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Summary

The development of ectopic decidua is generally considered as a physiologic phenomenon of pregnancy, even though it has been
occasionally noted in non-pregnant women. We present three cases of ectopic decidua located in the greater omentum and discuss
the histopathologic characteristics, as well as the problems encountered in the differential diagnosis from metastatic lesions. Decid-
ual transformation of the omentum could simulate, both grossly and microscopically, malignant neoplastic lesions such as malig-
nant deciduoid mesothelioma, metastatic mucin-producing adenocarcinoma or even metastatic squamous carcinoma. The applica-
tion of immunohistochemistry is essential for the establishment of the diagnosis, especially in the presence of deceptively atypical
vacuolated cells resembling carcinoma cells. Ectopic decidua does not require any therapeutic intervention because it usually

regresses postpartum without any complications.
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Introduction

Ectopic decidual reaction of peritoneal subcoelemic
mesencymal cells has been mainly reported in the ovarian
surface, the uterine serosa and the cervix [1]. Less fre-
quent sites of ectopic decidua are the greater omentum,
the subcapsular region of peritoneal lymph nodes and
other organs in the pelvic and abdominal cavity [2]. The
development of ectopic decidua is generally considered
as a physiologic phenomenon of pregnancy, arising from
a progesterone-induced metaplasia of the coelomic
stroma, even though it has been occasionally noted in
non-pregnant perimenopausal women [2, 3]. It has also
been associated with the administration of progestational
agents, trophoblastic disease, hormonally active lesions
of the ovary and adrenal, near a persistent corpus luteum,
or after radiation therapy [4]. We report three cases of
ectopic decidua located in the greater omentum and
discuss the histopathologic and immunohistochemical
characteristics, as well as the problems in the differential
diagnosis from metastatic lesions.

Cases

Case 1: An omentum biopsy was taken during a cesarean
section from a 29-year-old woman because of the presence of a
grossly evident omental lesion measuring 3.5 cm in diameter,
with hemorrhagic infiltration, suggesting endometriosis. Micro-
scopic examination revealed the presence of large cells, single
or in clusters, with associated inflammation. The cells had
abundant vacuolized cytoplasm which gave the impression of a
mucinous accumulation (Figure 1). Focally, the cells presented
an eosinophilic cytoplasm, suggesting decidua. Histological and
immunohistochemical examination was consistent with an
extensive, partly atypical decidual reaction of the sub-mesothe-
lial stroma of the omentum.
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Case 2: A 35-year-old pregnant woman (gestational age: 37
wks) underwent laparotomy for the removal of a tumorous
mass, 3 cm in the largest diameter, in the left ovary. During the
procedure, an omentum biopsy was taken because of the pres-
ence of grossly evident lesions which gave the impression of
peritoneal implants of the mass. Microscopic examination of
the ovarian tumour showed an extensive thecomatosis and sub-
epithelial decidual reaction of the ovarian stroma extending to
the tubal serosa and the mesovarium. Pathologic examination of
the omentum biopsy showed the development of multiple poly-
poid nodules composed of decidual cells, mostly under the
mesothelium (Figure 2).

Case 3: A 42-year-old patient with a long history of
endometriosis, under long-term therapy with progestational
agents, underwent laparoscopic examination because of a cystic
lesion in the left ovary. During the examination, multiple
whitish or hemorrhagic nodules measuring 0.3-0.6 cm were
observed on the peritoneal surfaces and omentum. The ovarian
cyst was endometriotic and the nodules were consistent with
foci of endometriosis with extensive decidual reaction of the
stroma (Figure 3).

Discussion

Previous studies of the ovary at term have suggested
that decidual transformation of the ovary could be a
typical, even invariable phenomenon of pregnancy [2, 5,
6]. Ectopic decidua in sites other than the ovaries, cervix
and uterus have been only sporadically reported in the
past [7]. However, in a recent study ectopic decidua was
detected in 100% of omentum biopsies taken during
cesarean sections and in tubal pregnancies [8]. In another
study, decidual reaction was found in 30.8% of uteri
removed during pregnancy [9].

