhancement pattern
with attenuation or signal intensity in the central
portion different than at the periphery. Histology
and immunohistochemical studies are necessary
for exact diagnosis. Histological characteristics
can change according to the quantity of mucine
and myxoid tissue (3,4). Complete surgical
resection is the only treatment for these tumors.
Malignant transformation is unusual (1,5,10,11).

Herein, the first case of solitary neurofibroma
in the abdominal wall of a patient without
neurofibromatosis is reported.  Electronic
searches for reports of similar cases and
other rare manifestations using the key words
“neurofibroma,” “neural sheath tumors,” and “case
report” were conducted in Proquest, Pubmed
and Ovid databases for all English and Spanish
articles with abstracts. In order maximize the
number of articles, no date limit was set, and the
search is current as of March 24, 2007. Initially,
1,360 articles were obtained, of which 157 fit the
inclusion criteria. However, only the 22 were
referenced in the current work with a focus on
solitary neurofibroma in the patient without
neurofibromatosis, or gave important theoretical
contributions.

Case report

A case is presented of a 19-year-old male who,
over the course of six months, noticed the
presence of anabdominal bulge intherightinferior
quadrant. It was located 17 cm from the midline,
3 cm above the anterior and superior iliac crests,
and it was detected easily and superficially, well-
defined, firm, and non-reductable. It was fixed to
the abdominal wall and painful to deep palpation.
No other findings at the physical examination or
any other symptomatology were reported.

No important findings appeared in the personal
or familial histories. To confirm the diagnosis,
ultrasonography of soft tissues was conducted
that permitted differentiation between abdominal
hernia, lipoma, neurofibroma, schwannoma or
other neoplasm common in this location. A well-
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defined, hypoechogenic, 1 x 2 cm mass was
found attached to the abdominal wall (figure 1).
The patient appeared to have a lipoma; conse-
quently, surgical resection was done, without any
complications, and with a satisfactory recovery.

The pathology report from the extracted sample
was as follows:

- Macroscopic description: pale pink, non-
encapsulated, moderately smooth, nodular

lesion, with well-delimited edges and
measuring 18 x 8 x 6 mm.
- Microscopic  description:  benign  non-

encapsulated tumor, made up of fusiform
cells, with several capillaries with prominent
endothelium. The cells were deposited in
interlaced bundles and collagen fibers. No
signs of atypia or significant mitotic activity
were present. A clear, benign, pattern
without evidence of malignancy was found.
Immunocytochemistry  tests were not
conducted because of the clear histological
pattern, characteristic of a benign mass (figure
2). Diagnosis: resection of an abdominal wall:
neurofibroma.

Patient’s clinical progress was satisfactory, and
a year later no other clinical signs or symptoms
were present. Upon investigation of the patient’s
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Figure 1. Ultrasonography of the
mass obtained with 7.5-12 mHz,
sectorial transductor.

From: Flérez L, Barajas JS.
Neurofibroma solitario en el
paciente sin neurofibromatosis:
aspectos biolégicos y clinicos.
MedUNAB. 2008;11:61-5.
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background and study of neurofibromatosis, no
other similar pathology was present, nor was
any other disease. Questioning and examining
multiple members of the family detected no risks
of neurofibromatosis. A genetic screening was
not conducted.

Discussion

In a patient with a superficial mass in the
abdomen, the following alternatives must be
considered in differential clinical diagnosis.
The possibility of inguinal hernias must be first
considered; they are a common cause of pain
and frequent abnormality of the abdominal wall.
Other potential diagnoses include abscesses,
benign and malignant tumors originating from
muscle, nerve or fat tissue, and lymphatic
regional nodes. A complete history and physical
examination are important in difficult cases;
imaging and histological studies can be used to
guide diagnosis (11,12).

Abdominal neurogenic tumors are most
commonly located in the retroperitoneum,
particularly in the adrenal glands. However,
other areas of the abdomen including the urinary
bladder, the abdominal wall, and the biliary
bladder can also be involved. Making a definitive
pre-surgical diagnosis is very difficult and
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Figure 2. Histological aspect of the mass. HE, 100X.
From: Flérez L, Barajas JS. Neurofibroma solitario en el
paciente sin neurofibromatosis: aspectos biolégicos y
clinicos. MedUNAB. 2008;11:61-5.

requires microscopical differentiation. When a
diagnosis of solitary neurofibroma is made, other
subclinical forms of neurofibromatosis must be
excluded as well as to confirm that the mass was
solitary (3,5,6,10).

Only one similar case has been reported, that
of a 21-year-old male patient with a mass in
the right inguinal region. During the physical
examination, a firm mass was found fixed to
the abdominal wall; CT and MR scans showed
a mass within the right rectus sheath displacing
the rectus muscle medially. No adenopathy was
noted. The mass was surgically removed and
upon histopathological exam, it was identified
as a plexiform neurofibroma. The patient was
interviewed a second time, and familial history
of neurofibromatosis was uncovered. The
patient exhibited light brown spots, suggesting a
diagnosis of neurofibromatosis. The current case
presentation seems to be the first report of a case
of solitarily neurofibroma in the abdominal wall
of a patient without neurofibromatosis, at least
as reported in the English and Spanish medical
literature (12).

Other cases of solitary neurofibroma in patients
without neurofibromatosis have been reported in
body regions with slightly less frequency. These
include the nasal cavity (1), palatine tonsil (13),
soft palate (2), subglottical (14), as an isolated
cervical mass (15), intramedullary (16), on the
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common bile duct (10), kidney (5), ileum (17),
colon (18), anal canal (19), spermatic cord (11),
scrotum (20,21) and vulva (22).
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