In general, the exact incidence of ectopic decidua
cannot be easily estimated, because it usually presents as
an incidental microscopic finding [2]. However, macro-
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scopically visible ectopic decidua of the omentum has
been discovered during cesarean sections or postpartum
tubal ligation, and described as multiple gray to white or
hemorrhagic nodules or plaques [10]. These totally
benign lesions do not usually produce any symptoms and
regress completely post-partum [1, 8]. Extremely rare
complications such as abdominal pain, massive endoperi-
toneal hemorrhage or even death, have been, neverthe-
less, reported [11, 12].

According to most authors, ectopic decidua is a physi-
ologic hormone-dependent phenomenon, that resemples
endometriosis in topography and mechanism, even
though it represents a distinct clinicopathologic process
[2, 13]. Indeed, in both of our cases of pregnancy-associ-
ated ectopic decidua, there was no clinical or pathologic
indication of endometriosis. Nevertheless, in the non-
pregnant woman, ectopic decidua developed on the foci
of endometriosis, after long-term administration of prog-
estational agents. We believe that in this case a patho-
genetic relationship between endometriosis and the sub-
sequent formation of ectopic decidua should not be
excluded.

Decidual transformation of the omentum could simu-
late, both grossly and microscopically, malignant neo-
plastic lesions, such as malignant deciduoid mesothe-
lioma, metastatic mucin-producing adenocarcinoma or
even metastatic squamous carcinoma [4, 10, 14]. The
correct diagnosis by the pathologist is of great impor-
tance for the avoidance of such major pitfalls. Micro-
scopic examination of ectopic decidua shows decidual
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Figure 1. — Histological section of ectopic decidual cells with
vacuolized cytoplasm (hematoxylin-eosin x 250).

Figure 2. — A polypoid omental nodule composed of ectopic
decidua (hematoxylin-eosin x 250).

Figure 3. — Endometriotic lesion of the omentum showing
extensive decidual stromal reaction surrounding a gland (hema-
toxylin-eosin x 250).

cells under the peritoneal mesothelium, single or in clus-
ters with an occasional admixture of smooth muscle cells.
[2, 15]. Marked vascularity and lymphocytic infiltrations
can also be present [10]. Recognition of the typical
appearance of decidual cells is essential for the establish-
ment of the diagnosis. However, it should be noted that
the presence of nuclear atypia (hyperchromasia and pleo-
morphism) and focal hemorrhagic necrosis may give rise
to a false impression of malignancy if mitotic activity is
not carefully evaluated [10, 16, 17]. In certain cases, the
absence of mitoses is necessary in order to differentiate
ectopic decidua from malignant desiduoid mesothelioma
[10]. On rare occasions, ectopic decidual cells may
exhibit eccentric nuclei and enclose cytoplasmic vacuoles
filled with baseophilic mucin, thus mimicking a metasta-
tic mucin-producing adenocarcinoma [10]. In the first of
our cases the presence of nuclear atypia and mucinous
differentiation posed diagnostic difficulties, which were
resolved after the evaluation of mitoses. Histochemistry
was positive for proteoglycans (PAS positive) and nega-
tive for epithelial mucin (Alcian blue negative). An
immunohistochemical study was performed by the
VENTANA automatic system for the investigation of
CEA (MoAb clone-parlam 4, Monosan) CA-125 (MoAb,
Serotec), EMA (MoAb, Serotec), Cytokeratin 7 (OVTL
12/30, Monosan), Cytokeratin 20 (Ks 208, Monosan) that
showed a negative immunostain reaction, and for
Vimentin (VIM3B4, Novocastra) which showed a posi-
tive immunostain reaction. These findings confirmed the
histological diagnosis of ectopic decidua.

Fig. 2
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It should be noted that due to the benign and transient
nature of the lesion there is no need for radical operations
or any therapeutic intervention [18]. The rare complica-
tions previously mentioned should of course be treated
accordingly.

Conclusion

Ectopic decidua of the greater omentum is a benign
lesion usually associated with pregnancy which totally
regresses postpartum. In non-pregnant women with ectopic
decidua a pathologic relationship with endometriosis
should be considered. Correct diagnosis by the pathologist
is essential to avoid useless and potentially harmful surgi-
cal interventions. Histopathologic diagnosis is based on the
characteristic appearance of decidual cells, while the pres-
ence of nuclear atypia or mucinous differentiation may
pose diagnostic difficulties. The absence of mitoses and the
application of immunohistochemistry may help in resolv-
ing these difficult cases.
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